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Date and Time:

Trust Board Meeting (Part 1) Agenda

Thursday 24 September 2020, 09:00-11:50

Venue: MS Teams
Time ‘ Item ‘ Subject Lead Action ‘ Format
1.0 OPENING ADMINISTRATION
11 Welcome and apologies Chairman Note Oral
1.2 Declarations of interest All Assure Oral
09:00
1.3 Minutes of meeting — 30 July 2020 Chairman Approve | Report
14 Action log and matters arising All Review | Report
09:05 | 1.5 Chief Executive Officer’s Report Chief Executive Inform Report
2.0 DIVERSITY, INCLUSION, CULTURE AND WORKFORCE
09:15 | 2.1 Workforce and Education Committee Report Committee Chair Assure Report
. Chief Executive/
09:25 | 2.2 Culture Programme. Update (Rev:ewed by Acting Chief People Assure Report
Workforce & Education Committee) :
Officer (Culture)
. . . . Chief Executive/
09:35 | 2.3 D'verS'ty and Inclusion Report a_nd Act|on.PIan Acting Chief People Assure Report
(Reviewed by Workforce & Education Committee) :
Officer (Culture)
. . Chief Corporate
. Freedom to Speak Up Vision and Strategy - -
09:45 | 24 (Reviewed by Workforce & Education Committee) Affairs Off|c(_~>rl FTSU | Approve | Report
Guardian
. . Guardian Of Safe
09:55 | 2.5 Guar'dlan of Safe Working Hours. Q Repo!‘t Working/Chief Assure Report
(Reviewed by Workforce & Education Committee) : .
Medical Officer
] Medical and Nursing Revalidation Reports Chief Medical Officer/
10:05 | 2.6 (Reviewed by Workforce & Education Committee) Chief Nurse Approve | Report
3.0 QUALITY, SAFETY AND PERFORMANCE
31 Quality and Safety Committee Report Committee Chairman | Assure Report
Learning from Deaths Q1 Report (Reviewed by . . .
3.1.1 Quality & Safety Committee) Chief Medical Officer | Assure Report
Mental Capacity Act and Deprivation of Liberty
3.1.2 | Safeguards Annual Report (Reviewed by Quality Chief Nurse & DIPC Assure Report
10:10 & Safety Committee)
Learning Disabilities Annual Report (Reviewed .
3.1.3 by Quality & Safety Committee) Chief Nurse & DPIC Assure Report
Clinical Negligence Scheme for Trusts — . . .
3.1.4 | Maternity Services (Reviewed by Quality & Safety | CMief Medical Officer/ | | poor
: Chief Nurse
Committee)
Integrated Quality and Performance Report . .
10:30 | 3.2 (Reviewed by Finance & Investment Committee Chlegti':)r:)(:e;ratmg Assure Report
and Quality & Safety Committee)
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COVID-19, Flu and Winter Plan 2020-21 . .
10:45 | 3.3 (Reviewed by Finance & Investment Committee Chleg(f)fﬁ:eerratlng Approve | Report
and Quality & Safety Committee)
4.0 FINANCE
11:00 | 4.1 Finance and Investment Committee Report Committee Chair Assure Report
11:10 | 4.2 Finance Report (quth 5) (Reviewed by Finance Chief Finance Officer | Update Report
& Investment Committee)
5.0 STRATEGY, RISK & COMPLIANCE
11:20 | 51 | Corporate Objectives 2020/21 Chief Strategy Assure | Report
Officer
] Chief Corporate
11:30 | 5.2 Board Assurance Framework Q2 2020/21 Affairs Officer Assure Report
6.0 CLOSING ADMINISTRATION
6.1 Questions from Governors and the Public Chairman Note
11:40 | 6.2 Any new risks or issues identified Note Oral
All
6.3 Any Other Business Note
11:50 CLOSE

Thursday, 26 November 2020, 09:00-12:00
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Agenda

Trust Board
Purpose, Meetings and Membership

Trust Board

The general duty of the Board of Directors and of each Director individually, is to act with

Purpose: 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 In Attendance Attendees

Members Designation Abbreviation
Gillian Norton Chairman Chairman
Jacqueline Totterdell Chief Executive Officer CEO
Ann Beasley Non-Executive Director/Vice Chairman NED
Elizabeth Bishop Non-Executive Director NED
Stephen Collier Non-Executive Director NED
Prof. Jenny Higham Non-Executive Director (St George’s University Representative) NED
Dame Parveen Kumar Non-Executive Director NED
Pui-Ling Li Associate Non-Executive Director ANED
Tim Wright Non-Executive Director NED
Andrew Grimshaw Chief Finance Officer and Deputy Chief Executive Officer DCEO
Avey Bhatia Chief Operating Officer COO
Robert Bleasdale Acting Chief Nurse & Director of Infection, Prevention & Control ACN
Richard Jennings Chief Medical Officer CMO
In Attendance
James Friend Chief Transformation Officer CTO
Stephen Jones Chief Corporate Affairs Officer CCAO
Suzanne Marsello Chief Strategy Officer CSO
Humaira Ashraf Acting Chief People Officer (Culture & OD) ACPO(C)
Elizabeth Nyawade Acting Chief People Officer (Workforce) ACPO(W)
Secretariat
Tamara Croud Head of Corporate Governance/Board Secretary HOCG-BS
Apologies
Quorum: | The quorum of this meeting is a third of the voting members of the Board which must include one

non-executive director and one executive director.
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Minutes of the St George’s University Hospitals NHS Foundation Trust Board Meeting

Name

PRESENT

Gillian Norton
Jacqueline Totterdell
Ann Beasley
Elizabeth Bishop
Stephen Collier

Prof Jenny Higham
Prof Parveen Kumar
Dr Pui-Ling Li

Tim Wright

Avey Bhatia

Robert Bleasdale

Dr Richard Jennings
Andrew Grimshaw

IN ATTENDANCE
James Friend
Stephen Jones
Suzanne Marsello
Elizabeth Nyawade
Humaria Ashraf

SECRETARIAT
Tamara Croud

APOLOGIES

In Public (Part One)
Thursday, 30 July 2020
Microsoft Office Teams

Title

Chairman

Chief Executive Officer
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Associate Non-Executive Director
Non-Executive Director

Chief Operating Officer

Acting Chief Nurse and Director of Infection Prevention &
Control

Chief Medical Officer
Chief Finance Officer and Deputy Chief Executive Officer

Chief Transformation Officer

Chief Corporate Affairs Officer

Chief Strategy Officer

Acting Chief People Officer — Workforce
Acting Chief People Officer — Culture

Head of Corporate Governance/Board Secretary

1.0 OPENING ADMINISTRATION

1.1 Welcome, Introductions and apologies

The Chairman welcomed everyone to the meeting and noted the apologies
as set out above and warmly welcomed James Friend back following a period
of absence.
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CEO
NED
NED
NED
NED
NED
ANED
NED
COO

ACN/DIPC
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ACPO-C
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1.2

1.3

14

1.5

Declarations of Interest
There were no additional or new declarations of interest reported.
Minutes of the meetings held on 25 June 2020

The minutes of the meeting held on 25 June 2020 were approved as an
accurate record.

Action Log and Matters Arising

The Board reviewed and noted the action log and agreed to close those
actions proposed for closure. It also noted the following updates:

¢ Data on quality impact attributed to waiting list (Action Item
TB28.05.20/01): It was reported that a number of metrics had been
identified to demonstrate quality impact on patients attributable to the
waiting list and that these would feature in the Integrated Quality and
Performance Report from September 2020.

e Fit and Proper Person Test (Action Item TB25.06.20/04): The ACPO(W)
reported that fit and proper person information relating to senior leaders in
acting up roles would be undertaken and the professional qualification of
the CFO was now complete and would be added. An updated Fit and
Proper Person Test position would be brought back to the Board for
completeness in September 2020.

o Staff Risks Covid Assessments Form (Action Item TB25.06.20/01): The
ACPO(W) reported that the COVID-19 Staff Risk Assessment form was
revised to ensure there was clarity that staff who had concerns about
revealing health conditions to their managers could contact occupational
health directly.

Chief Executive’s Officer (CEO) Report

The Board received the report from the CEO and the following points were
noted:

The Trust was focused on recovery following the initial phase of the Covid-19
pandemic. This involved stepping services that were paused back up and
running, getting patients back into the hospital for the treatment needed, and
working with system partners across south west London and beyond to
ensure that patients received the right treatment at the right time. Linked to
this, the Trust itself was getting back in a more normal rhythm, with more
theatres opening up, CommCell restarting and the ward accreditation
programme resuming.

e The Trust was pleased that its Emergency Department (ED) performance
against the 4-hour standard continued to be amongst the top performing
trusts in London and across England. More patients were now attending
the Trust’s ED following a significant fall in the number of attendances at
the height of the pandemic in the Spring. The Trust remained focused on
ensuring the safety of patients attending ED and reassuring them that it
was safe to come on site to seek the care they needed.
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e The Trust was developing its Covid, Flu and Winter Plan which would be
presented to the Board via Quality & Safety and Finance & Investment
committees in September 2020.

o 97.7% of Trust staff had completed the Covid-19 risk assessment to date,
which put the Trust in the top quartile of Trusts in the London region. The
Trust aimed to get to 100% and was working hard to achieve this.

e The Trust was continuing to push forward with its diversity and inclusion
agenda given the need to make measurable and impactful progress in
this area. A new diversity and inclusion manager had been appointed.
Key priority projects included improving the career progression of BAME
staff, improving development opportunities for staff, and listening and
responding to concerns raised by BAME staff.

e The exploratory and diagnostic phase of the Trust’s culture programme
was well underway and was expected to conclude in late September
2020. An update on the programme would be brought to the Board at its
meeting in September 2020, and the Board would subsequently be
engaged in considering in detail the outcomes of the diagnostics phase.

The Board noted the report and the use of the Trust seal for 2019/20.

2.0 DIVERSITY, INCLUSION & CULTURE

21

Diversity and Inclusion Report and Action Plan

The Board received and discussed the Trust’s new Diversity and Inclusion
Action Plan, which had been developed to respond to feedback from staff
across the Trust and to ensure measurable and impactful progress was made
in this essential area. The plan included five workstreams, each of which had
an identified executive lead with clear lines of responsibility and ownership.
Project leads had been identified and next steps included developing clear
metrics and measures of success and the timescales for delivery. These
would be presented to the next Workforce and Education Committee. Senior
leaders across the Trust had engaged well with this work and a number of
local engagement events had already been held. The Trust would develop a
facilitators guide and toolkit to support staff in conducting diversity and
inclusion conversations with their teams. There were now BAME
representatives on all interview panels for staff at Agenda for Change Band
8a and above and the Trust was ensuring that these representatives received
appropriate training. Recruitment and selection training is being developed for
managers which would include unconscious bias training.

The following key points were raised and noted in discussion:

o Elizabeth Bishop welcomed the action plan and commented that it would
be useful to facilitate mock interviews for BAME staff in order to support
and feedback when applying for senior roles. Further, it was suggested
that local communities should be engaged to support the provision of
coaching and mentoring. The ACPO(C) reported that across the Trust
there were a number of people that would like to support the mentoring
and coaching programme and the Trust wanted to develop a good
structure around this to best use its resources. The Trust was working on
delivering career coaching but would also consider including mock
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interviews as part of the plan.

e Ann Beasley commented that the report was very thorough and asked
that the Trust actively reflect the equality, diversity and inclusion impact in
Board reports and draw out these issues in conversation.

¢ Inresponse to the need to make real and sustained progress in this area,
the Workforce and Education Committee would convene additional
meetings focused on diversity, inclusion and culture, and this would
include monitoring progress against the action plan. The Committee
would provide reports to the Board on these additional meetings, and the
Board would receive full quarterly updates on progress against the
diversity and inclusion plan.

¢ Each Board member would be asked to make a pledge in relation to
culture, diversity and inclusion actions which would be collated and
shared with the Board.

o Staff and patient stories could be used to relay the practical experience of
staff and patients to the Board in relation to diversity and inclusion. It
would be powerful for the Board to hear directly about the impact of the
Trust’s action plan. The CCAO reported that plans were underway to
reintroduce the patient stories later in the year.

e |t was important that the diversity and inclusion plan covered all of the
protected characteristics, although in light of recent staff feedback it was
understandable why the focus was currently on the experience of BAME
staff in relation to which the Trust needed to make substantial progress.

e The Chairman asked how the frontline staff had received and perceived
the programme of work and the wider focus on diversity and inclusion. It
was reported that conversations were underway with some leaders taking
a very responsive and proactive approach, but it was recognised that the
Trust needed to support them with a facilitator guide. It was noted that a
plan was being developed to reinstitute a regular staff pulse survey.

o The staff networks, established earlier in the year, had been active
participants in developing the plan.

The Board noted the plan, progress made and next steps, and noted that an
update on the diversity and inclusion action plan would be brought to the
Board at its meeting in September 2020.

3.0 QUALITY AND PERFORMANCE

31

Quality and Safety Committee Report

Professor Parveen Kumar, Chair of the Committee, presented the report of
the meeting held on 23 July 2020, which set out the key matters raised and
discussed. The Committee had reinstated its deep dive programme and at its
July meeting had considered the systems in place to monitor and escalate
mortality concerns and issues. The Committee noted that there were a
number of systems in place to capture, track and investigate mortality
concerns but recognised that more work was required to improve these
systems. The Committee welcomed the good performance on complaints and
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the positive working across South West London. The Committee recognised
the challenges with the fit testing of masks and was assured on the Trust’s
plans to address the issues. The Committee was also assured that, with the
exception of fit testing for masks, the Trust was compliant with the other 62
standards in relation to the Infection Prevention and Control Board Assurance
Framework (IPC BAF). The Committee commended the IPC BAF which
would be shared with the Care Quality Commission (CQC) and NHS England
and NHS Improvement. The Trust had also made good progress on
delivering against the CQC action plan with the exception of three actions
which had been delayed. There had also been one Never Event which the
Committee would consider in September 2020 as part of the monthly serious
incident report.

Ann Beasley queried the reasons why the three CQC actions (one pertaining
to referral to treatment and diagnostics activity and two related to conducting
audits in outpatients on environment and management of records) had not
been progressed. It was reported that this was due to the operational
pressures and changes implemented as a result of responding to the Covid-
19 pandemic. The Trust had developed mitigation plans to ensure these
could now be progressed as the Trust stepped services back up. The Trust
was also conducting additional assurance work by examining the evidence to
ensure this did not lead to any negative consequences for patients.

Tim Wright asked for an update on finalising the Intensive Care Unit triage
guidelines. It was noted that the guidelines had been reviewed by the Clinical
Ethics Committee and there would be one final meeting to finalise the
guidelines which would be shared with the Quality and Safety Committee.

Parveen Kumar commented that in the event of future surges of Covid-19 it
was important staff received sufficient training where they were redeployed to
other areas. It was also noted that workforce was a key element of the Trust’s
Covid, Flu and Winter Plan which was currently being developed.

The CMO reported that the Committee had held a very detailed discussion
about never events. The Trust had recorded two wrong site surgeries in the
current calendar year. Fortunately, there had been no harm to the patients
involved, but the Trust was taking the issue extremely seriously and was
identifying and sharing the learning from these. One of the key actions was
that clinicians examine a patient’s imaging immediately prior to the operation,
and not only review the reports. Accordingly, a communication has been sent
to staff to highlight this issue, raise awareness and share the learning from
these incidents.

The Committee noted the issues around fit testing of FPP3 masks, and that
the Trust was actively engaging with NHS England to address these issues
and proactively sourcing alternatives to ensure that staff were able to
continue to work safely.

The Board noted the report.

Safeguarding Adults Annual Report 2019-20

The Board considered the annual report on safeguarding adults 2019-20

which had previously been discussed at the Quality and Safety Committee. In
year, the Trust had invested in additional capacity in the team. Work had
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been conducted to improve governance and there was greater collaboration
between the adults and children’s safeguarding teams. The Trust was also
working closely with its local partners. There had been over 800 contacts for
the team and 300 referrals out of the team. The Trust had been an active
participant in safeguarding adults’ investigations but there were no identified
learning points for the Trust to date, although these investigations were
ongoing. The functions had been audited by the Trust’s internal auditors and
received ‘substantial assurance’. The team would be working on improving
relationships with the safeguarding adults’ board and the Trust was working
with external stakeholders to progress this. The team was also working on
delivering training in innovative ways in light of Covid-19.

Ann Beasley queried how the Trust was assured that it was reaching all the
individuals that needed support from the service. The Trust had sought this
assurance from the number of complaints but there were none in year. The
Trust also monitored intelligence from section 42referrals to access if it was
capturing the right patients.

The Committee noted the report and commended the hard work of the team.
Safeguarding Children Annual Report 2019-20

The Board considered the annual report on safeguarding children 2019-20
which had previously been discussed at the Quality and Safety Committee.
The Trust conducted annual and six monthly section 11 assurance and
challenge sessions with local partners to assess how the Trust was meeting
the requirements. The Trust also worked closely with its third sector party
partners, such as RedThread, which supported the work of the team and the
emergency pathway. There was a clear accountability framework which
progressed through the organisation which included active involvement from
representatives from the clinical commissioning group. The Named Nurse
and Doctor chaired the London Safeguarding forums. Level 1 and 2 training
had been good but there had been a decline in Level 3 training in recent
months. The Trust had identified and targeted areas where there had been a
notable decline in training and a virtual programme had been implemented
resulting in improved performance. Only one review had been published
during the year, and this had contained no learning points for the Trust. A
number of reviews were ongoing. The Trust needed to do more around
supervision, in particular in terms of case loads especially from the acute care
perspective.

The Board noted the report and reiterated its commendation of the hard work
of the team as well as RedThread.

Integrated Quality and Performance Report (IQPR)

The Board received and noted the IQPR at Month 3 (June 2020), which had
been scrutinised at both the Finance and Investment and the Quality and
Safety Committees. Beyond the matters raised in the reports from the
Committees, the Board noted the following:

o The Trust remained focused on safely restarting the services which had
been stopped due to the Covid-19 pandemic.

e The Trust was facing a number of challenges getting elective activity
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restarted following the initial Covid-19 surge and while there had been
improvement, progress had been slow. The Trust was working with acute
providers across the South West London to improve performance and
increase productivity. The Trust was also working with the independent
sector but activity had been low because of the challenges with provision
of anaesthetic staff.

The Trust had opened more operating the theatres (25 of a total of 29)
but needed to increase productivity in line with infection prevention and
control pathways.

In month, the key hotspots included elective activity, theatre productivity,
diagnostics waits and referral to treatment (RTT) performance. RTT
performance had deteriorated in month moving from 68.3% in May to
55.6% in June against a London average of 61%. This would remain a
challenge over the coming months.

The Trust’'s emergency department continued to perform well against the
4-hour standard which remained green in the balanced scorecard, and
the Trust was among the highest performing Trusts in London and
nationally for ED performance.

The changing infection prevention and control guidelines being issued
system-wide remained a challenge. There was still clear anxiety among
some patients about coming onto the hospital site. The booking teams,
and the Trust as a whole, were doing significant work the encourage
patients to come into hospital for their treatment.

The Trust was working with its partners in South West London to
standardise infection prevention and control standards with lots of work
around providing more patient information.

The Trust was concerned about the rise in the number of patients waiting
52 weeks or more for treatment, which had increased during the Covid-19
pandemic. The Trust had returned to managing the waiting list in the
same way it had done pre-Covid, with priority being given to the most
urgent cases. In May there were 274 52-week breaches which had
increased to 554 breaches in June. The Trust had identified 200 patients
from the 52 week waiting list to move to the independent sector or other
acute partners to ensure these patients received care in a timely way.

The Trust was also focused on endoscopy and had successfully cleared
the two-week referrals with more now coming into the Trust. The
challenge would be to drive productivity through all the endoscopy suites.

August would be a challenging time, with staff typically taking annual
leave, and the booking team was booking in more activity in September.

Stephen Collier queried the July position for driving theatre productivity
and noted that the Trust’s overall waiting list had not increased
significantly. It was reported that in July productivity had improved but
August was concerning because a significant number of staff were
expected to take annual leave which would impact on activity levels (as
was the pattern in recent years). The Trust had sought to balance the
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3.3

3.4

need for staff to be able to take leave, particularly given the pressures on
staff during the initial Covid-19 peak, with continuing to drive activity. The
Trust was also reviewing its independent sector contracts to ensure that it
maximised productivity.

¢ All the workforce key performance indicators were showing
improvements, with vacancy rates now below 10%.

The Board received and noted the report.
Cardiac Surgery Quarterly Report

The Board received and noted the quarterly cardiac surgery report which had
previously been considered at the Quality and Safety Committee. The Trust
had put in place robust assurance mechanisms to monitor cardiac surgery
outcomes. These remained within the expected limits as measured by the
National Institute for Cardiovascular Research (NICOR) and the service
remained out of ‘alert’. In terms of activity, the Trust had stopped cardiac
surgery during the peak of Covid-19 as a London-wide protocol for the
treatment of cardiac surgery patient had been introduced, but the service had
now resumed at the Trust. The Trust was also making good progress against
the recommendations of and action plan from the Independent External
Mortality Review, following the publication of its report in March 2020. Three
specific actions remained ongoing, which related to the holding of formative
individualised feedback sessions with identified clinical staff with
representatives of the Review Panel and the CMO; fostering changing
working relationships within and between cardiac surgery, cardiology and
anaesthesialintensive care teams; and ensuring continued robust consultant
appraisal and job planning. While significant progress had been made,
implementation of the full recommendations of the Review was a key priority
both for the Trust and NHS England and NHS Improvement and the
restrictions on the complexity of the operations undertaken by the service
remained in place. The Trust continued to meet with and support bereaved
families and the Trust continued to prioritise this despite the challenges with
in-person meetings as a result of the Covid-19 restrictions.

The Board noted the report.
Annual Complaints Report 2019-20

The Board received and noted the annual complaints report for 2019-20. The
Trust’'s complaints performance had improved significantly and this had been
sustained during the year as a result of focused activity and increases in
resources allocated to managing complaints. Key actions which had led to
the improvements included regular ‘CommCell’ meetings, supporting
divisions with complex cases and increasing engagement. The key themes of
complaints related to level of care, communication and clinical treatment.
These were the same themes as reported in 2018-19. Overall, complaints
performance was 92% against a performance target of 85%. This
represented a significant improvement from 62% in 2018/19.

The Board noted the report and commended the increased performance in
complaints.
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4.0 FINANCE

41

4.2

Finance and Investment Committee Report

Ann Beasley, Chair of the Committee, provided an update on the meeting
held on 23 July 2020. While the Committee had not reviewed the strategic
risks in the Board Assurance Framework, it had held a deep around ICT
risks. The Committee had agreed to close two highly scored functional risks,
and its discussion had focused on the risks relating to cyber security, on
which it asked that a cyber security dashboard be developed. Similarly,
through the other papers on its agenda, the Committee considered the
finance risks. Although currently the Trust was in a breakeven position, the
Committee was concerned about the position over the second half of the
year. The Trust had stacked up demand and it was anticipated that the Trust
would be challenged on how it managed its activity and how it coped with the
cost of trying to catch-up. There was also a more detailed conversation about
capital and the Committee discussed options for delaying certain schemes in
anticipation that the Trust may be left with a smaller capital budget. In relation
to estates, the Committee considered the work ongoing to develop the Trust’s
Premises Assurance Model; the Committee noted the progress made and
looked forward to its full implementation in the coming months. The
Committee also reviewed a number of business cases. The Committee
commended the procurement team on a good report and their hard work
during the peak of the Covid-19 pandemic. In addition, the Committee
considered an update on the non-emergency patient transport tender.

Tim Wright added that the Committee had held a good discussion about the
developing estates strategy and the many aspects the Trust needed to
address as it sought to finalise this. There was a helpful discussion about the
various strands of work involved and it was important that the Board engaged
with and understood the full programme of work and the interdependencies
involved. The focus was on shaping the strategy and looking at how to
develop a tool which enabled full transparency on all aspects of the strategy.
It was reported that updates on the development of the estates strategy
would be provided to the Committee on a regular basis.

The Board noted the report.
Finance Report M03

The Board received and noted the finance performance at month 3. The
Trust, as with other NHS organisations, was being provided with support from
NHS England and NHS Improvement (NHSE&I) to attain a balanced financial
position each month. Expenditure on Covid-19 continued and was £3m in
month and the Trust had received £3.6m income top-up. The Trust was still
waiting for guidance on what the financial regime would be from month 6
onwards and it was anticipated that all Trusts would be expected to deliver
productivity and efficiencies savings. The Trust was already looking at what
efficiencies it could begin to deliver.

The Chairman noted that this would be a challenge for the Trust, with staff
required to manage future Covid-19 peaks as well as managing the
resumption of services.

The Board noted the report.
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5.0 RISK, GOVERNANCE & COMPLIANCE

5.1

5.2

Audit Committee Report

Elizabeth Bishop, Chair of the Committee, provided an update on the meeting
held on 13 July 2020. The Committee spent some time discussing the role of
the newly-formed executive-led Risk and Assurance Group which, among
other things, was responsible for overseeing the progress of internal audit
reports and follow-up recommendations. The Committee welcomed the focus
on this and indicated it would take a close interest in its impact. The internal
audit report on the use of medical consultants received a limited assurance
rating. The Committee noted that there was a lot of work needed in this area.
The CMO reported that a review was already underway to address this and
the Committee agreed that the CMO would provide a report on the review at
its October 2020 meeting. The report on data security protection toolkit also
received limited assurance from the internal auditors. The internal audit
programme had been interrupted by the impact of Covid-19 and the
Committee asked the internal auditors to review progress. The Committee
received a preliminary paper on the new financial standard FRS-16 which
would impact on the Trust’s balance sheet.

The Chairman queried the Committee’s feel for the Trust’'s approach to risk,
in light of the ‘reasonable assurance’ given in relation to the audit of risk
management. The Committee Chair confirmed that the Committee did review
the new Board Assurance Framework and progress on the Risk Management
Strategy and this would be kept under review by the Committee. The CCAO
noted the comments of the Care Quality Commission around risk
management in its December 2019 inspection report and reflected that it was
recognised that more work was required around the risk management
strategy and on developing the Trust policy on risk, and that updates to both
were planned later in the year.

The Board noted the report.
Board Assurance Framework Quarter 1 2020/21

The Board received and noted the quarter one 2020/21 Board Assurance
Framework (BAF). The new BAF had been populated setting out the controls,
gaps in controls and assurances and actions to close these gaps, mitigations
and assurance mechanisms linked through indicators in the IQPR and
horizon scanning of emerging risk and future opportunity. The relevant BAF
risks had been considered by the Workforce and Education Committee
(Strategic Risks 8 and 9) and Quality and Safety Committee (Strategic Risks
1, 2 and 10) which reviewed and endorsed the risks scores and assurances
for those risks allocated to them. The Finance and Investment Committee
had not yet considered the risks allocated to it under the BAF (Strategic Risks
3, 5, 6 and 7) but had held broader discussions on risk and the BAF itself
would be considered by the Committee before the next iteration of the BAF to
the Board. As previously agreed by the Board, there was no stand alone
strategic risk on Covid-19 but each risk area drew out the Covid-19
implications explicitly and a summary of the Covid-19 impact across all BAF
risks was set out in the paper. The population of the BAF was completed in
collaboration with the executive team and there would be internal scrutiny at
the risk assurance group and also at each management sub-group.
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Of the 10 strategic risks, seven were rated as partial assurance, two limited
and one good assurance. Strategic Risk 1 was rated as 16 which reflected
the progress made by the Trust in improving patient safety (as reflected in the
Trust’s removal from the quality special measures regime) balanced against
the risks to patient safety as a result of Covid-19 infection and the knock-on
impact on the delivery of other services for patients. Strategic Risk 8, in
relation to culture, diversity and inclusion and raising concerns, had been
reviewed in light of discussion at the Workforce and Education Committee
and it was proposed that the risk score was increased to a score of 20 (4
consequence by 5 likelihood) to reflect there was no strong assurance
currently in place. However, as the steps the Trust was taking to mitigate this
risk started to have an impact, it was anticipated that the Board would be able
to lower the risk score later in the year. In relation to Strategic Risk 4, which
related to system working and was reserved to the Board, the risk had been
proposed with a score of 8 (4 consequence by 2 likelihood) but in light of the
sheer significance of cross-system wide developments, inherent tension
between the statutory framework which placed sovereignty with individual
organisations and system expectations around integrated, cross system
working with pooled sovereignty, the CCAO suggested that the score felt low
and that the Board may wish to consider raising this to a score of 12 (4
consequence by 3 likelihood).

It was noted that Strategic Risk 5 (financial sustainability) was proposed as a
maximum score of 25. When the planning guidance was issued later in the
year plans, the level of risk could be reassessed. In the meantime, actions to
mitigate this risk were being taken.

Tim Wright noted that the uncertainties and the lack of control over external
events would give rise to the Trust increasing the risk score for Strategic Risk
4.

The Chairman commented that some of the corporate risks that sat below
and informed the BAF needed further review. This was particularly the case
in relation to those sitting under Strategic Risk 4, where risks on the HR risk
register appeared to be scored lower than would have been expected. The
CCAO agreed and advised that the Risk Assurance Group was responsible
for reviewing corporate and divisional risks that informed the BAF and the
Group would ensure these were reviewed prior to quarter 2.

Elizabeth Bishop suggested that the BAF should contain in-year target risks
for each Strategic Risk, which were both stretching but realistic. It was noted
that the target risks on the BAF at present reflected the Board’s agreed risk

appetite statement, but the Executive would consider the development of in-
year target risks.

The Board endorsed the risk scores considered by the Quality and
Safety and Workforce and Education committees (1, 2, 8, 9 and 10)
including the recommendation to increase the score for Strategic Risk 8
to a score of 20, agreed the proposed risks for those risks allocated to
the Finance and Investment Committee (3, 5, 6 and 7), and further
agreed that Strategic Risk 4, which was reserved to the Board, be
increased to a score of 12.

It was also agreed that the executive team would review the corporate
risks which sat below and informed the BAF as well as consider the
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Action
scoring of new in-year target risk scores for each Strategic Risk. CCAO

5.3 Horizon Scanning Report:

5.3.1 Emerging Policy, Legislative, Regulatory and Governance Issues (Q1)
The Board received and noted the quarter one 2020/21 horizon scanning
report on emerging policy, legislative, regulatory and governance issues. Of
particular note for the Board were:

e The health and care visa had a bearing on the Trust’s workforce risks,
strategic risk 9, this could potentially have significant impact on staffing in
relation to the UK’s exit from the European Union.

¢ The establishment of the new observatory for diversity and inclusion
issues given the Trust’s focus on these issues.

e The Public Health England report on the impact of Covid-19 on BAME
groups in the context of the Trust’s risk assessments of staff and staff
health and wellbeing.

5.3.2 Local & Regional issues (Q1)

The Board received and noted the quarter one horizon scanning report on
local and regional issues.

6.0 CLOSING ADMINISTRATION
6.1 Questions from the public and Governors
There were no questions raised.
6.2 Any other risks or issues identified
There were no other risks or issues identified.
6.3 Any Other Business

There were no matters of any other business raised for discussion.

Date of next meeting: Thursday 24 September 2020 2020, Microsoft Teams meetings

12 of 12
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Trust Board Action Log Part 1 - September 2020

Action Ref Section Action Due Lead Commentary Status
Learning from Deaths Quarter Four So far, no themes which provided cause for concern had been identified and N
TB28.05.20003 (2019/20) an update would be provided in the next learning from deaths report. 2410972020 eMo See agenda item 3.1.1
Board Assurance Framework Quarter 1 It was also agreed that the executive team would review the corporate risks
TB30.07.20/01 2020121 which sat below and informed the BAF as well as consider the scoring of new 24/09/2020 CCAO See agenda item 5.2
in-year target risk scores for each Strategic Risk.
Integrated Quality and Performance The Board received and noted the report and it was agreed that the data on . "
TB28.05.20/01 Report (IQPR) quality impact attributed to the waiting list be included in future IQPRs. 2410912020 | ACN/CMO |ACNICMO to provide a verbal update at the meeting.
Not yet due - Previous Update: The Trust had devised a programme of work which would be informed by a group
The Board thanked Ms Vitalis for sharing h d d th fol including sickle cell patients and staff members. The programme was also part of the NHS Improvement/England
TB30.01.20/0! Patient Story: Sickle Cell Patients in the eldfr thanke d s h"aB's Ogs aring erhstow an aﬁreeh ; E' ato EW’UP report 25/06/2020— ACN Always Events initiative. The programme of work was put on hold as a result of the Covid-19 pandemic with patients
01.20/05 Emergency Department o oo presented to the o Se:‘é"g outt tedadlﬁ”s ft a': a Ifee”fla o toensure | o5/11/2020 shielding and staff remobilised to support other parts of the hospital during the peak of the health crisis. The Trust OPEN/DEFERRED
ather poor experiences would not be repeated either for herselt or for others. anticipates this would restart in September 2020. Accordingly the Board is asked to agree that the update be
deferred until the November 2020 meeting.
. . The Board agreed that data on maternal deaths and outcomes for Black,
TB25.06.20/02 Quality & Safety Committee Board Report Asian, Minority and Ethnic mothers would be presented to a forthcoming 26/11/2020 Ccoo This item will be presented to the Quality & Safety Committee October and reported to Board in November 2020. OPEN/DEFERRED

(June 2020)

Quality and Safety Committee.
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Meeting Title: Trust Board

Date: 24 September 2020 Agenda 1.5
No.

Report Title: Chief Executive Officer’s Update

Lead Director/ Jacqueline Totterdell, Chief Executive

Manager:

Report Author: Jacqueline Totterdell, Chief Executive

Presented for: Assurance

Executive This report provides an overview of the Trust’s key areas of focus and

Summary: activity since the last Trust Board Meeting in July 2020. In particular, it

focuses on our efforts to prepare for the combined challenges of winter,
seasonal flu and a potential Covid second surge alongside our
continuing efforts to resume services and accelerate elective activity. It
also sets out the Trust’s continuing focus on culture, diversity and
inclusion and the steps we are taking to support our staff.

Recommendation: | The Board is asked to note update set out in the report.

Supports

Trust Strategic All
Objective:
CQC Theme: All
Single Oversight | All
Framework
Theme:

Implications
Risk: N/A
Legal/Regulatory: | N/A
Resources: N/A
Previously N/A Date:

Considered by:
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Chief Executive’s report to the Trust Board — September 2020

It has been two months since the last Trust Board meeting, and our focus in recent weeks
has been on finalising and stress-testing our plans for the upcoming winter period — this
means making sure we are ready for the combined challenges of winter, seasonal flu and a
second wave of Covid-19 while, at the same time, accelerating the return to near-normal
levels of non-Covid activity so that patients can access the care and treatment they need.

Covid-19

Across the country, Covid infection rates have been increasing in recent weeks. On Tuesday
22 September, the Prime Minister announced a series of new measures designed to reduce
the spread of Covid-19 infection, including curfews on bars and restaurants, an extension of
face covering requirements and fines, and advice that people should work from home
wherever possible. This followed a stark warning the previous day from Sir Patrick Vallance,
the Government’s Chief Scientific Adviser, and Professor Chris Whitty, the Chief Medical
Adviser, that there could be as many as 50,000 new cases of Covid-19 a day by October if
nothing was done to prevent it.

While, at present, we do not have Covid positive patients at the Trust, it now appears highly
likely that Covid-related admissions will rise in the near future; indeed the latest national data
— as well as data across London — is starting to show such increases. At present, Covid
inpatient numbers in South West London remain relatively low, and lower than in other parts
of the capital. But that can change quickly. That is why, in line with the NHS’s third phase
response to Covid-19, we have placed such emphasis on treating as many non-Covid
patients as possible during the summer while at the same time preparing for the winter
ahead.

The Board will consider the Trust’s Covid-19, Winter and Flu Plan at its meeting this week.
Developed with the input of a wide range of clinical leaders across the Trust and reflecting
the latest infection prevention and control guidance, our plan is comprehensive and robust
and it will guide us through the challenges that we know we will face in the weeks and
months ahead. Our priority immediate priority is to communicate the plan effectively so that
our staff are fully prepared. It is also important we model the best Covid secure practice
across the Trust. We cannot control rates of infection in the community, but we can make
sure we all observe regular handwashing, mask wearing and social distancing whilst at work.
Our patients rightly expect nothing less, and | want our staff to stay safe at all times.

While Covid, naturally, dominates the headlines, the Trust continues to engage with a wide
range of issues, and my report highlights some of the most significant of these.

EU Exit: End of Transition Period

The UK left the European Union on 31 January 2020 and entered into a formal transition and
the Government has recently announced that this transition period will end on 31 December
and that there will be no extension. NHS England and NHS Improvement have asked all
NHS organisations to identify a “UK End of Transition Senior Responsible Officer (SRO)”
who will work with the national team on NHS readiness. By October, NHS England and NHS
Improvement expect to be able to define the appropriate operational response that will be
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required to manage the end of transition changes. James Friend, Chief Transformation
Officer, who has previously led on EU Exit preparedness at the Trust, will take on the SRO
role for the end of transition.

Implementing the NHS People Plan and Culture Change

On 30 July, NHS England and NHS Improvement published its long-awaited NHS People
Plan, which focuses on how we must all continue to look after each other and foster a culture
of inclusion and belonging, as well as action to grow our workforce, train our people, and
work together differently to deliver patient care. I've always been clear that our staff are our
most important asset, and the way we treat our staff and each other has a direct impact on
the quality of patient care — in short, happy staff means happy patients.

| am pleased to see the Plan published, and that it reflects much of what we are already
working on here at St George’s. Despite the operational challenges our teams have faced
this year, we have continued to focus on culture change. We will be sharing the results of our
culture diagnostic work with staff shortly, and this will be a key part of ensuring we all face up
to the changes we need to make.

At the same time, we have seen some really positive examples of progress with our work on
diversity and inclusion. In recent weeks, we have launched a Let’s Talk about Race and
Inclusion Toolkit, which encourages open and honest conversations between staff, and
amongst teams, about matters of race and inclusion. In addition, at the end of July, we
introduced a new requirement for all Agenda for Change roles banded at 8A and above to
have a trained Black, Asian and Minority Ethnic (BAME) recruitment representative sitting on
the interview panel. And we plan to extend this to band 7 roles in the near future as well.

This is laudable, but — at the same time - | still see and hear very disturbing reports of racism
within our organisation. For example, whilst writing this report, | was alerted by a member of
staff to the fact that some obscene, racist graffiti has been on one of our hospital walls for
two weeks, despite being reported straight-away, and escalated through the appropriate
channels. | have rightly made sure this is rectified straight away, but it concerns me deeply
that someone holds these views but, more importantly, that it requires my intervention as
Chief Executive to ensure this type of thing is put right quickly. In short, we clearly still have a
long way to go.

Freedom to Speak Up

Making all our staff feel psychologically safe is something | care passionately about. As a
result, | am pleased to see a new Freedom to Speak Up vision and strategy presented to the
Trust Board this month. The new strategy sets out, for the first time, a set of very clear
measurable objectives; supporting staff to feel confident to speak up; making it safe for staff
to speak up; investigating concerns promptly, fully and fairly; ensuring speaking up makes a
difference; and supporting the positive development of our organisational culture. | am
committed to making sure we deliver on this strategy and that we make sure it has
immediate impact — and we will be talking about our plans with staff throughout Freedom to
Speak Up month in October. | have also agreed to become a member of the national
Freedom to Speak Up reference group to help shape how we can embed a positive and
supportive culture around raising concerns across the NHS.
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Delivering our clinical strategy

Responding to the Covid-19 pandemic by caring for patients and supporting our staff has,
naturally, been our collective focus in recent months, but while Covid has had a profound
impact on the Trust, and the NHS as a whole, both in the immediate and longer term, we
also remain committed to delivering the clinical strategy we published in April 2019.

In some areas, Covid has meant that we have made slower progress than we would have
wished; for example, our commitment to embedding a quality, safety and learning culture at
the Trust has been impacted by the fact that we have not yet been able to deliver our plans
for bespoke human factors training and have encountered delays in recruiting to the new
posts we established in response to the independent clinical governance review. Likewise,
our plans to seek National Institute for Health Research (NIHR) core funding and
establishing the St George’s Institute of Clinical and Translational Research has also
encountered delays as a result of Covid.

In other ways, however, we have made further and faster progress than we could have
expected. In terms of our research strategy, our Covid research — in partnership with St
George’s University of London — and our leadership of the South London vaccine taskforce
has provided a strong basis to seek NIHR funding in 2021. We have also made rapid
progress in implementing a number of aspects of our digital strategy, particularly in support
of remote working and virtual clinics for outpatients.

| am particularly pleased that we are working closely with Guy's and St Thomas' and other
partners across South London, Kent, Surrey and Sussex to develop a Genomic Medicine
Service Alliance for the South East of England. This will be a partnership of providers across
the region, sponsored by NHS England, working to mainstream genomic medicine into NHS
care. It will work in close alignment with the Genomic Laboratory Hub hosted by Guy's and
St Thomas'. St George's has a widely respected regional genetics service and, as such, we
are looking to play a leading role in this exciting collaboration. We are expecting to submit
our proposal to NHS England in the autumn.

We are also taking a very active role in discussions about the future of paediatric oncology
services in south London. A review was commissioned last year by NHS England and
published by Professor Sir Mike Richards on 20 January 2020. One of the key
recommendations in his report was that all principle cancer treatment centres should be co-
located with a Paediatric Intensive Care Unit and other specialised children’s services. The
options for how children’s cancer services should be provided in the future are now being
considered by NHS England and key stakeholders. We remain committed to playing a lead
role in the delivery of paediatric cancer services in the future alongside the Royal Marsden
Hospital, our existing partner for children’s cancer services, and in working to ensure that
these services remain in south west London.

We will continue to monitor the implementation of our clinical strategy closely and report
regularly on this to the Board.
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Key appointments

Since the last Trust Board meeting, we have announced the appointment of Anne Brierley as
our Chief Operating Officer on an interim basis. Anne joins us next month for a period of six
months. She is currently Programme Director for the South West London Acute Provider
Collaborative, a role she has held for three years. | am pleased Anne has agreed to join us
and take over from Avey Bhatia, who leaves the Trust in mid-October before she joins our
colleagues at Guy’s and St Thomas’ as Chief Nurse at the start of November. | would like to
take this opportunity to thank Avey for the work she has done — she has been an absolute
star, and | will also miss her friendship and support.

Separately, | am also pleased that we have this month appointed a Head of Patient Safety
Clinical Effectiveness. This is a new role at the Trust, and forms part of the steps we are
taking to further strengthen our approach to patient safety and enhance clinical governance,
working closely alongside our Chief Medical Officer’s refreshed leadership structure. The
NHS Patient Safety Strategy — published in July 2019 — set out a vision for the NHS to
continuously improve patient safety, work towards establishing a patient safety culture, and a
commitment that all NHS organisations should appoint a patient safety specialist to oversee
and support patient safety activities across their organisation. In August this year, NHS
England and NHS Improvement published new details about the role of patient safety
specialists and the skills and support they should have and the new role we have established
reflects this guidance. Leaders across the NHS have a responsibility to drive improvements
in safety within their own organisations — so | am pleased we have made this important
appointment.

Celebrating success

Finally, | would like to reference briefly just some of the excellent initiatives and
achievements that have been driven by our staff in recent weeks.

In August, we launched our Chief Nurse Fellowship Programme, which is designed to
develop clinical excellence and research capacity among our nurses, allied health
professionals and midwives.

Elsewhere, Dr Debasish Banerjee has been appointed as Chair of the Renal Asssociation
Education and Training Committee. In this role, Debu will be working closely with the Renal
Association Council, the Royal College of Physicians and others to improve the quality of
training for not only doctors, but other healthcare professionals of kidney diseases in the
UK.

As always, our anaesthetic team continue to set the standard for others to follow. Our
anaesthetic service was re-accredited by the Royal College of Anaesthetists for
demonstrating high standards of patient care. This is the end result of a huge amount of hard
work and Dr Carolyn Johnston deserves particular praise for her efforts in this area.

Research remains an important part of everyday life at the Trust, and earlier this month we
were pleased to announce that our Emergency Department — which recruits 2500 patients
into research each year — has created a permanent on-site research base, courtesy of
funding from St George’s Hospital Charity.
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Finally, | would like to congratulate the excellent Edi Lorusso, who has been shortlisted for
the Rising Star award in the Nursing Times Awards 2020. Edi is one of twelve nurses from
across the country who have been shortlisted for the award, and we wish her luck at the
awards ceremony later in the year!
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2.1
Meeting Title: Trust Board Meeting
Date: 24 September 2020 Agenda No. | 2.1
Report Title: Workforce and Education Committee Report
Lead Director/ Humaira Ashraf, acting Chief People Officer
Manager: Elizabeth Nyawade, acting Chief People Officer
Report Author: Stephen Collier, Chair of Workforce and Education Committee
Presented for: Information
Executive e This paper sets out the key risks and issues reviewed by the Committee
Summary: at its meeting on 13 August 2020 including commenting on assurance

to the Board on key risks allocated to the Committee. No changes are
proposed to the current risk ratings for Trust Risks SR8 and SR9.

e The culture change programme which is being led by the Trust Chief
Executive is moving from its Discovery phase, through the Planning
phase and towards Implementation. The Committee noted the scale of
the programme - and the risk that some elements might develop a well-
intentioned momentum of their own and move ahead faster, with poor
linkage to related workstreams or to the cohesive whole. An effectively-
resourced programme management approach, which joins up all the
critical components, is critical to the implementation of the culture
change programme and this issue is being taken forward within the
executive

e |t was not clear whether all staff who are presently shielding (currently ¢
125 in number) would be expected to return to work by a specific point
in time, and further thought is being given to this complex issue and the
need to balance staff wellbeing and health, against employer
requirements.

e The Trust has no central register of which staff are, at any one time,
working from home. Whilst in individual teams this is being left to team
managers to monitor, if this situation looks likely to continue for any
length of time the Trust will need a more structured system to manage
WFH, and to assess the productivity achieved. As a Committee we
agreed that this was an issue to which we would return in October, as
part of our review of whatever new normality the Trust and its staff are
working within.

e The Committee will be scheduling additional meetings to allow for
greater focus on Deep Dive areas, and an Appendix to this Report
summarises the assurance received at the first Deep Dive session of
the Committee held on 16 September.

Recommendation: Receive this report

Supports
Trust Strategic Valuing our staff
Objective:
CQC Theme: Are services at this Trust well-led
Single Oversight Board Assurance, Risk management

Framework Theme:
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1. Committee Chair’s Overview

This was the first meeting of the Committee at which we had undertaken a scheduled Deep
Dive review, and for good reason the area selected was the Trust's progress against the
Workforce Race Equality Standard (WRES). This was an extremely useful exercise and
enabled us to get sufficiently close to the detail to be able to give the Board a fully informed
assurance on progress and on the critical next steps. This is set out below. Whilst the Deep
Dive on WRES was extremely useful, it did demonstrate that additional time is needed to
undertake these. As a consequence, we will be scheduling additional meetings of the
Committee to allow us to focus in these on the Deep Dive activity. An Appendix to this Report
summarises the assurance received at the first Deep Dive session of the Committee, held on 16
September.

We also received an update on progress being made on the Culture Change Programme which
is being personally led by the Trust Chief Executive. What shone through in this report was
that the programme of culture change is not a stand-alone activity. Rather it involves a number
of discrete, but linked, initiatives which need to be advanced together as a cohesive whole, in
order for the change in culture to be delivered. The range of initiatives is very broad and
includes, for example, improving compliance with the WRES, improving our diversity and
inclusion, resolving the challenges identified on Freedom to Speak Up, and a host of other
initiatives.

Good progress has been made in the ‘discovery’ phase of the programme — even during the
Covid disruption. This has involved a large number of people drawn from across the Trust, and
has developed real traction. Work has since begun on using the information and data secured
from that phase for the next steps of planning and implementation. However, some concern
was expressed about the risk that individual elements within the wider culture programme are
not moved forward in a co-ordinated fashion. Rather, that some elements develop a well-
intentioned momentum of their own, and are moved ahead faster - but with poor linkage to
related workstreams, or a cohesive whole. An effectively-resourced programme management
approach, which joins up all the critical components is critical to the implementation of the
culture change programme, and this issue is being taken forward within the executive.

2. Key points:-
Board Assurance

The Committee has two Trust-level risks' allocated to it as part of the Board Assurance
Framework (‘BAF’).

The Committee concluded that there were no circumstances or matters of which it was aware
that mandated a change to the existing risk ratings (currently: SR8, 20 ; SR9, 16). That said,
the Committee noted continuing progress in a number of areas, but that these had not yet
delivered a material change.

Theme 1 - Engagement

Strengthening culture, update — we were joined by Tom Kenward, Programme Director, who
updated us on the work that had been undertaken in recent months on this programme, which
was being sponsored and led by the Trust Chief Executive. Despite the impact of Covid, the
programme has caught up with its timescale and the Discovery phase was now coming to an
end and was on track to support the identification of priorities and supporting actions during the
autumn. The Trust-wide sweep of the programme was reiterated, and the need for the various

'SRg- raising concerns, inclusive culture, diversity; SR9 — recruit, educate, develop and retain the right workforce and
build leadership at all levels.
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contributing components to be moved forward on a co-ordinated basis. There had been
extensive activities undertaken since the report back we had in June, and Tom reminded us that
over 600 Trust staff had been engaged directly in the Discovery Phase, in the collecting,
collation and analysis of information that would inform the planning process within the Design
Phase. This would run through to the end of the calendar year, and the Delivery Phase would
begin in January next year. Tom briefed the Committee on some of the headline themes and
findings beginning to emerge (and yet to be quantified), and how these would be taken forward.
What was clear was that there was an apparent marked difference between the perspective of
the Board and senior leaders, and that of the wider staff. The findings (once finalised) are to be
shared with senior staff, and then the Board.

Dep Dive - WRES - We were joined by Joseph Pavett-Downer, the Trust's newly appointed
Diversity and Inclusion Lead, who had prepared a review of the draft Report to NHSE/I on the
Trust’s progress against the Workforce Race Equality Standard (WRES). His key point was that
the WRES is designed to close the gap in workplace race equalities, and that as a Trust with
some 9,000 staff — almost 50% of whom are from BAME ethnic groups, this was mission-critical
to us. We had a very full discussion on the content of the draft Report, and the presentation of
the data. This showed generally good progress over the last three years - albeit with still a way
to go and work still to be done. A number of issues around career progression and the use of
the disciplinary process, which the Committee had previously explored in detail and supported
policy changes proposed by the Trust's executive, were clear in the draft Report. An updated
version of the Report will be included in the papers for the Board’s September meeting, so | will
not comment further here.

Diversity and Inclusion Update — Where the draft WRES Report provided a snapshot of the
position at a point in time, the update we received from Humaira Ashraf on Diversity and
Inclusion (D&l) set out progress by the Trust in implementing its D&l Action Plan. This had
identified five key workstreams: career progression; development opportunities and access;
responding to concerns; leadership; and awareness and understanding. We were briefed on
progress on appointing Executive sponsors, operational leads, and project managers and the
stage that the various actions within each workstream had reached.

Freedom to Speak Up (FSU) — the Committee received an update from Karyn Richards on
progress over recent months, the levels of concerns being escalated and the issues arising
during the Covid pandemic, and the proposed approach to creating and adopting a new FSU
Policy (which was still being refined). The final draft of the new policy will be brought to the
Board for review and endorsement. Karyn noted that there continues to be a marked increase
in staff contacting the Guardian, and that for administrative staff the issues raised largely centre
on management and on conflict within their teams. Doctors concerns centred on PPE. There
had been a rise in collective (team) concerns, related to bullying and harassment, and
unresolved conflict within a team. Whilst not easy messages to hear, the fact is that staff are
using the Guardian on issues which convey a clear message to the Trust.

Surveys of staff had been paused as a result of the Covid pandemic and the Committee
reviewed a proposal to re-initiate these on a phased basis. The proposal was to run the
national Staff Survey undertaken by Picker between September and December, and then re-
initiate the Staff Pulse, and the Friends and Family / place to work surveys on a quarterly basis
after that, so from January next year. It was noted that as part of the culture programme
Discovery work, some staff survey work had been undertaken and this provided insight on staff
sentiment on a number of areas. @ The Committee recognised the logic of the proposal,
endorsed the approach, and agreed that a step-back review of why, when and how the Trust
was assessing staff feedback and sentiment would be helpful. This would be taken forward
within the Strengthening Culture work.

Page 3

Trust Board Meeting (Part 1)-24/09/20 25 of 386



Tab 2.1 Workforce and Education Committee Report

Theme 2 — Leadership and Progression

Education Strategy, Implementation Plan 2020-21 - The Committee received an update on
the implementation of the Trust's Education Strategy, and the way in which HEE allocated
funding for non-medical staff of £1,000 each over three years will be used for staff CPD.

Workforce Update - Elizabeth Nyawade led a report to the Committee. The Staff Risk
Assessment self-completion form had been amended, and had now been completed by some
94% of Trust staff. We received good assurance on the support and direction being provided to
Trust staff working from home or shielding, and the work being done to support a phased return
to working on-site at the Trust. It was not however clear whether all shielding staff (currently ¢
125 in number) would be expected to return to work by a specific point in time, and clearly
further thought needs to be given to this complex issue and the need to balance staff wellbeing
and health, against employer requirements. One factor that did emerge was that the Trust has
no central register of which staff are, at any one time, working from home. Whilst in individual
teams this is being left to team managers to monitor, if this situation looks likely to continue for
any length of time the Trust will need a more structured system to manage WFH and to assess
productivity achieved. As a Committee we agreed that this was an issue to which we would
return in October, as part of our review of whatever new normality the Trust and its staff are
working within.

We reviewed a number of other workforce metrics, noting good progress in reducing vacancies
(now standing at 8.3%, and well below the 10% target maximum). Staff turnover had been
reduced to 15.3%, the lowest level for some time and the trend appeared to be continuing down.
Staff sickness absence stood at 3.5%, down from a Covid-driven peak of 5.6%. The decline in
elective and other activity had led to a significant fall in the use of agency staff.

Assurance Review of Staff Appraisals — \We reviewed a Report from tiaa, the Trust’s internal
auditor, on the way staff appraisals were undertaken. We noted the conclusion that there were
reasonable controls in place over both the undertaking of appraisals and their reporting and
accepted the conclusion of reasonable assurance. Three recommendations had been made,
one relating to the policy document and two relating to the documentation of appraisals.
Executive management reported that these were to be implemented, and we will monitor
progress here against the timescale set and agreed.

Theme 3 - Workforce Planning and Strateqy

NHS People Plan for 2020/21 - the Committee received a briefing on the NHS Plan, 20/21,
released in July. This is being taken forward by the executive in the People Management
Group, and we will receive an update on any changes proposed to our existing strategies and
plans at our next meeting.

Implementation Plan for Trust’s Workforce Strategy - Having at a previous meeting
reviewed and endorsed the proposed implementation plan for the Trust's Workforce Strategy, it
was good to receive an update on how the plan was being taken forward and the quarterly
milestones that have been put in place as measures of achievement. It is too early in the
process to look for completion of any items, but we received good assurance that a robust and
auditable delivery process has been put in place.

Nursing and Midwifery, Establishment Review, 2019-20 - The Committee received a
comprehensive report from Robert Bleasdale on the process adopted for re-setting the nursing
establishment within the Trust, and a commentary from Steph Sweeny on the depth of the
process and the result that it had generated. This was of a reduction of 4 WTEs on an
establishment of 2,460 WTE nurses. Steph also outlined the way that Safe Staffing numbers
had been derived from the review, and the specific planning priorities identified for inclusion
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within the next establishment review. We took good assurance from the process used, and the
level of support it had received from senior nursing leaders across the Trust. We noted that, as
before, the nurse in charge on Day Shift was specifically not counted as part of the nursing
workforce for the purpose of assessing nurse: patient ratios. This recognised the time demands
of the managerial and leadership role being undertaken.

Theme 4 — Compliance.

Safe Working, Junior Doctors — we were joined by Dr Serena Haywood, our Guardian of Safe
Working and received a very comprehensive report covering the first quarter (April to June) of
the Trust year, the period in which the full impact of the Covid pandemic had been felt. There
had been 54 exception reports, the majority of these driven by excess working hours. None of
these had raised an Immediate Safety Concern. Comparison to prior quarters was in Serena’s
view not helpful or appropriate. It was noted that the Guardian had been asked to participate
(as an informal representative of the Trainees’ interest) in planning the Trust's response to the
pandemic. Relations with divisional leads appeared open and proactive.

Monitoring Nursing and Midwifery Council (NMC) registration of SGH staff — The
Committee received a comprehensive report setting out the measures to assure that nursing,
midwifery and nursing associates working in the Trust were properly registered with the NMC.
The assurance provided by this was high, and the timing was particularly helpful given the
changes made by the NMC during the Covid pandemic (for example, the introduction of the
NMC Temporary Register, and the temporary extension of revalidation deadlines).

Annual Medical Appraisal and Revalidation Report — The Trust's Responsible Office, Karen
Daly, reported on how the Trust had managed medical appraisal and revalidation during the
2019-20 financial year, and how this had been paused during the Covid pandemic, and its
proposals for returning to the normal revalidation cycle. We took assurance from the Reports’
description of continued improvement in the Trust's medical appraisal processes and
compliance achieved, though noted Karen’s reflection that there was more work to be done.

MHPS — We received an update on progress on the updating of the Trust's Maintaining High
Professional Standards policy, a final draft of which we anticipate reviewing at a future meeting.

Other — we sought and received assurance from Humaira and Elizabeth that neither was aware
of any areas where there had been or was any non-compliances by the Trust.

Stephen J Collier
17 September 2020
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APPENDIX
REPORT BACK FROM COMMITTEE DEEP DIVE, 16 SEPTEMBER 2020

The Committee held its first stand-alone Deep Dive meeting on 16 September, with a detailed
focus on Diversity and Inclusion and an update on the Culture Change Programme. In view of
the proximity of that meeting to the deadline for issue of Board papers, it is being reported in
summary form via this Appendix.  Future reports from Deep-Dive sessions will be more
comprehensive.

Diversity and Inclusion

This item was led by Humaira Ashraf and we were joined by Joseph Pavett-Downer, who
between them provided a very comprehensive update of the current position and the proposed
objectives. The nature of the reporting to the Committee was intended to provide assurance
across three areas: planning process; delivery progress; and impact. This approach was very
helpful and the Committee was provided with appropriate assurance that a clear process plan
had been defined and agreed; that there was a clear, phased delivery plan which was now
under way; and that an impact assessment had been designed and agreed which would
evaluate the effect of the actions.

The Committee concluded that this tri-partite (Plan; Delivery; Impact) approach which had been
developed within the HR Team was particularly helpful, and might well have an application in
other areas. An extract of the Impact Tracker is attached below, for information. | apologise for
the small font, but the intention is simply to show its structure rather than focus on detailed
content.

Humaira drew attention to the scale and complexity of the D&l initiative, and confirmed that the
appointment of a Programme Manager had been approved and an appointment was being
progressed by the executive. Tom Kenward, who was facilitating the wider culture change
programme, confirmed that the D&l implementation plan had been set and phased in a way that
was consistent with the activities supporting wider culture change.

The Committee reviewed progress on two particular elements of the D&l programme: changes
to recruitment practice; and the new ‘Let’s Talk About Race’ training module. In relation to the
former, the specific focus was for there to be a BAME representative as a full member of every
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interview panel run within the Trust. The starting point was to initiate this with immediate effect
for all appointments at Band 8a and above (estimated 35-40 posts per annum, likely to generate
between 280 and 400 interviews) and rapidly roll this out to cover also Band 7 appointments
(estimated 150 pa, generating 1200-1500 interviews). Training needs had been identified for
BAME staff joining those panels, and critically also for all other panel members. Recent
experience had emphasised the absolute need for such training and, based on the report
received, the Committee endorsed this judgement. Appropriate training was well under way.

The Committee reviewed the new ‘Let’s Talk About Race’ training module, and commended the
decision of the executive not to use an existing off-the-shelf training package, but rather to
develop its own bespoke programme. The contribution of Joseph Pavett-Downer and Daniel
Scott to the development of this was noted, as was the interest in (and in one case adoption of)
the programme by other public sector entities. The new module would be integrated into the
Trust’'s core training suite. Progress on delivery, and impact, would be reviewed in future
meetings of the Committee.

Culture Change Programme

Tom Kenward summarised the current state of the culture programme, and its shifting from
Discovery to Planning. We were assured on the thought being applied to the planning process,
to ensure the Implementation phase would deliver, with real impact. = The appointment of a
Programme Manger was noted. The Committee will receive a further report as the Programme
finalises its planning for implementation.

Conclusion

The Committee concluded by thanking the executive team for the depth and clarity of the
papers presented, and the thought that was being applied to ensuring effective implementation,
with impact being tracked.

The use of a Deep Dive structure is clearly a mechanism that successfully enables the
Committee to get into appropriate detail, whilst maintaining its assurance role. Further sessions
are planned across future months.

SC -17.9.20
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Meeting Title: Trust Board
Date: 24 September 2020 AgendaNo |22
Report Title: Strengthening St George’s Culture

Lead Director/
Manager:

Jacqueline Totterdell, Chief Executive Officer
Humaira Ashraf, Acting Chief People Officer (Culture)

Report Author:

Tom Kenward, Programme Director Culture, Leadership & OD / Deputy CPO

Presented for:

Update

Executive
Summary:

Diagnostics have now concluded and reports are presently being synthesised to then
engage all Board and Staff groups in over the autumn, to generate together a
prioritised action plan for 2021 and beyond.

Recommendation:

The Board is asked to note update and raise any questions to assure of progress.

Supports
Trust Strategic Champion Team St George’s — significant shift in culture
Objective:
CQC Theme: Well led
Single Oversight Well led

Framework Theme:

Implications

Risk:

Without this work, the core of the improvement agenda for St George’s cannot
be achieved. The work also contributes to one of the controls that we have in
place for BAF strategic risk 8.

Legal/Regulatory: N/A

Resources: N/A

Equality and Directly impacts across engagement of all staff

Diversity:

Previously WEC Culture, Diversity and Inclusion Focused Date 16/09/2020
Considered by: Meeting

Appendices:
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Outstanding care
every time

Strengthening culture at St George’s —
recap, next steps, outline engagement plan

Trust Board

24t September 2020

Author: Tom Kenward, Programme Director,
Culture, Leadership & OD

24 September 2020
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Overview

Recap on approach and progress
Timeline to end of 2020
Next phase of engagement

Next steps

Strengthening Culture at St George’s
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Why culture?

11
Culture drives behaviour Our starting question is: how
and, ultimately, care. do we ensure we have the
We want a culture that leadership now and in the
models what we want future that will nurture cultures
everywhere in the Trust which deliver high quality,

More than anything, culture continuously improving and
is about leadership > > > compassionate care?

Jacqueline Totterdell
Chief Executive Officer
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Broad vision of NHS | leadership and culture

10 Leadership behaviours 5 Cultural elements

Facilitating shared Encouraging pride, positivity
agreement about direction, and identity in the
priorities and objectives team/organisation

Ensuring effective Ensuring necessary
performance resources are available and
used well

Modelling support and Valuing diversity and
compassion fairness

Enabling learning and Helping people to grow and
innovation lead

Building cohesive and Building partnerships
effective team working between teams,
departments and
organisations
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Approach to date:
understand and intervene in parallel

For culture change to succeed understanding, engagement
and action are all needed. We are doing all at once:

1) Understanding and engagement have grown through the
NHSI-designed diagnostic activities. At the same time..

2) Localised support in a few places has sought to help leaders
develop culture now.
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Work done so far (by champions, core team and others)

36 of 386

‘Board’ interviews (NEDS, exec and divisional directors) done
Leadership survey (500+ responses) done

Over 30 focus groups across all sites done

Leadership Workforce Analysis done

Patient experience data collated done

COVID debrief information collated done

Three feedback pulse pilots done

Divisional Triumvirate coaching and exec dev ongoing
Analysis of datasets by champions almost complete
Preparation of findings to present in progress

Developing an engagement plan for co-design in progress
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Where we are in the process

Phase 1  Weare here Phase 2

Discover

Tools to identify the
culture of our
organisation

Finish by end Sept 2020

Design

Co-design collective
leadership strategies

Up until end of 2020

Trust Board Meeting (Part 1)-24/09/20

Pha_se 3
Deliver

Implement collective
leadership strategies
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Where to from here — Phase 2, Co-design

8
Proposed
date 2.2

Culture champions i
diagnostic tooFI) ;—::{;:ilgcof Data Culture Final report Staff
goups 0condu Gagrosics DTN oo ol el S Guecran
analysis on board
ana sl completed by with culture presented reviewed Education planning programme
interviews — board external hami to Board bv BMG C ) leted plan agreed
leadership survey provider champions 0 Boar y ommittee complete

25t Aug 10th Sep 15th Sep 24t Sep 30t Sep 21% Dec

2020 2020 2020 2020 2020 2020

11th Sep 23rd Sep
2020 2020

All data Culture Executive Draft First draft of Staff

gathering champions Team report the diagnostic engagement I\B/Ic()a?art(ijn Egzzjtcl:\l:iure

and diagnostic tool session — produced report and action g :

diagnostics groups — What sort of presented to planning c _an_?e .

complete patient data culture do we the Executive ST RS prioritisation
and workforce want? Team workshop
analysis

[ Develop comms and engagement plan ] [ Deliver comms and engagement plan ]
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Who, how, when?

 Identify key forums to access: EMG, OMG, PMG, Senior Leaders, Junior
Docs, Consultants, Care Group Leads and Clinical Directors, Matrons and
Nurses, DMBs, Council of Governors, Staff Networks x 4 (via Chairs), Ql,
Ops and corporate services. WEC and Full Trust Board. Who else?

« Agree and schedule access from 1st October — 13" November (6 weeks)
« Present findings in these forums, with champions, and gather responses.
Most if not all of these sessions will be virtual, to be as COVID-safe as

possible. By using MS Teams we can also invite conversations afterwards, to
draw out further thoughts in writing.

Strengthening Culture at St George’s
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Next steps

« Exec to attend session on 25/9 to learn about the findings of the diagnostics,
so they are informed before findings go to other groups.

« As we head into a pressurised Autumn/Winter period, staff will need support
to prioritise attendance in these engagement sessions alongside the priorities
of the other two objectives of Care and Collaborate.

Strengthening Culture at St George’s
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Outstanding care
every time 2.2

Thank you

St George’s University Hospitals NHS
Foundation Trust

Blackshaw Road
Tooting London
SW17 0QT

stgeorges.nhs.uk
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Meeting Title: Trust Board

Date: 24™ September 2020 AgendaNo |23
Report Title: Diversity and Inclusion Action Plan

Lead Director/ Humaira Ashraf, Acting Chief People Officer (Culture)

Manager:

Report Author: Daniel Scott, Senior Organisational Development Lead (interim)

Joseph Pavett-Downer, Workforce Diversity and Inclusion Lead

Presented for: Assurance
Executive This paper outlines the purpose and structure of the recently developed
Summary: organisational Diversity and Inclusion (D&l) Action Plan.

It also describes the accompanying Delivery and Impact Tracker which
supports the Action Plan to be delivered, monitored and evaluated using a
controlled Programme Management approach.

The latest monthly D&l Action Plan update is provided in the power point slide
deck as Appendix B and additional information on training for BAME
Recruitment Representatives is provided as Appendix A.

Recommendation: The Board is asked to review and to note progress to date on the development
of the D&l action plan and progress made on the delivery of D&l activities.

Supports
Trust Strategic Champion St Georges.
Objective:
CQC Theme: Well led
Single Oversight Well led
Framework Theme:
Implications

Risk:
Our staff do not feel safe to raise concerns and are not empowered to deliver
to their best because we fail to build an open and inclusive culture across the
organisation which celebrates and embraces our diversity.

Legal/Regulatory:

Resources:

Equality and The D&l Action Plan is designed to close the gap in workplace inequalities.
Diversity:

Previously WEC Culture, Diversity and Inclusion Focused Date 16/09/2020
Considered by: Meeting

Appendices:

Appendix (A) - ‘BAME’ Recruitment Panel Representative Process and
Training Update.
Appendix (B) - D&l Action Plan Progress Report.
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1.0

1.1

1.2

1.3

2.0

2.1

2.2

2.3

24

Diversity & Inclusion Action Plan 2.3
Trust Board Meeting, September 2020

PURPOSE

The Diversity and Inclusion (D&I) Action Plan sets out the organisation’s commitment to
tackling discrimination and building an inclusive organisational culture, and presents the range
of planned deliverables between August 2020 (when it was launched) until the end of 2021.

This paper outlines the purpose and structure of the D&/ Action Plan. It also introduces the
Delivery and Impact Tracker that accompanies the Action Plan to ensure its timely delivery
and to demonstrate its progress toward achievement of the deliverables/outcomes and their
specific targets. More detail on the Tracker is included below.

To offer a more detail on specific projects within our D&l programme, Appendix A outlines the
recent BAME Recruitment Representative training course that is currently being delivered,
and Appendix B (attached separately) is the latest monthly D&I Action Plan Progress Report
for August 2020.

DEVELOPMENT OF THE D&l ACTION PLAN

The D&l Action Plan has been developed following discussions at Executive Management
team and Trust Management Group meetings, and in response to issues raised by staff
(specifically from BAME backgrounds attending the listening events), D&l steering group
meetings and on an individual basis to the Acting CPOs and to the CEO. Many of the
activities within the plan have a particular focus on combating discrimination experienced by
our BAME workforce.

This action plan is a ‘living document’. 1t will be further developed and refined over its
implementation period to:-

o reflect and integrate lessons learned and through continued input from stakeholders Trust-
wide, for example, our staff side representatives;

e incorporate the D&l Networks’ own individual action plans;
e incorporate the London Race Equality Workforce Strategy Recommendations;
The measures and targets in particular are currently being further refined to ensure they are

both meaningful and appropriately ambitious.

While there is currently an appropriate focus on tackling discrimination and bias against our
BAME staff, the D&/ Action Plan will expand over time to include actions that will undertake
for all other workforce protected characteristics (beyond race and ethnicity).

The D&l Action Plan will be delivered through a structured Programme Management
approach. Roles of the Project Manager, the Professional Lead, and the Executive Lead are
outlined for each stage of project management at the end of the Action Plan document.

The actions have been grouped into 3 sections and 9 workstreams, as outlined below:

Section One - D&l Key Periority Projects:
o Workstream 1: Improving the career progression of BAME staff
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2.5

3.0

3.1

o Workstream 2: Improving development opportunities and ensuring equal access to
development for staff;

o Workstream 3: Listening and responding to concerns raised by BAME staff.

Section Two - Changing Behaviours and Attitudes:
o Workstream 4: Leadership Commitment;

o Workstream 5: Building awareness and understanding.

Section Three - Staff Support Networks (detail to be developed with input from the
networks):

e Workstream 6: BAME Staff Network;

e Workstream 7: LGBTQ+ Staff Network;

e Workstream 8: Disability & Wellness Staff Network;

e Workstream 9: Women Staff Network.

The Delivery and Impact Tracker consists of 2 main parts:

The DELIVERY TRACKER monitors progress and completion of individual actions (tangible
outputs) that will lead to achievement of each deliverable in the action plan:

e All actions are listed under their respective deliverable (or outcome), workstream, and
section;

e A RAG rating is applied against each action, where GREEN indicates on track for delivery
on time and to quality, AMBER indicates a risk of delay to delivery, and RED means that
delivery is overdue (or experiencing issues that will lead to delay);

e A narrative (PowerPoint) monthly report on the Delivery Tracker accompanies this
document to explain delays in delivery, to escalate risks as necessary, to highlight key
achievements/successes and to outline priorities for the upcoming month (see Appendix
B, attached separately, for an example)

The IMPACT TRACKER monitors the wider effect that the delivery of actions is having on a
range of organisational measures of D&l over time, against a baseline measure and a target:

e We are currently working to identify/refine the most appropriate measures that will
demonstrate movement and progress in the form of a user-friendly dashboard ;

¢ All of the WRES indicators are included as well as other measurable sources of data;

e Measures will be updated on a quarterly basis (or annually for staff survey results) and a
target figure has been included as an aspirational point to meet for each measure, by the
end of 2021;

e A narrative report on the impact tracker will also be provided on a monthly basis.

PROGRESS TO DATE ON THE DELIVERY OF THE D&l ACTION PLAN

An overview of the progress to date on the delivery of the D&l Action Plan is provided in the
power point slide deck as appendix (B).
3
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3.2 In addition to the overview, Appendix (A) provides a detailed update on ‘BAME’ Recruitment
Panel Representative Process and Training.

3.3 Next month is also Black History Month and our BAME Network colleagues are currently
working hard to ensure that we fully celebrate black history by organising events whilst
adhering to social distancing and infection control guidelines.

Author: Daniel Scott, Senior OD Lead
Date: 16™ September 2020
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APPENDIX A

‘BAME’ Recruitment Panel Representative Process and Training Update

1. Outline of the Process

Since mandated on 21 July 2020, 15 of the 16 interviews held across the organisation have had a
trained BAME recruitment representatives present. This equates to 94% of Band 8A and above
interviews.

The process is embedding well with a small number of emerging themes/actions that need to be
considered:
e Develop ‘What to expect’ guide for the interview chair, outlining the role of the rep and what
information the rep requires to support them in being part of the interview process
e Lack of notice for reps being called to support interviews
e Clarity around roles and responsibilities of the recruitment team in the process
¢ Reducing discrimination and bias at shortlisting/selection — particularly with regards to acting
up or informal internal arrangements
e Strong, collective needs to modernise language, particularly around use of ‘BAME’.
Recruitment Inclusion Specialists seems to be the preferred term amongst participants and
network members.
e Some previously trained reps have not been part of an interview panel and therefore are not
confident being an active part of the interview

2. Current Position on Training Session

Confirmed training dates: September 9", 22", 23" October 2", 23 (more dates are in demand and
being scheduled for later in the year).

By the end of November, providing we have 100% attendance at each session, we will have trained
100 Black, Asian and ME recruitment representatives. This increase in resource will enable us to
proceed with mandating this process for interviews for all bands 7 and above (currently it is
mandated for band 8A and above).

The pilot session ran on 9" September was attended by 18 of the 20 confirmed attendees and was
extremely well received. The session was rated, on average, 4.53 out of 5, with comments such as:
‘Highly recommended, left with a better understanding of trust objectives’

‘Exceeded my expectations’

‘Very impressed by the facilitator and the D& Workforce Lead, would recommend to my peers’
‘The course met all of the learning objectives and more’

‘Very interactive, realistic and well run’

‘It is great that the trust has finally recognised there is scope for change’

3. Training Programme Objectives

By participating in this workshop, delegates will be able to:

Describe the importance of and urgent need for better BAME representation in our leadership
Identify the purpose of your role and what being a BAME recruitment rep involves

Recognise discrimination and bias and describe how they might surface in a recruitment process
List your duties as a BAME recruitment representative at different stages of the recruitment
process

¢ |dentify potential challenges you may encounter and choose how to best try and respond to them

5
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2.3
4. Training Programme - Outline of Content
o Statistics about our workforce and its composition of ethnicities per
band
o Staff survey results and differences in perception of access to career
The Case for opportunities
e Statistics about recruitment — shortlisting vs. appointment for White
Change
vs. BAME people
o The impact of under representation — on the workforce and patient
care
¢ How we are tackling BAME under-representation more widely
o BAME representation in a panel is crucial — why?
Your role, in a nutshell
Your Overall e How the process of joining a panel will work, and what is your
Role required commitment?
o Future plans - Representation for all roles 8A and above will be
mandatory, but encouraged for all recruitment panels
L The equality act, 2010 and the range of protected characteristics
Discrimination S oo .
and Bias Types of discrimination and what they can look like in recruitment
Types of bias and what they can look like in recruitment
e Overview of key stages in a standard recruitment process and what
The Recruitment to expect at each stage
Process and ¢ What specific discrimination and/or bias should we be looking for at
Your Role each stage?
o Before the interview, during the interview, following the interview
What, when and who might you need to challenge?
0 . o How to challenge well - having a tricky but non-confrontational
vercoming ;
. conversation
Potential Some scenarios
Chall
alenges What if | don’t feel heard or included? Who will support me?
Escalating concern
e Summary and wrap up
Close ¢ Committing to action
e Further learning and training
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Trust Board — 24th September 2020

Appendix (B) - D&l Action Plan
Progress Report

September 2020
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2.3

Main achievements and successes this month

Launch of the ‘Let’s Talk about Race and Inclusion’ Toolkit

» This internally developed toolkit has been launched 19 August 2020 and has been circulated widely across the
Trust.

* The toolkit was developed in consultation with the BAME network and other stakeholders. Detailed comments
were received from teams including Ql/Transformation and Pharmacy who had already held similar conversations
or were in the process of preparing a team conversation of this kind.

* A number of teams have expressed their gratitude for the guidance and their intentions to organise and conduct
such team conversations shortly.

» Sussex Police have seen the toolkit and extended their praise, asking our permission to use the it in
creating their own, and committing to crediting St George’s for the resource: “It is a fantastic product and so
well constructed... It really is a very impressive and well considered product, as so professionally published
— which must make it more accessible and engaging for your colleagues to use.”

» Senior Finance staff also offered feedback: “.this toolkit has been really helpful in starting conversations on
race and inclusion within the department, and has received good feedback in finance”

« “.first and foremost, | think this is a really helpful tool for having these kinds of conversations and | wish we
had it sooner... thanks to all that worked to put this together” (from the Pharmacy team)

» The volunteer D&l lead in Pharmacy has conducted another local D&l event using the toolkit, with positive
outcomes. Facilitated by internal facilitators from the team, and with about 30 colleagues in attendance, a rich
exchange of personal stories around racism took place, and the team has built momentum for further events to
take place.

* While we are confident that other team discussions will be taking place, we are not always able to find out by who

and when. Despite our efforts to find out, we need leaders to let us know where and when such events take place,
as they learn about them.
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Main achievements and successes this month

BAME Recruitment Representative Training

A new half day training workshop has been designed for existing and
new reps to build their competence and confidence in participating on
recruitment panels.

Three workshops are booked for 9, 21 and 22 September, and there has
been a good response in terms of registrations, with 48 of 60 places
already taken up.

2020 WRES Return

WRES report was reviewed by PMG and WEC and submitted on time to
NHS England.

BAME Recruitment Panel Representation

50 of 386

A process is now in place to ensure that one BAME rep is included in all

recruitment panels for posts at Band 8A and above. We are following up
with any panels which didn’t have a BAME rep to understand why and to
ensure the process is robust.

We are now scoping how to extend this to include Band 7 recruitments.

Leadership Development Training

* A5 module programme with the King’s Fund has been confirmed and will
include a new module on Inclusive Leadership

Interview Training

» Face to face training has resumed (following a Covid-19 related break) on
‘Preparing for Interviews’ and ‘Interviewing with Impact’

New Guidance for giving feedback to unsuccessful BAME interviewees

* New guidance (as an e-learning module and pdf reference) have been
produced for recruitment panel chairs who are now required to offer any
unsuccessful internal BAME applicants interviewed a career coaching
discussion.

» The process for ensuring that this target group is routinely offered this service
every time is currently being finalised.

Local D&l Interventions

» D&l Lead delivered a well-received session on D&l as part of a Band 7
development day in SNTC. The purpose was to introduce D&l as an
important people management concern and to create greater awareness for
individuals of its relevance to their roles.
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2.3

Priorities for next month

» Development of the WDES Annual Report and Action Plan

+ Publish the WRES Action Plan

» Development of the D&l intranet page, that will integrate and house all available D&l resources and share plans and updates
» D&l Lead continuing to meet with DDOs to start developing local D&l action plans

+ BAME Recruitment rep training delivery — in addition to the existing 30 reps, we will be recruiting 30 more for a total of 60

+ Development of training modules on Unconscious Bias at work

» Collaborating with Speech and Language Therapists in Community Paediatrics to capture and share good practice in local
D&l initiatives

» Commencing development of an organisational framework for coaching and mentoring, and building an internal bank of
coaches

* Our D&l Lead is meeting with other D&l leads from across SW London to share best practice and initiate a benchmarking
process

» Reviewing all application and selection processes for all CPD, to ensure equality of access and fairness of decision making
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Delivery Tracker Update
(Deliverables and Actions with RED or AMBER status only

Deliverable Action Target RAG Is.sues causing delay / Plan to resolve
Date Risks to escalate
All BAME staff who are |[Develop and implement a process and proforma in |31/8/20 e Process has been developed, but the |e Meeting planned between HR and
not successful at line with positive action that managers will work to define and update recruitment D&l Lead to agree a clear process
interview are offered complete to record a career conversation if a processes is more involved and and adjust supporting systems
feedback and a career |BAME staff member is not successful at interview complicated than first understood.
coaching conversation |for a role at Band 6 or above (and encouraged for
all other bands)
The expectation of all Executive Team to come up with one personal 31/8/20 e There was some slippage on this due [e Non-Executive Directors on track to
staff to be involved in action which they will take to improve the working to August annual leave. However, all submit personal pledge by 30t
tackling exclusion and lives of the BAME workforce (e.g., | am being Executive Directors pledges have now September.
discrimination is role reverse-mentored by a BAME colleague) and been submitted.
modelled cascade to all employees
D&l networks are Review and clarify the role of the Executive 31/8/20 e Meetings have taken place with e D&l Lead and HA will be meeting
actively and visibly Sponsor in providing focused support for each D&l respective sponsors but there is one with SM asap
supported by an Network, including specifically, supporting the outstanding due to holiday season.
Executive Sponsor implementation of each network’s action plan
All staff build an Procure and implement online unconscious bias 31/8/20 o 4 different off-the-shelf products were |e The best solution will be to produce
awareness of (UB) training accessible for all staff considered and trialled, but all were our own flexible training module on
unconscious bias at considered not fit for purpose for a UB that will work both as an online e-
work as a basis to range of reasons. learning module (30-45 mins) or a
continue building more e We have also reached out to other team face to face workshop (60-90
inclusive team and Trusts and organisations to find out minutes).
organisational cultures established approaches to o We propose that the date is
organisation wide online UB training. extended to 31 October to
accommodate this extra work.
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Meeting Title: Trust Board

Date: 24 September 2020 Agenda No. | 2.4
Report Title: Freedom to Speak Up Vision and Strategy

Lead Director/ Stephen Jones, Chief Corporate Affairs Officer

Manager:

Report Author: Stephen Jones, Chief Corporate Affairs Officer

Karyn Richards-Wright, Freedom to Speak Up Guardian

Presented for:

Approval

Executive
Summary:

This report sets out the Trust’'s proposed Freedom to Speak Up vision
and strategy. It responds to the need for the Trust to make impactful
progress in this area, with the Trust currently ranked 204" out of 230
Trusts nationally for the healthiness of its speaking up culture and with
successive staff surveys having identified barriers staff encounter in
raising concerns. Following a review by NHS England and NHS
Improvement earlier this year, the Trust is taking a number of steps to
strengthen its approach to raising concerns. As part of this, the Board
agreed at its meeting in June 2020 that a new Freedom to Speak Up
vision and strategy should be developed to provide greater focus and
clarity to the Trust’s efforts to improve in this area.

The vision and strategy has been developed by drawing extensively on
the results of the Trust’s recent staff surveys and pulse surveys, and has
been shared across the clinical divisions and corporate teams. It has
been developed in line with indicative early feedback from the diagnostic
phase of the culture change programme given the independency
between building an effective organisational culture and staff feeling
safe and supported in speaking up. It also draws on a wide range of
national guidance and strategy, as well as on the Trust’s clinical and
supporting strategies, as well as feedback from Freedom to Speak Up
leads at other Trusts. The strategy sets out an analysis of where we are
currently — the challenges and barriers staff face in speaking up — and
the national drivers in framing what constitutes effective speaking up
practice. It proposes five strategic priorities for strengthening our
approach to raising concerns as well as a set of steps to be taken in
2020/21 to ensure we make an immediate impact. The strategy also
proposes how we will monitor implementation and impact, which will
need to align with the nest phase of the culture change programme as
well as a set of indicative metrics for measuring progress.

The draft strategy has been considered and endorsed by the Workforce
and Education Committee and by the Executive Management Team,
having been reviewed by the People Management Group and Risk and
Assurance Group.

1
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A communications plan for the launch of the strategy is in development
and will be launched in early October to coincide with Freedom to Speak
Up month. The strategy itself will be available to all staff, but we are also
developing a range of supporting materials to communicate the key
aspects and commitments to staff.

Recommendation:

The Board is asked to:
e Approve the Freedom to Speak Up Vision and Strategy
¢ Note that the strategy will be launched in early October to
coincide with Freedom to Speak Up month
¢ Note the ongoing work to further refine the metrics for measuring
impact and the need to align this with any metrics developed to
measure the impact of the culture change programme

Supports

Trust Strategic Build a better St George’s; Champion Team St George’s
Objective:
CQC Theme: Safe, Well-Led
NHS Oversight Leadership and Improvement Capability (Well Led)
Framework
Theme:

Implications
Risk: Failure to comply with the requirements around Freedom to Speak Up, a

regulatory requirement, risks undermining staff confidence in the leadership of
the Trust and would be a reputational risk to the organisation.

Legal/Regulatory:

NHSI, Freedom to Speak Up: Raising Concerns (Whistleblowing) Policy for the
NHS, April 2016. Sir Robert Francis QC, Freedom to Speak Up: An
independent report into creating an open and honest reporting culture in the
NHS, 2015.

54 of 386

Equality and The strategy is designed to apply to all staff regardless of position, grade or
diversity: protected characteristic, and is intended to support all staff in feeling safe and
supported in speaking up where they have concerns. The strategy seeks to
address the barriers staff have encountered in raising concerns.
Resources: As set out in the report.
Previously Partnership Forum Date: 15 September 2020
Considered by: Executive Management Team 14 September 2020
People Management Group 15 September 2020
Risk and Assurance Group 2 September 2020
Workforce and Education Committee 13 August 2020
People Management Group 5 August 2020
Risk and Assurance Group 5 August 2020
2
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Outstanding care
every time

Freedom to Speak Up

Vision and Strategy
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2.4

1. Introduction
Why speaking up matters

Freedom to Speak Up Vision and Strategy Freedom tO Outstazaier:gtci?[:g
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1.

Introduction
What is speaking up and why does it matter?

The Trust’s clinical strategy, published in April 2019, sets out our collective ambition to provide outstanding care, every time for our patients, staff and

the communities we serve. Key to providing outstanding care is establishing an open and transparent culture in which staff feel safe and supported to
speak up when things go wrong.

Our staff are committed to doing their very best for our patients and each other. They want to be able to raise concerns about things they are worried

may be going wrong, free from fear that they may be treated badly when they speak up, and confident that effective and appropriate action will be taken
when concerns are raised.

But we know from our own staff survey results, from the experience of those who have spoken up, and from national reviews of speaking up across the
NHS, that staff do not always feel safe in raising concerns; in some cases staff can feel deeply fearful about the consequences of speaking up — fearful
of being victimised, for the future of their jobs, career progression, and their wider welfare. We know, too, that staff across the NHS, and here at St
George’s, lack confidence that if they raise a concern they will be listened to; this lack of trust and confidence in the process of speaking up deterring
those who might otherwise raise concerns. Where staff feel afraid of speaking up or lack the confidence that their concerns will be taken seriously, the

care we provide suffers. As the Francis Report into raising concerns noted, every time someone is deterred from speaking up, an opportunity to improve
care is missed. Failure to speak up can, ultimately, cost lives.

Ensuring that our staff feel safe, supported and confident in raising concerns is, therefore, fundamental to achieving our collective vision of delivering
outstanding care every time for our patients, staff and the communities we serve. That is why building an open and inclusive culture which encourages
and supports staff to raise concerns without fear or detriment is so critical — and that is what we are committed to building at St George’s.

This Freedom to Speak Up Vision and Strategy aims to support staff to know how to raise concerns, who to raise them with, how concerns will be
investigated, and what we will do to feed back on the actions we have taken in response. It sets out five priorities for building an effective and healthy
speaking up culture at St George’s, which makes clear the support we will provide to those who speak up, the steps we will take to make sure those
who speak up do not suffer as a result, and how we will make sure that when someone speaks up, we listen and that it makes a difference.

Freedom to Speak Up Vision and Strategy Freedom to
St George’s University Hospitals NHS Foundation Trust Speak Up
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2.4

1. Introduction
Engaging with our staff and stakeholders

In developing this Freedom to Speak Up Vision and Strategy, we have sought to draw on the views of our staff and key stakeholders. In doing so, we
have drawn extensively on the results of our staff survey results over recent years, both in terms of the headline results and the free text comments that
relate to speaking up, and to our pulse survey results and free text comments. We have drafted the draft strategy for comment and input across our
clinical divisions and with our Partnership Forum. In addition, we have sought to develop this Strategy in line with the emerging feedback to and findings
of the diagnostic phase of the Trust’s ongoing culture change programme — given the inherent interdependency of building an effective organisational
culture and staff feeling safe and supported in speaking up when are concerns things are going wrong.

We have also reviewed the following:

* National Guardian’s Office’s Freedom to Speak Up Index

» Case reviews from the National Guardian’s Office

*  The Trust’'s Care Quality Commission inspection report, December 2019

* The Trust’s Clinical Strategy, 2019-24

* The Trust’'s Workforce Strategy 2019-24

* The Trust’'s Quality and Safety Strategy 2020-24

*  “Freedom to Speak Up: An Independent Review”, by Sir Robert Francis QC
* Guidance on Freedom to Speak Up, published by NHS England and NHS Improvement in July 2019
* NHS Patient Safety Strategy, published in July 2019

NHS People Plan, published in August 2020

In addition, we have engaged with Freedom to Speak Up Guardians and FTSU Executive Leads at Trust’s which are further along the journey to
establishing effective Freedom to Speak Up cultures, as well as with NHS England and NHS Improvement who supported the Trust earlier this year in
reviewing our Freedom to Speak Up arrangements.

Freedom to Speak Up Vision and Strategy Freedom to
St George’s University Hospitals NHS Foundation Trust Speak Up
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2. Where did we come from
and where are we now?

Being clear about the
challenges we face in
establishing a healthy
speaking up culture at St
George’s

Freedom to Speak Up Vision and Strategy
St George’s University Hospitals NHS Foundation Trust
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2.4

2. Where did we come from and where are we now?
National drivers

The emphasis we place on establishing the right culture at St George’s, and the importance of Freedom to Speak Up within it, is not only a core part of
what we need to do to deliver our clinical strategy; it is the right thing to do. It also reflects a series of broader developments nationally which in recent
years have recognised the importance and value of staff feeling safe and supported in speaking up when they have concerns.

In February 2015, the independent report into Freedom to Speak Up, by Sir Robert Francis QC, cast new light on the experiences of staff across the
NHS who raised concerns and laid bare the fear that too often inhibited staff from speaking up when they had concerns that things were going wrong.
The report, which set out 20 principles to guide the development of a healthy speaking up culture throughout the NHS, and which was endorsed by the
Government, led to major changes in NHS policy, including the introduction of Freedom to Speak Up Guardians at every NHS trust. The importance of
speaking up has more recently been acknowledged both in the new NHS Patient Safety Strategy, published in July 2019, which sees speaking up as a
fundamental part of establishing effective patient safety cultures in NHS trusts, and in the new NHS People Plan, published in August 2020, which
describes speaking up as essential to building a culture of belonging in the NHS, one in which patients and staff feel safe.

Freedom to Speak Up: An independent review, February 2015

“The NHS is blessed with staff who want to do the best for their patients. They want to be able to raise their concerns about things they are
worried may be going wrong, free of fear that they may be badly treated when they do so, and confident that effective action will be taken.
This can be a difficult and a brave thing to do, even in a well run organisation or department, but will be extremely challenging when raising
concerns is not welcomed.... A service as important and as safety critical as the NHS can only succeed if it welcomes the contribution staff
can make to protecting patients and to the integrity of the service. Valued staff are effective staff. A listening system is a safer system.
Organisations which ignore staff concerns, or worse, victimise those who express them are likely to be dangerous places for their
patients...There is a need for a culture in which concerns raised by staff are taken seriously, investigated and addressed by appropriate
corrective measures. Above all, behaviour by anyone which is designed to bully staff into silence, or to subject them to retribution for
speaking up must not be tolerated.

“Every organisation needs to foster a culture of safety and learning in which all staff feel safe to raise a concern...We need to get away from
the culture of blame, and the fear that it generates, to one which celebrates openness and commitment to safety and improvement. That is
the way to ensure that staff can make the valuable contribution they want to offer towards protecting patients and the integrity of the NHS.
Most importantly the risks to patients' lives and well-being will be reduced, and confidence in the NHS protected.”

Freedom to Speak Up Vision and Strategy FrGEdOm tO
St George’s University Hospitals NHS Foundation Trust Speak Up
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2. Where did we come from and where are we now?
National drivers

NHS Patient Safety Strategy, July 2019
“Our vision is for the NHS to continuously improve patient safety...To realise this vision the NHS will build on two foundations: a patient safety
culture and a patient safety system across all levels of care.”

A patient safety culture

“Culture change cannot be mandated by strategy, but its role in determining safety cannot be ignored...A consistent message in the
consultation responses was that fear is too prevalent across NHS staff, particularly in relation to involvement in patient safety incidents...The
key ingredients for healthcare organisations that want to be safe are: staff who feel psychologically safe; valuing and respecting diversity; a
compelling vision; good leadership at all levels; a sense of teamwork; openness and support for learning...To work at our best, adapting as
the environment requires, we need to feel supported within a compassionate and inclusive environment. Psychological safety operates at the
level of the group not the individual, with each individual knowing they will be treated fairly and compassionately by the group if things go
wrong or they speak up to stop problems occurring. It means staff do not feel the need to behave defensively to protect themselves and
instead opens the space in which they can learn.”

NHS People Plan, August 2020
“Given recent national and international events, it has never been more urgent for our leaders to take action and create an organisational
culture where everyone feels they belong...The NHS must welcome all, with a culture of belonging and trust.”

Ensuring staff have a voice

“We all need to feel safe and confident when expressing our views. If something concerns us, we should feel able to speak up. If we find a
better way of doing something, we should feel free to share it. We must use our voices to shape our roles, workplace, the NHS, and our
communities, to improve the health and care of the nation...We also need to take the time to really listen, helping one another through
challenges and during times of change, and making the most of new opportunities. Many staff have felt unable to speak up, or that they have
been ignored.”

“Making sure staff are empowered to speak up — and that when they do, their concerns will be heard — is essential if we are to create a

culture where patients and staff feel safe. We must all make sure our people feel valued, and confident that their insights are being used to
shape learning and improvement.”

Freedom to Speak Up Vision and Strategy Freedom tO
St George’s University Hospitals NHS Foundation Trust Speak Up
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2.4

2. Where did we come from and where are we now?
Our clinical strategy

Our clinical strategy, published in April 2019, sets out our
collective vision of providing outstanding care every time to our
patients, staff and the communities we serve. A key element of
this was the objective of “Championing Team St George’s” —
building an empowered, inclusive and diverse workforce for
the future, addressing concerns about bullying and
harassment, listening and responding to the needs and views
of our staff, and delivering a wider cultural shift within the

organisation.

Our workforce strategy, published in November 2019, set out
in more detail how we would build the workforce and culture
we need for the future. As part of this, it highlighted the
importance of Freedom to Speak Up as a key part of the
organisational development journey the Trust needed to
embark on to establish the culture we need. In this way, we
have embedded changes in national policy which emphasise
the importance of speaking up within our local Trust strategy.

At the same time, we know we face significant challenges at
the present time with the experience our own staff with
speaking up — and we are determined to make improvements
so that all our staff feel safe and supported in speaking up
when they have concerns.

Freedom to Speak Up Vision and Strategy Freedom to
St George’s University Hospitals NHS Foundation Trust Speak Up
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2. Where did we come from and where are we now?
Our challenges and current position

10

» An effective strategy for speaking up needs to be based not only on what constitutes good speaking up practice as set out in national guidance; it

also needs to capture our collective experience across the Trust of speaking up to date — where we are as a Trust at present, the specific challenges
we face at St George’s, and where we feel we are based on local feedback, indicators and other measures. This diagnostic has been used to help
frame our Freedom to Speak Up Vision and Strategy.

The numbers of concerns raised with our Freedom to Speak Up Guardian has increased significantly over recent years — from just 10 concerns in
2017/18 to 36 in 2018/19, and to 60 in 2019/20. In the first quarter of 2020/21, 51 concerns have been raised with the Guardian by our staff, 11 of
which related directly to concerns about Covid-19. The trend of more concerns being raised is positive and welcome, and suggests that staff are
increasingly willing to speak up where they are concerned things are going wrong.

At the same time, however, much more needs to be done to gain the confidence of staff to ensure that all staff feel confident that when speaking up
they will be thanked for doing so, supported, treated fairly and not come to any detriment. Current data and feedback indicates that staff do not feel
safe to speak up within the organisation. While we have seen the number of concerns being raised increasing among some staff groups, such as
nursing, medical, and administrative and clerical staff, we continue to see very few — if any — concerns raised by our portering and maintenance staff,
or our cleaning staff. Over the past year, we have also seen more collective concerns being raised, another indicator of a lack of confidence our staff
have in speaking up.

Working with NHS England, the National Guardian’s Office has brought together four questions from the NHS Staff Survey to produce the ‘Freedom
to Speak Up (FTSU) Index’. These questions relate to whether staff feel knowledgeable, secure and encouraged to speak up and whether they
would be treated fairly after an incident. The FTSU Index seeks to allow trusts to see how an aspect of their FTSU culture compares with other
organisations so learning can be shared. Currently St George’s ranks 204" of 230 trusts with a score of 75.6%. By contrast, the highest ranking trust
scores 86.6% on the Index. The Index demonstrates that compared with a large number of Trusts across the country our staff are not confident to
raise concerns, and this needs to be addressed.

Freedom to Speak Up Vision and Strategy Freedom to
St George’s University Hospitals NHS Foundation Trust Speak Up
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2.4

11

2. Where did we come from and where are we now?
Our challenges and current position

» Feedback from staff in the latest staff survey and pulse survey results highlight the fear staff have of raising concerns within the organisation. St
George’s has consistently scored below the best benchmark group between 2015 to current time in all categories within the staff survey, which again
indicates the need for strategic action required to improve the experience of our staff and support the trusts vision of outstanding care very time.

» Thematic analysis of the types of concerns being raised is also informative. Concerns about bullying and harassment are, by far, the most common
types of concerns raised through Freedom to Speak Up. In 2019/20, out of a total of 60 concerns raised with the Guardian during the year, 25 related
to bullying and harassment — more than 40% of the total number of concerns that year. A further 14 concerns related to behavioural issues with a
further eight concerns linked to culture and leadership. In total, in 2019/20, 47 out of 60 concerns — 78% — related to issues that were linked
fundamentally to staff experience and organisational culture. By contrast, the number of concerns raised about quality of patient care and / or patient
safety are comparatively low; in 2019/20 6 quality and safety related concerns were raised, 10% of the total.

» This demonstrates the importance of establishing the right culture within the organisation, and a programme of work in this area is already underway.
While Freedom to Speak Up is, of course, not solely about culture and behaviours, the vision and strategy is designed to integrate effectively with the
work already underway to improve culture and behaviours across the Trust. Whilst there has been an increase of BAME staff raising concerns during
the COVID-19 pandemic, this has also identified other staff groups inclusive of BAME staff requiring support and not feeling confident to raise
concerns. The strategy also, therefore, integrates with work already underway to address concerns related to diversity and inclusion and improve
diversity and inclusion across the Trust.

» The consistent feedback from staff is that they lack confidence in the transparency, fairness and seriousness with which concerns will be investigated
and acted on. The strategy supports actions required to improve the confidence of staff in our processes. While the raising concerns processes are

separate from HR investigative processes, the Trust faces a broader challenge in ensuring that all investigations are conducted as promptly as
possible.

Freedom to Speak Up Vision and Strategy Freedom to
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2. Where did we come from and where are we now?
Strengths, Weaknesses, Opportunities and Threats

Strengths:

We have a skilled workforce committed to patient care

We have a clear workforce strategy for the future

We have seen an increase in staff raising concerns in each of the last three years,
and a significant rise during 2020/21 to date which suggests staff are increasingly
willing to raise concerns

We have strengthened our Freedom to Speak Up function

We have a capable Freedom to Speak Up Guardian who is also the London-wide
Chair of FTSU Guardians

Opportunities:

The informal review of our Freedom to Speak Up function by NHSE&I has provided
us with clear guidance on where we need to further strengthen our approach to
speaking up

National guidance published in July 2019 provides clear opportunities for the Trust
to improve its approach to speaking up at all levels once implemented

We can develop a culture for learning, quality and safety

We can develop processes for triangulating FTSU concerns with a wide range of
patient safety and staff data to identify emerging areas of concern

Active Staff Side participation in Partnership Forum

There is a clear commitment across the organisation to improve our organisational
culture

Weaknesses:

The NHS Staff survey demonstrates that some staff are fearful of speaking up when
they have concerns

We need to improve our NHS Staff Survey results, in particular reduce bullying and
harassment, improve staff engagement and our focus on diversity and inclusion for
staff

We know some staff lack confidence in our processes for speaking up and lack trust
that concerns will be investigated and action will be taken

When concerns are raised, investigations take too long to complete and those who
raise concerns do not always hear how their concerns have been resolved

We need to invest in improving the skills and training for our managers to help them
have difficult conversations

We do not consistently triangulate concerns raised by our staff with other indictors —
such as patient safety information and employee relations data — to identify hotspots
where a service or team may be encountering difficulties that warrant some form of
early intervention

We need to ensure that we are complying with national guidance and good practice
on Freedom to Speak Up

We do not have a robust means of incorporating the learning from case reviews by
the National Guardian’s Office and translating this into action at Trust level

We need to establish an open, transparent and empowering culture where staff feel
safe and supported to speak up

Freedom to Speak Up Vision and Strategy
St George’s University Hospitals NHS Foundation Trust
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Threats:

The cultural shift we need does not happen, or does not happen quickly enough
We do not take action that improves our speaking up culture, and this prompts
intervention by our regulator and the National Guardian’s Office

Freedom to

Speak Up
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2.4

3. Where we go next

Defining our Vision and
strategic priorities
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3. Where we go next b
Our vision for Freedom to Speak Up at St George’s

We aim to create a culture of safety and learning in which all staff feel safe, supported
and confident to raise concerns without fear or detriment, and where speaking up is

visibly championed as a core part of providing outstanding care every time to our
patients, staff and the communities we serve.

We aim to become a leader in establishing a positive speaking up culture by

encouraging and supporting our staff to speak up, listening to their concerns and acting
on them. Staff will not fear speaking up and will be thanked for doing so.

Freedom to Speak Up Vision and Strategy Freedom to
St George’s University Hospitals NHS Foundation Trust Speak Up
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15

3. Where we go next
Our strategic priorities for Freedom to Speak Up

To achieve our vision for Freedom to Speak Up
at St George’s, our strategy sets out the . . .
strategic themes and priorities that will be We will support our staff to feel confident about speaking up
relevant not only immediately but also for the full
duration of the strategy.

Based on the speaking up model developed by
Sir Robert Francis QC, we have developed five
draft strategic themes around which we propose
to build the full draft strategy.

We will make it safe for our staff to speak up

The strategic themes seek to capture the full
range of issues we have identified in our
diagnostic so that we cover awareness, safety,
support, the investigative process, impact and
the role of the strategy in supporting the wider

cultural change programme the Trust is We will ensure that speaking up makes a difference
developing.

We will investigate concerns promptly, fully and fairly

The elements comprising each of the proposed

themes are set out in the following slides. We will support the positive development of our organisational

culture

Freedom to Speak Up Vision and Strategy
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3. Where we go next
Strategic Theme 1: Supporting our staff to feel confident about speaking up

Why are we focussing on this?

To establish a healthy speaking up culture, as a first step we need to make sure that our staff feel confident about speaking up — that they understand
that they have a right to speak up, that the organisation encourages this, and that our processes are clear and accessible for anyone who wants to
raise a concern.

Proposal: We will support our staff to feel confident about how to raise a concern, who to raise it with, and what to expect when they speak up. We
will make sure our processes for speaking up are clear, well communicated and accessible to all our staff.

» We will promote awareness of Freedom to Speak Up across the Trust. This will include developing and delivering a focused communications
campaign to raise awareness of the role of the Freedom to Speak Up Guardian, the Champions, and how to contract them. It will also focus on
raising awareness about how to raise a concern and of the FTSU policy.

» We will develop and deliver training for all staff in Freedom to Speak Up, and will integrate this into our MAST training programme. This will
include an online training module in speaking up and raising concerns.

» We will establish a wide and diverse network of Freedom to Speak Up Champions so that all staff have someone independent they can
speak to when they have concerns.

» We will promote visible leadership on Freedom to Speak Up from the Board to the Ward.
What will success look like?

We will see a year-on-year-improvement in the awareness of staff about Freedom to Speak Up and in the number of concerns raised with the
Trust’'s Freedom to Speak Up Guardian.

Freedom to Speak Up Vision and Strategy
St George’s University Hospitals NHS Foundation Trust Freedom tO
Speak Up

70 of 386 Trust Board Meeting (Part 1)-24/09/20




Tab 2.4 Freedom to Speak Up Vision and Strategy

2.4

17

3. Where we go next
Strategic Theme 2: Making it safe for our staff to speak up

Why are we focussing on this?

We know that staff are sometimes fearful about speaking up, concerned about the impact of raising concerns for their job, their working relationships
and their wider welfare. We know, too, that where staff are too frightened to speak up the quality of care we provide can suffer. Only when staff feel
safe to speak up will we succeed in building a healthy culture around raising concerns.

Proposal: We will make it safe for our staff to speak up and raise concerns, ensuring the organisation is receptive to concerns raised by our staff.

» We will deliver training for managers in receiving and managing concerns, so that managers are approachable and welcoming when staff want
to raise concerns, and are trained in how to received concerns.

» We will provide effective support to our staff when they raise concerns, and make sure that our staff know how and where to access that
support.

> We will foster a culture free from bullying and harassment.

What will success look like?

We will see a year-on-year-improvement in the number of concerns raised with the Trust’'s Freedom to Speak Up Guardian and we will see
increasing feedback from staff that they feel the organisation welcomes and supports them in speaking up. By the same token, we would expect to

see fewer concerns raised directly with the National Guardian’s Office or with the CQC in the first instance. Together these would indicate that staff
feel safer in speaking up at the Trust.

Freedom to Speak Up Vision and Strategy
St George’s University Hospitals NHS Foundation Trust Freedom tO
Speak Up
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3.

Where we go next
Strategic Theme 3: Investigating concerns promptly, fairly and fully

Why are we focussing on this?

Staff often hold back from speaking up because of concerns about the time it takes to investigate concerns, and because of fears that the
investigation may not be sufficiently impartial. Confidence in our investigative processes from start to finish is key if our staff are to feel it is worth
speaking up when they are concerned something may be going wrong.

Proposal: We will investigate concerns promptly, fairly and fully, and ensure that all investigations are started and completed within the established
national guidelines. We will make sure that there are independent, fair and objective investigations into the facts, that investigations will be
undertaken promptly without delay and without the purpose of identifying blame, that investigations will be given the necessary resource and scope
and that they will be kept separate from any disciplinary and / or performance management action.

» We will establish and maintain clear timescales for undertaking and completing all investigations where concerns are raised.

» We will ensure those appointed to conduct investigations are independent.

» We will provide training for all staff members who lead investigations into concerns.

» We will ensure monitoring and evaluation of the number and nature of concerns and the timeliness of investigations through regular and
robust reporting through established Trust governance structures including to the Partnership Forum.

What will success look like?
We will see all investigations completed on time, feedback from staff indicating greater confidence in our investigative processes, and increasing
number of concerns being raised.
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3. Where we go next
Strategic Theme 4: Ensuring speaking up makes a difference

2.4

19

Why are we focussing on this?
Unless staff feel that they will be listened to fairly and that appropriate action will be taken in response, they are less likely to speak up where they are concerned
things may be going wrong. Staff need to feel that speaking up will make a difference, and at the very least that they will be taken seriously.

Proposal: We will investigate concerns promptly, fairly and fully, and ensure that all investigations are started and completed within the established national
guidelines. We will make sure that there are independent, fair and objective investigations into the facts, that investigations will be undertaken promptly without
delay and without the purpose of identifying blame, that investigations will be given the necessary resource and scope and that they will be kept separate from any
disciplinary and / or performance management action.

» We will thank and value our staff for speaking up.

> We will provide feedback to staff who speak up on what has been done in response to the concerns they have raised.

> We will triangulate concerns raised by our staff with business intelligence from across the Trust to identify and address hotspot areas or services or
teams facing difficulties.

> We will ensure we learn lessons from the concerns that are raised to ensure patients and staff receive outstanding care while respecting confidentiality.

> We will put in place robust assurance systems and processes to make sure that there is effective oversight of the rigour of investigation and the
consistency of approach.

> We will seek feedback from staff who raise concerns so that we continuously improve our approach to speaking up.
What will success look like?

In addition to seeing an increase in the number of concerns raised, we will see greater confidence among staff in speaking up through the staff survey, pulse
surveys, and we will also see targeted interventions in services identified as potential hotspot areas.
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3. Where we go next ?
Strategic Theme 5: Supporting the positive development of our organisational culture

Why are we focussing on this?

One of the most important factors in shaping people’s willingness to speak up is the culture of the organisation. Establishing a healthy speaking up

culture at St George’s is an important part of establishing the wider organisational culture we want to see. It also forms part of the wider work on
developing a healthy culture for the Trust as a whole.

Proposal: We will support the positive development of our organisational culture, and ensure that we work we take forward to develop a healthy
speaking up culture aligns, supports and reinforces our wider work on organisational development and cultural change.

» We will ensure that establishing a healthy speaking up culture is part of the wider cultural change programme.

» We will ensure that issues relating to culture and organisational development identified through our speaking up processes are fed into
our cultural change programme in a timely way so that speaking up has impact.

What will success look like?
Success in this objective will be measured through the cultural change programme metrics.
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4. Making an immediate
impact
Our 2020/21 Freedom to
Speak Up Plan
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4. Making an immediate impact
Our 2020/21 Freedom to Speak Up Plan

The strategy is a multi-year strategy Through our strategy, we are committed to making a fundamental step change in our collective approach to
intended to realise our vision of supporting staff to speak up. Our strategy gives clarity about our aims and objectives — what we want to achieve
creating an open and safe culture in and how we think we can get there. But well meaning words are not enough; the strategy needs to have an
which staff feel safe and supported to impact — we need to make sure that things change in practice, not only in theory. To ensure this is a strategy
speak up about concerns without fear that hgs real m-eani.ng for our staff, and a positive impact on the worl_<ing lives of everyone who works here, we
or detriment. But given the importance have included in this strategy concrete steps we will be taking to deliver the change we need to make:

of speaking up and the scale of the
task ahead in realising our vision, we 0 Strengthen the Freedom to Speak Up function
need to make an immediate impact to

both establish the Trust’s Freedom to
Speak Up function and processes,
awareness of FTSU among our staff,
put in place a robust policy Develop a Freedom to Speak Up Charter
framework, and build more effective
triangulation of issues and concerns
across the organisation and
assurance to the Board. To support
the delivery of the strategy and to
ensure the strategy has an immediate
and visible impact, we propose setting
out a plan for how we will start on this
journey in 2020/21.

Refresh the Freedom to Speak Up Champions Network

Refresh the Freedom to Speak Up Policy

Establish a regular Freedom to Speak Up ‘Summit’

Develop and launch an intensive communications plan and activities to support speaking up

Develop effective assurance reporting to the Trust Board and Committees

Freedom to Speak Up Vision and Strategy
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2.4

Freedom to Speak Up Plan 20/21 (2 of 2) 2
Making an immediate impact

1 Create dedicated and more senior FTSU role focused solely on FTSU

Strengthen the Create a new role of Deputy FTSU Guardian to build strength in depth of FTSU function
FTSU function Create dedicated FTSU budget

2 Clarify role of FTSU Champions & revisit role description and time commitment

Refresh FTSU Ensure all parts of the Trust have champions, and that the Champions network reflects the diversity of our staff, and identify
Champions champions for specific staff groups

3. | have spoken up — what can | expect?
Develop FTSU Someone has spoken up about me — what can | expect?
Charter

4 Review of the policy to ensure it is fully up-to-date with national guidance and best practice

Refresh FTSU Review policy in light of agreed FTSU strategy

Policy Ensure policy is clear about the range of routes for raising concerns

5. Develop proposals for establishing a group to triangulate issues and concerns with a range of other data
Establish FTSU Develop ToR for the group

Summit Ensure group is supported by range of data relating to safety, culture, workforce and other sources

6.

Develop and promote an annual calendar of FTSU events and activities
Develop comms

Develop communications campaign to raise awareness of how to raise concerns
plan Use full range of channels inc CEO weekly message, eG, case studies, video clips

7. Develop a model for regular reporting to the Trust Board and the sources of assurance and data to include in the report
Develop Develop an FTSU annual report for the Board

reporting Board level training in FTSU

Freedom to Speak Up Vision and Strategy
St George’s University Hospitals NHS Foundation Trust
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Making sure we deliver the strategy in practice “
Monitoring implementation

We will only succeed in fully implementing the strategy when all members of St George’s feel safe, supported and confident in raising concerns, knowing these will be
taken seriously, investigated in a timely way, and feedback will be provided on what has been done to address them. We know this will take time, but if want to provide
outstanding care every time for our patients, staff and the communities we serve, we must succeed — and make prompt and real progress. Measuring impact,
however, cannot be disaggregated from the impact of the broader work the Trust is embarking on in terms of establishing the right culture across the organisation, and
in practice many of the metrics for measuring changes in the healthiness of our Freedom to Speak Up culture will reflect those metrics for measuring cultural change.

Below are the measures we plan to use to measure and triangulate the impact of this strategy. During 2020/21, we will continue to refine this, and will align it to the

metrics for measuring cultural change as these are developed. To ensure effective oversight of our progress, we have established reporting mechanisms for
monitoring implementation:

Regular assurance reporting to the Trust Board of Directors from FTSU Guardian and assurance
around actions taken by Trust to address concerns raise by the Guardian.
Process for Regular reporting on themes emerging from speaking up to Workforce & Education Committee
monitoring Regular assurance reporting on the control framework around FTSU to the Audit Committee
implementation Reporting of themes and issues emerging through FTSU to Partnership Forum
Effective Executive oversight of FTSU themes (via People Management Group) and controls (via Risk
and Assurance Group) to the Trust Management Group and Executive Management Team.

Annual NHS staff survey results Never Events

Pulse survey results Serious Incidents

Bullying and harassment reports Issues raised to the CQC

Grievances Incident reporting

Suspensions Numbers of issues raised with FTSUG
Disciplinary cases National benchmarking data from the
Exit interviews National Guardian’s Office

Staff retention figures

Litigation

Freedom to Speak Up Vision and Strategy
St George’s University Hospitals NHS Foundation Trust Freedom (o)
Speak Up

78 of 386 Trust Board Meeting (Part 1)-24/09/20

Indicative
measures




Tab 2.4 Freedom to Speak Up Vision and Strategy

2.4

25

Freedom to Speak Up Vision and Strategy Freedom to
St George’s University Hospitals NHS Foundation Trust Speak Up

Trust Board Meeting (Part 1)-24/09/20 79 of 386



Tab 2.5 Guardian of Safe Working Hours Q1 Report

80 of 386

Meeting Title: Trust Board

Date: 24™ September 2020

Report Title: Guardian of Safe Working Hours Quarter 1 2020/21
Lead Director/ Dr Richard Jennings, Chief Medical Officer

Manager:

Report Author: Dr Serena Haywood, Guardian of Safe Working Hours

Presented for:

Assurance

Executive Summary:

From 4™ August 2020 new foundation trainees joined the Trust and the other
trainees resumed their training rotas.

The British Medical Association’s (BMA'’s) deadline for the new Contract of
Terms and Conditions will be upheld from this date and St George’s is
expected to fulfil all of the criteria.

In the wake of the Covid-19 pandemic, wellbeing of junior doctors is being
prioritised. An exit interview including PTSD questions is available.

A letter to thank all foundation trainees for their hard work during Covid-19 is
being sent out from the office of the Director of Medical Education.
Allowances are being made by the training bodies for delays in completing
training but the expectation is that all trainees should be able to get back to
their programmes and be supported by the Trust to complete training
throughout a second wave if it comes.

Rota gap data is included in this report.

There were 54 exception reports with all but 6 related to working hours.
There were 98 in the last quarter. Most are reported in medicine reflecting
pressure due to the trust’s response to Covid-19 emergency.

No fines were issued this quarter. Both the money collected through fines
and money allocated for wellbeing remain available to be spent. A space in
the trust’'s Emergency Department (ED) has been identified as a wellbeing
space, which will also be available to other trust employees outside of the
ED.

Recommendation:

The Trust Board is asked to receive and note the Guardian of Safe Working
Hour’s report.

Supports

Trust Strategic

Ensure the Trust has an unwavering focus on all measures of quality and

Objective: safety, and patient experience.
CQC Theme: Well led
Safe

Single Oversight
Framework Theme:

Quality of Care

Implications

Trust Board Meeting (Part 1)-24/09/20




Tab 2.5 Guardian of Safe Working Hours Q1 Report

Risk:

Failure to ensure that doctors are safely rostered, and enabled to work hours
that are safe, risks patient safety and the safety of the doctor.

Failure to ensure that 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. Update 2019

Resources: Funding for overtime payments, fines and service charges 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
Equality and N/A
Diversity:
Previously Date
Considered by:
People Management Group 05/08/2020
Workforce and Education Committee 20/08/2020
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Guardian of Safe Working Hours (GOSWH) Report Quarter 1 2020/21

1.0 PURPOSE AND BACKGROUND
Available in previous reports.

2.0 COVID-19 AND DOCTORS IN TRAINING

a) Rota— The trainees were deployed as required and worked accordingly. From August 4™ they will
return to their allocated rotas. The doctors should be commended for their hard work and flexibility in
extremely difficult circumstances in the acute areas and a high degree of uncertainly and sometimes
frustration. They were universally supportive of each other, other healthcare staff and worked safely
and with compassion.

b) Wellbeing . The trainees have appreciated the facilities on offer by the Trust during the first wave,
many have sought support through Wellbeing Services and exit interviews have been designed in
anticipation of PTSD as a long term issue for some trainees. This will be a global concern.

c¢) Pay discrepancies will be addressed by the Trust. The BMA work relations have been supporting
the Trust to make this as easy as possible. Annual leave is a problem as there may not be the time to
take leave owed or the staffing possible to cover leave if many take their time simultaneously. This is
being considered on a departmental basis.

d) Training. The Director of Medical Education (DME) is sending regular updates to ensure the
trainees feel supported and directing them to appropriate information for their specialties. There is the
expectation that training will not be delayed, will be completed in the predicted time and progression
between grades will not be interrupted. There are likely to be individual cases that will need specific
action. Appraisals are restarted remotely. Flexibility is being offered to ensure training is caught up
where necessary.

3.0 ANALYSIS OF REPORTS AND FINES
3.1. Fines

None to report for Quarter 1 2020/21.

3.2 Wellbeing Money Spend

Payment

Item Supplier Arrangement | Amount £ 60,000.00

33847 - Golden Plan Ltd
Glideaway Beds x3 T/A GP Care Systems PO: 585689 £ 3,005.10 £ 56,994.90
Chairs for Anaesthetic
Room Katherine Horner EOD £ 597.00 £ 56,397.90
Radio, pillows, linens Serena - £ 56,397.90
Refurbishment of
Shower room LNS
1.19X in
Lanesborough Wing TBC Newpoint TBC £ 6,762.14 £ 49,635.76
Refurbishment of
bathroom LNS 1.33X
and 1.30X in £ 7
Lanesborough Wing | t¢ Newpoint TBC ,608.18 £ 42,027.58

3
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2.5
3.3. Exception Reports

Exception Reports (ER) over past quarter

01/04/20 -

Reference period of report 30/06/20

Total number of exception reports received 54
Number relating to immediate patient safety issues 0
Number relating to hours of working 33
Number relating to pattern of work 1
Number relating to educational opportunities 20
Number relating to service support available to the

doctor 0

A total of 54 exception reports were submitted the majority in relation to working hours /conditions in
this quarter.

This was an exceptional time with most reports in relation to Covid-19 rotas and related working
conditions.

It is not helpful to compare this data with previous years.
All reports were eligible for review.

St George's is the lead employer of GP trainees across South London and no exception episodes
were reported by this cohort of doctors.

From August 4™, the trainees will return to their normal training and associated rotas. The 2019
Contract changes will then apply as detailed in previous reports. Human Resources has assured the
Guardian that these terms will be met from that date. The Guardian will continue to encourage the
trainees to exception report if this is found not to be the case for any rotas.

3.4 Full Exception Report Breakdown by specialty with resolutions where available
See Appendix A

3.5 Immediate Safety Concerns (concerns raised by trainee)

Nil for this quarter

3.6 DETAILS OF SPECIFIC EXCEPTIONS BY SPECIALTY

ENT

A number of exceptions were raised by one trainee in regards to works scheduling difference
between their training post and their redeployment. They had several meetings with their educational
supervisor for support and they were directed to the Covid 19 support services.

3.11 Rota gaps

Appendix B. This data is now being sent by the Guardian to the divisional leads on a monthly basis
including exception report details in order to allow proactive support planning for the trainees where
possible.
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3.12 Junior Doctor Forum

The Junior Doctor Forum (JDF) met weekly from April until June 3™ and then returned to its previous
structure with representatives from each speciality but run remotely.

The position of the Doctors’ Mess was is less inaccessible to those in Atkinson Morley and St James’
Wings and so rest areas are seen as a priority as the covid 19 wellbeing space finished at the end of
July.

4.0 IMPLICATIONS
4.1 Risks

The long term impact of COVID-19 on working life, personal health and wellbeing is the overreaching
concern for all trainees as it is for everyone. In addition, the concerns about possible loss of training
opportunities in specialities remains a concern despite assurance from statuary bodies that doctors
will be properly trained. Exception reports are the most immediate way for the guardian to inform the
board although it is accepted they do not give the full picture as are subjective and vulnerable to
working environment culture or pressures.

4.2 Legal Regulatory

The GOSWH follows the Terms and Conditions of Service for NHS Doctors and Dentists in Training
(England) 2016 (update 2019)

5.0 NEXT STEPS
5.1 Supporting trainees to exception report

The Guardian will be continuing helping the consultants to help the trainees’ exception report and
expects to be invited to present in the next Local Negotiating Committee meeting.

6.0 RECOMMENDATIONS

The Board is asked to note this report and take note of the various risks to safe working hours and
trainee wellbeing in relation to the COVID-19 pandemic and the first wave aftermath. The Trust is
being flexible, responsive and involving the GOSWH in decision making. The GOSWH remains
available for strategic advice and reflecting the concerns of the trainees who are on the frontline of
acute work and are instrumental in the health and wellbeing of the patients of St George’s University
Hospitals.
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Appendix A - Full Exception Reports by speciality and grade with resolutions where available

2.5

Submitted Specialty Grade Breach Normal | Premium | Summary of Exception Report and resolution where noted

Type hours hours
30Jun 2020 | Haematology ST3 Hours 02:15 Three registrars in today instead of 4. Stayed late to complete urgent tasks. Handed over where possible, but the on-
20:20 call registrar was also busy and had regular referrals to deal with and urgent jobs to complete. Noted by Educational

supervisor (ES)

09 Jun 2020 | Geriatric Foundation Hours 09:15 Stayed late due to workload. Agreed by ES made the correct decision
19:02 medicine house officer 1
05 May General medicine | Foundation Hours 01:30 Overtime due to workload and no middle grade doctor to support with questions. Handover was late. The
2020 23:26 house officer 1 importance of handover discussed and communication with both doctors and nursing staff
09 Jun 2020 | Otolaryngology Specialty Hours 12:30 COVID-19. This was an SHO resident weekend day shift. Additional to work schedule and at a stepped-down level so
11:45 (ENT) registrar 3 not adequately able to access training opportunities because of SHO-level service provision. Discussed with ES
21 May Otolaryngology Specialty Educational COVID. Acting down as ENT SHO because existing ENT SHOs not redeployed to medicine were given time off as a
2020 12:25 (ENT) registrar 3 result of hard work during coronavirus crisis as department was understaffed at SHO-level. Discussed with ES
21 May Otolaryngology Specialty Educational COVID. As above. Discussed with ES
2020 12:24 (ENT) registrar 3
21 May Otolaryngology Specialty Hours 12:30 COVID. Acting down as ENT SHO because existing SHOs given week off because of COVID redeployment. Would
2020 12:23 (ENT) registrar 3 usually be rostered to work 0800 to 1700 but was resident on-call SHO from 0800 to 2030. Discussed with ES
21 May Otolaryngology Specialty Hours COVID. Extra weekend 24-hour day. Ordinarily not due to work weekend of 16th May. Had to reattend hospital at
2020 12:21 (ENT) registrar 3 ~20:45 to 23:25. Discussed with ES
15 May Otolaryngology Specialty Hours 05:00 10:00 COVID. As per rota and work schedule would not be due to have an on-call in w/c 11th May. 2nd this week. Discussed
2020 13:37 (ENT) registrar 3 with ES
15 May Otolaryngology Specialty Hours 12:30 COVID. On medical long day instead of ENT. Discussed with ES
2020 13:34 (ENT) registrar 3
15 May Otolaryngology Specialty Educational COVID. On medical redeployment. On medical ward instead on ENT. Discussed with ES
2020 13:33 (ENT) registrar 3
30 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed from ENT to medicine. On post-nights weekend zero days. Discussed with ES
13:56 (ENT) registrar 3
30 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed from ENT to medicine. On post-nights weekend off rather than ENT on-call. Discussed with ES
13:55 (ENT) registrar 3
30 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed from ENT to medicine. On medical zero-day rather than ENT (hot week registrar). Discussed with
13:53 (ENT) registrar 3 ES
30 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed from ENT to medicine. On medical ward NWD rather than ENT (hot week registrar). Discussed
13:52 (ENT) registrar 3 with ES
30 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed from ENT to medicine. On medical ward NWD rather than ENT (all-day theatre). Discussed with
13:51 (ENT) registrar 3 ES
30 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed from ENT to medicine. On medical float NWD rather than ENT (theatre am/clinic pm). Discussed
13:49 (ENT) registrar 3 with ES

6
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Submitted Specialty Grade Breach Normal | Premium | Summary of Exception Report and resolution where noted
Type hours hours

30 Apr 2020 | Otolaryngology Specialty Hours 03:00 10:00 COVID. Redeployed to medicine. On medical resident night shift rather than ENT (paediatric ENT theatre am, joint

13:45 (ENT) registrar 3 specialty rhinology clinic pm, both at St Helier). Contacted COVID staff support service

30 Apr 2020 | Otolaryngology Specialty Hours 03:00 10:00 COVID. Redeployed to medicine. On medical resident night shift rather than ENT. Contacted COVID staff support

13:45 (ENT) registrar 3 service

22 Apr 2020 | Otolaryngology Specialty Hours 03:00 10:00 COVID. Redeployed to medicine. On medical resident night shift rather than ENT Contacted COVID staff support

23:42 (ENT) registrar 3 service

21 Apr 2020 | Otolaryngology Specialty Hours 03:00 10:00 COVID. Redeployed to medicine. On medical resident night shift rather than ENT (Rhinology theatre am, rhinology

21:49 (ENT) registrar 3 clinic pm; both at Epsom). Contacted COVID staff support service

19 Apr 2020 | Otolaryngology Specialty Hours 04:00 COVID. Redeployed to medicine. On medical long-day shift rather than ENT (rhinology theatre am, rhinology clinic

15:39 (ENT) registrar 3 pm, all Epsom Hospital) .Discussed with ES

15 Apr 2020 | Otolaryngology Specialty Hours 04:00 COVID. Redeployed to medicine. On medical long-day shift rather than ENT (all-day 2ww head and neck clinic, CUH).

18:35 (ENT) registrar 3 Discussed with ES

14 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On medical zero-day shift rather than ENT (all-day head and neck theatre, CUH).

14:22 (ENT) registrar 3 Discussed with ES

14 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On medical zero-day shift rather than ENT on-call. Discussed with ES

14:21 (ENT) registrar 3

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. Awaiting joining instructions/on medical zero-day instead of working in ENT

14:41 (ENT) registrar 3 Discussed with ES. X was redeployed to medicine from ENT to support the corona wards. At this time normal ENT
operating is suspended and the routine ENT clinics are virtual or telephone. There is emergency ENT and ENT cancer
work ongoing. Rota planning , missed training due to covid, buddying up when first on call and share any anxieties
with seniors, PPE availability and the possibility of regional training all discussed

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On medical zero-day shift rather than ENT Discussed with ES.

14:38 (ENT) registrar 3

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On medical zero-day shift rather than ENT Discussed with ES

14:36 (ENT) registrar 3

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On medical day shift rather than ENT Discussed with ES

14:35 (ENT) registrar 3

11 Apr 2020 | Otolaryngology Specialty Hours 12:30 COVID. Redeployed to medicine. Working medicine long day instead of being off (Saturday/bank holiday). Discussed

14:34 (ENT) registrar 3 with ES.

11 Apr 2020 | Otolaryngology Specialty Hours 08:00 COVID. Redeployed to medicine. On medical day instead of working in ENT (facial plastics MDT - 08:00 to 09:00 only).

14:32 (ENT) registrar 3 Discussed with ES

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On medical zero-day instead of working in ENT (Rhinology theatre am, rhinology

14:30 (ENT) registrar 3 clinic pm in Epsom). Discussed with ES

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On zero-day instead of working in ENT (all-day head and neck theatre in CUH).

14:28 (ENT) registrar 3 Discussed with ES.

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On off-day instead of working in ENT. Discussed with ES

14:27 (ENT) registrar 3

11 Apr 2020 | Otolaryngology Specialty Educational COVID. Redeployed to medicine. On off-day from medicine instead of working in ENT . Discussed with ES

7
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2.5

Submitted Specialty Grade Breach Normal | Premium | Summary of Exception Report and resolution where noted
Type hours hours
14:26 (ENT) registrar 3
11 Apr 2020 | Otolaryngology Specialty Hours COVID. Redeployed to medicine. Working 12.5 hour long day on medicine instead of being off. Discussed with ES
14:23 (ENT) registrar 3
17 Apr 2020 | Respiratory CT2 Hours 01:30 Finished at 11pm instead of 9:30pm - Bleeped just before handover by the CCU nursing team to attend to an acutely
17:47 Medicine desaturating patient with COVID. Handover doctor too busy transferring patient.
02 Apr 2020 | Respiratory CT2 Educational Missed regional CMT teaching day as with other CMT2 were the only Juniors on the ward. Not claiming any
03:51 Medicine compensation. Just to be logged as a missed educational opportunity due to low staffing levels on the ward.
02 Apr 2020 | Acute Medicine CT2 Hours 09:30 Was meant to be an off day. Swapped out of night shift to attend induction at new hospital. Was meant to rotate to.
03:44 Rota'd to work on ward due to new rota changes. Also left late as there were 3 computers on the ward for 8 doctors,
so delays in documenting specialty and family discussions. ES - unavoidable
26 Jun 2020 | Psychiatry FY1 Hours 08:45 Outstanding admin from WR and preparing for the weekend. To discuss with CS.
17:50
26 Jun 2020 | Psychiatry FY1 Hours 09:30 Overtime due to long WR, unfortunately had a psych emergency at handover, handover run over, WR admin leftover.
17:49 To discuss with CS.
18 Jun 2020 | Psychiatry FY1 Hours 09:00 Extra hour of work due to delayed handover and need insert a NG — ES gave support on timekeeping.
20:35
18 Jun 2020 | Psychiatry FY1 Hours 10:00 Required to stay late in order to site NG tube into young person, delayed due to issues on the ward and had to finish
20:33 off preparation for the ward round the next day (extensive amount of documentation on top of work load +++in a
ward where work space is limited). Support for timekeeping.
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Appendix B — Rota Gaps June 2020

Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
. . Trust doctors -
Department - Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
MedCard
Emergency Medicine Total (40) 38 2 18 0
FY2 (14) 14
GPVTS (7) 6
ACCS (9) 8
Specialty 10
Trainees (10)
Acute Medicine Total (15) 15 0 13 1
FY1(5) 5
ACCS (1) 1
GPVTS (2) 2
IMT (7) 7
Geriatric Medicine Total (27) 26 1 4 1
FY1 (6) 6
FY2 (3) 3
GPVTS (4) 3
IMT (8) 8
Specialty 6
Trainees (6)
Diabetes & Total (11) 11 0 0 0
Endocrine
FY1(3) 3
GPVTS (1) 1
IMT (1) 1
Specialty 6
Trainees (6)
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Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
- Trust doctors -
Department . . Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
Gastroenterology Total (10) 10 0 6 0
FY1(2) 2
FY2 (1) 1
IMT (3) 3
Specialty 4
Trainees (4)
Medicine FY1s Total (19) 19 0 0 0
Cardiology Total (15) 15 0 8 2
IMT (3) 3
Specialty 12
Trainees (12)
Cardiac Surgery 7 0
Thoracic Surgery Total (7) 5 2 2 0
FY2 (1) 1
CST (1) 1
Specialty 3
Trainees (5)
Haematology Total (7) 7 0 3 0
Specialty 7
Trainees (7)
Dermatology Total (4) 4 0 2 0
FY2 (1) 1
Specialty 3
Trainees (3)
Microbiology & CIU Total (14) 14 0 1 0
IMT (2) 2
Specialty 12

10
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Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
- Trust doctors -
Department . . Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
Trainees (12)
Vascular Total (13) 13 0 6 0
FY1(1) 1
FY2 (1) 1
Specialty 11
Trainees (11)
Rheumatology Total (3) 2 1 0 1
Specialty 2
Trainees (3)
Pharmacology Total (2) 2 0 0 0
Specialty 2
Trainees (2)
Respiratory Total (13) 12 1 1 0
FY1(3) 3
FY2 (1) 1
IMT (1) 1
ACCS (1) 1
Specialty 6
Trainees (7)
Occupational Health Total (1) 1 0 0 0
Specialty 1
Trainees (1)
Oncology Total (8) 8 0 0 0
FY1(1) 1
IMT (1) 1
Specialty 6
Trainees (6)

11
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Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
- Trust doctors -
Department . . Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
Vascular Total 3 0 6 0
FY1(1) 1
FY2 (1) 1
Specialty 1
Trainees (1)
Renal (Medicine / Total (10) 9 1 8 0
Transplant)
FY1(1) 1
FY2 (3) 2
IMT (2) 2
Specialty 4
Trainees (4)
SNTC
Anaesthetics Total (29) 24 5 11 0
ACCS (1) 1
Specialty 23
Trainees (28)
Maxfax & Dental Total (26) 23 3 3 2
DCT1 (6) 6
DCT2 (8) 7
CST (2) 2
Specialty 8
Trainees (10)
General Surgery Total (15) 15 0 12 2
FY2 (2) 2
CST (3) 3
Specialty 10
Trainees (10)

12
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Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
- Trust doctors -
Department . . Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
Surgery FY1s Total (9) 9 0 0 0
Neurology Total (16) 16 0 9 0
IMT (3) 3
Specialty 13
Trainees (13)
Neurosurgery Total (9) 8 1 17 2
GPVTS (1) 1
CST (3) 3
Specialty 4
Trainees (5)
Neurophysiology Total (1) 1 0 1 0
Specialty 1
Trainees (1)
Neurorehab Total (1) 1 0 3 0
Specialty 1
Trainees (1)
Audiology Total (1) 1 0 0 0
FY1(1) 1
ENT | Total (15) 13 2 9 0
FY2 (1) 1
GPVTS (2) 2
CST (4) 4
Specialty 6
Trainees (8)
Plastic Surgery Total (14) 12 2 6 0
FY1(2) 2
CST (5) 5

13
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Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
- Trust doctors -
Department . . Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
Specialty 5
Trainees (7)
T&O Total (10) 10 0 17 0
FY2 (1) 1
CST (2) 2
Specialty 7
Trainees (7)
Urology Total (7) 6 1 4 0
FY2 (1) 1
CST (2) 1
Specialty 4
Trainees (4)
CWTD
Histopathology Total (7) 7 0 0 0
Specialty 7
Trainees (7)
ITU Total (34) 27 7 26 0
FY1(3) 3
FY2 (1) 1
ACCS (2) 1
CST (1) 1
IMT (5) 5
Specialty 16
Trainees (22)
PICU Total (3) 3 0 8 0
Specialty 3
Trainees (3)
0&G Total (12) 12 0 17 0

14
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Number of active rotas = 78
Number of GP trainees we manage = 714
By the 30th of the month
- Trust doctors -
Department . . Training Post . Rota
Doctors In training . equivalent .
Vacancies Vacancies
grade
FY1(3) 3
Specialty 9
Trainees (19
Neonates Total (17) 15 2 7 0
FY1(1) 1
Specialty 14
Trainees (16)
Paediatrics Total (24) 19 5 9 0
FY1(2) 2
GPVTS (5) 4
Specialty 13
Trainees (17)
Paeds Surgery Total (5) 4 1 3 1
FY1(1) 1
Specialty 3
Trainees (4)
Radiology Total (35) 35 0 3 0
Specialty 35
Trainees (35)
Clinical Genetics Total (5) 4 1 0 0
Specialty 4
Trainees (5)

15
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GP Trainee Schemes

Number of Number in Post Vacancies Number in
Hospital Posts Practice

[ —

Bexley & Sidcup

A P S

Guy's & St Thomas'

Kingston & Roehampton

Lewisham

St George's (Posts not
based at SGH)

16
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Meeting Title: Trust Board

Date: 24 September 2020 AgendaNo |2.6.1
Report Title: RO update: Annual report to the board

Lead Director/ Richard Jennings, Chief Medical Officer

Manager:

Report Authors: Karen Daly, Responsible Officer

Ms Nicola McDonald, Revalidation support officer
Ms Karen Daly, Deputy Chief Medical Officer and Responsible Officer

Presented for:

Approval

Executive Summary:

This paper supports the annual Responsible Officer (RO) report to the board. In
normal times the trust makes a self-assessment return to NHSEI for the Annual
Organisational Audit (AOA) in June. This is used to benchmark our processes and
performance against other similar designated bodies. In March 2020 at the onset of
the COVID-19 surge medical appraisal and all associated activities were paused.
However in a recent update we were invited to make a submission to NHSEI at the
end of September if we were in a position to do so. That submission is attached.

The paper also presents some information about the progress that the trust has
made with the processes that support medical appraisal and revalidation and
highlights areas that require further improvement. It includes the feedback in the
report from a Higher level RO visit that took place in March 2020.

Recommendations:

That the Board is asked to approve the attached paper for submission to NHSEI
and recommends that the CEO signs a statement of compliance.

Supports
Trust Strategic Right care, right place, right time; Champion team St Georges
Objective:
CQC Theme: Effectiveness and Well Lead

Single Oversight
Framework Theme:

Workforce support and development

Implications

Risk:

Failure to ensure high quality appraisal for our Doctors risks disengagement from
the Trust.

Legal/Regulatory:

Failure to respond to feedback and reach an appropriate level of compliance risks
scrutiny by NHSEI. Medical appraisal compliance informs the well led domain of the
CQcC.

Resources:

No new resources required.

Previously
Considered by:

N/A Date

Equality Impact

The Responsible Officer has ensured that the Trust’'s medical revalidation and

Assessment: appraisal policies and procedures are in accordance with equality and diversity
legislation through the application of an equality impact assessment.
Appendices: Appendix 1 — Annual Responsible Officer report to the Board
Appendix 2 — Divisional appraisal compliance Feb 2020
Trust Board Meeting (Part 1)-24/09/20
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Outstanding care
every time

Responsible Officer report to the Trust
Board

2020/21

Author: Karen Daly

Responsible Officer

24t September 2020
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 Purpose ’ I
2.6

* To present the annual RO report to the board

* To describe the context for the 2020 report

To highlight progress against our action plan including the
outputs of the higher level RO visit in March 2020

To highlight areas requiring improvement

St George’s University Hospitals NHS Foundation Trust Outstanding care
every time
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 Background

2.6
- COVID-19
* ltisaregulatory and « March 2020  September 2020
contractual requirement of The CMO of NHSEI paused ~ The CMO of NHSEI wrote to
Doctors that they participate the requirement for appraisal  all Trusts inviting a submission

in annual appraisal of the full and all associated activities at the end of September.

scope of their practice. The GMC paused revalidation  Proposed restarting appraisals
from October and a less
ONEerous process

* Innormal years the Requirements for revalidation

designated report to the unchanged

board would contain the
results of the annual
organisational audit
submitted in the previous
June. This enables
benchmarking against other
similar designated bodies. No
audit was done in 2020.

Luckily we were prepared!

RO report to the Board 240920 Outstanding care
St George’s University Hospitals NHS Foundation Trust every time
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« Compliance and reporting ’
* Historical outcomes of AOA 2.6

e Connections increased from 699 (2014) to 899 (2019)
* Annual compliance increased from 63% to 85% (same period)

* |n 2018/19 we were benchmarked 5% below the average for similar
sized designated bodies

* No Annual Organisational audit for 2019/20 so no benchmark

* Monthly reporting to the PMG will restart in January 2021 having
restarted appraisals in September

* Further improvements require divisional engagement and leadership

RO report to the Board 240920 Outstanding care
*«  StGeorge ’s University Hospitals NHS Foundation Trust e\/ery time
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5
* Progress
2.6
 People
 Support « ROAG - AaRG
The Revalidation Support * Responsible Officer (Chair)  « Responsible Officer
Officer post has been : . .
approprri)ately rebanded . Chief Medical Officer * Appraisal leads
» University representative « Revalidation support Officer
Additional resource is being . ;
recruited to provide more Postgrad:the education * Head of medical staffing
capacity in the team representative Monthly meetings
Two (of th sal lead * Lay representation (TBA) « review, triangulate and log
h\;v\? e(g e e;Z?p%?rﬁI:ést eeCa S Quarterly meetings appraisal inputs
2019) « To improve the sharing of * Slreports
A program of Quality information relevant to ¢ Complaints
Assurance has been started revalidation * Litigation
+ To align the appraisal and « Audit outcomes
The list of appraisers is bein I .
validated an%pthose less 9 revalidation processes in the « other concerns
engaged removed with consent interests of all parties + Agree requirements are met

+ To review the report from the for pending revalidations
AaRG Planning for QA and support
Quarterly report to ROAG

An appraiser support program
is being planned

* To advise on the program of
QA and audit

* Report to PMG

RO report to the Board 240920 Outstanding care
St George’s University Hospitals NHS Foundation Trust every time
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* Progress

« Systems and processes

- L2P

Our web-based appraisal and
revalidation management system
L2P is embedded and has met
with universal approval

Alerts and updates are
automated.

We can monitor compliance real
time.

We can monitor appraiser activity
and provide feedback for them

L2P have provided additional

functions for us:

* Embedded links to conflict of
interests declaration website

» Completion of MAST button to
allow reporting

Potential adjustment for use with
Physician Associates.

RO report to the Board 240920
St George’s University Hospitals NHS Foundation Trust

102 of 386

 Management

Monthly reports are provided for the
Divisions that highlight Doctors overdue
appraisal

The ability for the RO to approving
missed appraisals is improving

Moving to a system of allocating
appraisers

Trust Board Meeting (Part 1)-24/09/20

 Recovery

The CMO of NHSEI paused
the requirement for appraisal
and all associated activities —
now restarted

Some Doctors continued to submit
appraisals throughout the pandemic
response

The RO is submitting revalidation
recommendations for those who
indicate they are ready

We are focussing on those Doctors
who were overdue appraisal at the
onset of the pandemic

Outstanding care
every time
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- External assurance ’
- Higher level Responsible Officer visit — March 2020 2.6

 Feedback ‘ ‘

The Revalidation Support Officer has

created effective and efficient  The RO is engaged and
t high vol : :

ooy 0 manage a iigh vorme forwarc_l thinking. The CMC_)

The appraisal leads are engaged, Champl_ons appralsal and IS

knowledgeable and supportive of the Supportlve of the RO role.

RO

There are robust and effective systems
in place to share data around
complaints and concerns. . Visit team

HLRO visit March 2020

RO report to the Board 240920 Outstanding care
St George’s University Hospitals NHS Foundation Trust every time
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- External assurance
« Higher level responsible officer visit — March 2020

« Action plan

» Review RO job description and policy to ensure there is clarity
about deputy RO responsibilities

« Identify scope, process, timeline and tool for QA and feedback to
appraisers

* |dentify training needs from Quality review of appraisals and set up
regular appraiser events

» Review appraiser list and establish process for allocation of
appraisers
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Appendices i
2.6
Appendix 1
— Designated report to the Board
and statement of compliance
Presentation title to be placed here Outstanding care
St George’s University Hospitals NHS Foundation Trust every time
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Appendices N
Appendix 2
— Divisional appraisal compliance

February 2020
Presentation title to be placed here Outstanding care
St George’s University Hospitals NHS Foundation Trust every time
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2.6

Designated Body Annual Board Report

Section 1 — General:

The board of St George’s University Hospitals NHS Foundation Trust can confirm
that:
1.The Annual Organisational Audit (AOA) for this year has been submitted.

Date of AOA submission: N/A. Cancelled by NHS England and
Improvement due to Covid-19.

Action from last year: Improve the overall % of completed appraisals,
particularly in our non-Consultant groups. The Appraisal Leads will work with
their divisions to support appraisal. Appraisal rate review is a part of the
regular divisional performance review.

Comments: Two Divisional Appraisal Leads were appointed in January
2020. Appraisal was then put on hold from March due to Covid-19. The Trust
is now reinstating appraisal, with those due from September onwards to
continue as normal, and a plan for those due between March to August who
were suspended, and individual plans for those who were overdue in March.

Action for next year: Carry forward from last year.

2. An appropriately trained licensed medical practitioner is nominated or
appointed as a responsible officer.

Action from last year: No action from last year.

Comments: Ms Karen Daly completed RO training in November 2015 and
commenced as RO in May 2016. The Trust has also appointed two
Divisional Appraisal Leads who have undertaken the RO training in 2019
and 2020.

Action for next year: No action required.

3. The designated body provides sufficient funds, capacity and other resources
for the responsible officer to carry out the responsibilities of the role.

Yes

Action from last year: Appoint Medical Appraisal Leads and provide
training.

Comments: We have an electronic appraisal system in use and favorably
reviewed by Appraises. The RO is supported by one WTE Revalidation
Support Officer and two Divisional Medical Appraisal Leads who can
deputise in her absence.

Action for next year: Appoint an additional Divisional Appraisal Lead and
review if/what additional administration support is required. There will be a
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\restructuring of the medical staffing department that can provide additional \
\administrative support for appraisal and revalidation. \

4. An accurate record of all licensed medical practitioners with a prescribed
connection to the designated body is always maintained.

Action from last year: No action from last year.

Comments: The Revalidation Support Officer regularly cross references the
GMC Connect database with new starter and leaver reports.

Action for next year: No action required.

5. All policies in place to support medical revalidation are actively monitored and
regularly reviewed.

Action from last year: To review and publish the Medical Appraisal Policy.

Comments: The draft policy was reviewed as part of a routine Higher Level
Responsible Officer Quality Review Visit (NHSEI) in March 2020, and

amendments were suggested (see appendix B for the full report). This was
put on hold due to Covid-19.

In the meantime, new starters are provided with guidance on medical
appraisal and revalidation and Clinical Leads are updated via Medical Board
and Care Group Lead Forums etc.

Action for next year: Finalise the policy and put forward for authorisation
(end of September 2020) so the policy can be published/circulated asap
after that. This is an item in the HLRO quality review visit action plan.
(appendix C).

6. A peer review has been undertaken of this organisation’s appraisal and
revalidation processes.

Action from last year: Commission a peer review.

Comments: A peer review did not take place; however, the Trust took part

in the Higher Level Responsible Officer Quality Review Visit (NHSEI) in
March 2020.

Action for next year: No action required.

7. A process is in place to ensure locum or short-term placement doctors
working in the organisation, including those with a prescribed connection to
another organisation, are supported in their continuing professional
development, appraisal, revalidation, and governance.

\Action from last year: No action from last year
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2.6

Comments: All doctors with a prescribed connection are supported with
appraisal and revalidation and have access to the same governance
systems. On request, the Revalidation Support Officer will complete a
medical practice information transfer form for those who work at St George’s
but are connected to another organisation i.e. for their annual appraisal.

Action for next year: No action required.

Section 2 — Effective Appraisal

1. All doctors in this organisation have an annual appraisal that covers a doctor’'s
whole practice, which takes account of all relevant information relating to the
doctor’s fitness to practice (for their work carried out in the organisation and for
work carried out for any other body in the appraisal period), including
information about complaints, significant events and outlying clinical outcomes.

Action from last year: The Appraisal and Revalidation Group will triangulate
information about doctors from difference sources. Our appraisal leads will
support appraisers to challenge supporting information (or lack of).

Comments: All doctors are required to declare their full scope of work in their
appraisal and should include supporting information that is proportionate to
that, including information from all organisations in which they work, of any

complaints and significant events they have been named in (or that they have
not been named).

Action for next year: Carry forward from last year.

2. Where in Question 1 this does not occur, there is full understanding of the
reasons why and suitable action is taken.

Action from last year: Improve quality of appraisal inputs.

Comments: The Divisional Appraisal Leads will soon implement an enhanced
quality assurance process which will lead to improvements to appraisal inputs
in general. (Delayed by COVID-19)

Action for next year: Carry forward from last year.

3. There is a medical appraisal policy in place that is compliant with national policy
and has received the Board’s approval (or by an equivalent governance or
executive group).

\Action from last year: Publish/circulate updated medical appraisal policy. \

\Comments: The draft policy was reviewed as part of a routine Higher Level \
\Responsible Officer Quality Review Visit (NHSEI) in March 2020, and \
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amendments were suggested (see appendix X for the full report). This was
put on hold due to Covid-19.

In the meantime, new starters are provided with guidance on medical
appraisal and revalidation and Clinical Leads are updated via Medical Board
and Care Group Lead Forums etc.

Action for next year: Finalise the policy and put forward for authorisation
(end of September 2020) so the policy can be published/circulated asap
after that. This is an item in the HLRO quality review visit action plan.
(Appendix C).

4. The designated body has the necessary number of trained appraisers to carry
out timely annual medical appraisals for all its licensed medical practitioners.

Action from last year: Rationalisation of appraiser group, removing those
without sufficient activity.

Comments: The Trust has an adequate number of appraisers overall.
However, there is no clear process for allocation of appraiser to doctor, as
well as a lack of knowledge of the minimum number of appraisals an
appraiser should carry out each year (5). There is limited resource in the
administrative team to support this. Restructuring of the medical staffing
team is anticipated to provide more resource.

Action for next year: Carry forward from last year. This is an item in the HLR
quality review visit action plan (Appendix C).

5. Medical appraisers participate in ongoing performance review and training/
development activities, to include attendance at appraisal network/development
events, peer review and calibration of professional judgements (Quality
Assurance of Medical Appraisers1 or equivalent).

Action from last year: Implement an enhanced quality assurance process
and introduce appraiser forums.

Comments: The Divisional Appraisal Leads will support the quality assurance
process and calibration events. The electronic appraisal system requests
feedback from each doctor after their appraisal has been submitted. We need
to include this in the quality assurance process and ensure any concerns are
highlighted. We also need to provide this feedback annually to appraisers to
be included within their own appraisal.

Action for next year: Carry forward from last year. This is an item in the
HLRO quality review visit action plan (appendix C).

! http://www.england.nhs.uk/revalidation/ro/app-syst/
?Doctors with a prescribed connection to the designated body on the date of reporting.

110 of 386 Trust Board Meeting (Part 1)-24/09/20


http://www.england.nhs.uk/revalidation/ro/app-syst/

Tab 2.6.1 Medical Revalidation

6. The appraisal system in place for the doctors in your organisation is subject to
a quality assurance process and the findings are reported to the Board or
equivalent governance group.

Action from last year: The Appraisal and revalidation group provides a
quarterly report to the People management group and through them to the
workforce and education committee.

Comments: See above.

Action for next year: Carry forward from last year. This is an item in the
HLRO quality review visit action plan.

Section 3 — Recommendations to the GMC

1. Timely recommendations are made to the GMC about the fitness to practise of
all doctors with a prescribed connection to the designated body, in accordance
with the GMC requirements and responsible officer protocol.

Action from last year: Ensure recommendations are submitted on time and
investigate reasons behind the high deferral rate.

Comments: The number of revalidation recommendations between April
2019 and March 2020 totaled 281.

The majority of these were submitted on time. 1 was submitted late as the
doctor connected after their submission date. 4 were submitted late due to
admin error i.e. submission date was on a weekend. This has not been an
issue since the introduction of the Divisional Appraisal Leads, who are
available to deputise in making recommendations. The RO has also
introduced a process for reviewing portfolios in the month ahead of the
submission date.

The number of recommendations to revalidate totaled 204 and the number of
recommendations to defer totaled 77. There were no recommendations of
non-engagement.

The appraisal and revalidation group is reviewing portfolios two months ahead
of the due date moving to three months.

The GMC have automatically deferred all doctors 'revalidation dates by 12
months, if they were due between March 2020 and March 2021. These
doctors are currently under notice, so a recommendation can be made any
time now until their submission date, if they are revalidation ready.

Action for next year: Revalidation portfolios to be reviewed in good time
ahead of the doctor’s submission date.
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2. Revalidation recommendations made to the GMC are confirmed promptly to the
doctor and the reasons for the recommendations, particularly if the
recommendation is one of deferral or non-engagement, are discussed with the
doctor before the recommendation is submitted.

Action from last year: No action from last year.

Comments: The Revalidation Support Officer will inform each doctor of what
recommendation has been submitted. In most cases where a deferral is
necessary, the Revalidation Support Officer will communicate this to the
doctor beforehand. Either way, the doctors will be given a clear action plan
and timeframe to achieve by the next due date. The RO contacts the doctor
directly in cases where they are deferred because they are subject to an
ongoing process.

Action for next year: No action required.

Section 4 — Medical governance

1. This organisation creates an environment which delivers effective clinical
governance for doctors.

Action from last year: An external report in April 2019 highlighted some
inconsistencies in process and conduct of our systems for Clinical
Governance. There is a clear action plan arising which is to be implemented
in the coming year.

Comments: There is continuing work, delayed slightly by the COVID-19
pandemic to improve the quality and the outputs of our governance
processes at every level of the organisation. This entails increase in
resource to support clinical governance and work to improve consistency of
our mortality monitoring and response to adverse events.

Action for next year: to outline the actions and the impacts of the
improvements in clinical governance in the Board paper.

2. Effective systems are in place for monitoring the conduct and performance of
all doctors working in our organisation and all relevant information is provided
for doctors to include at their appraisal.

Action from last year: The Appraisal and Revalidation group will develop
processes to improve the quantity and quality of information available to
Doctors as inputs for their appraisals.

Comments: The electronic appraisal system enables incidents and
significant events known to be logged on the appraisal page for inclusion in
the next appraisal. Significant events are now being logged directly to
appraisals and we will implement a similar process for complaints. In the
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2.6

meantime, Doctors can contact the Revalidation Support Officer if they
would like confirmation that they have/have not been named in any
complaints.

Action for next year: Implement process to log complaints, early litigation
cases and other information directly to appraisal portfolios.

3. There is a process established for responding to concerns about any licensed
medical practitioner’s’ fithess to practise, which is supported by an approved
responding to concerns policy that includes arrangements for investigation and
intervention for capability, conduct, health and fitness to practise concerns.

Action from last year: Share the purpose of the RtC more widely and
encourage escalation for benchmarking purposes.

Comments: The Responding to Concerns meeting takes place weekly and
considers all concerns raised internally and externally. The Divisions are
encouraged to submit concerns to the group for discussion and for the
purpose of assuring a consistent approach across the Trust. The group
agrees proportionate approach which may range from an informal local
process to an MHPS investigation. We ensure that appropriate support
including Occupational Health and staff support is available for all Doctors in
difficulty.

Action for next year: a review of the cases considered at responding to
concerns for the purpose of learning and improvement.

4. The system for responding to concerns about a doctor in our organisation is
subject to a quality assurance process and the findings are reported to the
Board or equivalent governance group. Analysis includes numbers, type and
outcome of concerns, as well as aspects such as consideration of protected
characteristics of the doctors?.

Action from last year: Our MHPS policy is undergoing external review and
there will be a formal review of all historic cases for the purpose of improving
our processes.

Comments: Significant concerns about Medical Staff at St George’s are
managed under the Maintaining High Professional Standards policy the
disciplinary policy for Medical and Dental Staff. In addition to this policy,
there is a weekly Responding to concerns meeting attended by the Chief
Medical Officer, the Director of HR, Responsible Officer, Medical HR
Manager and Divisional HR Manager (where appropriate) whereby all cases

*This question sets out the expectation that an organisation gathers high level data on the
management of concerns about doctors. It is envisaged information in this important area may be
requested in future AOA exercises so that the results can be reported on at a regional and national
level.
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are reviewed and those in a formal process are monitored to ensure
sufficient progress. The RO meets regularly with Liaison Officers from the
GMC and PPAS. The progress of MHPS cases is reported to Trust Board.

Action for next year: A further review of our MHPS cases for the purpose of
learning and improvement.

5. There is a process for transferring information and concerns quickly and
effectively between the responsible officer in our organisation and other
responsible officers (or persons with appropriate governance responsibility)
about a) doctors connected to your organisation and who also work in other
places, and b) doctors connected elsewhere but who also work in our
organisation®.

Action from last year: No action from last year.

Comments: Where doctor works for multi-organisations, information of note
is transferred from RO to RO using a MPIT form.

Action for next year: No action required.

6. Safeguards are in place to ensure clinical governance arrangements for
doctors including processes for responding to concerns about a doctor’s
practice, are fair and free from bias and discrimination (Ref GMC governance
handbook).

Action from last year: Our MHPS policy is undergoing external review and
there will be a formal review of all historic cases for the purpose of improving
our processes.

Comments: All MHPS investigation are included in an anonymized report
through the people management group to the Workforce and education
committee and the board. The demographics of the cases are scrutinized for
the purpose of monitoring diversity.

Action for next year: A further review of our MHPS cases for the purpose
of learning and improvement.

Section 5 - Employment Checks

1. A system is in place to ensure the appropriate pre-employment background
checks are undertaken to confirm all doctors, including locum and short-term
doctors, have qualifications and are suitably skilled and knowledgeable to
undertake their professional duties.

Action from last year: No action from last year.

® The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Comments: The Medical Staffing Team carry out the 6 NHS Employment
Check Standards that outline the type and level of checks employers must
carry out before recruiting staff into NHS positions.

Action for next year: No action required.

Section 6 — Summary of comments, and overall conclusion

General review of last year’s actions

Several actions have been delayed, largely due to Covid-19. They will be
carried forward for the next year.

Two Divisional Appraisal Leads have commenced in role and have begun to
support the RO in developing processes

The Trust had a Quality Review Visit from the Higher Level Responsible
Officer team, which replaced the requirement for a peer review.

Actions still outstanding

Improve the overall % of completed appraisals, particularly in our non-
Consultant groups. The Appraisal Leads will work with their divisions to
support appraisal. Appraisal rate review is a part of the regular divisional
performance review.

To review and publish the Medical Appraisal Policy.

Divisional Appraisal Leads to support appraisers to challenge supporting
information (or lack of).

Improve quality of appraisal inputs.

Rationalisation of appraiser group, removing those without sufficient activity.
Implement an enhanced quality assurance process and introduce appraiser
forums.

New Actions:

Need to recruit an additional Divisional Appraisal Lead.

Review if/what additional administration support is required.

Improve quality of appraisal outputs.

Revalidation portfolios to be reviewed in good time ahead of the doctor's
submission date.

Implement process to log complaints directly to appraisal.

Summary review of improvements in clinical governance

New review of RtC cases and MHPS

Overall conclusion:

The RO has appointed 2/3 Divisional Appraisal Leads. We would like to appoint an
additional Divisional Appraisal Lead. We look forward to finalising the Medical
Appraisal Policy and working with the Divisions to achieve higher appraisal rates, as
well as improving the quality of appraisal.
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Section 7 — Statement of Compliance: Not applicable in 2020

The Board of St George s University Hospitals NHS Foundation Trust has reviewed
the content of this report and can confirm the organisation is compliant with The
Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body:

Official name of designated body: St George s University Hospitals NHS Foundation
Trust.
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Appendix D: Cumulative compliance with annual medical appraisal shown by Division and grade
These figures are impacted by the timing of the appraisal submission as well as completion of the appraisal
documentation. For instance, if the appraisal is due in February and the meeting is held in February but the
documentation is not submitted until March (the appraiser has 28 days to submit) that person will show as non
compliant in the monthly report. The annual report is produced in June for the year ending in March so is a
more accurate representation of the appraisals held on time. A similar report to this is produced for the
Divisions each month.

Number of | Number with in %

Doctors date appraisal | compliance

Children and Women's Diagnostic and Therapy Services Division 237 185 78.06%
Consultant (incl Locum Consultant and SGUL) 164 130 79.27%
SAS 2 2 100.00%
Clinical Fellow 60 44 73.33%
Clinical Research Fellow (SGUL) 2 2 100.00%
Bank/Honorary 9 7 77.78%
Corporate Division 4 3 75.00%
Consultant (incl Locum Consultant and SGUL) 3 2 66.67%
Bank/Honorary 1 1 100.00%
Medicine and Cardiovascular Division 305 248 81.31%
Consultant (incl Locum Consultant and SGUL) 204 169 82.84%
SAS 7 6 85.71%
Clinical Fellow 60 47 78.33%
Clinical Research Fellow (SGUL) 1 1 100.00%
Bank/Honorary 32 25 78.13%
Surgery & Neurosciences Division 314 267 85.03%
Consultant (incl Locum Consultant and SGUL) 236 207 87.71%
SAS 2 2 100.00%
Clinical Fellow 67 50 74.63%
Bank/Honorary 9 8 88.89%
SWL Pathology 24 19 79.17%
Consultant (incl Locum Consultant and SGUL) 24 19 79.17%
TOTALS 884 722 81.67%
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Meeting Title: Trust Board

Date: 24 September 2020 Agenda No | 2.6.2

Report Title: Nursing and Midwifery Professional Registration

Lead Director/ Robert Bleasdale - Chief Nurse & Director of Infection Prevention and

Manager: Control

Report Author: Sharon Suggett, Head of Nursing — Workforce and Professional
Standards

Presented for: Assurance

Executive The purpose of this report is to provide assurance to the Board that St

Summary: George’s Hospitals has governance mechanism and process in place for

monitoring the professional registrations of nurses; nursing associates
and midwives on the Nursing and Midwifery Council (NMC).

The NMC introduced a new process of revalidation in April 2016. Every
registrant must complete the revalidation process every three years and
pay an annual retention fee in order to remain on the NMC register. The
purpose of revalidation is to improve public protection by making sure
that all registrants (nursing associates; midwives and registered nurses)
remain fit to practice throughout their career. Nurses, nursing associates
and midwives must fulfil the requirements of revalidation to maintain
their NMC registration

Individuals are responsible for ensuring that they maintain their
registration for each statement of entry relating to each part of the NMC
register, including recordable entries, in line with the requirements for
the role for which they are employed.

The Workforce Information team on a monthly basis, access the on-line
registration checking system of the professional body (NMC) to verify
that the employee has renewed their registration, and a new expiry
date is inputted on ESR. The team run a set of reports each month that
checks all employees who have an expiring registration that have not
yet been renewed. All of the reports are sent to the relevant HR
advisor advising on the employees who have not renewed their
professional registration. The HR Advisors or HR Managers liaise with
the line manager of the employees whose registration is expiring,
advising them of the employees who have not renewed their
registration

The Trust is alerted by the NMC in the event of a practitioner’s
registration having lapsed. Staffs with expired professional registration
are required to cease working until confirmation of valid registration has
been received. Failure to maintain registration or revalidate correctly
could result in disciplinary or capability action being taken. This could
include suspension without pay and/or dismissal for gross misconduct
depending on the circumstances. In accordance with the appropriate

1
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procedure, a senior manager will decide on the appropriate course of
action.

A report is produced of all non-contracted bank staff registrations that
will expire at the end of each month. If bank staff have not completed
registration by the expiry date, the individual will be made ‘inactive’ on
the Bank Staff system and barred from working until this has been
updated on the NMC on line system.

As a result of the COVID-19 response, the NMC has automatically
extended revalidation application dates by 12 weeks for anyone who
was due to revalidate in March, April, May and June 2020. Registrants
can also request a further extended deadline if required (confirmed as
acceptable in writing by the NMC). For staff who failed to complete registration
within the first initial 12 weeks extension, the NMC has also automatically
extended another 12 weeks (see table below for staff registration
extension)

Number of Registrants with extended registration date during COVID-19
(remain live on the register);

Original New COVID-19 Extended | No of registrants
Registration Date Registration Date

30/04/2020 30/10/2020 6

31/05/2020 31/08/2020 0

30/06/2020 30/09/2020 10

31/07/2020 31/10/2020 12

There are no nursing, registered NA and midwifery staff that have an
expired professional registration at the time of writing this report.

The Corporate Nursing team holds bi-weekly ‘Professional Standards
Meeting’ with Divisional Directors of Nursing; the Director of Midwifery
and Human Resources to monitor cases involving professional
registration/ revalidation; capability; disciplinary and all NMC referral
cases.

The HR Workforce Information Team have now been instructed to
maintain monthly information on revalidation and NMC pin expiry as this
information currently gets overridden as the system is updated. This will
allow the provisions of monthly reporting for the Corporate Nursing
team.

Recommendation: | The Board is asked to receive and note the report.

Supports
Trust Strategic | Treat the patient, Treat the person
Objective: Build a better St George’s
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CQC Theme:

Safe, Well-led, Responsive, Caring, Effective

Single Oversight

Framework
Theme:
Previously Workforce and Education Committee Date 13/08/20
Considered by:
Appendices:
3
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Nursing and Midwifery Professional Registration

1. Introduction

The Nursing and Midwifery Council (NMC) introduced a new process of revalidation
in April 2016. Every registrant must complete the revalidation process every three
years and pay for the annual retention fee every year in order to remain on the
NMC register. The purpose of revalidation is to improve public protection by making
sure that all registrants (nursing associates; midwives and registered nurses)
remain fit to practice throughout their career. Revalidation builds on existing
renewal requirements by introducing new elements which encourage nurses,
nursing associates and midwives to reflect on the role of the Code in their practice
and demonstrate that they are ‘living’ the standards set out within it.

Nurses, nursing associates and midwives must fulfil the requirements of
revalidation to maintain their NMC registration. Revalidation:

« reinforces the registrant’s duty to maintain fitness to practice within their own scope
of practice

e encourages registrants to incorporate ‘the Code’ in day-to-day practice and
personal development

e encourages engagement in professional networks and discussions and can help to
reduce professional isolation

« enhances employer engagement in NMC regulatory standards and increases
access and participation in appraisals and continuing professional development.

2. Revalidation Requirements
All registrants are notified directly by the NMC (with three months-notice) of when the
revalidation is due. During the revalidation process, all registrants must;

- obtain five pieces of practice related feedback
- provide five written reflections

- complete 35 hours of continuous professional development (CPD) — including 20
hours of participatory CPD

- undertake a reflective discussion with another NMC registrant

- obtain confirmation that revalidation requirements have been met from an
appropriate person

- complete 900 hours of practice (nurse and midwife)
- pay the annual NMC registration fee

- provide a declaration of health and character

- provide proof of professional indemnity

3. Trust Monitoring of Revalidation Compliance

Individuals are responsible for ensuring that they maintain their registration for each
statement of entry relating to each part of the NMC register, including recordable
entries, in line with the requirements for the role for which they are employed.
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The Workforce Information team access the on-line registration checking system of
the professional body (NMC) each month to verify that the employee has renewed
their registration, and a new expiry date is inputted on ESR.

All of the reports are sent to the relevant HR Advisor and reports 3 and 4 (as per
below) are also be sent to the HR Managers advising on the employees who
have not renewed their professional registration. The HR Advisors or HR
Managers liaise with the line manager of the employees whose registration is
expiring, advising them of the employees who have not renewed their
registration.

The Trust Workforce Information team run a set of reports each month that check
all employees who have an expiring registration that have not yet been renewed.
A total of five reports are automatically run during the month at the following times:

Report 1: 20th of each month or previous working day
Report 2: 3 working days before month end

Report 3: Last working day of month

Report 4: 1 working day after month end

Report 5: 2 working days after month end.

An electronic copy of this report will be saved going forward in the Workforce
Information folder: J:\Files\Workforce Information\ESR\ESR Reports\Monthly
Monitoring\Evidence. This will allow the Workforce Information team and
Corporate Nursing teams to report on the numbers of staff whose registration
lapses in year.

4. Failure to maintain NMC registration
The Trust is alerted by the NMC in the event of a practitioner’s registration having
lapsed.

The Workforce Information team inform the relevant HR Advisor and the practitioner
is required to cease working until confirmation of valid registration has been
received.

If there is a legitimate reason for an employee’s professional registration not being
renewed, this will be conveyed back to the Workforce Information team where a
central record of the reasons will be kept for each month.

The member of staff will remain on annual or unpaid leave until registration has
been updated. Failure to maintain registration or revalidate correctly could result in
disciplinary or capability action being taken. This could include suspension without
pay and/or dismissal for gross misconduct depending on the circumstances. In
accordance with the appropriate procedure, a senior manager will decide on the
appropriate course of action.

If an individual fails to meet the requirements of their professional body to re-
register or revalidate at the required time for all relevant parts of the register
required, they will not be eligible for continued employment as a registered
practitioner. In addition, they will not be protected by either their professional
indemnity insurance or the Trust’s Public Liability insurance. They will not be
allowed to work as a registered nurse, nursing associate or midwife until this is
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rectified. They will be placed upon unpaid suspension until their registration is
renewed. Their salary will be affected as they will not receive pay during this time.
Staff knowingly working without registration are in breach of their contract of
employment of the trust and this will lead to disciplinary action.

Where a nurse, nursing associate or midwife is unable to fulfil the requirements of
revalidation because of capability issues then the Trust’'s Capability Procedure
should be used to manage the situation. It is recommended that because of the
seriousness of failure to revalidate, that the Capability Procedure should be
activated at Stage 2 or 3. Under no circumstances can a nurse, nursing associate
or midwife work if they are not registered and failure to revalidate could cause a
nurse, nursing associate or midwife to lose their registration. The Trust would view
the individual as being in breach of their contract of employment. All patient contact
must stop immediately and any appointments reallocated.

Ultimate responsibility for this lies with the Divisional Directors of Nursing &
Governance (DDNGs) and Director of Midwifery. In the event that no action has
been taken by the relevant line manager or Head of Nursing, the DDNG must be
notified by the HR Manager and a decision made about suspension and next
steps. Any breach must be brought to the attention of the Chief/Deputy Chief
Nurse as soon as possible, as it is illegal to allow a nurse, nursing associate or
midwife to work without all relevant registration and line managers will be held to
account for any actions and omissions in this regard.

Bank Registered Staff

A report is produced of all non-contracted bank staff registrations that will expire at
the end of the month. The Bank Administrative Assistant accesses the NMC online
system to check on re-registration, a copy of the verification is then placed in the
individuals file. A further check is made prior to the expiry date of registration. If the
individual has not re-registered by the expiry date, the individual will be made
‘inactive’ on the Bank Staff system and barred from working until this has been
updated on the NMC on line system. This is reported to the Staff Bank Manager
who will liaise with individuals who have not re-registered.

Health Roster

All staff employed at St Georges, including those who work through the bank have a
position created within the Healthroster. Within each staff profile the individual NMC
registration date is displayed. When a roster is created a warning appears against
the individual shift and staff member if their registration has expired. For permanent
staff this allows a further opportunity for the staff member and line manager to be
notified in advance to ensure the individuals registration is renewed on time. Should
this not be the case the warning remains on the shift to alert the ward and
department manager. For bank staff, the staff member cannot be booked into shifts if
their NMC registration is displayed as expired or future shifts after the revalidation
date unless revalidation has been completed and been updated on the central ESR.
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5. Current Revalidation position

NMC COVID-19 Temporary Register

The emergency legislation introduced by the Government allows for the temporary
registration of fit, and suitably experienced professionals to practice and support the
COVID-19 emergency situation.

These professionals include;

- Nurses and midwives who left the NMC register within the last 3-5 years

- Overseas applicants (nurses and midwives) who have completed all parts of
the NMC registration process except for the OSCE (24 staff in the trust
currently)

The NMC considers each application and has confirmed with each individual if they
have met this criteria. These staff have then been entered on the NMC temporary
register to allow them to work within the health service. For staff returning to practice
this has been coordinated through a national campaign and regional office, for
deployment to St Georges. In respect of overseas nurses, this has been overseen
through the corporate nursing team. The temporary register will remain live until the
Secretary of State confirms that the emergency situation has ended. In this time the
Corporate Nursing team will continue to support the overseas nurses complete their
OSCE to allow full entry into the NMC permanent register.

COVID-19 extension by NMC

As a result of the COVID-19 response, the NMC has automatically extended
revalidation application dates by 12 weeks for anyone who was due to revalidate in
March, April, May and June 2020. Registrants can also request a further extended
deadline if required (confirmed as acceptable in writing by the NMC). For staff who
failed to complete registration within the first initial 12 weeks extension, the NMC has
also automatically extended another 12 weeks (see table for staff registration
extension)

Number of Registrants with extended registration date during COVID-19 (remain live
on the register);

Original New COVID-19 Extended | No of registrants
Registration Date Registration Date

30/04/2020 30/10/2020 6

31/05/2020 31/08/2020 0

30/06/2020 30/09/2020 10

31/07/2020 31/10/2020 12

Professional Standards Meeting

The Chief Nurse and corporate nursing team now holds a bi-weekly ‘Professional
Standards Meeting’ with Divisional Directors of Nursing; the Director of Midwifery;
Chief AHP and Human Resources to monitor cases involving professional
registration/ revalidation; capability; disciplinary and all NMC referral cases.
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Bimonthly meetings are held with the NMC to ensure that the relevant action has
been taken on a case by case basis; to determine how the case is progressing and if
there is further information that the NMC require to progress the cases.

Relevant Trust Policy

The Trust policy for the ‘Registration of Nursing, Nursing Associates and Midwifery
Staff and Referral process’ available on the intranet, clearly states the information
and directives set out in this report.

6. Future Actions
The HR Workforce Information Team has now been instructed to maintain monthly
information on revalidation and NMC pin expiry as this information currently gets
overridden as the system is updated. This will allow the provisions of monthly
reporting for the Corporate Nursing team of staff who have failed to revalidate on
time. This will allow future reports to provide details of the numbers of staff failing to
revalidate on time, and by division, although on discussion with workforce
information and DDNG this number is small.

The professional standards meeting also includes the Chief Therapist and future

reports will also include allied health professionals registered with the Health and
Care Professions Council (HCPC).
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Meeting Title: Trust Board
Date: Thursday, 24 September 2020 Agenda No 31
Report Title: Quality and Safety Committee Report
Lead Director/ Prof. Dame Parveen Kumar, Chairman of the Quality and Safety
Manager: Committee
Report Author: Prof. Dame Parveen Kumar, Chairman of the Quality and Safety
Committee
Presented for: Assurance
Executive The report sets out the key issues discussed and agreed by the
Summary: Committee at its meetings in August and September 2020.
Recommendation: The Board is asked to note the updates in the report.
Supports
Trust Strategic All
Objective:
CQC Theme: All CQC domains
Single Oversight Quality of care, Operational Performance, Leadership and Improvement
Framework Theme: | Capability
Implications
Risk: Relevant risks considered.
Legal/Regulatory: CQC Regulatory Standards
Resources: N/A
Previously N/A Date: N/A
Considered by:
Appendices: N/A
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Quality and Safety Committee Report

Matters for the Board’s attention 3.1

The Quality and Safety Committee met on 20 August and 17 September 2020. The report
covers the material matters that the Committee would like to bring to the attention of the
Board.

1. Deep Dive — Surgical Safety

The Committee received a deep dive review into the compliance with the World Health
Organization’s Checklists and the local procedures that should be undertaken before a
patient undergoes an invasive procedure. The Committee heard that there had been eight
instances, between March 2019 — July 2020, where the WHO checklist or Local Safety
Standards for Invasive Procedures (LocSSIPS), was not followed of which five led to Never
Events. The Committee heard that focusing on the Surgery, Neurosciences, Cancer and
Theatres (SNCT) division key actions such as improving the audit data, introducing quality
measures, developing a more robust audit programme would be undertaken to improve
compliance with the WHO checklist and LocSSIPS. A key fact in the more recent Never
Event was non-compliance related to the review of imaging and this was part of the actions
that would be taken to ensure that imaging (X-ray etc) would be reviewed prior to an invasive
procedure as a matter of course, whether this was within or outside of the theatre
environment. Training for clinicians would also form part of the action plan. Key messages,
standards and learning have been shared and reinforced across the Trust. The programme
of work undertaken in the SNCT division would be cascaded across all divisions and in non-
surgical areas. The Committee will receive a further update on this programme of work.

2. Integrated Quality and Performance Report (IQPR)

The Committee considered the key areas of quality and safety performance in months 04

and 05 (2020/21). The Committee is aware that the Board would also consider the month 05

report later under agenda item 3.2 and would like to highlight the following:

¢ With the introduction of the electronic solution the Trust's management of treatment
escalation plans (TEP) has improved. The new system enables the Trust to validate the
data on TEP and target underperforming areas. The Committee was assured to learn
that following validation 30% of inpatients had a TEP in place. The Committee was also
reassured that performance on Covid-19 wards remained good.

o The Committee has previously highlighted that the Trust was experiencing challenges
delivering life support training and in particular delivering traditionally face to face training
during the Covid-19 pandemic. The Trust performance across the three levels of life
support training (advanced, intermediate and basic) remains below the required target of
85%. The Committee sought assurance on how the performance would improve and
heard that the Trust would increase its training capacity and roll out an online training
solution. In September the Committee heard that whist the position had not materially
improved sufficient mechanisms were in place to recover the position and in addition the
Resuscitation Council had extended provider and instructor certificates for a further six
months.

e In good performing transparent organisations staff will feel comfortable raising incidents
so that they can be escalated and addressed. The Committee had reported previously
that during the peak of Covid-19 the number of incidents reported on the Trust’s Datix
system had reduced, however the Committee could triangulate this fall with low activity
levels and the temporary ceasing of certain services. The Committee noted the increase
in the number of incidents reported in month 4 and 5 and was reassured that circa 97%
of these were rated low or no harm to patients.
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e Similar to the life support training the Trust’s target for Mental Capacity Act (MCA) and
Deprivation of Liberties (DoLs) Level 2 training has been impacted by the Covid-19
pandemic. MCA/DoLs level 1 training performance remained within target however level
2 performance deteriorated slightly from 78% in month 4 to 74% in month 5. The
Committee heard that the Trust was focusing on Medical and Dental staff group which
had the lowest performance whilst other groups were over the trajectory. The divisions
were now targeting non-compliant staff.

o It has been widely reported that there was a prevalence of Hospital Onset Hospital
Acquired (HOHA) infections in Covid-19 cases. The Trust therefore began to monitor and
track nosocomial Covid-19 infections. The Committee were assured that the Trust had
no nosocomial Covid-19 infections in months 4/5 and none in the preceding two months.
The Committee also welcomed the news that the previous three cases reported in the
IQPR were investigated in May 2020 and found to be unrelated and not hospital
acquired.

¢ The Committee also noted that the Trust had not yet received the 2020-21 threshold for
clostridium difficile from NHS England/Improvement. In the period considered by the
Committee there had been seven cases of c. diff bringing the total number of cases to
17. The Committee was assured that there were no lapses in care.

o The Committee was reassured that the reduction in the early warning score performance
to 78% in August was related to a change in the audit process which the Trust would
need to consider how to capture in future reports. The sickest patients were still being
prioritised.

e The one Methicillin-resistant staphylococcus aureus (MRSA) case was related to a
complex patient case who was treated across two trusts and was known to have MRSA.
The Committee was assured to learn that the Trust had taken all infection prevention and
control steps however faced challenges where the patient did not adhere to the
decolonisation regime prescribed.

o The Committee also noted that the Carmen Suite had been closed for periods in month 4
and 5. Whilst this was not ideal there was no impact on the mothers giving birth at the
Trust and there were no serious concerns. The Committee also noted that there was no
correlation with the increase in the number of caesarean sections and the closure of the
Carmen suite. Key causes for the closure of the suite related to staffing which the Trust
would address with the appointment of 15 new midwives between September—November
2020.

Overall the Committee was reassured by the Trust’s performance against key quality and
safety metrics but wanted more focus and pace to be given to delivering the training.

3. Serious Incident Reporting

The monthly serious incidents reports provides the Committee with a greater insight into the
serious incidents that have been declared and the investigations closed.

¢ Whilst the ideal position would be to have no serious incidents the Committee did not
have any cause for concern about the number of serious incidents being declared.

Declared 3 16
Investigation Closed 2 N/A (reported in month 06) 13

N
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¢ The Committee heard that the Trust had responded to the Prevention of Future Deaths
(Regulation 28) Order in June 2020 related to the neonatal death in November 2018 and
all the key actions had been implemented.

3.1

o The Committee is assured by the processes implemented to manage serious incidents
but recognise that only when there was evidence that the learning from these incidents
have been embedded can the Trust be fully assured. The Committee would consider a 6
month serious thematic analysis which would explore key trends, learning and progress
on key actions which would provide further assurance on serious incidents.

4. Learning from Deaths (Quarter 1)

The Board would consider the quarter one learning from deaths report under agenda item
3.1.1. The Committee heard that the Trust had received notification from Trauma Audit &
Research Network (TARN) that it was an outlier for major trauma outcomes for the period
July 2017 — June 2019. The Committee was reassured to learn that an investigation had
been instigated and at the time of reporting there had been some cases which injury severity
scoring could be increased which pointed to an issue with the calculation applied as
opposed to underlying issues. The Committee would receive an update as part of the quarter
2 learning from deaths report in October 2020 once the investigation had been completed.
The Committee did note and welcomed the fact that the Trust’s mortality rating was
categorised as ‘lower than expected’ under the Summary Hospital-level Mortality Indicator
(SHMI).

5. Nurse Staffing Report (Planned vs. Actual)

The Committee considered the nurse safe staffing report for July and August 2020. The
overall fill rate was in 95.7% in July and 94.9% in June, compared with 97.5% in June 2020.
Whilst the number of red flags increased significantly in August to 30 (10 in July) these were
all managed effectively and mitigated with no harm to patients. Staffing on the Carmen Suite
was an area of concern as highlighted above (section 2) but the Committee noted that new
staff had been appointed with more midwives due to start in the next few months. The Trust
also benefited from a number of student nurses released early into the hospital environment
in response to Covid-19 to support caring for patients.

6. Legal Services Report: Claims and Inquests

The Committee received the Trust’s position in relation to clinical and non-clinical claims and
inquests. The Committee noted the data presented in the Get It Right the First Time (GIRFT)
Litigation Data pack, and the steps the Trust is taking to implement the recommendations of
the Pack, including the approach to prioritising the detailed analysis of past claims to focus
on those specialties where the GIRFT data suggests the Trust is above the national average
in terms of the cost of litigation per activity undertaken.

7. Covid-19 Surge, Flu and Winter Plan 2020-21

The Committee considered and approved the Covid-19, Flu and Winter Plan 2020-21 which
the Board will discuss under agenda item 3.3.

8. End of Life Care (Follow-Up)

The Committee considered the follow-up report on end of life care having conducted a deep
dive 6 months ago. As with many of the Trust’s services the work of end of life care was
impacted by Covid-19. The Committee was pleased to learn that the Trust was above the
national average in 5 out of 7 domains in the annual National Audit of Care at the End of
Life. The Committee noted and endorsed the improvement plan to recover the strategy
position.

4
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9. Board Assurance Framework & Corporate Risk Registers

The Committee received the Board Assurance Framework (BAF) and Corporate Risk

Register. As agreed by the Board in May 2020 the Committee was responsible for the

following strategic risks (SR):

o SR1: Our patients do not receive safe and effective care built around their needs
because we fail to build and embed a culture of quality and learning across the

organisation.

o SR2: We are unable to provide outstanding care as a result of weaknesses in our
clinical governance.

o SR10: Research is not embedded as a core activity which impacts on our ability to
attract high calibre staff, secure research funding and detracts from our reputation for
clinical innovation

The Committee endorsed the proposed changes to the strategic risks within its remit as
detailed in the Board Assurance Framework in agenda item 5.3 below.

10. Patient Safety & Quality Group (PSQG) Reports

The Committee received and noted the reports from the July and August 2020 meeting of
the Patient Safety and Quality Group.

11. Annual Reports 2019/20
11.1. Mental Capacity Act/Deprivation of Liberty Standards (MCA/DoLS)

The Committee received 2019/20 Annual Mental Capacity Act/Deprivation of Liberty
Standards (MCA/DoLS) which are available under agenda item 3.1.2. Key highlights noted
by the Committee include:

o Over 600 staff received face to face training during 2019-20. Training had however been
impacted by Covid-19 and more electronic training solutions put in place;

e There were 361 MCA/DoLS referrals during the year which was an increase of 7% when
compared with 2018/19 resulting in 173 applications being made to the local authority;

o Staff awareness and knowledge grew during the year the complexity and caseload of the
MCA/DoLS team had increased;

o Key area of focus for the team was recording of consent in line with recommendations
from the Care Quality Commission with work implemented to provide additional training
to staff and utilising the electronic systems; and

e Focus would also be given to improving information provided to families in an easily
digestible format.

The Committee commended the work of the small team noting the significant support
provided across the Trust.

11.2. Learning Disabilities Services

The Committee also received the 2019/20 Annual Report from the Learning Disabilities

Service which is available under agenda item 3.1.3. The Committee once again commented

on the fantastic work carried out by a small specialist team in the Trust who work

collaboratively with colleagues to support patients with learning disabilities and their families.

Of note were:

e A total of 1,327 referrals were received by the team during 2019/20 representing a
growth of 11.9% compared with the previous year;

o General referrals increased by 5%; and
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¢ An electronic questionnaire disseminated to 80 carers of patients with learning
disabilities last year, had a response rate of 55%, with 86% of respondents describing
the patient experience at St George’s as ‘excellent’.

3.1
11.3. Care Quality Commission (CQC): Adult Inpatient Experience Survey Report

The Committee received and considered the results of the July 2019 adult inpatient survey
conducted by the CQC and the proposed actions being undertaken by the Trust. Of the 1204
Trust patients that were sent the survey 38% of people responded (44% national response
rate). 84% of respondents rated overall experience as 7/10 or more, 97% stated that they
had been treated with dignity and respect and 98% reported confidence in doctors, nurses
and the Trust. There was no statistical difference in performance when compared to 2018.
Areas for improvement included explaining the reason for changing wards during the night to
patients and families, reducing delays and improving the whole discharge process and
improving the information around on-going care. The Committee challenged the team on its
engagement with patient partners in developing the action plan and was reassured that this
was part of the process. The Committee agreed that it would receive an annual patient
experience report which highlighted those tangible actions or innovations which have derived
from patient partners.

11.4. NHS England (NHSE): National Cancer Patient Experience Survey

The Committee also revised and considered results and actions from the NHS Cancer
Patient Experience Survey. Of the 1,341 Trust patients that were sent the survey 707 people
responded (53% response rate). 143 NHS trusts participated in the survey and the national
response rate was 61%. The Trust was the second best performing trust in London and 37"
in the national league table (124" in 2018). The Trust overall rating for ‘care’ was 8.8 which
improved from 8.6 in 2018. The Trust aims to be in the top ten services nationally and the
action plan would ensure that the Trust achieves this objective. The Committee welcomed
the reports and that there were a number of communication mechanisms and forums utilised
to cascade the learning and areas of good performance across the Trust.

11.5. Clinical Negligence Scheme for Trusts (CNST): Maternity Services

The annual self-assessment CNST process for maternity services has been impacted by
Covid-19 and when the Committee considered the report in August 2020 there were three
standards which the Trust was awaiting clarification from the system. The Committee noted
and endorsed the current position and the report is provided under agenda item 3.1.4 for the
Board’s approval.

Recommendation

The Board is asked to note the update in the report.

Dame Parveen Kumar
Committee Chair
September 2020

6
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Meeting Title: Trust Board
Date: 24 September 2020 Agenda No | 3.1.1
Report Title: Learning from Deaths Report — Quarter 1 2020/21

Lead Director:

Dr Richard Jennings, Chief Medical Officer

Report Author:

Kate Hutt, Head of ME Office & Mortality Review Service
Mr Ashar Wadoodi, Trust Learning from Deaths Lead

Presented for:

Assurance

Executive
Summary:

The paper provides an overview of the work of the Mortality Monitoring
Committee (MMC) and Learning from Deaths (LfD) in Q1 2020/21. A brief
outline of work in progress to strengthen governance processes is outlined.
This includes extending and formally defining the deaths that will be subject to
review under the Learning from Deaths process. In Q2 all deaths that have
followed elective admission will be included. A priority is to formalise escalation
processes between the Medical Examiner, the newly formed Mortality Review
Team and clinical teams and/or the Risk Team. This will ensure that all
potentially avoidable deaths are reported to the Risk Team and to clinical
teams for investigation and potentially to identify learning.

A summary of progress against the Clinical Negligence Scheme for Trusts
(CNST) Maternity Incentive Scheme Safety Action 1 is provided. This
demonstrates full compliance with the scheme’s requirements, whilst
identifying opportunities to further strengthen the maternity service.

In order to demonstrate processes and learning in relation to mortality outlier
alerts, recent investigation and improvement work related to fractured neck of
femur and intracranial injury are summarised. Current priorities for investigation
related to major trauma and sepsis are also presented.

National mortality measures are also reported. Although our SHMI remains
lower than expected our HSMR is currently as expected, and the work
underway to understand this difference and to examine mortality at a more
granular level is detailed.

Recommendation:

Trust Board is asked:

o Todiscuss and agree priority areas for action.

e To note that the Trust is fully compliant with all CNST requirements in
this quarter.

e To consider the assurance provided about the quality of services
related to recently investigated mortality outlier alerts

e To consider the assurance provided that current outlier alerts are being
investigated robustly and that there is a granular understanding of our
mortality data

Supports

Trust Strategic
Objective:

Data to help strengthen quality and safety work, as well as improve experience
of bereaved families.

CQC Theme:

Safe and Effective (Well Led in implementation of new framework)
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Single Oversight Safe
Framework Theme:

Implications

Risk: Work to clearly define and implement Care group, Trust (Learning from Deaths
and governance) and ME processes, and their interconnectivity, is underway
but has not been completed. Finalising and operationalising this will ensure
governance is effectively managed and opportunities for learning are not
missed.

Legal/Regulatory: ‘Learning from Deaths’ Framework is regulated by CQC and NHS
Improvement, and demands trust actions including publication and discussion
of data at Board level.

Resources:

Previously Patient Safety & Quality Group Date 19/08/20
Considered by: Quality and Safety Committee 20/08/20
Equality Impact N/A

Assessment: This is in line with the principles of the Accessible Information Standard
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2.1

2.2

2.3

Learning from deaths report - Quarter 1 2020/21

PURPOSE

The purpose of this paper is to provide Trust Board with an update on the work of the Mortality
Monitoring Committee (MMC) and progress against the Learning from Deaths agenda. The report
provides assurance that the Trust is scrutinising mortality and identifying areas where further
examination is required. In line with the Learning from Deaths framework we are working to ensure
that opportunities for learning are identified and where appropriate, action is taken to achieve
improvements.

In order to demonstrate processes and learning in relation to mortality outlier alerts, recent
investigation and improvement work related to fractured neck of femur and intracranial injury are
summarised. Current priorities for investigation are also presented.

IMPLEMENTATION OF THE LEARNING FROM DEATHS FRAMEWORK AND NATIONAL STRATEGY
Learning from Deaths

The new Trust Lead for Learning from Deaths took up post in April 2020. Mr. Ashar Wadoodi
(Consultant Renal Transplant Surgeon) is now a core member of the MMC and has taken a central role
in each of the investigations detailed in this report. He also leads the review of cases escalated by the
Medical Examiner, supported by Dr Buvana Dwarakanathan (Consultant Paediatric Intensivist). We
plan to appoint a further reviewer into the team to allow expeditious review of cases as they are
flagged through the ME Office, or through internal or external alerts.

It is anticipated that during the next quarter the focus of Learning from Deaths work with be on
strengthening mortality governance at Care Group level, as previously defined in the external
Governance Review (April 2019). Priority will be on clarifying and standardising the role of Care Group
Governance Leads, defining and standardising the format and activity of Care Group Mortality and
Morbidity (M&M) meetings and establishing administrative support to support this. Establishing
mechanisms to improve the connectivity of Care Group M&Ms and the Trust MMC will also be
prioritised.

Medical Examiner Service

St George’s Medical Examiner (ME) service was one of only three in London that was fully established
prior to the pandemic. During April the ME service maintained increased capacity introduced in March
to manage excess deaths in relation to Covid-19. Throughout this period at least two MEs were
present during each shift, ensuring that the level of scrutiny, support for clinical teams and
communication with the bereaved was sustained. In May mortality returned to more usual levels and
as such consultant colleagues that had redeployed to the ME Office were gratefully released back to
their specialty.

At the end of the quarter the Medical Examiner (ME) service has reverted to resource levels
established prior to the Covid-19 pandemic. All deaths are being scrutinised and liaison with the
clinical teams and families continues. In case of a second wave of Covid-19 mortality there are trained
MEs that may be called on to support the ME service in scrutinising hospital deaths.

Perinatal Mortality Review Tool (PMRT)

To continue to support the delivery of safer maternity care NHS Resolution is operating a third year of
the Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme. In order to receive a
rebate on the yearly CNST premium, Trusts must demonstrate compliance with ten key safety actions.
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Although formal reporting was suspended during the Covid-19 outbreak, it is important to retain
internal reporting against key standards.

CNST Safety Action One tests compliance with reporting against the National Perinatal Mortality 3.1
Review Tool (PMRT). This tool supports systematic, multidisciplinary high quality reviews of the
circumstances and care leading up to and surrounding each stillbirth and neonatal death, and the
deaths of babies who die in the post-neonatal period having received neonatal care. The reviews are
used to understand, wherever possible, why the baby died and whether different actions would have
led to a different outcome. Active communication with parents is central to this process. Parents are
invited to contribute to the review and receive a plain English copy of the investigation once
completed.

To provide assurance that quality and safety are being reviewed in order to identify learning and drive
change, whilst also satisfying CNST requirements, the service produce a quarterly report summarising
progress against safety standards and any lessons learnt. This report is considered at divisional
governance meetings and is subsequently presented to MMC. A summary is included in this quarterly
report in order to provide assurance to Trust Board. Trust Boards are asked to sign a declaration to
confirm the level of compliance against each standard.

This summary details all eligible perinatal deaths in the period 12/09/2019 - 20/12/2019 and the
actions and learning arising from them. In total 12 babies were added to the reporting tool, of which
one was not supported for review. There were five stillbirth and late fetal loss cases and six neonatal
and post neonatal deaths. This quarter eight reviews have been completed and six PMRT panels were
held, which were attended by all required participants.

In the four completed reviews of stillbirths and late fetal losses, it was agreed for three cases that
there were no care issues identified prior to the baby having been confirmed to have died. In one case
where an issue was identified, it was agreed that it would not have made a difference to the outcome
of the baby. There were no issues with the care following the confirmation of the death of the baby.

In the four completed reviews of neonatal and post-neonatal death cases, the review group
concluded that there were no care issues up to the birth of the baby and from the point of birth to the
death of the baby. In one of these cases, a care issue was highlighted in regards to the care of the
mother, but it was agreed that it would not have made a difference to the outcome for the mother.

From the completed reviews a number of issues were identified relating to smoking in pregnancy.
Standard practice is that mothers have CO (carbon monoxide) screening at booking and at 36 weeks
gestation. All women who smoke during pregnancy should be referred to cessation services, as well as
their smoking family members. It was noted that this practice was not always followed. In response
clinicians have been reminded of the importance of monitoring CO in pregnancy at the booking and
36 week appointments, even for those women who do not smoke. Midwives have also been
reminded of the importance of referring women who smoke at booking to smoking cessation services.
The maternity notes have been updated to reflect these changes and additional CO monitoring
devices have been ordered to ensure community midwives can carry out this monitoring at all
locations where they see women.

The table below details full compliance with all CNST requirements in this period. However, in relation
to the second standard there are some challenges in achieving this.

Where parents have consented for a post-mortem and genetic testing, the results of these
investigations can take three to four months to be completed. The panel have felt that without the
results of these investigations, a review would potentially be ill-timed without having the full
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information required. In addition, avenues of investigation arising from PMRT meetings are often not

complete within the period.

This feedback has been provided to the national team and they have advised that the Trust is not
isolated in these issues. The Trust has been advised that to achieve compliance, the PMRT panel
should meet to discuss the case without the post-mortem, and then re-open and complete it once the

results are known. The panel have taken this advice on board.

In addition, steps have been taken to resolve these difficulties going forward. A new perinatal
pathologist has been appointed which has reduced the time taken for each post-mortem report to be

completed.

CNST Safety Action One: 4 Standards

Compliance

1. Areview using the Perinatal Mortality Review Tool (PMRT)
of 95% of all deaths of babies, suitable for review using the
PMRT, will have been started within four months of each
death. This includes deaths after home births where care
was provided by the trust staff and the baby died.

We are compliant with this standard.
100% of babies that were suitable for
a review using the PMRT were started
within four months of each death.

2. At least 50% of all deaths of babies (suitable for review
using the PMRT) who were born and died in your trust,
including home births, from Friday 20 December 2019 will
have been reviewed using the PMRT, by a multidisciplinary
review team. Each review will have been completed to the
point that at least a PMRT draft report has been generated
by the tool, within four months of each death

We are compliant with this standard.
50% of babies suitable for a review
using the PMRT that were born and
died at St George’s trust had a review
completed a draft report within four
months of the death of the baby

3. For 95% of all deaths of babies who were born and died in
your trust from Friday 20 December 2019, the parents were
told that a review of their baby’s death will take place, and
that the parents’ perspectives and any concerns they have
about their care and that of their baby have been sought.
This includes any home births where care was provided by
your trust staff and the baby died

We are compliant with this standard.
100% of parents of babies suitable for
a review using the PMRT that were
born and died at St George’s trust
were contacted informing them of the
review taking place

4. Quarterly reports have been submitted to the trust Board
that include details of all deaths reviewed and consequent
action plans. The quarterly reports should be discussed with
the trust maternity safety champion

We are compliant with this standard.
This paper constitutes the quarterly
report to the Board

MONTHLY INDEPENDENT REVIEW OF MORTALITY

During this quarter independent reviews, using the structured judgement review (SJR), have been
completed for all deaths that have been referred to the Learning from Deaths Lead by the Medical
Examiner Office. These comprise of deaths of patients with learning disabilities (n=5 referrals, but 4
patients with confirmed learning disability), severe mental health diagnosis (n=7) and those where the

ME has detected a potential issue with care (n=6).

We are extending the deaths that will be subject to review under the Learning from Deaths process
and in Q2 will include all deaths that have followed elective admission. An urgent priority is to
formalise escalation processes between the Medical Examiner, the newly formed Mortality Review
Team and clinical teams and/or the Risk Team. This will ensure that all potentially avoidable deaths
are reported to the Risk Team for consideration of discussion at the Serious Incident Declaration
Meeting (SIDM) and to clinical teams for presentation and review at Care Group M&M meetings.
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3.2

Overview of April to June 2020

Between January and March 2020 there were 430 deaths. Members of the Mortality Review Team
(MRT) reviewed 18 deaths, representing 4.2% of deaths, which represents 100 per cent of deaths
referred for SJR. In Q2 we expect the number of reviews to increase as we extend the scope of the 3.1
Learning from Deaths process. It should be noted that all child deaths are reviewed locally by clinical
teams and by the Child Death Overview Panel.

The structured judgement review methodology requires reviewers to identify problems in healthcare
and to assess whether these have caused harm. Of the 18 deaths reviewed this quarter problems
were identified in relation to 4 (22.2%) patients. In total there were 6 problems identified. In no
instances was it thought that the problem led to harm; however, in 4 cases it was felt that harm was
possibly caused. The remaining 2 problems in healthcare were not thought to have led to harm.

Problem in healthcare No harm Possible harm | Harm
Assessment 1 1 0
Medication 0 0 0
Treatment 0 1 0
Infection control 0 0 0
Procedure 0 0 0
Monitoring 0 2 0
Resuscitation 0 0 0
Communication 1 0 0
Other 0 0 0

A judgement regarding avoidability of death is made for all reviews. 12 of 18 (66.7%) deaths reviewed
were assessed as definitely not avoidable and 2 deaths (11.1%) were judged to be probably avoidable.

Avoidability of death judgement Number

Definitely not avoidable 12

Slight evidence of avoidability

Possibly avoidable but not very likely (less than 50:50)

Strong evidence of avoidability

4
0
Probably avoidable (more than 50:50) 2
0
0

Definitely avoidable

Total 18

In both cases where the death was judged to be probably avoidable these concerns were raised with
the clinical team and were referred to the Serious Incident Declaration Meeting (SIDM).

An assessment of overall care is also provided for each death reviewed. For 10 patients (55.6%) care
was felt to have been either excellent or good, with 4 rated as excellent and 6 as good. Poor care was
observed in 3 cases (16.7%). Two of these patients are referred to above. In the third case there
appears to have been a missed opportunity to have an outpatient CT scan which may have
demonstrated a bladder tumour which contributed to her death. This case has been scheduled for
discussion at the next specialty governance meeting and the findings along with any associated
learning and actions will then be provided to the Learning from Deaths lead.
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Overall care judgement | Number
Excellent care 4

Good care 6
Adequate care 5

Poor care 3

Very poor care 0

Total 18

Learning disabilities

All deaths that occur in patients with learning disabilities are submitted to the national Learning
Disabilities Mortality Review Programme (LeDeR). The LeDeR reviews are co-ordinated by the CCG
and we have established effective liaison with these colleagues. We work together closely to share
our local independent mortality reviews and in turn receive redacted copies of the LeDeR review. In
2020/21 regular reports from the LD team will be presented to MMC, identifying aspects of best
practice and highlighting any areas for local learning and improvement. It is anticipated that the first
such review will take place in Q3 and will also include a summary of the LeDeR Annual Report 2019.

The mortality review team continue to carry out timely local review using our standard methodology.
The table below summarises the deaths of patients with learning disabilities (LD) from the beginning
of 2018/19 to the end of Q1 2020/21. In total there have been 29 deaths, with reviews completed for
each. No avoidability has been identified to date.

This quarter there have been 4 LD deaths. No problems in healthcare were identified and the death
was judged to be definitely not avoidable. Overall care was judged to be excellent for 2 patients and
good for 2 patients.

LD DEATHS ololpo| o olololo]|R
Avoidability of death judgement score SNl Rl el RI2lEIR

0 o0 0 00 o o -] o o

S 55| 5/ SIS|5|58

o [(-} (-] (-] o o o o =
TOTAL DEATHS 1 3 3 2 3 7 4 2 4
LOCAL REVIEWS COMPLETED 1 3 3 2 3 7 4 2 4
Definitely not avoidable 1 3 3 2 3 7 4 2 4
Slight evidence of avoidability 0 0 0 0 0 0 0 0 0
Possibly avoidable but not very likely (< 50:50) 0 0 0 0 0 0 0 0 0
Probably avoidable (> 50:50) 0 0 0 0 0 0 0 0 0
Strong evidence of avoidability 0 0 0 0 0 0 0 0 0
Definitely avoidable 0 0 0 0 0 0 0 0 0

LEARNING FROM MORTALITY

The following summaries give an overview of two recent investigations into mortality outlier alerts,
demonstrating the processes of identification and investigation. The learning derived as a result is also
detailed.

Fractured neck of femur

As a result of local governance processes and regular monitoring of outcomes, in February 2020 the

Orthogeriatric team identified an apparent increase in hip fracture mortality for the period January to
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December 2019. This orthogeriatric multidisciplinary team alerted the MMC and a proactive approach
was agreed. The CMO nominated a Consultant Orthogeriatrician as clinical lead for the investigation.

At the end of May 2020, the National Hip Fracture Database (NHFD) contacted the team regarding a
change in reporting using a new case-mix adjusted mortality run chart. This analysis showed that in
the last quarter of 2019 case-mix adjusted mortality for the Trust was at alert status, i.e. above the
two standard deviations control limit. No formal notification to the Trust was made given that the
national outlier management process was suspended during the coronavirus pandemic. Subsequently,
in June 2020, an alert was identified on the Dr Foster platform for this diagnosis group.

St George’s Hospital was previously identified as an outlier for hip fracture mortality in 2016.
Following investigation, several measures were implemented to improve outcomes, including risk
scoring for all hip fracture patients to increase data accuracy, monthly meetings to discuss cases
where best practice tariff was not achieved, increased provision of orthogeriatric resource to ensure
day 1 post-operative reviews and better governance processes related to outcomes. These processes
and actions improved mortality outcomes and helped to identify the rise in 2019 prior to any external
alert.

Twenty-two deaths between January and December 2019 contributed to the observed rise in
mortality. Structured judgement reviews (SJR) were completed by independent clinicians. Judgements
were made about the quality of care and any potential for improvement. The reviews compared
management of these patients to the clinical criteria defined within the best practice tariff.

All patients were elderly and/or had substantial co-morbidities. Most patients had good multi-
professional care and no direct surgical complications were identified. The independent review and
further specialist scrutiny did not identify any systematic care issues. Nine patients were not operated
on as they were appropriately recognised as being at the end of life and not sufficiently stable to
benefit from an operation. Overall, care met best practice targets; however, the mean time from
Emergency Department to admission to a Trauma and Orthopaedics ward was longer than the
standard. The frequency of admission to outlier wards, rather than the more appropriate specialist
wards, was also high.

Data entered on to the NHFD was checked for accuracy. This identified significant improvement in
data submissions since the alert of 2016; however, some inaccuracies were observed, particularly in
ASA grading (which classifies preoperative anaesthetic risk), and pre-fracture mobility. These
measures contribute to case-mix adjustment and are known to result in a deviation between crude
and case-mix adjusted data, which can cause an alert to be observed.

A comprehensive action plan has been created that addresses the clinical improvements required, in
line with elements of the best practice tariff, and manages the accuracy of the data submission.

This report was presented to the MMC in June 2020 and provided assurance that no systematic care
issues were present, and no additional interventions were required. As the Orthogeriatric workforce
has been re-established after a period of relative understaffing, robust independent mortality reviews
can now be conducted as per the team’s standard operating procedure. This will ensure that any
future learning is identified and acted upon. An update on progress against this action plan is
scheduled for presentation to MMC in October 2020.

Intracranial injury
In February 2020 the Trust received a mortality outlier alert from the Dr Foster Unit at Imperial

College London (DFU) notifying us of a higher than average mortality rate in the intracranial injury
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5.0
5.1

diagnosis group. The signal related to the period December 2018 to November 2019, with 79 deaths
observed against 54.3 expected.

The clinical coding for all deaths was reviewed to examine whether any errors or changes in practice
may account for the signal. This audit found that primary diagnosis accuracy was 92.6 per cent, which
exceeds the Data Security Standard. All primary procedures were classified correctly according to the
documentation provided.

Clinical review of all cases was conducted. In total 75 (94.9%) of deaths were judged to be definitely
not avoidable. For the four remaining deaths there was some evidence of avoidability. In three of
these cases possible improvements in care were not related to care provided at St George’s hospital
and in each case this has been appropriately highlighted to the hospitals or services involved.

One case provided learning around the potential to improve documentation. The clinical service is
now considering the introduction of a template on iClip for documentation of initial neurosurgical
consultation. Furthermore, they will request that multidisciplinary discussion of imaging which is
already in place be added to individual patient’s notes on iClip. These changes will allow for better
clarification of decision making and increase transparency for future structured judgement reviews.

CURRENT INVESTIGATIONS

Trauma Audit & Research Network (TARN)

In June the Trust was notified by TARN that we have been identified as a negative outlier for our
major trauma outcomes for the period July 2017 to June 2019. This follows an alert received in
November 2019, not seen by MMC, related to the period July 2016 to June 2018.

Following the initial alert, the Trauma Lead Dr Anthony Hudson, conducted a review of the data which
found that the majority of patients that die following major trauma had either sustained a traumatic
brain injury or were elderly patients with chest injuries. The quality of data was reviewed and
appeared to be robust.

Dr Hudson and the Mr. Wadoodi have initiated an investigation into the second alert. We have very
recently received the NHS numbers of just over 200 patients from TARN who they believe require
greater detail to be documented in the scan report. This information would improve the accuracy of
the Injury Severity Score (ISS) for each patient, which is used in the calculation of their individual
probability of survival.

An initial review of seven patients has been conducted by a radiologist. In two of these cases the
patient’s injuries were re-scored which would have led to an increase in the ISS. This information has
been shared with the divisional team with an estimate of the radiology resource needed to complete
the review of all 200+ CT scans. If the division agree to fund this review all scans will be reviewed and
the report updated accordingly. It is anticipated that this could be completed by the beginning of
September.

The data will then be returned to TARN for our mortality outcome measure to be recalculated. If we
remain an outlier following this work, then deaths over this period will be reviewed. If this is
necessary, it is recommended that the review process be approved and overseen by the Mortality
Monitoring Committee.

Alongside this the clinical and data teams are examining mechanisms to improve the initial scan
report. This will support greater accuracy of the abbreviated injury scale which classifies each injury
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6.0
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by body region and is then used to determine the ISS of the multiply injured patient. This in turn will
result in better case-mix adjustment and support better monitoring and understanding of our
outcomes.

3.1
Sepsis
At MMC in May it was noted from SHMI (summary hospital-level mortality indicator) analysis that
here had been a run of more deaths than expected during the period December 2018 to November
2019. In addition, Dr Foster analysis indicated that deaths from Septicaemia were higher than
expected for two months during the period March 19 - February 20 (April 19 and January 20).

As an initial step Dr Narani Sivayoham (Trust Sepsis Lead) reviewed all 155 deaths between March
2019 and February 2020 and presented this to MMC in June. The overall impression was that care was
good and timely. Death occurred predominantly in frail elderly patients and most patients were
admitted via the Emergency Department (ED). Of the 128 patients seen in the ED, 121 (94.5%)
received antibiotics in the department. The seven who did not presented with other conditions where
sepsis was not the primary diagnosis and not apparent until the next day (e.g. alcohol withdrawal or
frailty fracture).

The MMC felt that further assurance was required and has since considered a range of information to
gain an understanding of the difficulties with sepsis coding, both nationally and locally. It is
understood that recent coding changes have resulted in a reduction in the number of admissions
coded as sepsis, although not the number of deaths.

Several initiatives are already underway to improve the diagnosis, recording and subsequent coding of
sepsis. These include the design of an infographic to guide accurate recording and coding and the
implementation of the REDS score (Risk-stratification in ED Suspected Sepsis). To strengthen this
work, it was agreed that a quality improvement project be conducted. This will include

re-launching the infographic, supported by training and education, as part of Sepsis Awareness week
in September. This will also form part of the communication campaign associated with the launch of
the new sepsis tool on iClip which is due to be introduced on the wards in August.

Progress will be formally reviewed at MMC in October and mortality will continue to be monitored
while this work is ongoing.

LATEST NATIONAL PUBLISHED RISK-ADJUSTED MORTALITY

Summary Hospital-level Mortality Indicator (SHMI) [source: NHS Digital]

The latest SHMI data, covering discharges from April 2019 to March 2020, was published on 13™
August 2020. The Trust’s overall mortality is categorised as ‘lower than expected’ at 0.89. The SHMI
for St George’s site is as expected at 0.89. A site-specific measure for Queen Mary’s is not reported
due to low numbers.

During the 12-month period there were 85,805 inpatient spells at the Trust, with 1,974 deaths
observed, compared to 2,228 expected deaths. It should be noted that NHS Digital are excluding
Covid-19 activity from the SHMI publication in order to make the indicator values as consistent as
possible with those from previous reporting periods. The SHMI is not currently designed for pandemic
activity and the statistical modelling used to calculate the SHMI may not be as robust if such activity
were included. Excluding Covid-19 activity means that, as far as possible, consistency is maintained
and each SHMI publication can be interpreted in the same way.

NHS Digital provides a SHMI value for ten diagnosis groups, detailed below. For these groups VLAD
(variable life adjusted display) charts, which show the difference between the expected number of
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deaths and observed deaths over time, are also available. The latest information is summarised in the
table below and shows that our mortality is either lower than, or in line with what would be expected
for all the diagnosis groups analysed.

Diagnosis Group SHMI value | SHMI banding

Acute bronchitis 0.71 As expected

Acute myocardial infarction 1.14 As expected

Cancer of bronchus; lung 0.48 Lower than expected
Fluid and electrolyte disorders 0.73 As expected

Fracture of neck of femur (hip) 1.17 As expected
Gastrointestinal haemorrhage 1.11 As expected
Pneumonia (excluding TB/STD) 0.84 As expected
Secondary malignancies 0.65 Lower than expected
Septicaemia (except in labour), shock | 1.19 As expected

Urinary tract infections 0.92 As expected

Two SHMI diagnosis groups [Acute myocardial infarction and Fracture neck of femur (hip)] have
recently been examined and reported to MMC to provide assurance. An investigation of Septicaemia
is currently underway as detailed in section 5.2.

6.2 Hospital Standardised Mortality Ratio (HSMR) [source: Dr Foster]
For the most recent 12 months of data available via Dr Foster (April 2019 — March 2020) our mortality
is in line with expected. During this period there were 129,238 spells, with 1,653 deaths observed
against an expected 1668. In contrast to NHS Digital, Dr Foster Intelligence have not excluded Covid-
19 activity from their analysis, as shown in section 6.0.

HSMR analysis: April 2019 — March 2020 Score Banding

HSMR (all admission methods) 95.5 As expected
HSMR: Weekday emergency admissions 95.5 As expected
HSMR: Weekend emergency admissions 96.7 As expected

In addition to considering the high-level data above, which is also reported in the Integrated Quality
Performance Report, risk-adjusted mortality at both diagnosis and procedure group level is evaluated.
The table below summarises the diagnosis and procedure groups that were alerting in the most
recent data considered by the MMLC.

Diagnosis/Procedure Group | Current status of investigation

Burns Newly observed June 2020, relating to 3 deaths over 12 months,
against 0.6 expected.

Fracture of neck of femur Newly observed June 2020, relating to 20 deaths over 12 months,

(hip) against 12.1 expected. An investigation has been conducted and an
action planisin place, as reported in section 4.1.

Intracranial injury Investigated mortality outlier alert received from Dr Foster Unit at

Imperial (20 Feb 20). Report presented to MMC June 2020 and
summarised in section 4.2. Investigation considered complete and to
be formally reviewed in 4 months.

Liveborn This signal was first observed in September 2019, when 6 deaths were
observed against 0.8 expected. All cases were investigated by both
clinical and coding teams and it was found that only 2 were
categorised correctly. This was reported at MMC in October and no
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further investigation was requested. There have been no new deaths
in this grouping since that time.

Other fractures

Newly observed in July, with 19 deaths over 12 months with 8.0
expected. This has not been prioritised for investigation but will be
monitored.

Residual codes unclassified

This signal re-emerged in April 2020. An investigation in July 2020
found there to be 279 deaths in this grouping, including 87 in February
and 123 in March. The number of spells in this grouping is 5,586 in
February and 5,849 in March. This grouping impacted significantly on
other groupings and on HSMR for these months. This issue arose as a
result of a delay in the coding of deceased patients, which occurred
during these months but has since been rectified. The Head of
Information Services subsequently arranged for resubmission of the
corrected data to ensure the accuracy of our data and to ensure that
our mortality can be effectively monitored.

Septicemia (except in
labour)

New signal observed in June 2020, related to 155 deaths over 12
months, against 123.9 expected. A clinical review of these cases was
reported to MMC in June and subsequently a quality improvement
project has been agreed as detailed in section 5.2.

Contrast radiology or
catheterisation of heart

This signal has been present since March 2020, at which point data
was reviewed and as other cardiology signals were under investigation
this grouping was not prioritised. The latest data shows 18 deaths
against an expected 8.8 and investigation will be considered at the
next MMC.

Coronary angioplasty (PTCA)

This signal was fully investigated and reported to MMC in March 2020
and has been presented to PSQG and QSC in Q4 previous reports.

Knee replacement

Two deaths in diagnosis groups septicaemia and complication of
device, implant or graft, contribute to this signal. This has not been
prioritised for investigation but will be monitored.

Reduction of fracture of
bone (upper/lower limb)

This procedure group was investigated and reported to MMC in April
2020. Members were satisfied that this signal had been appropriately
investigated and found no concerns or areas for action.

Rest of eye

New signal observed in July 2020 and is caused by 2 deaths; 1 in the
diagnosis group open wounds of head, neck and trunk and 1 in
complication of device, implant or graft. This has not been prioritised
for investigation but will be monitored.

Rest of nervous system

This signal appeared in May 2020. The latest data shows 28 deaths
against 16.8 expected. The deaths are attributed to a range of
diagnosis groups (12 acute cerebrovascular disease; 1
crushing/internal injury; 1 fracture lower limb; 2 fracture NOF; 6
intracranial injury; 3 other fractures; 2 other hereditary and
degenerative nervous system conditions; 1 other nervous system
disorders). This signal will be monitored.

Coma, stupor and brain
damage

The latest data shows 9 deaths against 7.7 expected. The last review of
data in March 2020 did not reveal any avoidable deaths or concerns
and the grouping continues to be monitored.

Other perinatal conditions

This signal is long-standing and relates to the tertiary services we
provide and poor risk-adjustment models for babies. Increased
understanding of outcomes and assurance is provided by the quarterly
PMRT report as summarised in section 2.3
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Appendix 1: National Quality Board Dashboard — data to 30" June 2020

St George's University Hospitals NHS Foundation Trust: Learning from Deaths Dashboard - June 2020-21

Description:
The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be leamt to improve care.

Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology

Total Number of Deaths, Deaths Reviewed and Deaths deemed more likely than not due to problems in care e EEUESE LA U] [ Bl o]

(does not include patients with identified learning disabilities) Maortality over time, total _deaﬂs IM an_d deaﬂls_mmimrad mnr\eliloehr'_lfnnnm ﬂue m_ prub_lermin @re
[Mote: Changes in recording or review practice may make comparison over time invalid)

Taot of i likehy ——Total desths ——Dieaths reviewed Mare likely than not due to problemsin care
Total Number of Deaths in Scope Total Deaths Reviewed than net due to problems in care 00 3
_ 433
PRISM Score<=3 or equivalent measure s00 413 a5 a7 426
This Month Last Month This Month Last Month This Month Last Month oo
64 ESS 1 7 o 2 00
This Quarter [QTD) Last Quarter This Quarter [QTD) Last Quarter This Quarter [QTD] Last Quarter 00
426 a83 1 15 2 o 100 & 3 5 3 5 3 3 5 5 I e
This Year [YTD) Last Year This Year [YTD) Last Year This Year [YTD) lLast Year L - - )
426 1671 14 1048 2 5 01 27-18 ax a o4 Of X219 a2 a3 o4 Q1 2S-30 @ o3 o O 2038-23

Total Deaths Reviewed, categorised by SIR Avoidability Score

Score 1 score 2 Score 3 Scored score s Score 6

Diefinitely avoidable strong evidence of avoidability y avoidable (maore than 50:50) Probably avoidable but not very likehy | slight evidence of avoidability Definitely not avoidable

This Month [] 0.0% This Month o 0.0% || This Month 0 0.0% This Month ] 0.0% This month 1 100.0% iis Month o 0.0%
This Quarter {OTD) ] 0.0% This Quarter (OTD) o 0.0% || This Quarter [OTD) 2 143% | |This Quarter oTD) [} 0.0% This Quarter (OTD) a 28.6% is Quarter (QTD) ] 57.1%
This Year [¥TD) [] 0.0% This Year [YTD) o 0.0% || This Yaar [¥TD) 2 14.3% | |This vear (YTD] [} 0.0% This Year [¥TD) 4 23.6% is Year [YTD) ] 57.1%
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St George's University Hospitals NHS Foundation Trust: Learning from Deaths Dashboard - June 2020-21

Description:

The suggested

is a tool to aid th

and learning fram care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be leamt to improve care.

Summary of total number of learning disability deaths and total number reviewed under the LeDeR methodology. Please note that all LD deaths are reviewed using our standard approach, pending reviews as directed by the
LeDeR process. The outcome of these local reviews is displayed in the second data grouping below.
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Meeting Title: Trust Board
Date: 24 September 2020 AgendaNo |3.1.2
Report Title: Mental Capacity Act and Deprivation of Liberty — Annual Report (2019-20)

Lead Director/
Manager:

Robert Bleasdale — Chief Nurse and Director of Infection Prevention and
Control

Report Author:

James Godber, MCA and DoLS Lead Practitioner

Presented for:

Assurance

Executive
Summary:

The report highlights some of the key achievements of, and areas of challenge
relating to effective application of the Mental Capacity Act (MCA) across The
Trust. Good practice in this area protects human rights and champions patient
centred care.

The CQC findings relating to the MCA in their 2019 inspection report
represented a considerable improvement on their feedback from 2016, but
there remains a substantial amount of work to do.

There were 361 MCA / DoLS related referrals in 2019/20, a 7% increase on the
previous year (with last 2018-19 seeing a 45% increase in referrals on the
2017-18) resulting in 173 applications to the local authority. Supporting teams,
patients and family members with often complex issues relating to the MCA
and DoLS remains the main body of work covered by the team and the
complexity of the caseload is increasing as staff awareness and baseline
knowledge grows.

Patient facing staff working with adults remain auto — enrolled on high quality,
scenario based training and rates of compliance are high, with face-to-face
training also provided on demand to a variety of areas.

Last year’s annual report highlighted need for increased audit and assurance
tools around staff knowledge and practice in relation the MCA and DoLS. In
response a South West London MCA Healthcare Group was set up to pool
expertise and develop resources. Within The Trust itself, the MCA team
completed a scoping audit in a ‘high risk ‘area looking at application of the
MCA and recognition and response to possible deprivations of liberty that may
be occurring. Findings from this are discussed within the report but themes of
under- referral and reduced recognition of patients that meet the criteria for a
deprivation of liberty point at more work to do.

Resource development during 2019-20 focused on: leading group work on the
design and development of standardised electronic documentation templates
covering capacity assessment and best interest’s decisions; supporting policy
development in other areas by providing consistent and accurate information
about the MCA when and where it impacts other areas of practice; and working
with local teams to develop guidance on the use of the MCA that is tailored to
their specific needs.

An additional post holder (fixed term) was recruited for part of the period
covered by this report to try and meet the increased demand for clinical support
relating to the MCA. 2019-20 also led to a successful case being made to

1|Page

Trust Board Meeting (Part 1)-24/09/20




Tab 3.1.2 Mental Capacity Act and Deprivation of Liberty Safeguards Annual Report

change and augment the team structure on a substantive basis, towards the
end of the reporting year.

Looking ahead, the delay in changes to the DoLS scheme (that will bring
substantial training, resource and logistics challenges to NHS Trusts) provides
a much needed breathing space to a small team in growing demand. It also
provides a window of opportunity to further develop knowledge, practice and
assurance in relation to the MCA in a thought through, and sustainable way,
with the aim of augmenting the impact small central MCA team resource by
developing local expertise, systems and resources.

Key elements in building this wider resource include completing development,
launch and maintenance of a Champions / advanced practice training
programme, launching regular programmes of MCA and related audit of staff
knowledge, improving 24/7 resources and guidance on the MCA and re-
establishing the Trust wide MCA steering group and strategy to ensure
divisional guidance, needs analysis, support and buy in to this area of The
Trusts work. The challenge will be to protect the resource to deliver these
projects, in a timely way, in the face of on-going increase to the number and
complexity of operational demands for clinical support.

Recommendation:

The Trust Board is asked to receive and discuss this report and raise any
concerns in terms of further assurance required.

Supports

Trust Strategic
Objective:

- Treat the patient — treat the person
- Right care, right place, right time

CQC Theme:

Safe / Caring / Well Led

Single Oversight

Framework Theme:

Implications

Risk:

Legal/Regulatory:

The Annual Report references the Trust’s legal and regulatory duties in this
area.

Resources: The Annual Report references the currently available resources.
Equality and There are no equality and diversity impact related to the matters outlined in the
Diversity: report.
Previously Quality and Safety Committee Date: 20 August 2020
Considered by:
Appendices: Nil
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MCA and DolLS Annual Report 2019-20

1.0 Introduction:

The Mental Capacity Act 2005 (MCA) derives from Human Rights legislation and provides a
statutory framework to empower and protect people of 16 years and above who may not

be able to make their own decisions and details when and how decisions can be legally and
proportionately made on behalf of others. It also enables people to plan ahead and protect

their approach to decision making in case they lose capacity in the future.

Deprivation of Liberty Safeguards (DolLS) is an amendment to the MCA that provides a
system of legal safeguards covering the patient and the relevant organisation if someone
who lacks capacity is being ‘kept’ in a particular setting in their best interests for the

purposes of delivering care or treatment.

Organisations that embed the MCA into all aspects of routine practice are far more likely to
keep the people they care for at the very centre of decisions that affect them. Given that
The Act sets out powers, duties and responsibilities at a legislative level, there are also
serious personal and organisation risks of not applying the MCA correctly when delivering

care.

St George’s University Hospitals began to resource an MCA practitioner role in mid-2016. At
this time, the CQC inspection report rated St George's as Inadequate and a section 29A
Warning Notice was issued by the regulator partly on the basis of poor practice in relation to
the MCA. Over the four years that have followed, work towards key aims and objectives

relating to training, audit and resource development have been on-going.

During this reporting year, a follow up CQC Inspection provided no negative feedback on the
MCA itself on this occasion, and highlighted improvements (see fig 1.1 overleaf) in staff

knowledge of the MCA. The regulator also provided feedback on problems with the related
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area of consent illustrating the broad scope of person centred practice. Whilst the CQC

feedback was a welcome step forward, there are no illusions about the on-going work

3.1

required. Developing good practice around the MCA continues to be recognised as a long
term, broad scope programme of behavioural change, involving multiple stakeholders. This

report details progress and challenges in this area of work during 2019-20.

Fig 1.1 Side by side comparison of 2016 and 2019 CQC reports on Capacity (including feedback on

related area of consent).

2016 CQC Inspection 2019 CQC Inspection
Report Report

Positive Feedback
Staff knew how to
support

patients who lacked
capacity to make their
own decisions or were
experiencing

mental ill health. They
used agreed
personalised measures
that limited patients'
liberty.

Positive Feedback

No Positive
Feedback

Staff supported and
involved patients,
families and carers to
understand their
condition and make
decisions about

their care and
treatment.

! Section 29A Warning Notice issued following this (and an unrelated estates issue).
2 Leading to recommendation — make sure consent is correctly recorded in patients notes in line with best
practice.
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2.0 Governance and Structure:
The reporting year was a time of change for the MCA team. The year started with a sole

Band 7 MCA Practitioner. Following 45% increased referrals in 2018/19 compared with

2017/18, NHS Improvement money was used to recruit a fixed term full time (secondment
based) MCA Support Practitioner (Band 6), in June 2020 with workload split 80%
Safeguarding and 20% MCA. Recruitment for a full time additional MCA Practitioner (Band 7
secondment) resulted in one applicant who was offered the post but was only able to work
part time basis (21 hours per week). These augmentations to the team (which were
extended until the end of the reporting year) were most welcome. The aim of releasing 50%
of the substantive MCA Practitioners time to focus on strategic / Development work was not

substantially realised though as:

- Both (short-term) roles required development time and resources due to the complex
nature of the caseload and the fact that neither of the successful candidates had a

background in Safeguarding.

- The ability to release 50% of the substantive MCA Practitioners time was based on the B7

secondment being full time, rather than the 0.55 WTE achieved.

Given these factors, whilst these temporary changes allowed the MCA team to meet
increased operational demands, it became clear that a more secure, and longer term full
time resource was required to build on the steps already taken in developing trust wide
practice, support and assurance around the MCA. A business case supported by the Deputy
Chief Nurse the team structure was therefore developed resulting in the full time B7 MCA
Practitioner being recruited to a B8 MCA Lead Practitioner role in February 2020 (and
reporting to Head of Safeguarding rather than lead nurse for adult Safeguarding as a result
of this change). This left the B7 MCA Practitioner role vacant (though it was later filled, in

May 2020, by the B6 MCA support practitioner, leaving that post vacant).

As a result of this period of change, from the May (2020) following the reporting year the
structure of the MCA team was as depicted overleaf in fig 1.2:

Fig 1.2 MCA Core team and reporting structures from February 2020
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3.1

The MCA made up one of the Trust Quality Priorities for 2019/20 and was underpinned by
an MCA strategy plan and steering group which aims to meet every two months to drive and
support locally relevant aspects of the MCA agenda across divisions and clinical groups. The
performance and activity of the MCA team is also monitored through the Trust Safeguarding
Committee which is scheduled to meet every 2 months and includes representation from

the Adult Safeguarding Lead from the CCG.

Organisational resources supporting good governance around the MCA include direct
support from MCA team members, The Mental Capacity Act and DoLS Policy and The
Restrictions and Restraints Policy, alongside a number of intranet, IClip and bespoke tools
for staff to use operationally to work through complex cases. Other members of the Child
and Adult Safeguarding team, the Trust’s legal, liaison psychiatry and discharge teams also

provide invaluable support in responding to complex cases effectively.
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Nationally, key guidance and governance sources relating to the MCA include: The Mental
Capacity Act and Deprivation of Liberty Safeguards codes of Practice (both currently being

revised); NICE guidance on Supported Decision Making and Mental Capacity; The Care Act

and, for practice relating to 16 and 17 year olds, The Children’s Act. CQC guidance on Best
Practice in relation to the MCA and DOLS also provides a framework against which some

aspects of practice can be reviewed.

Challenge and Areas for Development:

Whilst the reporting structures around the MCA have developed, the consistency and
frequency and review of strategic level processes and structures to enable Trust wide buy in
to, and support for, embedding the MCA and providing effective governance still require
improvement. The MCA steering group, for example, has not convened since July 2019.
Factors that influenced this pause included the demands placed on all stakeholders in the
run up to the repeat CQC inspection in November 2019 and the impact of Winter pressures.
Unfortunately, the COVID 19 pandemic extended the hiatus into the current year but the

steering group is scheduled to restart in November 2020.

Key Next steps:

The creation of the MCA lead role and retention of full time substantive MCA Practitioner
role provides a larger resource to drive strategic and governance aspects of this area of
practice. The aim in the current financial year is to review and relaunch the MCA strategy
and re-convene a regular and divisionally supported MCA steering group from November
2020. To respond to the competing challenge posed by increasing operational demand for
clinical support from a small central MCA Team, it is hoped that divisional engagement with
the MCA agenda, including support for the development of local MCA Champions (that will
have education, audit and reporting functions) will support improved knowledge, practice

and reporting in relation to the MCA Trust-wide.

7|Page

Trust Board Meeting (Part 1)-24/09/20



Tab 3.1.2 Mental Capacity Act and Deprivation of Liberty Safeguards Annual Report

3.0 MCA Training

3.1

3.1 Mandatory and statutory training programmes specifically covering the MCA and DolS

Following the launch of two e-learning packages in 2018 covering essential and intermediate
Practice around the MCA and DOLS, patient facing staff working with adults and children over 16
years of age continue to be auto- enrolled onto high quality training that they should complete as

part of their mandatory and statutory training requirements.
3.2 Face to Face Training:

Face to face training also continued with approximately 75 face to sessions delivered over
the 2019/20 financial year, to an estimated 600 staff. These sessions were typically
delivered to Key areas where additional needs are identified; on request of Practice
Educators or other Clinical educational co-ordinators; or to ‘difficult to reach’ groups.
Examples include training delivered to Porter’s at George’s staff due to the difficulty that
staff group had accessing e-learning; training provided to Postgraduate medical trainees
working at St George’s; sessions for medical and nursing staff rotating through the
emergency department; HCAs on the Foundations of Psychological Care Course; therapists
working in areas where patients with dementia and neurological disturbance is prevalent;

and bespoke training for the non — executive Directors at The Trust.

3.3 Headline Training Figures:
The level of compliance for Level 1 and Level 2 training has plateaued since the introduction

of the modules in 2018.

For Level 1 training, training compliance has typically met or exceeded the target of 90%,

across the year as a whole (see fig 1.3, overleaf for reference).
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Fig 1.3 MCA E —learning Level 1 (Essentials) training compliance 2019-20

Compliance for Level 2 MCA /DolS training (intermediate rose from April to July 2020 and
has plateaued at approximately 75%, against a target of 90% (see fig 1.4, overleaf, for

reference).

For context, at the time of writing current level of compliance for the 3 largest staff groups
trained at Level 2 stands as follows:

- Allied Health Professionals 91% (325/329 staff)

- Nursing and Midwifery: 89% (1079 / 1216 staff)

- Medical and Dental: 61% ((568 /988 staff)
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Fig 1.4 MCA E —learning Level 2 (Intermediate) training compliance 2019-20

3.1

MCA Team Training:

In order to continue to provide up to date and accurate information guidance and clinical
support in relation to the MCA and DolS, the MCA team members maintain an overview of
relevant case law and expert commentary in relation to the MCA and DOLS. They also
attend externally provided training (often provided by legal firms) covering topics such as
the relationship between capacity and consent and the interface between the Mental
Health Act and the Mental Capacity Act. Finally, the MCA team members undertake CPD
relating to maintenance of their professional registration (current members are an SLT and a
nurse by background) to ensure their clinical skills that support their own practice are
maintained. This also enables the MCA team to maintain an understanding of the challenges
faced by clinicians ‘on the ground’ and conditioning advice and guidance to be relevant,
realistic and applicable as possible to staff working in a busy environment with competing

priorities and drivers.
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Challenges and Areas for Development
An advanced level of training was due to be developed for the reporting year, but resources

have not been sufficient to achieve this in the context of growing and competing

operational pressures.

Staff enrolled on e-learning will need to refresh their competencies from 2021. The
comprehensive and immersive e-learning modules were created to fill a significant gap in
knowledge and practice and could not be circumvented by completing a quiz or similar. This
may need reviewing when staff refresh their knowledge, and a balance achieved between
demands on staff time / some signs of improving knowledge in relation to the MCA, and a
need to guard against simply ticking the box that suggests an ongoing level of competency

in what remains a complex and often misunderstood area of practice.

Feedback on e-learning and face to face training is not routinely collected, so whilst there is
regular positive unsolicited feedback on face to face sessions, this aspect of feedback and

training development could be improved.

Key Next Steps:

The MCA team aim to build on scoping work done during the reporting year to begin a
Champions Programme targeting good practice around supportive decision-making, the
MCA and DolS. As part of their role, and with the support of Face to Face training and
access to online resources part of their remit would include providing top up training in
response to identified needs, or for hard to reach groups. It is also hoped that their very
presence as a locally available resource will augment the knowledge and practice of the

teams they work with.
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4.0 MCA Audit

4.1 Background Context and Summary of Work 3.1

Effective and clinically meaningful audit of the Mental Capacity Act is a challenging and
resource intensive task. The MCA and DOLS codes of Practice and NICE Guidelines provide a
huge pool of information relating to best practice but the narrative and broad nature of
legislative based guidance, and its constant evolution via case law, does not blend itself well

to neat, binary or quantitate measurement by delegated local assessors>.

Previous attempts to work with teams to qualitatively review the process of episodes of
care, in a way that covers screening for use of the MCA, and attempts to measure the
guality and accuracy of work done, have been previously trialled but were not sustainable.
Ultimately, this approach was labour intensive, lacked buy-in from busy teams and required
bespoke training to support correct administration of questions that can easily be misjudged
or misinterpreted, depending on the knowledge & experience of the auditor. The MCA team

have therefore taken a pragmatic approach to audit during this year via:

- Maintaining an ability to ‘take the temperature’ in relation to the MCA around
discrete areas of staff knowledge and practice via ward accreditation questions

- Continued work with other healthcare providers within the South West London STP
to agree, develop and refine an augmented approach to auditing the MCA that is
meaningful and achievable

- Centrally delivering a standalone audit exploring screening and response to patients

who may lack capacity and who are potentially being deprived of their liberty®.

® Some organisations try to overcome this by focusing on organisational markers such as the presence or
absence of policies and subject matter experts, but this does not, in itself, provide assurance on wider
knowledge or practice. Some review capacity assessments completed to see if they contain words or phrases
that suggest evidence of key stages of good practice guidance are present. This can provide limited assurance
in relation to cases where a need to use the MCA has been identified. Unfortunately, it provides no
information about cases where a need to apply the MCA has been overlooked, or perhaps even circumvented.

4 During this reporting year, a change from Deprivation of Liberty Safeguards was expected to come into force
by October 2020, bringing with it greatly increased accountability on the part of NHS trusts to identify and
effectively manage cases where Deprivations of liberty were occurring. However, it was announced in July
2020 that the implementation of the scheme replacing DolLS — The Liberty Protection Safeguards (LPS) would
be delayed until April 2022 (see further details later in this report).
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- Developing trust wide templates and guidance for ‘formal’ capacity assessments and
best interests processes (see resource development section of the report) with an

anticipated audit side effect being the reduction in subjectivity and time required.
4.2 Ward Accreditation: Findings in relation to the MCA

Two main areas of focus were selected with assurance in mind: Staff knowledge
(theoretical, applied hypothetically, and evidenced via discussion) and Staff practice
(evidence of supportive discussion with patients if considering use of restrictions and

appropriate care plans completed if using restrictions in Best Interests).

Staff Knowledge: The question requires the staff to discuss how they would apply the MCA

in response to a clinical situation’. Results covering May 2019 — March 2020 in the reporting

period are shown in Fig 1.5., below.

Fig 1.5 MCA Ward Accreditation Question: Staff knowledge

Responses show good to excellent performance on the question throughout the reporting

period. This is positive, and reflects CQC feedback. The small sample size and typical focus

> An example question included is: if you were responsible for turning a patient in bed but they refused, are
there any clear reasons that might make you wonder if they lack capacity? Assessors are provided with
suggested answers / issues that should be covered in response.

13| Page

Trust Board Meeting (Part 1)-24/09/20




Tab 3.1.2 Mental Capacity Act and Deprivation of Liberty Safeguards Annual Report

on nurses during accreditation should be acknowledged though, to prevent over

interpretation of these results. 31

Staff Practice: Two questions relating to applied practice were also included in the ward
accreditation scheme, with a focus on the supportive discussion and review to see if
appropriate care plan documentation had been completed in relation to use of restraints

(see figs 1.6 below and 1.7 overleaf).

Fig 1.6 Ward Accreditation MCA Applied practice question 1 (discussion)

Results relating to staff practice suggest good evidence of discussion with patients about the
use of restrictions but, building on evidence from last years report that there is a problem
with completion of the appropriate care plan documentation relating to Best Interests
documentation, when patients lack capacity to consent. The MCA team plans to address this

gap in conjunction with other relevant stakeholders (see next steps).
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Fig 1.7. Ward Accreditation MCA Applied practice question 2: Evidence of care plan
documentation. NB this question is not selected every time there is an accreditation, hence

gaps in August, January and March.

These results suggest good evidence of discussion with patients about the use of restrictions
but, building on evidence from last years report that there is a problem with completion of
the appropriate care plan documentation relating to Best Interests Documentation when
patients lack capacity to consent. The MCA team plans to address in conjunction with other

relevant stakeholders (see next steps).

4.3: Collaborative work on MCA Audit with partners in South West London STP

Collaboration with partners in South West London resulted in the production of MCA staff

knowledge questionnaire to get a better overview of staff knowledge of the legislation in
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relation to clinical scenarios. Plans to role this out on a quarterly basis at St George’s, (with

the support of training, audit and communciations teams) during the reporting year were

3.1

delayed due to concerns that staff had been asked to complete multiple questionnaires in

the preceeding months and that uptake and engagement would be reduced due to staff
fatigue. The plan to use this tool as part of audit activity remains, potentially with

frequency being annual rather than quarterly in recognition of staff time pressures.

The South West London Working Group continues to work together and future aims include

working together to develop practice and documentation audits relating to the MCA.

4.4 Standalone Liberty Protection Safeguards Audit

During the reporting year, government guidance was that the Deprivation of Liberty
Safeguards legislation would be substantially revised into the Liberty Protection Safeguards
(LPS) with an implementation date of October 2020. Explaining the full implications of this
change is beyond the scope of this report but it was clear that the proposed changes
contained a significant shift in resource demands and accountability from local authority to

healthcare for patients, in hospital, meeting the criteria for Deprivation of Liberty.

The MCA team had concerns (following discussions with others Trusts of similar size, and
Wandsworth Local authority) that recognition of and response to care arrangements that
might meet the legal criteria for Deprivation of liberty was lower than expected. In order to
understand the picture more clearly the MCA team, in conjunction with CCG partners,
undertook a scoping audit. In October 2019, the two MCA Practitioners undertook
purposive sampling of 22 historic senior health admissions (remotely reviewing | Clip
records) to provide a snapshot of the current application of the MCA and DOLS legislation, in
particular evidence of key steps that should be present in clinical notes to screen for,

identify and respond to potential deprivations of liberty.

The headline from these results was that of the 7 patients identified as meeting the criteria
for DoLS, only one had a DOLS in place. Interpretation acknowledged that senior health is a
‘high risk area’ in terms of the MCA and that the audit was a small sample size and had

methodological limitations. However, there were indications of a potentially significant
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unmet need in terms of the recognising and responding to Deprivations of Liberty. This
possibility carries risks of patients being denied their human rights and may make the trust

vulnerable to litigation and reputational damage, particularly in the context of changing

legislation that increases the responsibilities for and scrutiny of healthcare Trusts in this
area of practice. For context, though, there has always been debate about the use of DolLS
in the hospital setting, and any response needs to avoid unnecessarily taking staff away
from patient facing activities to complete documentation, but there is clearly work to do.
The increasing referral rate for DOLS in reassuring in this context, and recently announced

delays to the change to LPS provide an opportunity to mount a proportionate response.
4.5 Next Steps:

e As part of broadening audit activity in relation to the MCA, The MCA Practitioner is
working with the Clinical records group to directly contribute to the Trust working
Group on clinical record and consent, and seek inclusion of relevant aspects of the
MCA in audit tools developed®. Baseline audit is scheduled for August 2020.

e Development of further MCA audit tools, partly in conjunction with South West
London STP partners, for in depth audit of the application of the MCA. This is likely to
focus on areas treating patient’s in high risk groups from an MCA perspective (e.g.
those with dementia, delirium, neurological illness) and will occur after the new
trust-wide documentation (see section 5 of this report) and associated guidance has
been released and in use for a period of at least three months. It is hoped that the
MCA Champions programme will allow for more effective delegation and therefore
scope of audit activity in due course.

e Work with Head of Safeguarding, Deputy Chief Nurse, Commes, training and audit
teams to revisit the launch of Trust-wide audit of staff knowledge during 2020-21
reporting year and agree monitoring of results via MCA steering group, to ensure

The Board and Divisions are appropriately linked in.

® Given the crossover between consent and capacity, relationship between records relating to patient
presentation at and during admission, and the prospect of medical buy in / bodies on the ground to support
this process.
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e Participate in working groups to review the Iclip care plan documentation relating to
the use of mechanical restraint (as part of nursing care plans) with aims to include 31

reducing administrative burden and increasing completion rates.

5.0 MCA Awareness Raising and Resource Development

Awareness raising is predominantly provided through face to face training, e-learning
programmes and via MCA direct and indirect clinical support provided through MCA team
direct support in complex cases, accessible via bleep, email and phone. Policies relating to
the Mental Capacity Act and the use of Restrictions and Restraints under the MCA provide
further in depth guidance. An Intranet homepage for MCA and DolS also provides
information and advice on key aspects of practice and signposts further help. All wards have
also been provided with posters providing details of key aspects of the MCA Practitioner’s
remit and how to contact them for support. In addition, during the reporting year, a team
email address is in place making it easier to find support around the MCA via a random

outlook search (type in MCA to outlook search and our team appears).

Resource development in the reporting year has focused on the design, development and
review of standardised, trust-wide electronic templates for documentation of formally
supported decision-making, capacity assessments and best interests decisions. The content
and layout of documentation has been developed with input from patient facing staff
including medics, surgeons, AHPs and nurses. The clinical change team have supported the
build of these templates to include conditional logic and embedded guidance and advice
around correct completion and example content. A working version of these templates is
being finalised for testing, at the time of writing, by the Clinical Documentation Change

Team.

Challenges and Next steps (planned within the current financial year):

e As previously stated, an MCA Champions programme is due to be developed this year.
To optimise the chances of the Champions programme succeeding it is hoped that

clinicians from across professions will be involved. Senior influencers, aswell as staff
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directly connected to the challenges of the front line will be needed to overcome
existing hierarchies and established approaches to practice. Champions will ideally

provide quality augmentation of awareness raising and feedback across The Trust in

relation to the MCA.

e The MCA policy and the Restriction and Restraints policy are both currently out of date.

They have been extended by 6 months and will be updated by April 2021.

As part of the update process to the MCA policy, it will be more closely aligned to the
Consent policy and guidance on the use of new MCA electronic documentation will also

be included

For the Restrictions and Restraint Policy update, The Corporate Nursing Team have
established a working group who will meet initially in September 2020 to facilitate
review and potential rationalisation or re-framing of the restrictions and restraint policy
(and associated guidance and documentation). This is due to concerns that this policy
does not meet the needs of some staff who want practical guidance on safe use of
restraint, and blends purely clinical reasoning for the use of certain ‘treatments’ with the
legal implications / considerations under the MCA if those treatments may be construed
as restraints. Given that the MCA only covers those of 16 and above, it provides no
guidance on how to approach restraint itself, and is not the only piece of law that needs
to be considered when restraint may be used, we will be working with the newly
appointed lead nurse for mental health and other key stakeholders to develop an

improved resource.

6.0 Clinical Support: MCA and DolS referrals 2019-20

There are clear duties under the Mental Capacity Act (2005) that staff have to all patients.
Patients who may have difficulty making decisions should be adequately supported to make
their own decisions whenever possible. When a patient lacks capacity, decisions made for
them, must have regard for the principles laid out in The MCA. Not doing so carries the risk
of litigation, loss of reputation and infringement of human rights. In addition, the hospital,

as a ‘managing authority’ has a responsibility to ensure that all those patients who could
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potentially meet the criteria of deprivation have the appropriate safeguards triggered

(Deprivation of Liberty Safeguards) are referred to the ‘supervisory authority’ (the

3.1

appropriate local authority) for independent assessments and that any such assessment or

authorisation is reported to the Care Quality Commission. To meet these requirements and
to obtain support with working within the MCA in clinical cases, teams can currently refer
for information, advice, and direct support. The range of issues the MCA team deal with is

large, and can include the following:
- Phone advice on a particular aspect of applying the MCA,
- Helping someone complete a DolLS form correctly / completing it for them.

- Reviewing cases from admission to the point of referral to unpick advice relating to the
MCA from other issues such as disagreements over clinical reasoning and approach, or a

breakdown in communication between the treating team and other stakeholders.

- Escalating to and co-ordinating with others when their input is needed (e.g. psychiatry,

psychology, the discharge team, social services, speech and language therapy)
- Supporting / Reviewing capacity assessments and best interests processes led by others.
- Leading capacity assessments and chairing best interests discussions.

- Providing longitudinal support, stakeholder co-ordination, documentation and legal
escalation (of required) around complex and at times contentious cases relating to multiple

treatment episodes or complex discharge decisions.

Dealing with an individual referral can take as little as 30 minutes to hear, respond to and
record simple enquiries. Complex cases can require several days of work over periods of

weeks to many months.

During 2019/20 there has been 361 referrals relating to the Mental Capacity act and DolS, a
7% increase on the 2018-19 figure of 336 (which was itself a 45% increase on the 2017-18
figure of 232) (see fig 1.8 overleaf) . Of the 361 referrals received by team at St George’s,
173 of these resulted in an urgent DolS being put in pace and a request being sent to the

local authority to grant a Standard Authorisation.
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Subjectively, the complexity of cases has again increased compared to the previous year
(which may reflect increased staff knowledge because of increased training, awareness

raising, and clinical support). Cases can include decisions considering the withdrawal of

medical treatment; navigating the risks of discharge for someone with reduced insight into
their care needs refusing support recommended keeping them safe on discharge from
hospital and decisions relating to high risk surgical procedures that might extend life but

increase disability.

As staff and service user knowledge and understanding of this legislation continues to grow,
and as more cases relating to hospital care and treatment are overseen by The Court of

Protection, there’s a high chance that referrals to the MCA team will continue to grow.

Fig 1.8 DoLS and MCA Referrals Covering period 2017-2020
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Case Studies / Vignettes

To provide examples of the referrals the MCA team receives, three anonymised examples 3.1

similar to cases referred during the reporting year are outlined below and overleaf.

Case Study 1:

Referral to review a case involving Katie, a frequent attender at the emergency department
(ED) . She regularly uses alcohol and becomes unwell requiring admission to the ED. She
arrives confused and often unwell. She allows treatment in her best interests when acutely
confused and lacking capacity to consent. As soon as she is physically able to leave (though
at times barely strong enough to do so) and her capacity recovers, she elects to self-
discharge against medical advice, sometimes requiring re-admission the same day having
returned to using alcohol immediately after discharge. Staff in ED are very worried that Katie
is progressively getting worse and that her behaviour is ultimately going to kill her. They
make a referral to the MCA team and want to know if they can admit her in Best Interests
for a full detox and to keep her in a place of safety to allow effective review of her

community support package.

Case Study 2:

Referral for review of a case involving Rakesh, a wheelchair user with complex physical
needs and fiercely independent approach to life wishing to return home without care to a
property where the only available space was a narrow route from front door to small area of
kitchen, sofa and sink in bathroom. Social services report that all other areas were
inaccessible and that there are serious environmental health concerns relating to continence
and waste disposal issues. Due to the state of his accommodation, he is at risk of eviction.
He has a very high risk of deterioration and re-admission if care needs in the community are
not met and has a history of non-engagement with social care. Described as eccentric and
single minded by friends, he appears to have short-term memory difficulties and can
confabulate at times, but has no diagnosed impairment of mind or brain and refuses
cognitive assessment. At times, in conversation, he comes across as intelligent and
articulate. Two assessments of capacity to self-discharge have been undertaken, with

contradictory findings. Referral is made to the MCA team to support discharge planning.
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Case Study 3:

Referral made to support treatment decision making for Grace, a 73 year old with treatable
bowel cancer. Grace has a background background of recurrent and difficult to treat mental
health difficulties and has had multiple admissions to in-patient mental health services.
Grace sometimes agrees to cancer staging assessments and sometimes to the idea of
treatment when discussing options with surgeons, but at other times it is clear that she does
not believe that she has cancer and is paranoid about the motives of health professionals
from the cancer team trying to support her. The surgical team want to operate, but not
against her wishes, and request support for future consultations. There are varying views
about her capacity to consent to surgery. Family are resistant to surgical treatment but have
limited understanding of the risks of conservative management. The surgical team refer to
the MCA team to support future discussions around consent and available treatment

options.

8.0 Collaborative Working

During 2019-20, the MCA team were involved in multiple partnership working projects both

within and outside The Trust including:
- Pan-London training for senior Emergency Department nurses.
- Working with Child Safeguarding to develop MCA training for 16/17 year olds.

- Continuing to work as a committee member for a National Clinical Excellence Network on

Mental Capacity for Speech and Language Therapists.
- On-going membership of the London-wide MCA and DolLS network.
- Attendance at the Weekly Dementia and Delirium Team MDM

- Continuing to work with and co-chair a group of South West London healthcare
professionals to collectively develop shared learning and practice development approach to

the Mental Capacity Act.
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- Working with stakeholders from health and social care in South West London to prepare

for change from DolLS to LPS
& 3.1

Additional collaborative working being undertaken this year includes continued involvement
with the Trust Patient Record Group and joint working with the newly appointed medical
lead for consent to improve recognition of and response to patient’s who may lack capacity

to consent to key aspects of their care and treatment.

9.0 Risks to delivery and service

¢ Managing change from the Deprivation of Liberty Safeguards to the Liberty

Protection Safeguards (LPS):

Health and social care providers alike hoped for the recently announced delay to
implementation of the Deprivation of Liberty Safeguards to 2022. Deciding how to plan for
and invest in service and systems development for a scheme without a finalised code of
practice was always a difficult ask but not achieving sufficient readiness for LPS remains a

key risk for this area of work. The time extension provides a window of opportunity to:

- Improve staff knowledge and practice in relation to Deprivation of liberty through a cycle

of training and audit.

- Source, develop and resource training relating to the new LPS scheme including training for
doctors, nurses and allied health professionals that might be undertaking completion of

legal documents as part of the LPS assessment process.

- Understand the central resource, systems, processes and networks to meet the demands

and implications of LPS.

- Develop a business plan to ensure the demands of LPS are adequately resourced.
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¢ Launching and Maintaining and MCA Champions Programme

Devolving expertise on the MCA and developing local support structures for teams to apply

the MCA effectively in practice , and support assurance, is likely to be a key element of
embedding the MCA into everyday practice. A meaningful MCA Champions programme is
likely to require Champions who have influence across the MDT, who are being released
from clinical duties for study time, and who receive high quality resources, education and
advice from the MCA team. Divisional support and buy in is likely to be crucial in supporting
recruitment, and balancing the time required to develop Champions, with increasing
operational demands being placed on MCA team, will be a challenge that can only be met

effectively if resources are adequate.

e Senior and Divisional Guidance and Stewardship

The Mental Capacity Act has been described as ‘everyone’s business. From the point of
admission, and through each care and treatment decision taken, including those relating to
discharge, there will be multiple decisions encountered each day that should fall under the
MCA. For this to happen as a matter of course, the conversations around consent,
admission, and the processes around MDT review of patients, and approach to screening on
admission are just some areas that might be addressed. Staff need to feel able to challenge
entrenched ways of practising and approaching patient care as part of the process of
behavioural change needed to move towards a truly consultative patient centred model of
care. To tackle and address all this is beyond the reach of a small central team. Restarting
the Steering Group will allow wider issues like this to be signposted and prioritised, but it is
ownership of applying, reviewing and maintaining solutions to these issues at a local level

that is likely to make the biggest difference

e Project Management Support

There remains a lack of project management support to drive key aspects of the

development plan in respect of MCA and DoLs. The core members of the team do their
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utmost to maintain the necessary expertise to support clinicians and patients, and provide

advice to The Trust on what is needed to provide a high quality approach in relation to the

3.1

MCA. Without additional support, delivery on to some of the trust wide projects relating to

the MCA is likely to be slower or in some cases, not achieved.

10. Conclusion

This year has seen a further growth in the demand for support in applying the Mental
Capacity Act to Clinical Practice. The increase in referrals and complexity of cases seen
suggests that there is some credence to the CQC’s findings in 2019 that staff knowledge in
relation the MCA had improved at The Trust. This also reflects well on the impact of a

sustained period of online and face-to-face training as a key part of the Team’s activity.

Groundwork done around Trust wide documentation and audit during the reporting year
should pay dividends this year, and the delay of the looming spectre of the Liberty
Protection Safeguards provides a window of opportunity for all NHS Trusts to mount an

effective response.

As this report shows, there is still work to do around assurance and higher level training in
particular, but with an augmented and expanded team structure, a welcome support for the
challenges ahead, the job of driving long-term behavioural change in relation to the MCA

continues.

With the continued input of patient facing staff, and the continued support of senior
stakeholders to help drive key elements of the agenda forward, St George’s will continue to
improve its ability to provide care and treatment that respects autonomy, individuality and

truly support patients to be at the centre of decisions about their care.
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Executive
Summary:

The purpose of this report is to provide an overview of the work of the Learning
Disability Liaison Nursing Team (LDLNT) in association with patient
experiences for adults with a learning disability accessing St George’s Hospital
site during April 2019- March 2020.

A total of 1,327 referrals were received by the LDLNT for the period of April
2019 to March 2020. This represents a growth increase of 11.9% on the
previous year.

The reasons for admission to hospital were varied but comprised
predominately of care and treatment for aspiration pneumonia, generalised
infection, epilepsy related events, falls and strokes. A 5% increase was seen in
the number of general referrals related to pathway planning.

At SGUHFT, there is strong evidence to suggest that people with learning
disabilities and their carers continue to benefit greatly from the intervention of
the LDLNT. This is supported by the number of expressions of gratitude
received via email and general correspondence. An electronic questionnaire
disseminated to 80 carers of patients with learning disability last year, had a
response rate of 55%, with 86% of respondents describing the patient
experience at St George’s as ‘excellent’.

The LDLNT is represented at number local fora aimed at developing pathways
of health promotion for people who have a learning disability.

The Learning Disability Patient Partnership Engagement Group (LDPPEG) also
meets every 3 months. The LDPPEG is member-led and membership is cross
sectional. It includes people with a learning disability, family members, paid
carers from community support groups, nurses from the LDLNT and other
health professionals.

The pandemic brought additional distress for people with a learning disability. A
total of 17 adults with a learning disability diagnosed with COVID 19, were
treated at St George’s. Sadly 3 of those patients did not survive the hospital
admission and COVID 19 was recorded as the cause of death.

The LDLNT was already using video technology to communicate with patient’s
families before the Trust adapted this means of communication for all patients
at St George’s and carers reported how this form of contact offered some
consolation in the absence of being able to visit.

Strict visiting restrictions during the pandemic resulted in the LDLNT receiving
a higher volume of telephone calls from families and community professionals,
anxious to know more about the condition of a patient. Even though referral
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rates to the LDLNT were significantly lower during this period, the intensity of
the work increased with nurses from the LDLNT spending significantly more
time on the wards with patients.

Many patients with a learning disability continue to feel challenged by Covid-19
restrictions when accessing St George’s. Visiting restrictions limit the number
of people a patient with a learning disability will see. The Trust however
supports a reasonable adjustment for a patient with a learning disability to have
one visitor, if the absence of that visitor negatively impacts the patient’s
experience.

All NHS Trusts are required to meet the new Learning Disability Improvement
Standards. The standards are intended to help organisations measure quality
of service and ensure consistency across the NHS in how they approach and
treat people with learning disabilities, autism or both. The standards are
prominent in the learning disability ambitions of the NHS Long Term Plan and
are included in the NHS standard contract for 2019/20. The standards are
expected to apply to all NHS-funded care by 2023/24.

The LDLNT worked in partnership with the Chief Nurse to ensure that the Trust
participated in the NHSi learning disability benchmarking standards project.
This involved completion of 90 audit questions, the dissemination of a
questionnaire to 50 members of Trust staff and sending 100 easy read
questionnaires to people with a learning disability and/or their carers to
comment on patient experiences at St George’s. All information had to be
returned directly to NHSi and the Trust has yet to be informed of the results.

Support received from the ICT Department with the implementation of flagging,
has also resulted in the LDLNT being able to access an updated report every
10 minutes, which identifies bed spaces being occupied by patients with a
learning disability. Access to this information alerts the LDLNT to patients with
a learning disability who might not yet have been referred by ward staff.

Recommendation:

The Board is asked to note the report.

Supports
Trust Strategic Treat the patient — treat the person; Right care, right place, right time
Objective:
CQC Theme: Safe / Caring / Well Led

Single Oversight

Framework Theme:

Implications

Risk:

Legal/Regulatory:

The Annual Report references the Trust’s legal and regulatory duties in relation
to the safe care and treatment of patients with a learning disability.

Resources: The Annual Report references the currently available resources.
Equality and This report focuses on the treatment of patients with learning disabilities.
Diversity:
Previously Patient Safety and Quality Board Date 16/09/2020
Considered by: Quality & Safety Committee 17/09/2020
Appendices: N/A
2
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Introduction:

The purpose of this summary is to provide an overview of the work of the Learning Disability
Liaison Nursing Team (LDLNT) in association with patient experiences for adults with a
learning disability accessing St George’s Hospital site during April 2019- March 2020.

SGUHFT continues to operate an enhanced learning disability nursing service which provides
support to people with learning disabilities and their carers to access St George’s Hospital.
Wandsworth Clinical Commissioning Group (WCCG) are the main commissioners of this
service which sits under the umbrella of Adult Safeguarding and is provided by 3 registered
learning disability nurses, a Band 7 Clinical Nurse Specialist and 2 Liaison Nurses employed
at Band 6. WCCG commissions one Band 6 post and one Band 7 whilst the remaining Band 6
post is commissioned by the Trust.

The core aim of the service is to ensure that adults with a learning disability have access to
supplementary support, if required.

The objectives of this service are:

e To enable patients with a learning disability to access high quality care and
treatment through navigation of services provided by SGUHFT

e To work in partnership with the other professionals and agencies to ensure that the
patient remains safe along the pathway of care from the point of admission to
discharge

e To facilitate discussion and guidance around best interest decision making in
accordance with the Mental Capacity Act (2005)

e To coordinate and implement reasonable adjustments where appropriate as
required in accordance with the Equality Act (2010).
The service operates between 8.30am and 5.50 pm Monday — Friday. Referrals can be made

by any source to the team via email, telephone, and bleep or in general correspondence.
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Referrals:

A total of 1,327 referrals were received by the LDLNT for the period of April 2019 to March 3.1
2020. This represents a growth increase of 11.9% on the previous year. The majority of
referrals were received from nursing and medical staff working at SGUHFT. Referrals were
also received from health and social care colleagues in community settings and
parent/carers, in advance of elective interventions and treatments. A small number of
referrals (7.4%) were self-referrals from people who have a learning disability, highlighting
that some users feel confident in contacting the LDLNT directly without need for support
from carers. Hospital admissions accounted for 19% of all referrals received.

General referrals remained unchanged (51%) compared to last year (18/19). These referrals
related to pathway planning, addressing informal concerns, responding to queries related to
the patient’s experience and the implementation of reasonable adjustments in addition to
facilitating best interest discussions. Outpatient appointment related matters accounted for
21% of referrals received. 9% of referrals were terminated following fact finding, the
majority of which resulted in onward referral to another service, down from 12% last year.
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The majority of referrals received were from the boroughs of Wandsworth (38.7%) and
Merton (19.1%). Small increases in referrals were seen for those ordinarily resident in
Sutton (1.8%) and Croydon (2%) whilst a reduction of 4.5% was noted in the number of
referrals received from outside of the London Boroughs compared to 2018/19.

There was no percentage increase in the total of inpatients seen by the LDLNT compared to
the previous year.
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The reasons for admission to hospital were varied but comprised predominately of care and
treatment for aspiration pneumonia, generalised infection, epilepsy related events, falls and
strokes. A 5% increase was seen in the number of general referrals related to pathway
planning whilst the number of referrals received by the LDLNT but deemed appropriate for
another service fell by 2%.

Percentage of referrals based on patient’s borough or area of residence

Borough 2018/19 2019/20
(1186 (1327

referrals) referrals)

Wandsworth 39.9% 38.70%
Merton 19.1% 19.06%
Croydon 6.1% 8.13%
Surrey 6.0% 6.93%
Kingston 6.0% 6.56%
Lambeth 5.9% 6.33%
Sutton 3.9% 5.72%
Other 13.1% 8.57%

Patient journeys supported by the LDLNT:

The LD nurses at SGUHFT are contactable via telephone and bleep. Their contact numbers
are widely published within hospital and community settings. Each adult ward and
department has been provided with a learning disability information pack and team poster.
Once notified, the LD nurses will endeavour to retrieve any available collateral history
before meeting the patient and will review past and recent history whilst also exploring any
requirements for reasonable adjustments.

There is a legal requirement for the Trust to consider and where appropriate, make changes
in their approach or provision to ensure that services are accessible to people with a
disability pursuant to the Disability Discrimination Act 1995 and the Equality Act 2010. This
involves making adjustments to services so that people with a disability are not
disadvantaged.

Examples of reasonable adjustments put in to practice over the past year have included
arrangement for a family member or carer known to the patient to stay overnight with a
patient sometimes for up to 2 weeks; working in partnership with multiple teams to ensure
that patients with anxiety, received reasonably adjusted care and treatment to achieve the
best clinical outcome, liaising with various departments and multi-disciplinary teams to
ensure that multiple investigations/interventions were undertaken under one episode of
general anaesthetic reducing the need for additional admissions to hospital; rearranging
appointment times to make access to the hospital easier and facilitating pre-planned visits
to departments and wards particularly for patients with known anxieties related to hospital
admissions.

Annual Report of the Learning Disability Liaison Nursing Team (LDLNT) 2019/20 5

Trust Board Meeting (Part 1)-24/09/20



Tab 3.1.3 Learning Disabilities Annual Report

The LDLNT has further developed its relationships with Out Patient Departments and Patient
Pathway Coordinators to enable patients with a learning disability to have a fast track 3.1
experience when it is known that a delay in the waiting room area may cause distress to the
patient or others.

This year, patients with learning disabilities have availed of fast tracking experiences in the
following Out Patient Departments; The Emergency Department, Ambulatory Assessment
Area, Urology Clinic, Colo Rectal Clinic, X Ray Department, MRI Scanning and CT Scanning
Departments, Phlebotomy, Fracture Clinic, Epilepsy Clinic, Gastro Clinic, Cardio Clinic,
Audiology Department, Chest Clinic and Gynae Clinic.

The safety of patient journeys through St George’s Hospital has been further complimented
over the last year when the LDLNT has linked with the Pre Op Care Centre, discharge
planning coordinators, IMCAs, carers, and Social Services departments. Best interest
decision making/MDT meetings facilitated by the LDLNT have also ensured that the patient’s
episode of care is planned, delivered and concluded as safely as possible at a pace
manageable for the patient.

The experience of those using the service

At SGUHFT, there is strong evidence to suggest that people with learning disabilities and
their carers continue to benefit greatly from the intervention of the LDLNT. This is
supported by the number of expressions of gratitude received via email and general
correspondence. An electronic questionnaire disseminated to 80 carers of patients with
learning disability last year, yielded information to indicate continued positive patient
experiences for patients with a learning disability. A response rate of 55% was received with
86% of respondents describing the patient experience at St George’s as ‘excellent’.

Of those who responded, 95% opined that hospital admissions for patients with a learning
disability resulted in better outcomes when the LDLNT was involved whilst 92% of
respondents stated how they would feel less confident if the service provided by the LDLNT
was withdrawn. This patient experience survey will be repeated annually as the team work
to produce a LD accessible discharge survey.

Complaints, Concerns, Compliments and Incidents
This information has been broken down into the subheadings below for ease of reference.

Concerns Raised by carers to the LDLNT:

The LDLNT has received an increase in the number of concerns expressed by carers around
the care of patients with a learning disability over the past year. Many relate to the
apparent absence of reasonable adjustments for people with a learning disability.

Examples include a man with a learning disability who had to sit in his wheelchair for 3
hours beyond the appointed time to see a consultant with no hoisting equipment in the

department for the consultant to examine the patient thoroughly, even though the request
for a hoist was conveyed by the LDLNT to the department 3 days earlier. This resulted in the
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LDLNT facilitating a learning disability awareness training session for the relevant
department.

A further example was a gentleman with a learning disability who has a known fear of
coming to hospital was attending his first outpatient appointment following receipt of his
new communication aid. He is unable to verbalise and this appointment offered the patient
the first opportunity to express himself electronically without his mother having to
articulate on his behalf. The doctor facilitating the appointment gave the patient a thumbs
sign when he switched on the aide but then ignored the patient for the remainder of the
appointment, communicating with his mother only. This concern was conveyed by the
LDLNT to the Divisional Director of Nursing who asked a general manager to investigate
further.

Formal complaints:

In the year 19/20, one formal complaint was received about the care of a patient with a
learning disability by the Complaints and Compliments Department. This related to the
apparent absence of a reasonable adjustment. On further investigation, it was noted that
the patient did not have a learning disability but a cognitive deficit of other aetiology. The
LDLNT however, was able to assist in finding a resolution by providing the patient and the
complainant with some accessible information to enhance improved access to the hospital
for future attendances.

PALS contacts:

One informal complaint was received by the LDLNT from PALS following a very
unsatisfactory patient experience for a man with a learning disability. Whilst a learning
disability liaison nurse communicated with many departments in the days and weeks prior
to the patient’s arrival to hospital, his care and treatment fell very short of the outstanding
experience that patients with a learning disability have come to expect. The patient’s carer
had received multiple calls to attend for a COVID -19 swab at an appointed time in advance
of attending St George’s for a CT Scan under general anaesthetic, only to be told on arrival,
that the patient was not listed for the swab. The ensuing delay caused unnecessary distress
for the patient. A few days later, the patient and his carer having shielded for 2 weeks as
requested, were due to come to St George’s for the CT Scan under general anaesthetic to
investigate the patient’s on-going pain. On the afternoon prior to the appointment, the
patient’s carer received a telephone call and was informed that the CT Scan would not be
proceeding as there was no anaesthetist available. Her distress is apparent in the following
extract from her correspondence.

‘As much as it will distress ***** to sit for hours or overnight in accident and emergency [
will be doing it. [ will bring a blanket and pillow for him to lie on the floor, pad him up (as
distress often leads to incontinence) and will bring his food and medication.

He will be extremely distressed by this action and it breaks my heart to have to bring
someone like ***** down to this level in order to get treatment.

I will ask my GP if he can give him something on the day to try and keep him calm but
generally Valium or things similar to that don’t work. If we have to stay all night I will. *I
need you to inform the relevant people in Accident and emergency and any other relevant
parties that we will be coming*. I am at the end of my tether with all this and cannot do this
anymore. In 2020 it is so desperately sad that the only way to get help is to bring a 49 year
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old man with severe learning difficulties, Down’s syndrome, mobility issues, autism and
severe communication issues in pain and distressed with high anxiety levels to sit in AQFE to
get his voice heard. I thought having the LD team on board was going to make things run 3.1
smoothly. If all of the departments and professionals on board can’t make this work what
hope is there for my poor precious boy. I'm at a loss for any more words’.

Compliments:

Most of the complimentary feedback was received through correspondence, which
highlighted positive patient experiences for people with a learning disability and their
carers. Extracts include;

‘I particularly want to mention **** ***** the [ D nurse and ******* ***** the anaesthetist.

| felt very reassured by them and appreciated them asking and taking my advice about how best to
manage ***** stress to ensure the best possible outcome. He required a large amount of sedation
before he was able to allow an IV to be sited which is distressing for him to experience and for me to
witness. It was managed and monitored by ******¥*¥ gnd ****x¥xkx%%* expertly and sensitively.
They both kept me informed of the plan of action and made me feel at ease.’

A residential area services manager for people with a learning disability when reflecting on
another patient’s experience, following critical illness said, I cannot thank the staff at St
Georges enough for RB’s treatment resulting in her recovery after many tears and sleepless
nights for us that know her well’.

The sister of a man with a learning disability, who spent a considerable period of time in a
critical care setting, enlisted the support of LDLNT. Following the patient’s discharge, she
wrote to the team and said ‘You will long remain in our memories as your care and
commitment to your role in the hospital is beyond anything we could have expected and we
are very grateful’

The LDLNT sent the following message to the manager of one of the neurosurgical wards
following a patient’s experience of care and treatment at St George’s;

‘The patient’s mother told me that the hospital admission was the family’s first experience of
using adult services at St George’s Hospital. They were keen to tell me how thorough and
welcoming their experience was and that also of the patient. The patient’s mother described
ward staff as ‘absolutely superb’. She was especially grateful to be allowed to remain
overnight in a side room with the patient for the duration of the admission This has left the
family with a very positive image of how St George’s views the needs of patients with a
learning disability. | thought that you should be aware of this in case the patient’s mother
did not have an opportunity to inform you in person’.

Serious Incidents:

There has been no Serious Untoward Incident involving the care and treatment of a patient
with a learning disability at St George’s over the past 6 years. The national report ‘Treat Me
Well’ (Mencap 2018) highlights how an estimated 1,200 adults per year with a learning
disability die avoidably due to poorly met health needs but there have been no such deaths
attributed to St George’s over the past 7 years.
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A total of 16 adults with a learning disability died in St George’s Hospital in period April 2019
to March 2020, compared to 9 in the same period of the previous year. The Coroner’s Office
was notified of 6 deaths but recommended no further action. All deaths of people with a
learning disability in England continue to be reported to the national Learning Disability
Mortality Review (LeDeR) programme and any death of a person with a learning disability
occurring at St George’s is notified to LeDeR by the LDLNT.

Raising Awareness

Over 500 staff at St George’s availed of a learning disability awareness training session
provided by the LDLNT in the past year. Attendees have included Preceptorship Nurses,
HCAs on the Foundations of Psychological Care course, junior doctors, therapists, ICT staff
and ward and clinic staff. Evidence from evaluation of the sessions indicates new learning
which participants were intending to introduce to their future practice. The key themes of
new learning were reported to be a greater understanding of the distinction between a
learning disability and learning difficulty, the usefulness of the Hospital Passport, a greater
awareness of the legal requirement for reasonable adjustments to be incorporated in to the
patients care and using alternative communication strategies with patients who have a
learning disability. This new learning can only add to the quality and safety of the patient
experience in hospital.

Patient Representation and Partnerships

The LDLNT is represented at number local fora aimed at developing pathways of health
promotion for people who have a learning disability, in partnership with other agencies.
Examples include the Wandsworth Clinical Reference Group for people with a learning
disability facilitated by Wandsworth Clinical Commissioning Group.

The Learning Disability Patient Partnership Engagement Group (LDPPEG) also meets every 3
months. The LDPPEG is member-led and membership is cross sectional. It includes people
with a learning disability, family members, paid carers from community support groups,
nurses from the LDLNT and other health professionals. It seeks to represent the whole
community and to be accessible, inclusive and openly run. Aside from the aforementioned
stakeholders, the LDPPEG includes in its membership; Beverley Dawkins OBE, the author of
Death By Indifference (2007), the first national study to examine premature deaths of
people with a learning disability in the UK. Within the past year, an accessible terms of
reference was designed for the group using pictorials and simple language to ensure that
people with a learning disability attending the LDPPEG had increased access to
understanding the function of the group. Members of the group have talked about their
experiences of inpatient care and outpatient access, in addition to reviewing easy read
information related to treatment interventions and receiving updates from the LDLNT.

COVID-19 and patients with a Learning Disability:

The pandemic brought additional distress for people with a learning disability. Many found
increased difficulty coping with a break in routine. A total of 17 adults with a learning
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disability diagnosed with COVID-19, were treated at St George’s. Sadly 3 of those patients
did not survive the hospital admission and COVID-19 was recorded as the cause of death.
The LDLNT was already using video technology to communicate with patient’s families 3.1
before the Trust adapted this means of communication for all patients at St George’s and
carers reported how this form of contact offered some consolation in the absence of being
able to visit.

In March 2020, NICE advised doctors to use the Clinical Frailty Scale (CFS) when making
difficult and quick decisions about the patients who would benefit most from a referral to a
critical care environment to ensure best use of NHS resources during the pandemic.

The CFS rating scale ranges from 1-9, with a score of 1 indicative of a very physically fit
patient and a maximum score of 9 attributed to a patient deemed to be terminally ill.
Mencap, a national organisation providing support to people with a learning disability and
their carers, raised serious concern and opposition to the suitability of the CFS being used
for people with a learning disability to determine suitability for treatment escalation.

It highlighted how the CFS discriminated against people with Cerebral Palsy and other
physical conditions even though many of this cohort of patients were ordinarily living very
active and fulfilling lives prior to the hospital admission. Use of the CSF as a guide for
determining Treatment Escalation Plans (TEP) initially caused confusion, disadvantage and
risk for people with a learning disability until pressure from Mencap resulted in NICE
advising that the CFS should not be used for this patient group when making clinical
decisions around treatment escalation.

Strict visiting restrictions during the pandemic resulted in the LDLNT receiving a higher
volume of telephone calls from families and community professionals, anxious to know
more about the condition of a patient. Even though referral rates to the LDLNT were
significantly lower during this period, the intensity of the work increased with nurses from
the LDLNT spending significantly more time on the wards with patients.

Ever changing national guidance for residential care providers resulted in some patients
with a learning disability being deemed medically optimised for discharge but remaining in
hospital longer than expected. Some residential care providers for people with a learning
disability were not prepared to accept a patient back until 7 days post a negative COVID-19
swab. This resulted in nurses from the LDLNT becoming more actively involved in the
discharge process for some patients. One nurse from the LDLNT was shielding during the
pandemic and this limited the number of nurses having direct patient contact. Whilst many
patients with a learning disability may not be able to recount their story about COVID-19,
most patients and their families will never forget the experience.

Patient Story:

A 32 year old man with a learning disability was admitted to a ward at St George’s with symptoms of COVID-
19. His mother accompanied him to hospital. A consultant assessed the patient and based on clinical
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observations, informed the patient’s mother that the prognosis was guarded. The patient was deemed to
lack capacity and his mother was informed that he would not be considered for TEP or CPR. It is believed
that this decision was informed by the Clinical Frailty Scale as the patient was not usually physically active,
although he attended a day centre many days per week. The patient’s mother was also informed that she
would not be able to stay overnight in a side room with the patient, owing to infection prevention and
control associated with COVID-19. She was not satisfied with the plan and contacted the LDLNT for further
advice. A second clinical opinion was sought from another consultant and the decision was reversed. The
patient was then deemed suitable for consideration to TEP and CPR, if required. A few days later the
patient’s condition deteriorated and he was admitted to ICU.

Each day the patient’s parents were provided with a medical update by a doctor. His family also received a
daily video call from a nurse in the LDLNT when family members could see the patient in a critical condition
but also being made comfortable by ward staff.

The patient required intubation, ventilation, re intubation and acquired Klebsiella Pneumonia. He remained
critically ill and his family was notified on more than one occasion, that he was highly likely not to survive the
hospital admission.

After a number of weeks, the patient’s condition began to stabilise. He started to give eye contact to those
providing his care and treatment. He was weaned slowly and the therapists began to support the patient
with gentle bedside exercising before he was well enough to be supported to a bed side chair. Ward staff
downloaded numerous episodes of Thomas The Tank Engine, the patient’s favourite TV programme, on to
an iPad which was placed on the bedside table. The patient then began to show more awareness of his
environment and before long, the therapists were able to support patient in being able to move from a
seated to standing position. The LDLNT videoed the patient’s therapy sessions so that his parents who could
not visit him, were able to give him verbal praise and positive reinforcement to make progress during the
sessions. The patient managed to walk 3 metres on the final day of his stay on ICU.

After continued clinical improvement, the patient was discharged to a ward. A side room was secured on
step down to the ward so that the patient’s mother could stay with him. On the first day of step down to the
ward, with his mother present, the patient walked a distance of 40 metres. The patient made continued
progress, which became accelerated by his mother’s presence. A short time later the patient’s clinical
condition improved significantly and he was deemed medically optimised for discharge. There may have
been a very different outcome for the patient if a second opinion had not been sought but this example also
highlights the thin line associated with decision clinical making and the consequences of those decisions.

When this patient’s situation was reflected upon, it became the catalyst for two
experienced consultants to contact the LDLNT with a request to meet. The meeting was
used to explore how patients with a learning disability experiencing symptoms of COVID-19,
could not be disadvantaged when decisions were being made regarding clinical escalation.

The following pathway was agreed;

e Communication with NOK/nominated contact/care facility manager/family
member/community health professional is essential to appreciate all facets of care
for PWLD

e A medically explicit reason for TEP/DNAR decision must be documented on the
patient’s notes

e |f a PLWD has an LPA who's decision to forego resuscitation conflicts with that of
medical team, this needs to be escalated to the MCA Lead in The Trust for further
consideration
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It was further agreed that when a patient with a learning disability is being assessed, a
proforma should be available to document discussion and decision reached for all stages as
follows: 3.1

e What decision is being made- TEP/DNAR
e Check if a medical LPA has been appointed and document discussion regarding
TEP/DNAR
e Capacity assessment for TEP/DNAR
o Patient has capacity- record outcome

o Patient lacks capacity- best interest decision making (tool here:
https://www.gmc-uk.org/Mental_Capacity flowchart/). Explain and discuss
with NOK/nominated contact/care facility manager/family
member/community health professional

e Contact LD team on bleep 8386, highlight patient is for "urgent" review if necessary
to assist TEP/DNAR process

e Consultant caring for patient to review TEP/DNAR decision making process and
ensure all steps complete

Many patients with a learning disability continue to feel challenged by COVID-19 restrictions
when accessing St George’s. Visiting restrictions limit the number of people a patient with a
learning disability will see. The Trust however supports a reasonable adjustment for a
patient with a learning disability to have one visitor, if the absence of that visitor negatively
impacts the patient’s experience.

Some patients with a learning disability experience difficulty in adhering to infection
prevention and control guidance around shielding prior to surgery, although each case gets
discussed with Patient Pathway Coordinators.

Developments over the past year;

The LDLNT has increased its workforce with an additional nurse working at Band 6, taking
the full complement of nurses to 3 whole time equivalents.

A retrospective review of all 2,513 referrals to the LDLNT since March 2018 has resulted in
the flagging of all patients with a formal diagnosis of a learning disability referred since this
time. Flagging is a recommendation from the NHS Learning Disability Improvement
Standards which is applicable to all NHS Trusts. The placing of the flag on iClip will notify the
user that the patient has a formal diagnosis of a learning disability and this information
should become the prompt for reasonable adjustments to be considered. The information
can be accessed by professionals in in-patient or out-patients settings and should
strengthen the safety of the patient’s pathway. Examples of this in practice would include
Patient Pathway Coordinators knowing that a double appointment is likely to be required
for the patient’s attendance at Out Patient Clinic or staff in the Emergency Department
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knowing that fast tracking might be required as a reasonable adjustment to minimise the
patient’s anxiety.

Support received from the ICT Department with the implementation of flagging, has also
resulted in the LDLNT being able to access an updated report every 10 minutes, which
identifies bed spaces being occupied by patients with a learning disability. Access to this
information alerts the LDLNT to patients with a learning disability who might not yet have
been referred by ward staff. The implementation of a flagging system will help facilitate
adjustments and timely care.

The LDLNT has continued to work collaboratively with Share Community a local charity
which provides social and community support to adults with a learning disability. Staff from
The LDLNT and Share Community having jointly devised a health access programme,
designed to educate people with learning disabilities around appropriate use of the
Emergency Department at St George’s.

The Learning Disability Patient Partnership Engagement Group (LDPPEG) has developed an
easy read Terms of Reference for its members to enhance participation

All deaths of patients with a learning disability occurring at St George’s have been notified
by the LDLNT to LeDeR in accordance with national guidance.

The LDLNT worked in partnership with the Chief Nurse to ensure that the Trust participated
in the NHSi learning disability benchmarking standards project. This involved completion of
90 audit questions, the dissemination of a questionnaire to 50 members of Trust staff and
sending 100 easy read questionnaires to people with a learning disability and/or their carers
to comment on patient experiences at St George’s. All information had to be returned
directly to NHSi and the Trust has yet to be informed of the results. The LD standards have
informed the development works in year, such as the implementation of the electronic
flagging system on the patient record. These standards and results will inform the LD
development action plan for this year, and will build on the work completed.

Future Plans

Whilst there has been a small increase in the number of informal complaints received on
behalf of patients with a learning disability, the LDLNT is mindful that the overall total is low.
This may be a testament to the high level of quality care patients receive but the LDLNT also
hopes to devise an accessible format of the Complaints Procedure to ensure that patients
with a learning disability have easier access to report any concerns or shortcomings related
to their care and treatment. The LDLNT will need to discuss this initiative further with the
Compliments and Complaints Department and this should lead to the LDLNT becoming
aware of all complaints related to the care and treatment provided to patients with a
learning disability accessing St George’s.

Annual Report of the Learning Disability Liaison Nursing Team (LDLNT) 2019/20 13
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Many patients with a learning disability have difficulty in completing the Trust’s standard
patient satisfaction survey. For this reason, the LDLNT will produce an easy read survey for
patients to complete at the point of discharge. 3.1

Some adults with a learning disability find great difficulty in accessing scans without a
General Anaesthetic. In the past, when a patient required a General Anaesthetic for such
intervention, considerable time was spent engaging multiple services to enable a safe
pathway. The amount of time spent planning such interventions could be greatly reduced by
the availability of an adapted GA pathway. The LDLNT has had initial exploratory discussions
with CT Scanning and Anaesthetics Department with a view to involving representation from
Bed Management, Theatres and Recovery in a collaborative approach to overcoming the
current challenges.

All NHS Trusts are required to meet the new Learning Disability Improvement Standards.
This is a large piece of work which will involve the LDLNT liaising with numerous
departments at St George’s.

The four standards concern:

e respecting and protecting rights

¢ inclusion and engagement

o workforce

e learning disability services standard (aimed solely at specialist mental health trusts
providing care to people with learning disabilities, autism or both)

The standards are intended to help organisations measure quality of service and ensure
consistency across the NHS in how they approach and treat people with learning disabilities,
autism or both. The standards are prominent in the learning disability ambitions of the NHS
Long Term Plan and are included in the NHS standard contract for 2019/20.

The standards are expected to apply to all NHS-funded care by 2023/24. The third standard
will require the attention of Human Resources department whilst the final standard is not
applicable to the Trust. The remainder will require significant interdepartmental and
strategic involvement to ensure compliance. The team have already started to progress
these standards and participated in the national audit completed by NHS Benchmarking.
The plan for the year will build on these results to improve compliance and experience for
our patients and those important to them. Following the implementation of a flagging
system, it is anticipated further works can be completed to improve the pathway for
patients, removing the dependency of the LD nurses to coordinate this. It is also hoped that
the Trust will be able to monitor patients with a known LD on waiting lists, to prevent
cancelations and the facilitation of timely investigations and appointments.

Some elective surgery patients with a learning disability are likely to find aspects of shielding
requirements to be challenging. The LDLNT will need to work closely with Patient Pathway

Coordinators and others coordinating admissions to ensure that reasonable adjustments are
made but that patient safety is not compromised.
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The Oliver McGowan Mandatory Learning Disability Training will require all NHS employees
to receive learning disability awareness training. Whilst this is not in place yet, its
requirement is imminent and an e-learning module will need to be devised by the LDLNT in
consultation with Training and Development Department.

Padraic Costello
Clinical Nurse Specialist
Learning Disability Liaison Nursing Team
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Meeting Title: Trust Board
Date: 24 September 2020 Agenda No. | 3.1.4
Report Title: Progress against the Clinical Negligence Scheme for Trusts (CNST)

incentive scheme maternity safety actions

Lead Director/
Manager:

Emilie Perry, Divisional Director of Operations

Report Author:

Julia Crawshaw, Maternity Transformation Programme Manager

Presented for:

Update & Assurance

Executive
Summary:

In early 2020, NHS Resolution launched the third year of the Clinical
Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme, to
continue to support the delivery of safer maternity care. As in previous years,
Trusts that demonstrate delivery of all ten maternity safety actions are eligible
to recover a share of their CNST premium. St George’s Hospital NHS Trust,
has been successful in delivering full compliance with these safety standards
in the previous two years of the scheme.

NHS Resolution announced in March 2020 that due to the Covid-19 pandemic
the Maternity Incentive Scheme, including all required actions as part of the
scheme, would be suspended. An update is expected at the end of July with
details of how and when the scheme will re-launch. This is anticipated to be in
September 2020.

This report provides an update on the Trust’s progress against the 10 safety
actions contained in the pre-COVID Maternity Incentive Scheme guidance and
identifies areas of concern in meeting these actions, and the steps being
considered to address these. At present, there are three safety actions which
are not being met and of which achievement is not assured:

- Safety Action 2 (Data)
- Safety Action 6 (Savings Babies Lives Care Bundle)
- Safety Action 8 (Training).

Each of these safety actions have been affected by the Covid pandemic, and
other Trusts have also highlighted difficulties in achieving these. Achievement
is expected of all 7 other safety actions, however until the new timelines and
standards are published, this cannot be confirmed. A more detailed review of
progress against each of the safety actions is contained in the report.

Recommendation:

The Board is asked to approve the current position and note that reporting has
currently paused as result Covid-19.

Supports

Trust Strategic
Objective:

1. High Quality Care: To ensure consistently high quality care for

3.1
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patients by ensuring it is safe, effective and patient led.

2. Financial sustainability: To make the Trust financially sustainable
with effective financial monitoring and reporting systems.

CQC Theme:

Safe (currently rated as Good)

Single Oversight
Framework Theme:

Implications

Risk:

Quality: The 10 safety standards are designed to measure how safe a
maternity service is; failure to meet the required progress towards these
standards could demonstrate a safety / quality issue within the service.

Legal/Regulatory:

Indemnity agreement with NHS Resolution

Resources:
Equality and There are no equality and diversity impact related to the matters outlined in the
Diversity: report.
Previously Quality & Safety Committee Date: 20/08/2020
Considered by: Executive Management Group 14/09/2020
Appendices:

2
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Update on CNST Maternity Incentive Scheme Year 3

In early 2020, NHS Resolution launched the third year of the Clinical Negligence Scheme for 31
Trusts (CNST) maternity incentive scheme to continue to support the delivery of safer :
maternity care. As in previous years, Trusts that can demonstrate delivery of all ten
maternity safety actions are eligible to recover a share of their CNST premium. Trusts that
do not meet all ten safety actions will not receive this rebate. St George’s Hospital NHS
Trust has been successful in delivering full compliance with these safety standards in the
previous two years of the scheme.

NHS Resolution announced in March 2020 that due to the Covid-19 pandemic the Maternity
Incentive Scheme, including all required actions as part of the scheme, would be suspended.
On 3™ July 2020, the Trust was notified that further communication would be sent towards
the end of July 2020, with an interim update, in preparation for the re-launch of the scheme
safety actions in September 2020. A brief update was issued on 13 August, which gave
some indication of changes expected to the Safety Actions, but did not include a timescale
for when these would be released.

NHS Resolution confirmed that the reporting period for the scheme would be updated and
shared with Trusts in due course. There was no indication given as to whether any
standards would be changed or updated as a result of new ways of working required by the
COVID response.

This report provides an update on the Trust's progress against the 10 safety actions
contained in the pre-COVID Maternity Incentive Scheme guidance up to now, and identifies
the challenges faced in meeting these actions going forward and the steps being taken to
address these.

At present, there are three safety actions that were areas of concern for delivery prior to the
Covid outbreak and which are now further challenged due to issues associated with the
Covid response such as room availability, infection control risks and social distancing. Plans
were in place to address the challenges (for example, upgrade of the maternity information
system, a training schedule and purchase of additional carbon monoxide monitors)
however, these plans had to be paused due to Covid and achievement of these safety
actions is therefore not assured:

- Safety Action 2 (Data)
- Safety Action 6 (Savings Babies Lives Care Bundle)
- Safety Action 8 (Training).

Of the remaining seven safety actions, progress at present suggests that these should be
achieved, however until the new timelines and standards are published, this cannot be
confirmed.

The following table shows the safety action standard to be achieved; current progress,
anticipated achievement and the actions required.
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CNST Safety action Requirement RAG Lead

Safety Action 1 From 20™ December 2019 Quality Improvement
National perinatal mortality e 95% of all deaths of babies suitable for review using the PMRT Midwife
review (PMRT} have started

e 50% of each death would have been reviewed and completed
by MDT with a draft report generated

o 95% of all deaths the parents are informed a review is taking
place — opportunity to share their perspectives and concerns

e Quarterly reports submitted to the trust board

Progress: PMRT reporting and review has continued throughout the COVID pandemic and the quarterly reports submitted to the Mortality
Review group on time and onwards to the Trust Board. Therefore all of the requirements to date have been met.

Actions required: Continue to report on and review all eligible babies and provide quarterly reports to the Mortality Group as required.

Risk: No risk to delivery of Safety Action

Safety Action 2 e MSDS 14 submission criteria

Maternity services data set Submit data from Nov 2019- May 2020 — looking at April and
(MSDS) May data

80% of booked women has valid ethnic group

90% of women booked with continuity of carer

95 % of women booked has an EDD and postcode

30/04/20 trust board confirms to NHS resolution a plan is in
place

Information Manager
and Maternity
Programme Manager

Progress: Reporting of the MSDS was suspended during COVID. Prior to this, tests had been done to check data completeness against
relevant criteria and to identify gaps. These showed a number of areas of risk, many of which would be addressed by an upgrade of the
Maternity Information System (E3/Euroking), which was due in March, and regular data quality checks. This upgrade was postponed due to
Covid and discussions are on-going with the provider to establish a new date for the upgrade.

Action: The information team are liaising with E3 to get this upgrade installed as soon as possible and the issue has been escalated within the
information team. However, no timelines have yet been provided by E3, who are currently testing the system upgrade with another
organisation. In the meantime, data quality checks continue and other options for completing the data are being explored.
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Risk: Likely to not deliver Safety Action unless upgrade to Maternity Information System is implemented within year

Safety Action 3 e TC pathway which has been jointly approved by NNU and Expected to | Maternity Governance 3.1
Transitional care services to maternity achieve Team

support the e Monthly audit of TC pathway finding shared with neonatal safety Neonatal Care Group

recommendations -avoiding champion — starting Feb.2020 Lead

term admissions into NNU e Adata process for capturing TC activity — ward and NNU

(ATTAIN) e Action plan to address local findings — shared with NNU safety

Year 3 is embedding and champion and board level champion

sustaining TC pathway e Progress monitored from March 2020

Progress: Most elements of this standard are in place with all relevant timescales met prior to Covid. The outstanding elements relate to
audits and monitoring of the pathway which were due to take place from March onwards. At present, there are issue with implementing the
pathway overnight due to staffing, however within the standard this would be addressed by having an action plan in place to achieve
improvements. Data regarding transitional care activity continues to be collected by NNU. It is expected that this standard will be achieved
once the new timelines are established.

Actions: To ensure all preparatory work is complete to enable monitoring and audits to restart once new timescales are known

Risk: No anticipated risk to delivery of Safety Action, but this is subject to successful outcomes of timed audits and on-going
monitoring of the pathway within the review period

Safety Action 4 e Obstetric Expected to | Maternity Programme
Demonstrate an effective e Anaesthetic achieve Manager

system of clinical workforce ¢ Neonatal medical workforce

planning e Neonatal nursing workforce

Progress: The monitoring period for this standard was not complete when the scheme was suspended. However, the expectation prior to this
was that the standard would be achieved as all of the specialties meet the relevant criteria for staffing standards or have plans in place to
mitigate these.

Actions: To continue audits when new timescales are known.

Risk: No anticipated risk to delivery of Safety Action, but this is subject to successful outcomes of timed audits during the
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monitoring period

Safety Action 5 o Systemic evidence process to calculate midwifery staffing Expected to | Director of Midwifery
Demonstrate an effective establishment achieve
system of midwifery e Supernumerary midwifery shift coordinator
workforce planning e Women in active labour receive one to one care
e Submit a bi-annual midwifery staffing report that cover
staffing/safety issues to the board

Progress: A draft establishment review was led by the Director of Midwifery (April 2020) with a view to be discussed with Chief Nurse and
National Maternity Lead. This is yet to be concluded.

Monitoring of other standards is on-going (on the maternity dashboard and through safe staffing reports) and an audit will be completed once
the new timelines are known. It is anticipated that this standard will be achieved.

Actions: To finalise the midwifery establishment report and to audit red flags as soon as new timescales are known.

Risk: No anticipated risk to delivery of Safety Action, but this is subject to successful outcome of timed audit of red flags within
monitoring period and submission of establishment review

Safety Action 6 Element 1 Consultant Midwife,
Saving babies lives care Recording CO (carbon monoxide) at booking and 36weeks — April PDM and Maternity QI
bundle 2 — five elements MSDS (80% compliance) Team

Element 2

Identifying fetal growth restriction

Quarterly audit of the % of babies born <3™ centile >37+6 gestation
Element 3

% of women received leaflet or information about reduce fetal
movement by 28+0 weeks

Element 4

90 % of staff who have received fetal monitoring training

Element 5

% of singleton live births receiving a full course of steroids within 7 days
of birth (< 34+0 gestation)

-receiving Mgso4 within 24 hours prior to birth
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Progress: There are five elements of this standard, and all were due to be audited within specific timescales. Compliance was expected for
three of the five standards, however both Element 1 (carbon monoxide monitoring in pregnancy) and Element 4 (fetal monitoring training) were
and remain areas of concern as described below. 3.1

Element 1 — The requirement to record CO1 levels at two points in pregnancy was not met as the 36 week assessment was not done routinely
prior to the COVID restrictions and was specifically suspended after this due to infection control risks associated with the monitors. A plan was
made to purchase additional monitors and was in progress prior to lockdown. Depending on how this issue is addressed in the new guidance,
this element may not be achieved and therefore leaves the safety action at risk. The update issued on 13 August suggests that this
requirement will be replaced and instead will audit whether women are asked about their smoking status at 36 weeks.

Element 4 — St George’s offers gold standard fetal monitoring training delivered in person by experts. This standard required a different type of
training to be offered which the clinical team feel would be of a lesser standard for staff, however a plan to work around this was in place. This
will be reviewed alongside the other training requirements in Safety Action 8

Actions: To complete audits when new timescales are known.
Element 1: To provide additional CO1 monitors to antenatal midwives once infection control have signed these off and to ensure the 36 week
check is complete. In the meantime midwives continue to check smoking status and refer women to smoking cessation services as required.

Risk: Likely to not deliver Safety Action unless infection control standards approve the use of CO monitoring, and, fetal monitoring
training standard adjusted or investment in training provision.

Safety action 7 Demonstrate mechanism for gathering users feedback
Users feedback

Maternity Programme
Manager

Progress: This safety action has been enhanced during the COVID response, with an on-going proof of co-design and acting on feedback
provided by the maternity user group, the Maternity Voices Partnership. All of the requirements had been met prior to Covid.

Actions: To continue to act on user feedback and record instances of co-design.

Risk: No risk to delivery of Safety Action

Safety Action 8 o Demonstrate 90% of each maternity staff group has attended Practice Development
Multi professional training multi-professional emergencies training within the last year Midwives
e 90% have attended NLS or neonatal resuscitation in the last
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| training year

Progress: This standard was on track prior to the pandemic, albeit with some concerns about getting the number of staff through to meet the
requirements. However, training was suspended for a number of weeks and although this is now running again, requirements of social
distancing and the availability of rooms at the University mean that this is at a significant slower pace than before. Take up of on-line training is
very limited amongst staff and staff have concerns about the quality of this compared to ‘hands on’ options. All local Trusts reported concern in
achieving this standard to the Local Maternity System

Actions: To review timescales and requirements when new standards are produced. Senior Clinical Team and Triumvirate to identify any
issues of concern in relation to quality of training advised by NHS Resolution compared to local standards. The new guidance suggests there
will be a move to more on-line / remote training. The implications of this will need to be considered once the full changes are known.

Risk: Probably likely to not achieve Safety Action unless training standard adjusted or investment in training provision.

Safety action 9 Safety champions are meeting bimonthly with board level champions Expected to | Director of Midwifery,
Trust safety champions Monthly feedback sessions for maternity and neonatal staff to raise achieve Clinical Director
concerns relating to safety Maternity Programme
Agreed action plan that describes how the service is working towards a Manager
minimum of 51% of booked women are on a Continuity of Carer
pathway by 03/21

Progress: All elements of this standard had been on track prior to the pandemic with the timescales met as required. Work has continued
since to listen to staff safety concerns and make progress with developing Continuity of Carer (CoC) model. Therefore, depending on the new
timescales released this standard should be achieved.

Action: To ensure that safety pathways remain visible to staff

Risk: No anticipated risk to delivery of Safety Action, but this is subject to completion of activities within defined monitoring period

Safety Action 10 100% reporting of babies who meet early notification scheme
NHS resolution’s early
notification scheme

Maternity Governance
team

Progress: Details of all eligible babies have been submitted to the Early Notification Scheme as required and therefore it is expected that this
standard will be achieved. This is monitored through the Maternity Governance Meeting and is regularly reported to the Local Maternity
System Safety Committee

Trust Board Meeting (Part 1)-24/09/20




Tab 3.1.4 Clinical Negligence Scheme for Trusts — Maternity Services

Action: To continue to report cases as required.

Risk: No risk to delivery of Safety Action 3.1
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Meeting Title: Trust Board
Date: 24 September 2020 | AgendaNo |[3.2
Report Title: Integrated Quality and Performance Report
James Friend, Chief Transformation Officer
Lead Director/ Avey Bhatia, Chief Operating Officer
Manager: Rob Bleasdale, Chief Nursing Officer and Director of Infection Prevention &
Control
Report Author: Kaye Glover, Emma Hedges, Mable Wu
Presented for: Assurance
Executive This report consolidates the latest management information and improvement
Summary: actions across our productivity, quality, patient access and performance for the

month of August 2020.
Our Finance & Productivity

Daycase and elective activity in August was 63% of August 2019’s activity. The
August Phase 3 recovery target is to achieve 70% of 2019 in-month activity,
however there has been a positive increase in month as activity continues to
increase as July 2020 had 53% of July 2019 activity.

Similarly for Outpatients, the Trust booked 69% of August 2019’s activity; the
National aim is to deliver 90% of August 2019 outpatient activity across all
consultation mediums.

August 2020 Emergency Department attendances were 26% below August
2019 activity; similarly, non-elective admissions are also 14% below the same
period. There are no targets for these PODS for Phase 3 recovery.

Our Patient Perspective

The rate of 2222 calls and avoidable cardiac admissions has fallen below the
mean for the past six months likely as a result of the introduction of Treatment
Escalation Plans, the Critical Care Outreach Team and the Emergency
Department’s sepsis work. Training for Intermediate and Basic Life Support
has not reached target however training was relaunched in August.

Most Patient Safety metrics demonstrate common cause variation though
Category 3 Pressure Ulcers remain above the long term mean for the past 10
months. An appropriate response triggered by an Early Warning Score for
inpatients occurred only 78% which below the lower process limit.

There was one MRSA infection reported in August; the Post Infection Review
(PIR) process is on-going and the review outcome will be reported to Infection
Control Committee. There were no nosocomial COVID-19 Hospital Onset
Hospital Acquired infections reported in August. There are no published
thresholds for this new indicator. All other infection control metrics show
common cause variation.

In August the percentage of all Emergency C Section metrics have risen above
target and shows special cause variation deterioration above the upper control
limit. Due to staffing Carmen Birth Suite was closed for 48% of available time
however there is a staffing plan in place which will be implemented in

the Autumn. This also affected the number of Supernumerary Midwives
available within the Labour Ward.

Complaints continue to be compliant with their performance targets.

All of our services met or exceeded the Friends and Family Tests targets
except Outpatient services who narrowly missed the 90% target with a
performance of 89.1%.
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Our Process Perspective

The Trust’s Four Hour Operating Standard performance in August was 94.8%
against a target of 95%. Performance was impacted due to higher attendance
and ambulance conveyances during the heatwave in early August.

The Trust met two of the seven cancer standards for July 2020 and was non-
compliant against the 14, 31 and 62 day standard. The Trust continued to
access 15 weekly cancer sessions in the Independent Sector in the month of
July and plans are in place to extend this to October 2020. The backlog has
started to reduce and it is anticipated that it will be cleared by October whilst
maintaining service for new referrals.

The Trust’s six week diagnostic performance improved slightly to 28.8% in
August from 34.2% in July though the National Target is 1%.

July 2020’s RTT performance was 52.7% against a National target of 92% with
825 patients waiting longer than 52 weeks. The Trust has identified 295
patents that are suitable to be operated on at other South West London Trusts
from Urology, ENT, and General Surgery. 93 patients have been transferred,
with 202 returning to St George’s due to either patient choice or receiving
surgeon opinion.

Our Workforce Perspective

Agency cost continues to be below its monthly £1.25m threshold with August
spend at £1.11m. However the Trust total pay was £49.32m which is an £0.68
adverse position against a plan of £48.64m

Appraisal and Revalidation for medical staff is to be re-started across the Trust
as the processes were paused due to COVID-19.

3.2

Recommendation

The Board is asked to note the report.

Supports

Trust Strategic
Objective:

Treat the Patient; Treat the Person; Right Care; Right Place; Right Time

CQC Theme:

Safe, Caring, Responsive, Effective, Well Led

Single Oversight

Framework Theme:

Quality of Care; Operational Performance

Implications

Risk:

NHS Constitutional Access Standards are not being consistently delivered and
risk remains that planned improvement actions fail to have sustained impact

Legal/Regulatory:

N/A

Clinical and operational resources are actively prioritised to maximise quality

Resources:
and performance
There is no equality and diversity impact arising from the matters discussed in
Equality and this report. The report does provide insights into the workforce performance
Diversity: data which may address equality and diversity matter but the Board is not
) being asked to make a decision which impacts on any individual or group
disproportionately.
Previously Trust Executive Committee 14 Sep 2020
Considered by: Finance & Investment Subcommittee Date 17 Sep 2020
) Quality & Safety Subcommittee 17 Sep 2020

Appendices:
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Outstanding care
every time

Integrated Quality and Performance Report

For Trust Board
Meeting Date — 24 September 2020

Avey Bhatia, Chief Operating Officer

Rob Bleasdale, Chief Nursing Officer and Director of Infection Prevention & Control
James Friend, Chief Transformation Officer

10t September 2020
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Our Outcomes

3.2

6 Week Diagnostic Performance

Target for Daycase and Elective Surgery Operations and Outpatient First Attendance is based on pre COVID-19 SLA plan

Outstanding care
every time
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Balanced Scorecard Approach

OUR OUTCOMES How are we doing?
%%%EW@#\?E’Y& Activity Outpatient Theatre Bed Pe;fg;rir;as?ce CIP Delivery
Summary Productivity Productivity Productivity
PERSPECTIVE Budget
F(’) EURRS E’E\EE RI/E Patient Safety I?;fsr?:irg? Mortality =~ Readmissions ~ Maternity Patient Voice
A
OUR PROCESS Emergency —— S On the day 18 Week
gnostics . Referral to
PERSPECTIVE c Flow R cancellations Treatment
OUR PEOPLE Estates
Workforce Agency Use Health and
PERSPECTIVE o Safety
Key Current Month

A Previous Month

Outstanding care
every time
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Executive Summary — August 2020

Our Finance and Productivity Perspective

.

Our Patient Perspective

Elective and Daycase activity for August 2020 was 63% of August 2019 activity. The Phase 3 recovery target for August was 70% of previous year’s
activity. Activity continues to increase as July 2020 had 53% of July 2019 activity.

Outpatient activity in August was 69% of the same period last year with the Phase 3 recovery target for August at 90%.

The Trust saw 53% of all outpatient appointments in a virtual environment.

In August, non-elective lengths of stay showed special cause variation improvement with patients staying 4.3 days as compared to the mean of 5.3 days. 3.2

The rate of 2222 calls and avoidable cardiac admissions show special cause variation improvement with six months’ data below their respective means.
This may be the impact of Sepsis work in Emergency Department (ED), the introduction and uptake of Treatment Escalation Plans and the Critical Care
Outreach Team.

In August, when an Early Warning Score was triggered for inpatients, an appropriate response was recorded 78% of the time; this performance shows
special cause variation deterioration.

Training for Intermediate and Basic Life Saving is below the lower process limit however CPR training was relaunched in August.

Due to staffing Carmen Birth Suite was closed for 48% of available time however there is a staffing plan in place which will be implemented in

the Autumn.

The Trust has reported one MRSA bacteraemia during August 2020. Post Infection Review (PIR) process is on-going and the review outcome will be
reported to Infection Control Committee.

The number of Ecoli and MSSA cases reported remains within control limits; there were no nosocomial hospital onset hospital acquired COVID-19
infections during August 2020.

In August, all services across St. George’s across exceeded the Friends and Family positive feedback target except Outpatients Services which narrowly
missed the 90% target with a performance of 89.1%.

Our Process Perspective

The Trust narrowly missed achieving the Four Hour Operating Standard with a performance of 94.8% against a target of 95% in August. Services did
exceed the 95% target for 18 of 31 days in the month.

In July, the Trust met two of the seven cancer standards however it didn’t meet the 14, 31 or 62 day standard. Focus remains on addressing the backlog
of waiters.

In August, the Trust did not achieve the six week diagnostic standard with an adverse performance of 28.8%. The Trust is slowly improving its position
compared with last month’s performance of 34.2%.

18 week RTT Performance continued to deteriorate with July 2020 performance down to 52.7% and 825 have waited longer than 52 weeks to begin
treatment; the RTT incomplete pathway list size has returned to within its upper and lower control limits increasing for the first time in over four months as
referrals have started to increase.

Our People Perspective

Mandatory and Statutory Training (MAST) compliance was at 89.9% remains above the target of 85%.

Medical appraisals was paused during COVID-19. In September 2020, the General Medical Council wrote to the Trust requesting that this process be re-
started.

Agency cost was £1.11m against a target of £1.25m however Trust total pay was £49.32m which is an £0.68 adverse position against a plan of £48.64m.

Integrated Quality and Performance Report 4 Outstanding care

St. George’s University Hospitals NHS Foundation Trust

every time
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Tab 3.2 Integrated Quality & Performance Report

Activity against our Plan

Activity against SLA planfor | Activity against Phase 3 plan for

Activity compared to previous year Activity compared to previous year Activity against plan YTD

month month
-- 3.2
Aug-19 Aug-20 Variance . Variance Variance YTD 19/20 | YTD 20/21 | Variance Plan YTD Variance
Aug-20 Target

ED ED Attendances 13,798 10,230 -25.86% 14,775 -30.76% N/A N/A 71,451 42,115 -41.06% 72,922 -42.25%
(]
=
Non Elective 3,805 3,276 -13.90% 4,005 = -18.20% N/A N/A 19,920 14,346 -27.98% 19,813  -27.59% §
Inpatient %
o
Elective & Daycase 4,751 2,976 -37.36% 4,875 -38.95% 3,326 -10.52% 25,373 10,892 -57.07% 26,044 -58.18% 2>
=
o
>
3
Outpatient  OP Attendances 51,443 35462  -31.07% 53,118 -33.24% 46,299 -23.41% 278,092 189,710 -31.78% 283,942  -33.19% oﬂg
(O]
o
c
»=2.5% and 5% (+ or -) P
»=5% (+or-) [
5
O

Note: Figures quoted are as at 10/08/2020, and do not include an estimate for activity not yet recorded eg. un-cashed clinics, To
Come In's (TCI’s). Plan for 2020/21 is based on pre COVID-19 SLA plan. Outpatient data above excludes COVID-19 Attendances /
Bence Jones.

‘In September at least 80% of their last year’s activity for both overnight electives and for outpatient/daycase procedures, rising to
90% in October (while aiming for 70% in August);
100% of their last year’s activity for first outpatient attendances and follow-ups (face to face or virtually) from September through the
balance of the year (and aiming for 90% in August)’

- Simon Stevens, Phase 3 NHS response to COVID, 31 July 2020
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Outpatient Productivity

Actions and Quality Improvement Projects

A clinic activity work stream continues to support the re-start and/or increase of clinically appropriate
Face-to-Face (F2F) appointments, in line with service led clinical prioritisation. This work stream is led
by the Corporate Outpatient team, working closely with Infection Prevention & Control, Estates and
Facilities and the Clinical services. This complex piece of work aims to deliver at pace, whilst ensuring
the safety of all patients and staff.

Due to COVID-19, the majority of OP pathways are now virtual. Changes were made at pace to
workforce, environment and technology resulting in delivery of a large proportion of the five year OP
Strategy, within a matter of weeks. We are now in the process of fine tuning the processes and
supporting technology to ensure the changes are sustainable whilst continuing to provide on the ground
training to support staff. An assessment of all outpatient clinics has been carried out to identify what
additional technology is required to support services deliver their activity safely.

@ Special cause variation - improving performance
@® Common cause variation
@ Special cause variation - deteriorating performance

What the information tells us

Outpatient (OP) first activity is below

the lower control limit in the month of
August reporting on average 426 outpatient
first attendances per day compared to 504 in
July. The number of attendances per day
was 42% lower than the same period last
year. All specialties are reporting activity

in August below the mean.

At Trust level, follow-up activity reduced
in August and continues to perform below
the lower control limits. Compared to the
same month last year, activity per day is
24% lower.

Within both new and follow up activity

all services in August are performing

with activity levels below the mean, with
many specialties dipping slightly compared to
July as is usually the case in August.

An element of data catch up will also impact
this. Activity overall is below the activity
target as set out by NHS England’s Phase 3
letter which was to see 100% of our last
year’s activity for first outpatient attendances
and follow-ups (face to face or virtually) from
September through the balance of the year
(and aiming for 90% in August).

Please note that COVID-19 related

OP activity in this financial year has

been excluded from the charts.

We continue to see over half of

our Outpatient appointments virtually, with
53% of patients seen in a virtual setting
within August.

Our Finance & Productivity Perspective

Integrated Quality and Performance Report 7
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Outpatient Productivity — DNA Rates

Actions and Quality Improvement Projects

An on-going audit has commenced to review non-attendance of F2F appointments. Patient
communication requires further improvement as patients are receiving mixed messages regarding their
appointment types (F2F or virtual, often with last minute changes). We are engaging with Services
regarding template changes so appointments on iCLIP and text messages match. We are also
engaging with Services to improve the completion rate of electronic Clinic Decision Outcome Forms
(eCDOF) to enable a better picture as figures are currently skewed due to high backlog of non-
completion.

There is still a reluctance from some patients to attend the hospital and work continues to ensure patient
and GP communication can help to allay fears and encourage patient attendance.

Integrated Quality and Performance Report 8
St. George’s University Hospitals NHS Foundation Trust

Trust Board Meeting (Part 1)-24/09/20

@ Special cause variation - improving performance
@® Common cause variation
@ Special cause variation - deteriorating performance

What the information tells us

Although overall outpatient activity
remains lower than normal, the DNA rate
in August remains below the lower control
limit reporting that 8.6% of patients did not
attend their scheduled appointment.

There remains a significant difference
seen between the face to face (F2F)

and non face to face DNA rate. In the last
week of August the face to face DNA rate
was 14% compared to a 1.8% DNA rate for
those patients seen in a virtual setting.

The five specialty areas with the

highest number of patients not attending a
face to face appointments are within
Physiotherapy, Diabetic Medicine,
Dermatology, Urology and Gynaecology.

Our Finance & Productivity Perspective

3.2
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Elective Activity & Theatre Productivity

Actions and Quality Improvement Projects

Currently 26 of 29 operating theatres on site at St George’s are open, but with the Independent Sector
(IS) there are currently 31 theatres available. It is expected that 28 theatres on site will be fully
operational from 14t September, as well as the five IS theatres. With the additional capacity, forecast
theatre activity levels are expected to be 90% of last year’s activity.

Following changes to Infection, Prevention and Control (IPC) guidelines, booking processes are less
restrictive, enabling lists to be booked more effectively. We therefore expect to see the average cases
per list to increase, as well as overall theatre numbers. This is expected to correlate with reduced
opportunity across theatre lists. All lists are reviewed by clinical and management teams as part of list
planning processes to ensure maximum utilisation.

Although activity in August was initially restricted by anaesthetic workforce issues, this has been
effectively managed through ongoing recruitment processes. This has not proved to be a limiting factor
for the establishment of new templates, and we have already seen an improved position following the
reopening of schools.

@ Special cause variation - improving performance
@® Common cause variation

@ Special cause variation - deteriorating performance

Elective activity continues to see a steady
increase as the standing up of activity
continues in August, however activity

levels remain below the lower control

limits and below NHS England target

which outlined the aim of at least 70% of last
year’s activity for both overnight electives
and for outpatient / daycase procedures.
This rises to 80% in September. On average
142 patients were treated per day
throughout the month compared to 226 per
day in the same month last year (this is not
all theatre based activity). There remains to
be an element of data catch up through the
coding of activity.

All specialties have seen a positive
increase in the number of treatments with
the activity coming back online; some
services are nearing activity within normal
limits. Haematology and Oncology

have maintained activity above the upper
control limits.

Trust level theatre cases per session
continues to see a month on month
improvement whilst continuing to adhere

to process changes implemented as a result
of COVID-19. Theatre utilisation rates have
seen a further positive increase in August.

Patients that have been treated though

the Independent Sector are included within
the activity data, however there is an
element of data catch up through coding and
we expect this to increase once complete.

Our Finance & Productivity Perspective
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Length of Stay

3.2

Mean 5.3

What the information tells us

Non-elective length of stay has seen variability over the past four months, in August length of stay moved below the lower control limit showing
special cause variation. On average, patients admitted through the Emergency pathway stayed in a hospital bed for 4.3 days compared to 5.4 days in
July with the number of admissions increasing by 1% compared to the previous month. Compared to the same period last year non-elective
admissions are 14% lower.

Within Acute Medicine, Women’s and Children and General Surgery the average length of stay remains below the lower control limit. Senior

Health and Therapeutics length of stay, although remaining above the mean shows a consistent trend with previous months.

Our Finance & Productivity Perspective

Elective length of stay remains shows common cause variation, with the number of elective procedures and ordinary elective admissions reducing
by 37% compared to the same period last year.

Actions and Quality Improvement Projects

Weekly Long Length of Stay meetings continue with all specialties and there continues to be a focus on Red2Green Training.

Discharge to Assess (D2A) is being built in iClip to increase efficiency and enable clinicians to expedite patient discharge.

Homeless pathway and Hospital Avoidance pathway is currently being costed as requested by system partners to assist in planning.

System wide workshop is being led by St. George's where partners such as Local Authorities and community providers will share and explain their

service offerings. The objective is to ensure clinicians are able to discharge patients to the most appropriate environment and care and strengthen
relationships within networks.

The Trust continues to meet with system partners daily, excluding Sundays, to ensure patient discharges are not blocked. As lockdown eases, the

discharge teams are focussing on maintaining the pressure and focus on ensuring patients are discharged in a timely manner.
N L Lo o
St. George’s University Hospitals NHS Foundation Trust

v
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Balanced Scorecard Approach
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Tab 3.2 Integrated Quality & Performance Report

Quality Priorities — Treatment Escalation Plan

What the information tells us

*  The number of 2222 calls performance 3.2
continues to show special cause variation
which may be indicative of the impact of
the Critical care Outreach Team (CCOT)

» Compliance with appropriate response to
Early Warning Score (EWS) fell
significantly from 98% last month to 78%
this month, The cohort of patients also
increased considerably now showing
special cause variation. The cohort of
EWS patients can be seen in the
Appendix.

* On average 30% of all adult inpatients
have had a TEP since March. Since June,
there has been a steady decline in the
number of TEPS undertaken, showing
special cause variation.

Actions and Quality Improvement Projects

* Treatment Escalation Plans (TEP) are now live in iClip supported by Trust wide communication to request TEPs are put in place for all adult
inpatients within 24 hours of admission.

* Engagement continues with ward staff regarding low rates of completion

»  Between April — July 2020 a monthly point prevalence (PP) audit has been undertaken to examine the extent to which TEPs are restrictive or
reflective of patients for full escalation. The PP audit showed that 44.2% of TEPS were completed for adult inpatients

* NEWS appropriate response audit now undertaken jointly by CCOT and ward sister to standardise the audit approach

Integrated Quality and Performance Report 12
St. George’s University Hospitals NHS Foundation Trust
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Tab 3.2 Integrated Quality & Performance Report

Quality Priorities — Deteriorating Patients

» ALS (Advanced Life Support) training performance remains within special
cause variation but has not met the 85% performance target.

» BLS (Basic Life Support) training performance remains on average around
75%.

» ILS (Intermediate Life Support) fell below the mean showing special cause
variation.

@ Special cause variation - improving performance
® Common cause variation
@ Special cause variation - deteriorating performance

Actions and Quality Improvement Projects

To increase access to training an on-line BLS level 2 module with face to face
assessment of CPR skills is in development was launched in August 2020. This
on-line module is now available for staff already or about to become non-
compliant. Undertaking this module will extend compliance for one year with the
proviso that the member of staff attends ILS within that year.

The Resuscitation Council UK has extended provider and instructor certificates for
a further six months.

Additional 2-day Advanced Life support courses are to commence including
paediatrics, as courses continue to be oversubscribed.

All courses are running at reduced capacity to allow for Social distancing.

Integrated Quality and Performance Report 13
St. George’s University Hospitals NHS Foundation Trust
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Tab 3.2 Integrated Quality & Performance Report

Quality Priorities — Learning from Incidents

Threshold/

Indicator Description Target Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20
Total Datix incidents reported in month 1,544 1,442 1,410 1,309 1,241 1,271 1,252 1,026 734 770 979 1,166 1,173
data one
Monthly percentage of Incidents of Low and No Harm 98.0% 97.0% 97.0% 96.0% 96.0% 96.0% 96.0% 93.0% 93.0% 94.0% 95.0%  97.0% months in
arrears
Open Sl investigations >60 days 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3 ' 2

Duty of Candour completed within 20 working days, for all incidents 100% 03.0% 97.0% 97.0% 98.0% 86.0% 94.0% 82.0% 86.0% 84.0% 80.0% 90.0% data two months in
at moderate harm and above arrears

What the information tells us

» Serious Incident (SI) investigations are being completed in line with external
deadlines, 60 working days.

*  The number of adverse incidents reported in August 2020 remains consistent
with July (in line with figures before April 2020).

» There were no Never Events in August 2020

@ Special cause variation - improving performance

Common cause variation
@ Special cause variation - deteriorating performance

Actions and Quality Improvement Projects
Incidents — The monthly percentage for incidents of low and no harm continues to be

monitored and reported. This will allow for benchmarking against other Trusts and
tracking of the harm profile.
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Quality Priorities — Learning from Incidents

@ Special cause variation - improving performance
@® Common cause variation

@ Special cause variation - deteriorating performance

Number of Never Events Number of Sls where Medication is a significant factor
34 3 -
Upper process limit
2 1 2
11 [ ] 11
Mean, 0
] ] @ [+)] [=2] =] o o O [=] w0 ® 0000 oo oo Q 0 o0 0 Q0 0 0
‘T‘T‘T‘TTTT‘;‘T‘T‘T‘TT‘T‘T‘T‘T‘TT‘;‘T‘}"}“}“}‘“.'“."‘."}' T T LT T LITYTIYTYYTRTLS TR LS RLSTAaAgqgaqgqqd
L >3 03 VL Ea Lk L g5 DAy V£ Qg kL >xEc 3D L x££ 5 DA FO0LALEE XET DAY POCAELE RETD
e T 5230 o0¢f80o8aF333clooemgofeaenm33 3 2§52 302 ooFgo 8af523 0oL ooc808afk 353 3
€35 2q00zo0uLELESq0w0z0uweELE S g €E52300z0LELE3 200z qCE5 2 &g
Lower process limit
Data is 1 month in retrospect
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Tab 3.2 Integrated Quality & Performance Report

Quality Priorities — Mental Capacity Act & Deprivation of Liberties

What the information tells us

» Mental Capacity Act and Deprivation
of Liberties (MCA/DoLs) Training — 3.2
Level 1 remains within target.

» Level 2 training performance has
plateaued. Overall Level 2 compliance
was 74% this month..

@ Special cause variation - improving performance
Common cause variation
@ Special cause variation - deteriorating performance

Actions and Quality Improvement Projects

* iCLIP MCA templates now being finalised by IT.

* Further planning is underway to establish an appropriate timeframe for the quarterly staff knowledge audit. The aim of this audit, developed in
partnership with South West London partners, is to enable the Trust to benchmark and review level of staff knowledge against an expert agreed
pass mark and in relation to other local healthcare organisations

» Audit of consent including capacity, with deep dive component undertaken in August 2020
* MCA Steering Group due to re-start November 2020.
* Level 2 training- MCA lead will send communications to all staff regarding training and to their ensure compliance
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Patient Safety

Integrated Quality and Performance Report
St. George’s University Hospitals NHS Foundation Trust

What the information tells us

@ Special cause variation - improving performance
@® Common cause variation
@ Special cause variation - deteriorating performance

The Trust VTE standards is above the upper process control limit.

Safety thermometer— percentage of patients with harm free care is within
target

The number of Category 3 Pressures ulcers show special cause
variation.

The number of falls per 1000 bed days shows common cause variation.

Actions and Quality Improvement Projects

The Hospital Thrombosis Group (HTG) continues to monitor the Trust
performance on VTE risk assessments. Results from Q1 for VTE risk
assessments show an overall compliance of 94.9% which is a slight
decrease in comparison to Q4 performance of 95.5%. The slight decline
in Q1 performance appears to be due to the impact of Covid-19 on ward
statuses, frequent ward moves and re-deployment of staff.

All Category 3 and above pressure ulcers (PU) continue to be reviewed
following completed Root Cause Analysis. The review is conducted at
ward level with senior nursing input and subsequent action plans agreed
with the clinical areas. Tissue viability nurses continue ward visits and
facilitate audit and teaching sessions.

The Trust Falls Prevention Group paused during the pandemic has now
been reinstated. The group terms of reference and membership have
been reviewed and updated. The Trust Falls prevention co-ordinator has
resumed ward visits and has re-established regular education activities.
Moderate harm falls continue to be reviewed following completed Root
Cause Analysis. This is reviewed at ward level with senior nursing input
and an action plan agreed with the clinical areas.

17
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Patient Safety

@ Special cause variation - improving performance
® Common cause variation
@ Special cause variation - deteriorating performance

3.2
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Complaints

Indicator Description

Complaints Received

% of Complaints responses to within 25 working days
% of Complaints responses to within 40 working days
% of Complaints responses to within 60 working days

Number of Complaints breaching 6 months Response Time

Target

85%

90%

100%

Aug-19
88
100%
96%

100%

Sep-19
81
100%

100%

100%

Oct-19

88

100%

100%

100%

Nov-19

79

100%

100%

100%

Dec-19

55

100%

95%

100%

Jan-20

59

98%

100%

100%
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Feb-20

60

94%

93%

100%

@ Special cause variation - improving performance

Mar-20

44

95%

94%

100%

0

Apr-20
24

57%

75.0%

100%

0

May-20
32
100%

100%

100%

Common cause variation
@ Special cause variation - deteriorating performance

Jun-20

53

100%

100%

100%

0

What the information tells us
*  The number of complaints received remains
lower than expected.
» Performance across all response categories
is above target.
*  The number of PALS enquiries received has
increased this month but is still impacted by
the current closure of the service to walk-ins
due to Covid-19

Jul-20

62

100%

95%

NA

Aug-20
63
100%
100%

100%

Actions and Quality Improvement Projects

» Daily complaints comcell continues to focus
attention on timely investigation and
response from the Trust



Tab 3.2 Integrated Quality & Performance Report

Infection Control

. o Threshold YTD
Indicator Description 2020-2021 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Actual
r
MRSA Incidences (in month) 0 0 0 1 0 1 0 0 0 0 0 0 0 1 1
Cdiff Hospital acquired infections 4 6 3 2 2 5 3 1 1 3 5 4 3
TBC 17 3.2
Cdiff Community Associated infections 1 0 1 2 0 0 0 2 0 0 1 0 0
MSSA 25 3 2 2 3 5 6 3 2 3 0 2 5 4 14
E-Coli 60 7 8 6 4 9 5 7 4 4 8 3 3 0 18
Nosocomial Infections
Indicator Description Target  20/05/2020 27/05/2020 03/06/2020 10/06/2020 17/06/2020 24/06/2020 01/07/2020 08/07/2020 15/07/2020 22/07/2020 29/07/2020 05/08/2020 12/08/2020 19/08/2020 26/08/2020
Nosocomial Infections -Hospital onset healthcare associat ~ N/A 1 2 0 0 0 0 0 0 0 0 0 0 0 0 0

What the information tells us

The Trust has reported 1 MRSA bacteraemia during August 2020: Specimen date 23/08/20 from General Intensive Care Unit. At point of
admission to the Trust the patient had positive nose and groin swabs. Post Infection Review (PIR) process is on-going and the review outcome
will be reported to Infection Control Committee

There were three cases of C.difficile infection, all hospital onset healthcare associated cases; no community onset healthcare associated. RCA’s
currently underway to identify any contributing causes

The number of Ecoli and MSSA cases reported remains within control limits

There were no nosocomial COVID-19 infections during August 2020. A possible cluster of 3 COVID cases investigated in May 2020 were found
to be unrelated and not hospital acquired

Actions and Quality Improvement Projects

The Trust is conducting hand hygiene audits weekly in ward areas and these are validated monthly by the Infection Prevention and Control
nurses

The ward and departmental accreditation programme remains in place and includes measures on infection control and cleaning standards
Enhanced cleaning and point of contact cleaning currently in place on ward and communal areas in the trust.
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Infection Control

@ Special cause variation - improving performance
@® Common cause variation
@ Special cause variation - deteriorating performance
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Mortality and Readmissions

Indicator Description May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 May-20 J;:;ozl)szzo
Hospital Standardised Mortality Ratio (HSMR) 89.5 105.5 87.9 92.1 88.5 95 101.6 91.4 90.2 64.1 105.8 81.8 99.6
Hospital Standardised Mortality Ratio Weekend Emergency 73.5 113 77.2 93.8 107.3 80.6 100.1 87.6 112.3 68.4 102.7 62.7 103.7
Hospital Standardised Mortality Ratio Weekday Emergency 92.5 100.4 90.8 96.2 80.4 102.9 102.9 90.8 90.1 57.4 96.7 87.5 99.0

" c e Jun18- Jul18- Aug18 - Sep18- Oct18- Nov18- Dec18- Jan-19- Feb-19- Mar-19- Apr-19-
incicstonesciption May19 June19 Jul19 Aug19 Sep19 Oct19 Nov 19 Dec 19 Jan 20 Feb-20 Mar-20
Summary Hospital Mortality Indicator (SHMI) 0.81 0.83 0.83 0.83 0.85 0.85 0.85 0.86 0.88 0.89 0.89
Indicator Description Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20
Emergfency Readmisgions within 30 days following non elective spell 10.6% 9.9% 7.9% 10.3% 9.8% 10.0% 10.6%
(reporting one month in arrears)

Note: HSMR data reflective of period Jun 2019 — May 2020 based on a monthly published position. This month we see discharges to May 2020. As is the

norm this time of year, the data reported for March is the second submission of data for this period for Dr Foster i.e. HSMR.
SHMI data is based on a rolling 12 month period and reflective of period April 2019 to Mar 2020 published (Aug 2020). Readmission data excludes
CDU, AAA and all ambulatory areas where there are design pathways

What the information tells us
Mortality as measured by the summary hospital-level

mortality indicator (SHMI) is lower than expected for the Actions and Quality Improvement Projects

year April 2019 — March 2020. Our latest HSMR shows our We continue to monitor and investigate mortality signals in discrete
mortality to be as expected. It should be noted that these diagnostic and procedure codes from Dr Foster through the Mortality
indicators have taken differing approaches to managing Monitoring Committee (MMC). The committee has currently prioritised
the impact of Covid-19, which is just starting to be included the investigations of sepsis, following signals identified through Dr Foster
in the periods reported. Dr Foster, who produce the and SHMI and trauma, following an external alert from TARN(Trauma
HSMR, include Covid-19 activity; whereas NHS Digital Audit & Research Network).

who are responsible for SHMI have excluded Covid-19

activity.
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Mortality and Readmissions (Hospital Standardized Mortality Rate)

HSMR

HSMR Weekday

Diagnoses - HSMR | Mortality (in-hospital) | Jun 2019 - May 2020 | Trend (month)
Admission method (group): Emergency | Day of admission: Monday, Tuesday, Wednesday, Thursday, Friday
Period: Month
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Maternity

@ Special cause variation - improving performance
® Common cause variation

@ Special cause variation - deteriorating performance

% women booked by 12 weeks and 6 days Total number of women giving birth (per calendar day)

Upper process limit Upper process limit
100% 1

90% 4

Mean, 14

3.2

800 4
b Mean, 75%

70% 1

60% -

Lower process limit

50% 1

Lower process limit

40% T

=22 =2 =2 2 =

= =2 2 2 2 2 D 22 22

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20
Apr-20
May-20

Jun-20

Jul-20
Aug-20

Apr-18

Jun-18

Jul-18

Oct-18

May-18
Aug-18
Sep-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19
Apr-19
May-19
Jun-19
Jul-19
Aug-19
Sep-19
Oct-19
Nowv-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20
Jul-20
Aug-20

Jun-20

What the information tells us

The number of births fell slightly in August, however complexity remained high.

Carmen Suite was closed for almost half of shifts in the month. This was due to staffing issues across the unit and the need to deploy midwives to ensure
the safest staffing across maternity services as a whole. The number of substantive staff on Carmen ward is due to increase in the Autumn as 16 new

midwives are due to start between September and November 2020. In addition, the Director of Midwifery, along with the Finance Team, have produced a
trajectory to increase staffing further by the end of December 2020. This will include a further 15 posts.

The number of stillbirths in August fell compared to July 2020, but remained higher than normal. All of the cases have been reviewed and will be
reported appropriately externally in line with current requirements. The stillbirth number includes all cases reported to ‘Mothers and Babies: Reducing
Risk through Audits and Confidential Enquiries across the UK’ ( MBRACE), which includes two feticides and three still births (from 24 weeks). Initial
review suggests no clear patterns over the last few months, although a number relate to the death of one baby in a multiple pregnancy.

The percentage of women booked by 12 plus 6 weeks of pregnancy rose to over 85% which is one of the highest numbers in the last year. However,
the overall number of bookings in month was down.

Actions and Quality Improvement Projects

Continued in depth analysis of still births and implementation of urgent actions arising from the review.

Senior midwives reviewing staffing each day to keep Carmen Suite open as much as possible and recruitment process underway for additional
staffing.
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Maternity

Maternity Dashboard

Definitions

Total number of women giving birth (per calendar day)
% Time Carmen Suite closed

% of all births in which woman sustained a 3rd or 4th degree tear

% of all births where women had a Life Threatening Post Partum
Haemorrhage >1.5L

Number of term babies (37+ weeks), with unplanned admission to Neonatal
Unit

Supernumerary Midwife in Labour Ward

Number of babies born with Hypoxic Ischaemic Encephalopathy (/1000
babies)

Percentage of all Emergency C-Sections

% women booked by 12 weeks and 6 days

Target

14 per day

0%

<5%

<4%

>95%

<2

15%

90%

Aug-19

12.6

4.8%

3.3%

2.1%

96.8%

12.8%

84.9%

Sep-19

13.4

1.7%

3.5%

2.0%

10

96.7%

15.7%

81.5%

Oct-19

14.4

19.4%

4.0%

2.3%

96.8%

15.1%

81.7%

Nov-19

12.9

11.7%

2.6%

3.4%

96.7%

12.4%

84.1%

Dec-19

14

8.1%

5.3%

3.0%

96.8%

14.9%

85.7%

Trust Board Meeting (Part 1)-24/09/20

Jan-20

13

1.6%

2.3%

1.5%

12

96.8%

12.4%

84.0%

Feb-20

13

22.5%

2.3%

2.1%

94.8%

13.9%

83.6%

Mar-20

13

27.4%

1.8%

1.8%

93.5%

12.7%

82.7%

Apr-20

12

10.0%

3.2%

2.9%

100.0%

13.2%

86.1%

May-20
12

8.1%

4.5%

2.1%

96.8%

12.5%

82.0%

Jun-20

12

8.3%

3.0%

1.4%

15

96.7%

15.2%

81.6%

Jul-20

13

24.2%

1.7%

1.9%

20

96.8%

12.9%

84.8%

Aug-20

48.4%

3.5%

2.0%

93.5%

15.8%

85.6%
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Friends & Family Survey

Indicator Description

Emergency Department FFT - % positive responses

Inpatient FFT - % positive responses

Maternity FFT - Antenatal - % positive responses

Maternity FFT - Delivery - % positive responses

Maternity FFT - Postnatal Ward - % positive responses

Maternity FFT - Postnatal Community Care - % positive responses
Community FFT - % positive responses

Outpatient FFT - % positive responses

What the information tells us

Target

90%

95%

90%

90%

90%

90%

90%

90%

Aug-19

82.7%

96.5%

NA

97.9%

98.3%

100.0%

98.1%

90.8%

* The cohort of patients surveyed is gradually increasing.

» The percentage of positive responses are within target for the Emergency Department, Inpatients, Community and Maternity Postnatal Ward.

Sep-19

80.5%

96.6%

100.0%

100.0%

95.2%

100.0%

98.8%

90.1%

Oct-19

81.5%

96.0%

NA

95.2%

100.0%

100.0%

99.3%

89.6%

Nov-19

79.0%

96.5%

NA

100.0%

97.3%

100.0%

98.1%

90.7%

Dec-19

80.3%

96.9%

100.0%

100.0%

88.0%

100.0%

97.7%

90.3%

Jan-20

84.2%

96.8%

100.0%

94.1%

90.7%

98.0%

100.0%

89.9%

Feb-20

86.2%

96.6%

NA

100.0%

96.9%

90.0%

98.6%

89.9%

Mar-20

87.8%

97.2%

100.0%

100.0%

100.0%

100.0%

100.0%

91.7%

Apr-20

93.9%

100.0%

100.0%

NA

NA

NA

NA

98.2%

May-20

93.6%

97.2%

100.0%

100.0%

0.0%

100.0%

100.0%

89.9%

Jun-20

90.0%

93.6%

NA

NA

0.0%

NA

100.0%

88.8%

Jul-20

89.7%

97.7%

NA

100.0%

89.9%

NA

100.0%

90.3%

Aug-20

90.1%

97.2%

NA

NA

100.0%

NA

100.0%

89.1%

« Though Outpatients narrowly missed achieving the 90% target, the service's positive response rates continues to show a special cause variation

with a deterioration with position.

Actions and Quality Improvement Projects

* The FFT surveys completed on tablet computers have been reactivated since July 2020
* The FFT surveys will resume across all areas by 1 December 2020 as data submission NHS Digital will recommence by then.
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Friends and Family Test

Emergency Department Friends and Family Response Rate
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Friends and Family Test

Community FET - response rate Community FFT - % positive responses
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Balanced Scorecard Approach

OUR PROCESS
PERSPECTIVE

Key

Emergency
Flow

Current Month

A Previous Month

Cancer Diagnostics
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Emergency Flow

What the information tells us:

The number of patients attending our Emergency Department (ED) has continued to increase throughout August, as well as an increase in the number of walk

in patients, ambulance attendances also continue to rise, seeing nearly a 7% increase compared to July. Overall attendance numbers compared to the same period

last year were 26% lower.

Performance against the Four Hour Operating Standard has been maintained above the mean for the fourth consecutive and has performed above the London average,
however the Trust was slightly below the Four Hour Standard in August reporting 94.8% of patients either being discharged, admitted or transferred within four hours of
their arrival. Performance was impacted by a heatwave in early August combined with Infection Prevention and Control measures that impacted our Performance during
the week of 8 August 2020. In the month of August three patients waited more than 12 hours to be admitted, in each case to a Mental Health bed.

General and acute bed occupancy shows a steady increase with AMU occupancy steady for the last four months averaging 70% occupancy at midday which

remains better than our target of 80%. In line with the steady increase in non-elective admissions, the number of patients who have been in a hospital bed longer than 7,
14 and 21 days continues to see an upward trend however remaining much lower than the same period last year. Focus remains on internal and external teams
supporting our inpatients to return home and daily escalation calls to review medically optimised patients.

Positive performance against the Ambulance Handover Times continues with the percentage of patients handed over within 30 minutes of arrival above the

London average.

Our Process Perspective

Actions and Quality Improvement Projects
Collaborative Working: Unscheduled care performance meetings now embedded as business as usual, reviewing breaches and identify solutions. This has now been
extended to Surgery & Intensive Care Unit. There are solution focused flow & safety huddles to provide understanding of capacity & flow issues. The Emergency Flow
and Performance Group is Divisional Director of Operations led and is a Trust wide group that has representation from all Divisions working together to deliver and
sustain 95% Emergency Care performance. There are a number of whole system initiatives currently being worked on to deliver sustainable improvements, which
include digital front door and Same Day Emergency Care (SDEC). The Trust has secured 2.5M to deliver improved performance through winter, estates led project
meetings have now commenced.
Next steps: Unscheduled care meetings with ICU requires improved clinical representation to mitigate breaches. Deliver Urgent & Emergency Care funded ED
improvements.
Emergency Care Processes: The number of ED attendances for walk-in and ambulance arrivals has been steadily increasing post COVID-19. The acuity of patients
remains high. ED environment remains reconfigured to deliver social distancing to meet Infection Prevention & Control (IPC) standards. The ED Team continues to
explore and review the capacity within the current footprint to ensure that efficient safe pathways are delivered.
Urgent Care Centre (UCC) Waits and Direct Access: UCC direct pathways continue to ensure timely turnaround for patients. All pathways are risk assessed and
standard operating procedures are agreed.
i Mental Health: Alternative mental health pathways have been put in place to support this patient cohort. There is a South West London (SWL) Task & Finish group to e
5 focus on sustaining this improvement for the future led by South West London & St. George’s Mental Health Trust. ne
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Cancer

3.2

What the information tells us

The Trust met two of the seven cancer standards for the month of July and was non-compliant against 14 day, 31 day and 62 Day standards.

Performance for the TWR 14 day standard for the month of July fell to 89% compared to 93.3% in June. A total 1,260 patients were seen in month, and numbers
have recovered 75/80% of the baseline with performance remaining within the upper and lower control limits. Non performance was related to a number of
factors, specifically: increasing numbers of patients in urology, UGI and LGI going straight to test and the associated IPC restrictions and increasing volumes of
F2F in dermatology.

In July more patients were treated on a 62 day pathway compared to June, an increase of 32%. The monthly performance fell below the lower control limits.
There were 65.5 treatments in July which was an increase of 20% compared to last July. There were 21 breaches of the 62 Day standard. Two were

clinically complicated, 13 are attributed to COVID-19 related delays and a further 3 were patient initiated.

Cancer 31 Day Diagnosis to Treatment performance remains below the lower control limit with a performance of 90.4%. Five tumour groups were non-
compliant, all these breaches are attributed to treatment plans being agreed and then delayed by COVID-19 related constraints.

62 day referral to treatment screening performance has seen improvement in the month of July with a total of 5.5 patients being treated (0.5 being a shared
treatment) although remaining below target. Delays in treatments were due to screening services (all) being paused in the month of April and June 2020.

Our Process Perspective

Actions and Quality Improvement Projects

TWR - Drive to increase face to face appointments to facilitate increasing referrals and service plans in place full use of capacity available.

104 + days Trajectory —Recovery planning is focused on reducing the back log of patients above 104 days on the 62 day PTL, (based on the rate of backlog
reduction) the cancer trajectory predicts the backlog of 104 day patients can be reduced to pre-COVID levels by October 2020.

Theatres — STG continued to access to 15 weekly cancer session at St Anthony's in the month of July 2020 and plans are in place to extend this to October
2020. Targets in place to operate on an additional 70 cases above baseline in the month of August and September to treat patient on the 62 + day and 104+
day backlog. Focus is through optimisation of theatre capacity, through weekly cancer Patient Pathway Coordinator huddle, weekly PTL assurance and clinical
meetings and collaborative work with theatres.

Endoscopy - Endoscopy continued to run IS sector and here at STG in July 20. Recovery planning in place is focused on additional onsite capacity, additional
nurses to support with cover at STG, additional resource in the form of bank staff to increase bookings. RMP funding requested for X 1 band 4 scheduler.
Diagnostics - Focus is on increasing CT Colonoscopy capacity to manage increasing referrals, Royal Marsden Partners (RMP )have offered to finance
additional sessions, with plans to run the perfect week. Extension of IS sector capacity to March 2020 in place.

Other initiatives - The Rapid Diagnostic Clinic will support the earlier diagnosis of cancer in patients who have a range of vague symptoms that are at risk of
cancer. This is under development with an updated forecast start date of October 2020. Screening (Bowel and Breast) we restarted which saw an increase in
screening treatments.
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Cancer Common cause variation

@ Special cause variation - deteriorating performance

Our Process Perspective

Outstanding care
every time
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Cancer

14 Day Standard Performance by Tumour Site - Target 93%

Tumour Site Target Jul-19 Aug-19 Sep-19 QOct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 P:tl")e‘:fis
Brain 93% - 100.0% 100.0% - - - 100.0% - - - - - - 0
Breast 93% 95.4% 94.9% 95.9% 100.0% 97.0% 95.6% 84.7% 95.6% 93.3% 97.5% 100.0% 98.6% 95.5% 221 3 2
Children’s 93% 100.0% 100.0% 100.0% 100.0% 100.0% 75.0% 85.7% 100.0% 100.0% - 83.3% 100.0% 75.0% 4
Gynaecology 93% 95.5% 97.2% 95.4% 97.6% 99.2% 99.0% 94 4% 95.9% 86.9% 93.0% 96.3% 93.8% 92.5% 93
Haematology 93% 100.0% 100.0% 86.7% 95.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 75.0% 12
Head & Meck 93% 98.9% 96.4% 96.6% 99.0% 96.6% 89.4% 95.2% 95.5% 90.8% 97.1% 100.0% 97.7% 96.1% 154
Lower Gastrointestinal 93% 93.7% 93.1% 92.8% 89.7% 91.5% 80.3% 81.8% 69.9% 63.8% 86.8% 95.6% 93.6% 86.9% 176
Lung 93% 95.7% 100.0% 97.1% 97.7% 100.0% 84.1% 80.6% 90.9% 85.7% 83.3% 90.9% T72.7% 62.5% 16
Skin 93% 96.0% 98.0% 91.8% 95.9% 91.0% 94.8% 94.7% 93.3% 84.1% 93.2% 96.7% 91.4% 87.4% 388 ‘g
Upper Gastrointestinal 93% 95.1% 88.9% 87.2% 82.5% 88.1% 82.7% 75.3% 84.4% 75.5% 93.5% 98.4% 93.1% 84.4% 109 a;-’_
Urology 93% 93.8% 93.0% 97.0% 88.4% 95.6% 92.9% 93.6% 93.6% 93.9% 94.0% 85.5% 82.4% 80.5% 87 d?f
62 Day Standard Performance by Tumour Site - Target 85% 2
(]
Tumour Site Target Jul-19 Aug-19 Sep-19 Qct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Tre::'lzims De.
i % - - - - - - - - - - - - - 0 5
Brain 85 )
Breast 85% 73.3% 88.6% 100.0% 100.0% 100.0% 100.0% 100.0% 66.7% 58.8% 100.0% 100.0% 100.0% 100.0% 14
Children’s 85% = 100.0% = = = = 100.0% 100.0% = = = = = 0
Gynaecology 85% 100.0% 100.0% 100.0% 60.0% 100.0% 80.0% 66.7% 100.0% 100.0% 0.0% 50.0% 50.0% 100.0% 2
Haematology 85% 100.0% 100.0% 100.0% 100.0% 100.0% 80.0% 85 7% 66.7% 33.3% 100.0% 0.0% 100.0% 100.0% 2
Head & Neck 85% 80.0% 80.0% 75.0% 76.5% 76.9% 68.2% 89.5% 73.7% 81.0% 50.0% 66.7% 83.3% 52.4% 10.5
Lower Gastrointestinal 85% 83.3% 63.6% 90.0% 100.0% 87.5% 83.3% 60.0% 71.4% 75.0% 42 9% 50.0% - 100.0% 4
Lung 85% 91.7% 89.5% 60.0% 100.0% 66.7% 100.0% 100.0% 100.0% 100.0% 62.5% 0.0% 85.2% 50.0% 2.0
Skin 85% 100.0% 100.0% 78.9% 100.0% 89.5% 100.0% MN.7% 100.0% 100.0% 52.9% 81.8% 85.2% 82.4% 8.5
Upper Gastrointestinal 85% 100.0% 53.8% 66.7% 80.0% 50.0% 100.0% 0.0% 40.0% = 0.0% 33.3% 71.4% 80.0% 2.5
Urology 85% 100.0% 94 4% 100.0% 83.8% 87.8% 100.0% 85.0% 84.0% 81.5% 100.0% 64 3% 25.0% 27.3% 16.5
Other 85% - - - 100.0% - 100.0% 100.0% 0.0% 100.0% 0.0% 100.0% 100.0% 100.0% 2

Outstanding care
every time
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Diagnostics

What the information tells us

In August, the Trust did not achieve the six week diagnostic standard with an adverse performance of 28.8%. The total number of patients waiting
greater than six weeks was 2,695 of a total wait list of 9,368. There has been a month on month performance improvement with the total number of
patients waiting over six weeks decreasing by 16% compared to July. Reductions in long waiters have been seen within Non-Obstetric Ultrasound,
DEXA and Sleep Studies in the month of August.

In line with The Royal College of Radiologists national guidance, in relation to the recommended COVID-19 response, a significant number of routine
diagnostics were postponed, increasing the waits across the majority of modalities.

Our Process Perspective

A weekly assurance review is being undertaken of any urgent referrals waiting > 6 weeks. All services are reporting that these are either patient
choice, due to COVID-19, or triage and downgrading to routine by the Consultant. Of the patients waiting greater than 6 weeks, 5.3% of those are
currently categorised as Urgent.

Actions and Quality Improvement Projects
Risk assessments underway for modalities to restart routine work with a number of areas with some modalities already commenced and others due to
commence in September.
In August, Echocardiogram Services restarted outsourcing Echo diagnostic tests to the Independent Sector providing weekend capacity with plans to
commence routine tests on the St George’s site in September.
Weekly assurance review of all Urgent and Cancer diagnostic referrals
Endoscopy recovery plan with daily NHSI reporting, with plans to move backlog and future demand of activity to CT Colonography, working parties
within the South West London Acute Provider Collaborative considering options
Continue to send both MRI & CT to the Independent Sector. Capacity options currently being reviewed by NHSE. Additional sessions (extended days,
weekend imaging, additional mobile days) are all options subject to approval.
Gynae Non-Obstetric Ultrasound re-commenced routine activity with extra clinics, overbooking and re-scheduling patients to cope with the influx and
In Minimise breaches. re
St George s university Aospitals NAS Foundation Trust :
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On the Day Cancellations for Non Clinical Reasons

3.2

What the information tells us

Due to the fall in elective activity from March where all routine elective activity was cancelled, many patients continue to be informed

of cancellation in advance of their procedure date. The number of Elective procedures are now starting to increase and in August we have seen
an increase in the number of on the day cancellations however remaining significantly below the mean and below the lower control limit.

In August, 15 patients were cancelled on the day with the majority of cancellations due to an emergency case taking priority. All patients were re-
booked within 28 days.

Our Process Perspective

Actions and Quality Improvement Projects

Theatre capacity is continuously reviewed to ensure that it meets the required demands and is maximising the use of staff, kit and theatres.

Specialties have been allocated fixed sessions as part of new theatre templates to support the forward booking of patients in line with shielding
requirements across St George’s and the Independent Sector.

Re-instigation of 642 processes to support effective allocation of lists and resources across all specialties.
Clinical prioritisation occurs twice daily for urgent and emergency patients.

On-going review and categorisation of patients on all waiting lists.

Integrated Quality and Performance Report 40 Outstaze(ier:gtci?rl;:
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Referral to Treatment — July 2020

Indicator Description Target Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb20 Mar-20 Apr20 May-20 Jun-20 Jul 20

RTT Trust Incomplete Performance 92% 86.1% B5.0% ©86.1% 851% B842% 826% B822% B823% T793% 715% 638% 557% 527%

RTT Trust Incomplete Performance Trajectory for 19/20 85 3% 855% 858% B861% B865% B868% B87 2% 87 7% 88 1%

RTT Total Incomplete Waiting Lize Size 41,259 41,945 | 47.714 49495 48,640 46,918 47,089 48,0671 47,048 43,643 42,196 42,672 44,814
RTT Total Incomplete Waiting Lize Size Trajectory 39.860 39,850 39,840 39,830 39,820 39,810 39,800 39.790 39,780

Total waits greater than 18 weeks (inc 52Wk waiters) 5,739 | 6,305 6,651 7.353 7.701 8,183 8382 8498 9755 12440 15268 18,924 20,863
Total waits greater than 18 weeks Trajectory 5,859 | 5,779 | 5,657 | 5,536 | 5,376 | 5,255 | 5,095 | 4,894 | 4,734

Total waits greater than 52 weeks 0 5 6 6 1 7 9 10 1" 32 129 274 554 825
Total waits greater than 52 weeks Trajectory 5 5 5 0 0 0 0 0 1]

RTT Incomplete Performance - Admitted 66.3% 63.7% 65.9% 653% 637% 614% 605%  61.9% 57.2% 49.0% 424% 341%  31.8%
Total waits greater than 18 weeks - Admitted 1,523 | 1,655 | 1,643 1686 1,719 1,876 1,950 1,891 2,186 | 2,720 3,308 3,955 | 4,207
Total waits greater than 52 weeks - Admitted 0 1 2 4 0 2 5 2 3 20 88 190 393 529
RTT Incomplete Performance -Mon Admitted 88.5%  B87.6% 88.3% |87.3%  B864% 85.0% 847% B84.7% B820% 746% 672% 592% 561%
Total waits greater than 18 weeks - Non Admitted 4216 4650 | 5008 5667 5982 6107 6432 6607  7.569 9720 11,960 14,969 16656
Total waits greater than 52 weeks - Non Admitted 0 4 4 2 1 5 4 8 8 12 41 84 161 296

What the information tells us

Performance continued to deteriorate throughout July 2020 down to 52.7 % reporting in total 20,863

patients waiting greater than 18 weeks, this is an increase of 1,939 patients compared to June. The largest
proportion of patients waiting greater than 18 weeks are within the non-admitted PTL (Patient Tracking List)
increasing by 11% compared to June. A more rapid increase is seen within the admitted PTL where patients
waiting greater than 18 weeks is 35% higher in July compared to the previous month.

Ear Nose & Throat, Neurosurgery, Cardiology, Dermatology and Gynaecology (as well as specialties making up
the ‘other ‘) have the highest number of 18+ patients on an incomplete pathway.

Our Process Perspective

The number of 52 week breaches had seen a sharp rise in recent months following the standing down of
activity in both elective and outpatient services. In July, the number of patients waiting was 825, this is a 49%
increase compared to June, with General Surgery, and Ear Nose & Throat reporting most patients.

Actions and Quality Improvement Projects
All patients on an admitted pathway can be easily identified based on clinical urgency — previously patients
were categorised as two week wait, urgent or routine only.

An initial trajectory has been submitted for 52 week forecast through to March 21. More detailed trajectories will
now be developed at specialty level ensuring that all options for outsourcing activity are considered and included.

Services with the largest number of 52 week breaches are actively engaged with the South West London
(SWL) lead providers networks. The Trust have identified 295 patents who are suitable to be operated on at
other SWL Trusts (mainly Kingston and Croydon) from Urology, ENT, and General Surgery. 93 patients have
been transferred, with 202 returning to St George’s due to either patient choice or receiving surgeon opinion.

An amendment to the access policy has been agreed across SWL that allows for patients to be referred to the
GP if they wish to postpone treatment due to COVID-19. The decision will be clinical and patients who are high

risk will remain on St George’s waiting list. Outstanding care
every time
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Referral to Treatment — July 2020

Admitted Non Admitted Incomplete Pathway
Specialty Total o T T Total i T T ULt T Over 18 weeks Total P T T Over 42 weeks Over 52 weeks
weeks weeks weeks weeks
GENERAL SURGERY 438 23.8% 891 55.9% 602 726 1.328 45.3% 80 104
UROLOGY 407 30.2% 1.646 63.5% 1,167 880 2,047 57.0% 49 36
TRAUMA & ORTHOPAEDICS Jo08 20.7% 1.589 57.8% 982 911 1.893 51.9% 51 16 32
ENT 726 14.9% 2,287 59.4% 1,467 1.544 3.011 48.7% 150 179
OPHTHALMOLOGY 703 38.8% 273 430 703 38.8% 4 2
ORAL SURGERY 7 14.3% 231 39.4% 92 146 238 38.7% 34 5
NEUROSURGERY 305 32.1% 2,527 43.2% 1,190 1.642 2,832 42.0% 115 24
PLASTIC SURGERY 530 14.4% 739 67.8% 577 688 1.265 45.6% 108 106
CARDIOTHORACIC SURGERY 1 1 1 0 1 100.0% 0 0
GENERAL MEDICINE 17 76.5% 13 4 17 76.5% 0 0 q>_)
GASTROENTEROLOGY 944 66.8% 1.652 64.6% 1.692 896 2.588 65.4% 53 0 '§
CARDIOLOGY 995 30.1% 2,529 58.1% 1,768 1.754 3.622 50.2% 148 58 g‘
DERMATOLOGY 5 40.0% 3.382 42.0% 1.421 1,966 3.387 42.0% 127 25 Sf
RESPIRATORY MEDICINE 3 100.0% 1.453 75.2% 1.095 361 1.456 75.2% 5 1 %
NEUROLOGY 18 62.5% 2,362 62.3% 1,476 594 2,370 62.3% 11 1 §
RHEUMATOLOGY 2 1 1.113 46.2% 516 599 1.115 46.3% 25 5 015-
GERIATRIC MEDICINE a7 77.2% 44 13 a7 77.2% 0 0 O
GYNAECOLOGY 124 12.1% 2,459 57.6% 1.431 1.152 2,583 55.4% 74 21
Other 1.437 31.4% 12,314 56.9% 7447 6.257 13,704 54.3% 510 242
Grand Total 6,249 31.8% 37,952 56.1% 23,254 20,863 44,117 52.7% 1,544 825

There are a number of specialties reported under speciality ‘Other’. This follows guidance set out in the documentation, “Recording and
reporting referral to treatment (RTT) waiting times for consultant-led elective care” — produced by NHS England.

Patients highlighted on the following slide have been grouped by Treatment Function Group (TFG). Where a service is listed on the
following slide under the same speciality name as above — these are different patients. For example General Surgery on the following slide
are Colorectal, Upper Gl and Breast patients, General Surgery on this slide are purely General Surgery

The following slide outlines ‘Other’ specialties by treatment function group (TFG) and associated performance

Outstanding care
every time
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Workforce
Indicator Description Target Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20
Trust Level Sickness Rate 3.2% 3.5% 3.4% 3.7% 3.8% 4.0% 3.9% 4.0% 5.1% 5.6% 4.1% 3.5% 3.2% 3.4%
Trust Vacancy Rate 10% 12.8% 12.8% 9.3% 9.9% 11.2% 10.8% 10.7% 10.6% 10.5% - 8.3% 8.4% 8.2%
Trust Turnover Rate* Excludes Junior Doctors 13% 17.7% 17.7% 17.8% 17.6% 17.6% 17.4% 17.3% 16.9% 16.7% 16.1% 15.3% 15.1% 15.2% 3 . 2
Total Funded Establishment 9,432 9,534 9,280 9,294 9,403 9,383 9,369 9,369 9,373 - 9,289 9,256 9,263
IPR Appraisal Rate - Medical Staff 90% 85.7% 81.5% 83.9% 81.5% 83.6% 84.9% 81.7% 80.0%
IPR Appraisal Rate - Non Medical Staff 90% 71.3% 70.4% 70.9% 72.3% 72.3% 72.0% 72.4% 69.6% 67.9% 67.6% 69.9% 73.6% 74.6%
Overall MAST Compliance % 85% 91.3% 90.6% 89.7% 89.7% 90.0% 89.7% 90.6% 90.7% 90.2% 89.7% 89.9% 89.8% 89.9%
Ward Staffing Unfilled Duty Hours 10% 5.4% 6.5% 6.1% 3.8% 5.3% 5.4% 6.2% 15.2% 17.4% 3.0% 1.6% 2.8%

Note: Vacancy Rate at 6.8% in May is not a true reflection of the vacancy rate for the Trust. Reconciliation of the funded establishment figures on the ESR system and the General
Ledger needs to be carried out. The funded establishment figure reported is down by circa 300 FTE in the month of May compared to April.

What the information tells us

Our People Perspective

Trust level sickness absence rate has seen a significant (over 40%) reduction from a high of 5.6% at the height of COVID-19 pandemic to now 3.4%
in August, slightly above target of 3.2%.

Appraisal rates for Non Medical staff increased to 74.6% in August against a target of 90%.
Mandatory and Statutory Training (MAST) compliance at 89.9% remains above the target of 85%.

Appraisal rates for Medical staff was paused during COVID-19. In September 2020 the General Medical Council wrote to the Trust asking that this
process be re-started.

Vacancy Rate at 8.2% in August continues to be below the set target of 10%.

Actions and Quality Improvement Project
Appraisal and Revalidation for medical staff is to be re-started across the Trust.
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@ Special cause variation - improving performance

WO I'ka rce @® Common cause variation

@ Special cause variation - deteriorating performance

Our People Perspective
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Agency use

3.2

Our People Perspective

The Trust’s total pay for August was £49.32m. This is £0.68m adverse to a plan of £48.64m.

The Trust's 2020/21 annual agency spend target set by NHSI is £20.55m. There is an internal annual agency target of £15.00m.

Agency cost was £1.11m or 2.2% of the total pay costs. For 2019/20, the average agency cost was 3.3% of total pay costs. For August, the
monthly target set is £1.25m. The total agency cost is better than the target by £0.14m.

The biggest areas of overspend were Interims (£0.11m) and Consultants (£0.04m). The biggest areas of underspend were Nursing (£0.27m)
Agency spend is low across the Trust due to staff redeployment as a result of COVID -19 but slightly increased from last month

Integrated Quality and Performance Report 46
St. George’s University Hospitals NHS Foundation Trust
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Appendix
Additional Information

3.2

Integrated Quality and Performance Report 48 Outsta:eéngtciz]rz
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Interpreting SPC (Statistical Process Control) Charts

Upper Process

AL Six point rule
Limit

Mean

Special Cause
Variation

Lower Process
Limit

SPC Chart — A time series graph to effectively monitor performance over time with three reference lines; Mean, Upper Process Limit
and Lower Process Limit. The variance in the data determines the process limits. The charts can be used to identify unusual patterns
in the data and special cause variation is the term used when a rule is triggered and advises the user how to react to different types of
variation.

Special Cause Variation — A special cause variation in the chart will happen if;

* The performance falls above the upper control limit or below the lower control limit
* 6 or more consecutive points above or below the mean
* Any unusual trends within the control limits

Integrated Quality and Performance Report 49 Outstaze(ier:gtci?rl;:
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Early Warning Score

Discharges/wumabe00@net.stgeorges.nhs.uk/AdultOrdinaryInpati
entAdmissionexclMaternity?iframeSizedToWindow =true&:embed=

Indicator Description Threshold Aug-19 Sep-19 Oct-19 Apr-20 May-20 Jun-20 Jul-20 Aug-20
Compliance with appropriate response to EWS (Adults) 100% 93.9% 87.6% 86.8% 89.6% 89.0% 92.0% 91.1% 94.1% 86.9% 93.5% 97.0% 93.6% 78.3%
Number of EWS Patients (Adults) 360 380 356 534 420 400 460 289 290 403 474 512 632 3 2

50
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Meeting Title: Trust Board

Date: 24 September 2020 AgendaNo | 3.3
Report Title: Covid-19 Surge, Flu & Winter Plan 2020-21

Lead Director/ Avey Bhatia, Chief Operating Officer

Manager:

Report Author(s): Martin Haynes - Improvement Methodology Director, Ed Donald — Director of

Financial Recovery, Stephanie Sweeney — Acting Deputy Chief Nurse, Karen
Daly — Acting Deputy Chief Medical Officer

Presented for:

Ratification

Executive
Summary:

Each year NHSE/I requires trusts to develop detailed winter plans that outline
how they will respond to the increased activity demands that typically occur
between November and March.

In normal circumstances this is a familiar process that draws upon data and
wide operational experience. This year’s plan however adds the complexities of
Covid-19 and whilst we have taken time to learn from the first surge, we cannot
be certain when and how it will impact the trust in the months ahead. The
development process has been significantly informed by wide engagement with
key internal / external stakeholders and as good practice will be shared across
the trust and South West London system.

The plan is built around two fundamental tenets: to ensure the care, safety and
wellbeing of our patients, staff and visitors, and wherever possible to maintain
as much elective capacity as possible, for as long as possible.

To best meet these objectives it has been designed in line with the latest
infection protection & control guidance and our clinical safety strategy which
draws learning from the first Covid-19 surge. We have also protected capacity
in the day surgery unit, theatres and endoscopy services. Additionally our
Covid-19 / winter surge plans also leave use of elective beds as late as
possible.

These decisions are underpinned by demand / capacity scenario models which
have been shared and reviewed by key clinical and operational leaders.

Over the past few weeks and months we have made investments in workforce
and equipment across key services to maintain activity levels across St
George’s sites and developed options for staff relocation / allocation across the
South West London system that will help reduce / delay demand for key
elective staff.

In the immediate future our flu vaccination process will push for 100%
compliance across all staff groups (building on our national top three placing at
89% in 2019-20). There will also be an active plan to support patient
vaccinations. Additionally, the South West London Pathology team is building
its physical and workforce capacity to deliver increased testing volumes. This
will help support flow across the hospital and maintain as much elective activity
as possible for as long as possible.

Staff welfare and wellbeing is critical for our ability to deliver this plan and with
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learning from the first Covid-19 surge, we invested in additional counsellors,
are using the staff risk assessments to support resource planning and
wherever possible will both minimise redeployment and move keep teams
together and supplement as required. Also, the Trust's Communications team
is using results from its annual communications survey to inform how we
enhance our messaging and feedback mechanisms, particularly options
around our enhanced video/virtual meeting capabilities

This plan has previously been discussed and approved by both the Finance &
Investment and Quality & Safety Committees (17" September 20), allowing
staff to move directly to implementation. Such support is greatly appreciated,
particularly in light of rising infection numbers and also provides the opportunity
to quickly share its contents across the trust and with system partners.

3.3

Recommendation:

The Board is asked to ratify the plan which was also considered and approved
by the Quality and Safety Committee and Finance & Investment Committee.

Supports

Trust Strategic
Objective:

1. Treat the patient, treat the person
2. Right Care, Right Place, Right Time

CQC Theme:

Safe: you are protected from abuse and avoidable harm; Effective: your care,
treatment and support achieve good outcomes, help you to maintain quality of
life and is based on the best available evidence; Responsive: services are
organised so that they meet your needs; Caring: staff involved and treat you
with compassion, kindness, dignity and respect; Well Led: the leadership,
management and governance of the organisation make sure it's providing high-
quality care that's based around your individual needs, that it encourages
learning and innovation, and that it promotes an open and fair culture.

Single Oversight

Framework Theme:

Implications

Risk: Within document

Legal/Regulatory: None

Resources: Within document

Equality and Development of this plan has involved extensive discussion and engagement

Diversity: across the trust, specifically to learn lessons from the first Covid-19 surge,
particularly in respect of staff welfare, wellbeing and resource allocation. This is
also supported with insights from the recently completed cultural diagnostic
review.
Additionally, we have an established workforce group (originally established as
part of our Covid-19 planning), that has access to growing levels of national
and trust specific data (including the detailed staff risk assessments) to guide
resource planning and decision making as part of this plan.
We are cognisant that virtual outpatients may present challenges to those that
are digitally disadvantaged and thus the need to offer face to face
appointments

Previously Executive Management Team Date 14/09/20

Considered by: Operations Management Group 15/09/20

Appendices:

Within document

Trust Board Meeting (Part 1)-24/09/20
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Outstanding care
every time

Our Plan for Covid 19, Flu & Winter - 2020/21

Final Version approved by:
* Quality & Safety Committee
* Finance & Investment Committee

Avey Bhatia — Chief Operating Officer
Robert Bleasdale — Chief Nursing Officer
Dr Richard Jennings — Chief Medical Officer

24 September 2020
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Chief Executive Officer’s Introduction

As always, we are taking steps to prepare for the winter period. However, our approach this year will and needs to be different.

Like all Trusts, we face a number of very distinct challenges this year: the usual increase in demand for healthcare during the colder months; the
potential for a second Covid-19 surge; plus the health risks posed by influenza.

The plan set out here shows how we will rise to this challenge, whilst also making sure we continue to provide patients with routine care, including
planned surgery.

The majority of elective procedures were suspended between March-July 2020 as we re-purposed St. George’s to meet the demand of Covid-19
whilst continuing to run our unplanned care services and outpatients (virtual and face to face). Our plans for the winter period are designed to
enable us to continue to treat routine patients, as many have been waiting much longer than they should for treatment. We are not unique in this
regard, but we recognise the importance of getting activity levels back to near normal as quickly as possible for these patients, at the same time as
supporting all of the other patients that need us this winter.

Our plans lock-in the transformative changes we have made across many services, particularly outpatients, enabled by Information Communication
and Technology. This year has also involved closer collaboration with neighbouring Trusts. Partnership working was strengthened during the Covid-
19 pandemic; and we want to build on this going forward. Mutual aid and support will be important as we are faced with the same and potentially
greater challenges this winter.

| have no doubt team St. George’s will rise to these challenges. At the same time we need to continue to support each other, given the learning from
phase 1 of the Covid-19 pandemic earlier in the year, which will help us all give our best for patients and the communities we are here to serve.

Thank you

Jacqueline Totterdell,
Chief Executive

Our Plan for Covid-19, Flu and Winter 2020/21
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Executive Summary

Our Plan for Covid-19, Flu and Winter 2020/21 aims to ensure that we continue to provide excellent care for all patients, Covid-19 and non — Covid- CRC
19, throughout this winter. The development process has benefited from staff engagement and learning from phase 1, which we have incorporated
into this plan.

We absolutely recognise the skill, professionalism and resilience that all of our staff demonstrated during phase 1, as we worked together through
the challenges of the Covid-19 pandemic, whilst continuing to run our emergency services and many other services throughout this period.

We have set the plan out in three sections: Section 1 — Summary of Covid-19, Flu and Winter Plan; Section 2 — Supporting Plans and Section 3 —
appendices which share the detail of our plans.

Planning for this winter we have invested in our workforce, so that no member of staff faces the level of pressure that many often faced during
phase 1. In addition our plans do not depend on repurposing our main theatres, day surgery unit and endoscopy suites for Covid-19. This will help
ensure we have the capacity to treat patients on both our planned and unplanned care pathways.
In relation to Covid-19 and general winter demand, we have looked at 3 scenarios and developed plans to respond to each:

» Base Case — Plan A ‘Business as Usual’ (66 ICU beds)

» Intermediate Case — Plan B ‘Balancing Business as Usual with Increasing Covid-19 Demand’ (116 ICU beds)

» High Case — Plan C ‘Business as Usual with Super Surge in Covid-19 Demand (140 ICU beds increasing to 160 ICU beds)

Patient safety, staff welfare and wellbeing are clear priorities for us in delivering this plan, enabled by clear principles, our Clinical Safety Strategy,
workforce investment and supporting plans.

This plan includes our flu vaccination programme, which has an ambition to offer all frontline staff the flu vaccine and aims for 95% of frontline staff
being vaccinated by 1st December 2020. It also includes our winter plan, which sets out how we will manage services throughout this period — with
safety as our top priority.

We are aligned with Covid-19 South West London and we will continue to work as a good system partner, in facing and responding to the unique
challenges that this winter will bring, supporting each other for the benefit of the patients we are here to serve.

Our Plan for Covid-19, Flu and Winter 2020/21
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SECTION 1
Summary Covid-19, Flu Vaccination and Winter Plan
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Context and Scope

This plan has been developed in response to national guidance and has benefitted from staff and patient engagement and feedback, including learning from phase 1 of
Covid-19. Our priority in developing this plan is to make sure we can respond to all of the patients that need us, and to support our staffs welfare and wellbeing,
through the challenges ahead this winter.

It sets out what services St. George’s can run within the constraints of its physical capacity and staffing, in line with national guidance and Covid-19 London’s plan for
us to be the intensive care unit (ICU) centre for the system, with capacity for up to 160 ICU beds.

In addition to planning for Covid-19, flu and winter, we also have a responsibility to retain and run a number of services that are critical for the safe care of patients,
which we describe as ‘retained services’, for example cancer surgery, chemotherapy, haematology, women and children’s services, trauma, hyper acute stroke and
heart attack centre services, renal dialysis, cardiac and vascular surgery and outpatients ( both virtual and face—to-face).

We are also planning to run planned care services throughout the winter, which we will only reduce or pause during significant surges in Covid-19 or unplanned care
demand. Learning from phase 1, we are committed to re-providing services, that we might need to reduce or pause, at other Covid-19 London NHS and independent
hospitals where there is capacity to do so -where patients choose this option. We are equally committed to re-starting these services at St. George’s more quickly.

We have reviewed 3 scenarios and developed 3 plans in response, supported by our Clinical Safety Strategy, to make sure we are prepared and ready to respond
positively over the next 6 months to the demands that may be placed upon us:

. Base Case — Plan A ‘Business as Usual (66 ICU beds)
. Intermediate Case — Plan B ‘Balancing Business as Usual with Increasing Covid-19 Demand’ (116 ICU beds)
. High Case — Plan C ‘Balancing Business as Usual with a Super Surge in Covid-19 Demand (140 ICU beds with the option of surging to 160 ICU beds)

During phase 1, we had to repurpose St. George’s for the first wave of Covid-19 patients, which required us to redeploy staff to support ICU and medical wards whilst
continuing to run our ‘retained services’. This resulted in about half of the hospitals’ capacity not being open as we were unable to staff it along with the other demands
placed upon us. Learning from this experience, we are investing significantly in extra staff to make it possible to support Covid-19, flu and winter demands, whilst
keeping all other services running for as long as possible. We are doing this in a way that is consistent with supporting the demands of this winter and the strategy of
Covid-19 London.

We have a fixed level of capacity, which we have stretched to support the ambition of this plan. If the Covid-19 London NHS system requires us to go further,

particularly in relation to a Covid-19 surge in demand greater than that seen in phase 1, we will of course respond positively, whilst agreeing plans to reduce the impact
this will potentially have for patients who would no longer be able to access some of our services during that period.
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Key Principles
» Our plan puts patient safety, staff welfare and staff wellbeing at the heart of everything we do
* We have listened to national patient groups, local staff and patient groups’ feedback and addressed this in our plans as summarised in the diagram below

* In response we have developed 3 strategic objectives which form the key principles that will guide us through the period of this plan as follows:

» Care - patients and staff feel cared for when accessing and providing high quality timely care at St George’s; in how the Trust starts to recovers from Covid-19 and in
how we respond to any future wave

* Culture — we will transform our culture to create an inclusive, compassionate and enabling place to work where staff feel respected and understand their role in the
delivery of high quality clinical care for our patients and service users

» Collaboration - we will engender an ethos of collaborative working across our teams within St George’s and with our system partners to achieve the best outcomes for

patients, building on the spirit of collaboration developed internally and externally through Covid-19 response

Our Plan for Covid-19, Flu and Winter 2020/21
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Clinical Safety Strategy

« Our Plan is based on a Clinical Safety Strategy, developed by the Chief Medical Officer and Associate Medical Director with Divisional Chairs and Care Group

Leads which aims to help us safely navigate the first 3 phases of Covid-19, in line with national guidance— we are now in phase 3.

3.3

» The key elements of phase 3 are set out in the diagram below. Put simply, we are planning to run as many services as possible over the next 6 months at St. George’s,
across South West London NHS and independent sector - so that all patients can access the care they need, when they need it.

» Phases 1, 2 & 3 of the Clinical Safety Strategy are supported by care group risk assessments of patients and their needs, with treatment plans agreed and communicated

Phase 3 Plan — September 2020 to end March
2021 -

with every patient and their GP where clinically appropriate.

Phase 1 Plan — March to end April 2020

O

)

Trust re-purposed to Covid 19, following the
instructions of NHSEI

CovidITU Surge (130 bed use peak)

Covid G&A Surge (300 bed use peak)
‘Retained’ services - Priority 1 and some
Priority 2 Patients, e.g. cancer surgery,
chemotherapy, haesmatology, gynaecoclogy,
maternity, paediatrics, trauma, heartattack and
stroke centres, renal dialysis, unplanned care

Outpatients — maximise virtual whilst continuing
to run services for all specialities

Planned care paused

Our Plan for Covid-19, Flu and Winter 2020/21

Clinical Safety Strategy — Services continued for
Priority 1 patients and re-started for the remaining
Priority 2 and some Pricrity 3 patients

Retained Covid 19 Surge capability— ITU and
G&A Medical beds

Maintained all Retained services and expanded to
include all Pricrity 2 and some Priority 3 patients

Elective theatres increased from 8 to 14 whilst
continuing to run Emergency theatres, a
combined total of 22 of 29 theatres open and
running

Increased Face to Face and Virtual Outpatient
consultations based on patient needs

Increased Therapies and Imaging for Priority 2
and some Priority 3 patients

Supported SWL Elective Re-Start Programme
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Retain Covid 19 surge capability while re-starting
services for all patients (i.e. Priority 1,2, 3 and 4
patients) in all care settings

In September at least 80% of last year's activity for both
overnight electives and outpatient/day case procedures,
rising to 90% in October

This means we need to return to at least 90% of last
year's levels of MRIVYCT and endoscopy procedures,
ambition to reach 100% by October

100% of last year’'s activity for first outpatient
aftendances and follow-ups (face to face or virtually)
from September through the balance of the year

Continue to follow good Covid 19-related practice to
enable patients to access services safely and protect
staff, whilst also preparing for localised Covid 19
outbreaks or a wider national wave

Prepare for winter including by....... sustaining current
MNHS staffing, beds and capacity, while taking
advantage of NHS revenue funding for on-going
independent sector capacity and support, to quickly and
safely discharge patients from MHS hospitals through to
March 2021
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St. George’'s Summary Plans

Base Case — Plan A

Balance ‘All Other’ is 257 Adult Beds

G&A Adult Medical 487 to 530 beds peaking
Jan-Feb 2021

ICU - 66 Beds

Total Beds — 1083

» Fixed bed capacity 1083

» Assumes continue with full range of services for all
patients

» Assumes some Covid-19 patients

» Assumes Infection Prevention & Control limits
capacity in line with activity and financial
forecasts, i.e. we cannot be as productive as
usual

» ‘Retained’ services e.g. cancer surgery and
treatment, trauma, stroke, heart attack, maternity,
adult and paediatric unplanned Priority 1 & 2
patients
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* Guided by our Clinical Services Strategy,
we have modelled 3 scenarios and planned
responses (detail Appendix A):

+ Base Case — Plan A (66 ICU beds)

* Intermediate Case — Plan B (116
ICU beds)

+ High Case — Plan C (140 increasing
to 160 ICU beds)

» Our forecast identifies a 4-8 week peak
period in demand between January and
February in all scenarios.

*  We will be moving between plans A, B & C
over the next 6 months, potentially needing
to flex up and down, pause and re-start, re-
direct and re-provide services in a phased
way. Agility and flexibility will be key.

» Learning from phase 1 - we aimto run at a
higher occupancy rate and to maintain/ re-
start more services at pace either side of
the forecast peak in demand — aiming to
reduce the risks of avoidable mortality.
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In the High Case Scenario — Plan C, we plan 3.3
to have capacity for 140 ICU beds, rising to a
maximum of 160 ICU beds at St. George’s.
Above this level we will not have sufficient
beds to run our retained services.

In all of our plans we have protected
theatres, day surgery and endoscopy,
enabling us to run more services for all of the
patients that need us this winter — whilst
having the capacity to meet the demands of
Covid-19 to the same level as phase 1 earlier
in the year, with the ability to increase this if
needed.

To make this possible we have invested in
more staff and equipment and supporting
infrastructure. This enables us to run more
services at a higher level of occupancy than
we were able to do earlier in the year — when
we had to repurpose facilities and
redeployed staff to meet the unique
challenges of the first wave of Covid-19.

We have developed our own forecasting
capability, giving 7-14 days early warning of
Covid-19 demand, (summary detail Appendix
B).
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St. George’s Summary Plans and Assumptions

Base Case — Plan A

Intermediate Case — Plan B

High Case - Plan C

Balance ‘All Other’ is 257 Beds

Balance ‘All Other’ is 207 Beds

Balance ‘All Other’ is 183 Beds

G&A Adult Medical 487 to 530 beds peaking
Jan-Feb 2021

Total Beds — 1083

Covid-19

G&A Adult Medical 487 to 530 beds

Medical Take

Total Beds — 1083

Covid-19

G&A Adult Medical 487 to 530 beds

Medical Take

Total Beds — 1083

10

Fixed bed capacity 1083

Assumes some Covid-19 patients

Assumes continue with full range of services all patients
Assumes Infection Prevention Control limits

capacity in line with activity forecast

DSU and Ambulatory facilities ring fenced

Emergency and elective patients will not be mixed in
any of our plans

* Fixed bed capacity 1083

* Assumes Covid-19 patients at the same rate as phase 1
and only 50% reduction in medical take

* Requires some cancellation of electives during 4 to 8
week forecast peak demand between Jan and Feb 2021

» Likely to need to use some of the ‘All Other’ beds to
increase G&A medical capacity, especially during the 4-8
week forecast peak in demand

* Does not use DSU, Main Theatres or Endoscopy for ICU
or G&A beds

» DSU and Ambulatory facilities ring fenced

« Emergency and elective patients will not be mixed in any
of our plans

Fixed bed capacity 1083

Assumes Covid-19 patients at a higher rate as phase 1
and only 50% reduction in medical take

Requires some cancellation of electives during 4 to 8
week forecast peak demand between Jan and Feb 2021
Likely to need to use some of the ‘All Other’ beds to
increase G&A medical capacity, especially during the 4-8
week forecast peak in demand

Does not use DSU, Main Theatres or Endoscopy for ICU
or G&A beds

DSU and Ambulatory facilities ring fenced

Emergency and elective patients will not be mixed in any
of our plans
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Flu Vaccination Plan

We have a designated Flu Lead responsible for planning and delivering the flu campaign

Flu campaign will run from 21st September 2020 — 28" February 2021 and preparation for the campaign commenced July 2020

Week commencing 215t September 2020 vaccine delivery. On the day of the vaccine arriving at the Trust the flu clinic will be opened, actual date
within that week is unknown.

Flu jab to be offered to all high risk patients, Trust staff members, clinical or non-clinical and health care university students.

The flu clinic opening hours Monday to Friday 8am — 6pm. This will run from the PALS office, ground floor Grosvenor Wing.

Weekend clinics and pop up clinics will be advertised a week in advance giving date, time and location.

Weekend flu clinic for staff working from home and in shielding. Access to this clinic by appointment only and it will be in the Willow Annex, entrance B
located on the hospital perimeter road off Blackshaw Road.

Details of the staff vaccinated will be uploaded to an Excel data base recorded under the appropriate directorate broken down by staffing groups and
divisions. This will enable a clarity of compliance.

A weekly update will be emailed to CEO, Head Of Nursing, Head of HR, Comms and various other persons as is appropriate. Bi-weekly meetings with
Chief Nursing Officer

Previous year 2019/20 we had 45 peer vaccinators. 2020/21 aim to increase peer vaccinators by 100%, which will include all matrons and heads of
nursing in the Trust.

Projected percentage of vaccination achievement 85% by 30t November 2020 and our ambition is to offer 100% of our staff the flu jab, with 95%
vaccinated 1t December 2020

We will review our progress compared to this trajectory at the weekly Comm Cell meeting and take the action to deliver this necessarily ambitious
target, with performance reported to the Operational Management Group on a weekly basis and the Trust Management Group on a monthly basis

Our Plan for Covid-19, Flu and Winter 2020/21
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Winter Planning
3.3

St. George’s has a well-developed and tested Escalation Surge Capacity Management Plan which clearly outlines what actions are required at each level. It sets out
how St. George’s University Hospitals NHS Foundation Trust will achieve the requirements to safely manage surges in demand in winter 2020/21. In addition, St.
George’s has a Standard Operating Procedure (SOP) for the management of day-to-day operations. This plan incorporates the planning for winter weather and the
implementation of the ‘Winter Watch’ system which operates from 1st November 2020 to 31st March 2021 and comprises four response levels; 0 through to 4.

The ‘surge capacity’ element of the Standard Operating Procedure, can be activated at any time within or outside of the ‘winter watch’ season. This will be led by the
Clinical Site Management team with the support of the on-call management team in response to “front door” pressures and the Trust may choose to initiate certain
actions or parts of the plan in the event capacity issues to assist with the management of vulnerable patients.

The winter and cold weather element of the plan will be activated by pager alerts or email received from the Department of Health (DH), NHS England (London) or the
Met Office either in or out of hours. Operational implementation of the winter plan will be the responsibility of the Clinical Site Management Team, on-call management
team and CWDT division winter coordinators.

Governance (in & out of hours)

The Escalation Surge Capacity Management Plan will be placed on the intranet in the
Maijor Incident Section of the St. George’s Universities Hospitals NHS Foundation Trust
intranet and in the On Call Managers and Directors folder on the L Drive. An up to date
paper copy will be available in the:

» Hospital Incident Coordination Centre (ICC), room G2.099 in St. George’s Hospital

+ EPLO'’s office, Room G2.45

 Clinical Site Management “grab box”, Clinical Site Management, St. George’s Hospital,
room G2.072

« Room 2007, 2" floor, Queen Mary’s Hospital, Roehampton (which has the potential to
act as The Community Services Coordination Centre)

» Strategic On-call equipment

+ Tactical On-call equipment

* On-call Community Service Manager’s equipment
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SECTION 2
Supporting Plans
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Supporting Plans

*  Our Plan for Covid-19, flu vaccination and winter is more ambitious, as we aim to run all of our services throughout winter, only pausing some 3.3
during significant surges in demand and then re-starting them as quickly and safely as possible. This is backed up by a significant investment in
extra staff to make this possible, compared to phase 1.

« It will take the same Team St. George’s spirit that delivered such positive results during phase 1, this time with more patients benefiting from
the full range of care we are here to provide, with many supporting plans to make it all possible.

* This section shares some of our key supporting plans which includes:

*  Quality and Safety

*  Workforce Investment

«  Staff Welfare and Wellbeing

* Infection Prevention and Control

* Planned Preventive Equipment

* Non Invasive Ventilation for Level 2 Patients
*  Covid-19 London Pathology

« ICT

+ Estates and Facilities
Communications

«  Summary of Other Supporting Plans
+ Governance

» This section also includes the forecast impact of this plan in relation to Activity, NHS Constitution Standards and Finance, based on the
assumptions we have used and that we are currently aware of. This year has taught us many things, one lesson in particular is to expect the
unexpected — which we will respond to positively as Team St. George’s, adjusting our plans as needed and these forecasts accordingly.

Our Plan for Covid-19, Flu and Winter 2020/21
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Quality & Safety

Quality and Safety Strategy priorities 2019-24

1. Minimise avoidable harm

2. Improve outcomes for patients

3. Provide patients with an excellent experience
4. Improve staff experience

5. Provide patients with an equity of access and
quality

6. Embed a quality, safety and learning culture

7. Provide and develop pioneering and leading
edge treatments
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We will maintain business as usual to:

Continue to implement our quality and safety objectives for 2020/21

Maintain existing governance arrangements for quality and safety reporting and
monitoring e.g. Patient Safety & Quality Group and Quality & Safety Committee
Maintain reporting on quality and safety key performance measures in the
Integrated Quality Performance Report (e.g. incident reporting, infection control,
avoidable harm, complaints and performance

Conduct root cause analysis on any deviation / deterioration in performance and
implement corrective actions

Conduct bi-monthly engagement meetings with our regulator

Maintain national and local audit programmes and quality surveillance dashboard
for specialised services

Listen and respond to our service users including our primary care partners e.g.
complaints, PALs and GP quality alerts

Provide death certification and bereavement services support, including medical
examiner review and contact with next of kin

In the event of a significant Covid-19 surge we will:

Respond to national recommendations to suspend Quality Surveillance
Programme activity

Apply our visiting policy in a sensitive way that is relevant to the wider context of
Covid-19 infections

Ensure our clinical teams follow the ethical decision making policy

Provide additional resources to the medical examiner’s office and bereavement
services

Trust Board Meeting (Part 1)-24/09/20



Tab 3.3 COVID-19, Flu and Winter Plan 2020-21

Workforce Investment

In phase 1, our staff went above and beyond what could reasonably be expected in response to the Covid-19 demands we faced, to make sure that every Covid-19 patient
that needed our support could access it, whilst continuing to run our ‘retained’ services. This required many staff to work in different roles and different services as we
were asked to prioritise these patients during the pandemic, resulting in many other services being paused as we did not have the staff to keep them going.

3.3

Learning from this, we have invested significantly in extra staff, to make sure we can run the services for all of the patients that need us, while looking after our own frontline
staff’'s welfare and wellbeing, by making sure they are not stretched too far this winter. Some examples of the significant investments we are making are in the table below.
Decisions to redeploy staff to support delivery of this plan at the expense of pausing other services will only be taken in extremis and as a last resort.

Staff group - Investments made M Other actions to mitigate risks

Medical 35 WTE Junior doctors recruited to ICU and started 1st .
August 2020
¢ 12 WTE acute medicine SHOs recruited 6 months fixed-
term
Nursing * Plan agreed to recruit c. 200 WTE ITU nurses to safely .
staff Plan B — 116 ICU beds
* 61 WTE nurses to staff Caesar Hawkins winter ward
AHPs ¢ Included in the ward investments above .
Other clinical * 30 WTE scientific staff being recruited to support .
support expanded Covid-19 and flu testing capacity and
turnaround times
Other * 3 WTE counsellors to support staff wellbeing .

Our Covid-19, Flu and Winter 2020/21
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Anaesthetic
consultant cover

ITU: unable to recruit
due to limited number
of available staff

Ability to recruit

Ability to recruit

Ability to recruit
Affordability

Use of WLI payments

Seek support from South West London ICU Network to redeploy staff from
neighbouring hospitals, with all ICUs working at 1:15 not the current 1:8

Increase the medical specialities contribution to the acute medicine rota as we did
during phase 1

Redeploy medical staff from other service departments where volumes have
reduced

Consultant delivered services 24/7 to release junior doctors as we did in phase 1
Review 7 day working

ITU use of bank payments

ITU and G&A wards: Flex ratios to maximise use of existing staff.

ITU and G&A wards: redeploy staff from other departments where service volumes
have reduced as we did during phase 1

Additional ICU staff recruited in 50 WTE cohorts, with strict EMT control on
authorisation to proceed — long term funding linked to ICU business case

Use of WLI payments
Redeploy AHP staff from other departments where volumes have reduced as we
did during phase 1

Use of WLI payments
Redeploy staff from other departments to do reception or porter duties

Use of Bank Staff

267 of 386



Tab 3.3 COVID-19, Flu and Winter Plan 2020-21

ICU Surge Staffing Plan and Investment

* We are investing in an extra c. 200 WTE ICU nurses to support the delivery of our ICU plans this winter, which will support delivery of our intermediate case Plan B 3.3
116 ICU beds and our longer term ICU investment plans.

* We are mitigating the risk of not being able to recruit by a continuous recruitment approach in phases of 50 WTE at a time, offering bank shifts which ran at 10% of all
shifts filled in phase 1, voluntary 48 hour contracts to existing and newly recruited staff.

» During any peak in demand this winter, we will need to pause some services and will take the opportunity to redeploy these staff to the appropriate ICU and G&A wards.

» If we surge to 136 to 160 ICU beds, we will staff this through a combination of the above mitigating actions and reviewing the staff to patient ratios where this is safe to do

SO.
Current | Current Total Monthly Cumulative Costs
beds beds @ required
@85% | 100%with Base Ben Weir Mckissock Caroline Brodie Comments
occupancy | NHsIratios [l BenWier | McKissock )| Brodie | Belgrave Beds 66 20 1 18 Base hedsinlcude 512
Bedsperarea 61 61 20 12 2 u 140 Medical beds.
skill mix NHSI Ratio |cumulative beds | 6 61 1 101 o 11 505 Cumulative Beds 86 98 116 140
Band 6 CC Nurse - 164 140 46 77 53 55 E731 -
Band 5 CC Nuree o T = g B = i IcU Con.sultant Staffing 150,000 | 383,000 | 800,000 | 1,033,000
Band 5 RN [non CC) 1225 0 145 13 29 55 57 313 ICU Junior Doctor 220,000 210,00 40 0001 e 40, 000 396,000 |+ suppart expanded ICU
p— p = IcU NL.|r5|ng 231,084 | 667468 | 886231 1,179,176 | 1,671,767 footprint,
ICU Sci Tech 160,000 | 235,800 | 352,000 505,600
Gap CC Nurses § ICU Ward Clerk / Houskeepers 61,250 90,650 134,750 193,550
Gap CC Nurses 5 65 25 15 6 12 Covid ITU Cost 471,084 | 1,278,718 | 1,836,681 | 2,705,926 | 3,799,917
Gap Band 3 AN -145 -192 221 -276 -333 Home delivery of
Gap Total Pharmacy Non-Pay 20,833 20,833 20,333 20,833 20,833 |prescriptions, to support
Virtual OP clinics.

Budget staff in wards (assume B] 51 8 Total Monthly Cost 491,017 | 1,299,551 | 1,857,514 | 2,726,759 | 3,820,750
Residual Gap WTE -56 -157 -204 -268 -375
Resicual Gap £ {monthly cost) £231084 W £667,468 | £886,231 51,179,176 | £1,671,767 In Forecast

To Note:

. All budgeted staff for each surge ward will remain on the ward area — the above calculation does not account for any

vacancies.
. Band 5 RN’s could be re-deployed from other ward areas rather than recruited, however this would impact elective
activity.

Our Plan for Covid-19, Flu and Winter 2020/21
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Staff Welfare and Wellbeing

During phase 1 of Covid-19, one of the biggest challenges we faced nationally and here at St. George’s was the injustice some black, Asian and minority ethnic (BAME) 3.3
staff members experienced in the way they were treated by their colleagues and the increased risks they faced in the workplace, compared to other staff groups. In
response and during the peak of phase 1, we held a series of BAME listening events and as a result we have revised our Diversity and Inclusion Action Plan. The Board
and the senior leadership are committed to delivering on the action plan. Monitoring progress on the delivery of D&l activity features on the agenda of every executive
and senior leaders meeting.

Following feedback from our BAME network, we are conducting Covid-19 risk assessments for all staff including any new starters. These are reviewed regularly and
actions implemented accordingly. We are also encouraging our BAME staff to raise issues around racial discrimination by holding structured and facilitated discussions
on race, providing several routes to raise concerns anonymously, including through the freedom to speak up guardian. We are also supporting our BAME network to hold
regular meetings, so that we can agree our priorities for improvement together and become a Trust where every one of us is treated equally and equitably - all of the time.

We have also held several events to gather views from staff on the key lessons from Covid-19 in relation to their health and wellbeing, one of the major themes being a
request to invest in additional counsellors. In addition, the Trust is prioritising the health and wellbeing of staff by putting into place the following key measures:

Area Decision/ Action

Capacity Increased recruitment espedially in Acute Medicine and ICU
Minimise redeployment of staffas much as possible
in heuse development of aternative workforceteams
Keep established teams together and supplement as reguired
Sector wide working in planning
Mock rotas in preparation

New ways ofworking Continue and increase capacity forvirtual clinics— being aware of the impact on accessto care forthe digitalhy
disadvantaged
Tool kit developed for the azsessment of remote working capability
Flexible working policy reviewed

Health and welbeing COVID-19 risk azseszments are buzinezsas usual
of staff Ensure stafftake some annual leave ahead of winter
Investmentin additional counsellors
Social distancing measure in place throughout the organisation
Continued wellbeing hub provision forstaff
Targeted health premetion activity around premeting wellbeing, staving welland accessing support, including targeted
campaigns
Continued investment in the health and wellbeing of staffin line with the People Plan
Reopening of Covid-19 Staff Support Ling if required
Continued development of staffsupport and wellbeing rezources available on the intranet

Educaticn and Staff upskiled during first COVID=1% 2urge captured in databaze
training MAST to be continued and enhanced in preparation for winter

Preservetraining cpportunities for Junior medics as far as possible (avoid redeployment)
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Infection Prevention and Control

Ensure compliance with mask use and etiquette, hand hygiene and PPE use by running education and training programmes for
staff

Increased audits of hand hygiene, mask use and cleaning of environment

Support fit testing programme in conjunction with H&S team

Publish regularly updated IPC protocols and guidance on IPC intranet page, with links to relevant websites / guidance

Support staff and patient influenza vaccination programme, and work with Occupational Health on continually updated Covid-19
testing and protocols

Extended IPC working hours and 7 day / week presence onsite

On-call microbiology consultant 24/7

Participation in mandatory reporting of Healthcare Onset Covid-19 cases, and development of surveillance tool for HO Covid-19
cases with IT to facilitate rapid investigation

Work closely with hospital engineers and clinical teams to risk manage ventilation of clinical areas

Work closely with critical care in development of expanded service and provision of quality care with embedded excellent IPC
practice

Root cause analysis of all HO Covid-19 cases, investigation of clusters and management of outbreaks with developed flow charts
with clearly defined roles and responsibilities

Strive for rapid turnaround time of Covid-19 South West lab results
*  Working with South West London Pathology lab to streamline end-to-end testing to ensure most efficient TAT
Use of Point of care testing (POCT) when available
*  Ensure Covid-19, Influenza and RSV testing as clinically indicated and appropriate isolation or co-horting of patients

Our Plan for Covid-19, Flu and Winter 2020/21
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Personal Preventive Equipment

3.3

» The Trust is looking to build up PPE supplies so that it has adequate supplies in the
FFP3 masks Surgical Disposable event of a second wave of Covid-19, along with the 3 other South West London acute
masks gowns Trusts.
000s 000s 000s » The Trust is aiming to have 1 months worth of stock, based on usage levels consistent
with the last peak.
One months 114 900 39 « The table shows the 3 key items of PPE, what the targeted stock level is, and what the
supply current stock level is. The only area where further action is needed to provide the one
Current stock 80 1,821 42 month stock holding is FFP3 masks. Steps are being taken to close this.
+ The list below details the key actions taken by SGH, the South West London system
Shortfall (44) - = and nationally.

» Trust
+ Establishing demand profile for clinical consumables and equipment with
NHSSC & key suppliers to ensure that any additional winter activity is covered
(based on last 2 years volumes)
* Plan for refresh / review of Brexit No Deal planning — to review key
contracts/suppliers. Risk assessment of supply base (outside of PPE).
» Engage “UK” suppliers where practicable
+ System
» SGH Chief Finance Officer asked to lead South West London procurement
response across next Covid-19 surge
+ Established online portal, central warehouse & small scale logistics for PPE for
the 4 Acutes & others who require it (Primary care etc..)
» Created an additional stock of disposable gowns, masks, face visors
» Holding additional ITU consumables (from CHS and Nightingale overstock)
» National
» Central national procurement and “Push Supply” of PPE stock expected to
continue
» Providing usage and forecast details to ensure consistency of supply where
possible (e.g. FFP3 masks)
» Develop a national stock holding sufficient for 120 days operation.

Our Plan for Covid-19, Flu and Winter 2020/21
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NIV Level 2 Provision in Medicine

The Covid-19 pandemic was the catalyst that changed the way ventilation practices (Aerosol generated procedures [AGPs]) were delivered.
Pre-Covid-19 delivering AGPs were deemed as safe in an open bay, but that is no longer acceptable in terms of infection prevention &
control standards. As a result both ADU and Marnham ward no longer have a suitable area to deliver safe level 2 care for our patients due
to limited side rooms.

The agreed solution for this care through winter will be provided via two level 2 areas within Medicine; one area to support flow from the
front door and the second option to support ITU step-down patients.

Area 1

ADU Level 2 to be re-provided in the Richmond Annexe which will support the patients requiring admission from resus who are not suitable
for ITU, but require Level 2 care on admission. This will allow high risk AAA to continue to be delivered offering same day emergency care
for our patients (SDEC) within the AMU footprint.

Area 2
Marnham ward will be moved to Caesar Hawkins allowing an increase in side rooms to deliver more level 2 care capacity (up to 4 additional

beds) with the ability to flex up and down as required. This would support ITU step down patients who require artificial airwmay management
on a medical ward.

Our Plan for Covid-19, Flu and Winter 2020/21
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Covid-19 London Pathology
3.3

Following NHSE / | guidance - the sector has developed and will implement:

. High throughput capacity plans for 3000 PCR tests per day — turnaround time of 15 hours (24 hours, end-to-end)

. Antibody screening capacity for 3500 serology test per day

. A rapid PCR capability for clinical use of Acute Patient Management of 235 tests per day across network. (There are issues with sourcing and finding rapid
testing capacity - Limited supplies / platforms)

In order to achieve this there is a need for a 24 hour a day service which we estimate will require 30 WTE staff and cost £1.3m per annum for the whole process of
Covid-19 testing (antigen, antibody and rapid) - across reception, Virology, Molecular and Serology labs in Clinical Blood Sciences.

Winter pressures and LIMS deployment programme will present simultaneously during Q3 & Q4 both placing increasing pressure on staff resources to maintain
service delivery whilst transformational IT programme finishes Creation of dedicated Covid-19 lab and team aims to manage these pressures and mitigate risk of
disruption/delay.

The Winter plans developed for NHSE/I determined that all testing be split into 4 groups:

*  Group 1: Pre electives Admission / Asymptomatic Staff & Patients — Covid-19 Only

*  Group 2: Symptomatic Staff / Patients Screen — Covid-19 FLU A/B & RSV

*  Group 3: Symptomatic Patients Multiplex Panel 1

*  Group 4: Symptomatic Patients Multiplex Panel 2

The projected numbers for Group 2 show an incremental daily total of 520 tests @£51 each.

Each Acute trust needs to adopt the same clinical use strategy for Covid-19 testing of electives.

The increased numbers of testing and the shared costs create a material expenditure not previously within the planned budgets of any acute Trust.
. South West London Pathology (SWLP) charges partners £51.00 for POCT Flu A/B.

. Average daily tests 2019/20 = 80 tests. This will increase to 500+ during 20/21

. L5 will incur incremental £4.6m FLU A /B testing charges when adopting Winter Plans

Our Plan for Covid-19, Flu and Winter 2020/21
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ICT: Audio Visual, Outpatient and MDT

Phase 3 Plan — September 2020 to end March
2021

* Network HSCN internet lines increased bandwidth . Network: local actions and architecture
« Network replacement November 2020 adaption for immediate expansion
* Core — data centre « VDI remediation actions
+ Demilitarised Zone Firewall .

Phase 1 Plan — March to end April 2020 3.3

Expanded remote access use

. - » Outlook 365 incremental implementation
* Network replacement incremental remediation to

December 2021
* hubs & cabinets

. Outlook 365 incremental implementation
» Teams initial implementation

« Network switches *  Teams initial work
- Structured cabling + Audio visual facilities limited by current
« Wireless architecture . Audio visual planning
VDI upgrade and compute increase » Virtual outpatients implemented included Attend . Outpatient planning
Anywhere, albeit with limited virtual face to face
+ Outlook 365 incremental implementation & mobile device capacity

management upgrade

» Independent sector sites ICT task force

« Teams incremental implementation and expansion
of functionality
Service desk: Plan A — no further provision needed, Plan B extended hours with

* Resilient solution for audio visual MDTs & additional staffing, Plan C — 24x7 with additional staffing
conferencing facilities

Maijor projects in flight which require evening / weekend downtimes and limited training:

. _Ex;l)adn_d virtu?l ogttpatiednt fatcitl)ilt.iehs _??d catpacit]z/ t « iClip code upgrade
INncCluding maternity, and establisn IT long term ruture o
for Attend Anywhere Network upgrade
- ICT Solution fro Referral Advisory Service St Georges ICT projects for patient movements across South West London:
» Health Information Exchange
* Resilient ICT for independent sector sites » Population Health Management

274 of 386 Trust Board Meeting (Part 1)-24/09/20



Tab 3.3 COVID-19, Flu and Winter Plan 2020-21

Estates, Facilities and Visiting

The estates and facilities team has worked hard to keep all of our hospital sites safe for patients, visitors and staff, in line with national guidance.
Drawing on the learning from phase 1, these are the specific actions we will be continuing or taking over the next 6 months to keep us all safe:

Estates and Facilities

Closures of entrances to minimise access at peak of surge;
then re-opened in phases with manned security service to
support with introduction of masks / face coverings
Additional Security Service for emergency department (ED)
Additional and enhanced cleaning resources to public areas;
ICU and wards

Installation of high numbers of additional hand gel dispensers
and additional waste stream for masks in place.

Covid-19 non-emergency patient transport service in
collaboration with CCG and HATS current transport provider
to meet guidance and ensure safety for patients.

Set up of staff wellbeing hubs with St. George’s Hospital
Charity

‘Stay Safe Campaign’ support with flow markers on site;
seating; signage with communications team; screens where
assessed; additional provision for outpatient areas and office
spaces with cleaning as stepping up continues and joint
working with partners SGUL

Retail; to risk assess all areas and ensure Covid-19
precautions in place

Accommodation — support from partners Ronald McDonald
House; Pelican Hotel and residences for staff requiring
accommodation

Porters, training for staff re-changes in Covid-19

Visiting our Hospitals during Flu, Norovirus and Covid-19 Restrictions

The health, safety and wellbeing of our patients, communities and teams remains our absolute
priority. To help stop the spread of Covid-19, most hospitals stopped or significantly limited visits
due to the pandemic in March 2020. Currently visiting restrictions have relaxed and we are
currently using a staged approach for patients and relatives in relation to visiting. These new
guidelines have been shared with staff and the public to ensure transparency and clarity.
Learning from phase 1, we will be encouraging virtual visiting and patient contact in other ways
this winter:

Use of mobile devices to help relatives stay in contact with their loved ones, encouraging our
patients to have a device available for the duration of their stay. We recognise that not all
patients have access to technology, and we will work with the Charity and wards to assist
these patients.

Ward teams will contact virtual visitors via email and set up a time for their virtual visit.
Relatives / carers can send recordings to the device that can be shared with patients

A Family contact centre —should we have a second Covid-19 surge, PALS team will facilitate
interactions between patients and relatives by completing a greeting/update card which will
then be sent to the ward teams to share with the patient.

Visitors to the hospital will continue in certain circumstances during Covid-19, e.g. End of
Life Care (EOLC) and other patient groups that will be listed in the amended ‘Winter and
Covid-19 Visiting Policy’. A symptom checklist will be completed via the telephone prior to
the ward/department visit being booked and will be completed again upon arrival to the area
of the visit.

Should we have a second Covid-19 surge, the doctor or nominated medical representative
on each ward, will contact each patients next of kin daily, to update them on the status of
their loved one.

Guidance from NHS England will also be followed this winter and any changes to our visiting
policy will be shared with Trust staff.

Our Plan for Covid-19, Flu and Winter 2020/21
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Communications

Background

During the first wave of Covid-19, the communications team quickly adapted to the changing and fast-moving situation and sent daily emails to all
staff for seven weeks; issued regular messages to staff from the Chief Executive; co-ordinated virtual senior leaders’ meetings; developed a
temporary Covid-19 intranet; plus much more.

The communications team also worked hard to keep patients, visitors, the public and key stakeholders updated about our Covid-19 response via a
range of communication channels; including the Trust website, social media, and bespoke briefings. The communications team also engaged
proactively with the media (broadcast, print and online).

While this plan addresses our internal communications, we recognise that many GPs fed-back and asked us to improve our communications with
them, which we will address separately.

Communications survey responses: themes
Our annual internal communications survey includes three questions on how we communicated with staff during the first Covid-19 wave.

The survey closes on 17 September. At the time of writing (25 August), 72.92% of staff surveyed (229) said they found Trust-wide communications
‘extremely or very useful’ during the first wave of the pandemic; with 78.17% of respondents saying they received ‘the right amount’ of information.

Potential areas for improvement identified by respondents so far include:
»  Greater executive/senior leader visibility

* More personalisation of content (e.q. for different staff roles)

» Shorter/more focussed content

* Better use of data and statistics

Our Plan for Covid-19, Flu and Winter 2020/21
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Communications

Exploring opportunities to communicate with staff in different ways 3.3

The outcome of the internal communications survey will inform how we communicate with staff during a second Covid-19 wave; all and any
changes we make need to be evidence-based.

We anticipate using email and intranet as our core communication channels; this is because average read rates for our all-staff bulletins
were very high (61%), and the intranet hosts key clinical guidelines and documentation.

As per the first Covid-19 wave, we will continue to use case studies and staff stories to educate staff about work going on across the
organisation; this helps improve morale, and share learnings across the organisation.

Below, we have set out potential options for improving internal communications during a second Covid-19 — but limits on IT access and
functionality are major considerations (e.g. many staff use VDI, which are not effective for either video, or virtual meetings).

Potential new opportunities for internal communications

Fortnightly* executive briefings via MS Teams open to all staff

Programme of fortnightly* executive visits to areas/departments to talk and discuss challenges/opportunities. Either in
person for smaller ward visits; or via MS Teams for longer Q&As with larger areas/departments

Video broadcast: e.g. CEO/CMO summing up most important developments each week.

Greater use of graphics for communicating data, statistics and ward transformations.

* Frequency dependent on severity of situation
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Summary of Other Supporting Plans

Key Points Supporting Plans

In addition to the supporting plans included in the *  Clinical Safety Strategy — Covid-19
previous pages, we have developed a number of * Ethical Decision Making — Covid-19 - DRAFT

other plans to deliver our Covid-19, Flu and *  Winter Bed Modelling
Winter Plan 2020/21. *  Winter Planning 2020/21

» Business Assurance Framework — Covid-19
These plans are available upon request from » Business continuity in a ‘second surge’:
your divisional management team or via the additional general medical/acute, rehab &
Chief Operating Officer, Chief Medical Officer step down capacity
and Chief Nursing Officer. *  Maternity

* Paediatrics

» Theatres and Anaesthesia
« Endoscopy

*  Outpatients

* Imaging

*  Mortuary

* End of Life Care

Our Plan for Covid-19, Flu and Winter Plan 2020/21
St. George’s University Hospitals NHS Trust
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Activity forecast vs last years activity levels

The below tables shows the forecast levels of activity vs last years levels, by month, against the targets set by NHSE/I.
Note: March prior year activity figure includes impact of Covid-19, hence the high performance vs prior year

Elective and Daycase

EL Target

Sep-20
80%

Oct-20
90%

Nov-20
90%

Dec-20
90%

Jan-21
90%

Feb-21
90%

Mar-21
90%

EL Forecast

81%

85%

90%

90%

90%

90%

138%

Variance

1%

-5%

0%

0%

0%

0%

48%

Elective and Daycase (inc independent sector Oct and Nov)

Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21
EL Target 80% 90% 90% 90% 90% 90% 90%
EL Forecast 84% 90% 94% 90% 90% 90% 138%
Variance 4% 0% 4% 0% 0% 0% 48%
Outpatient

Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21
OP Target 100% 100% 100% 100% 100% 100% 100%
OP Forecast 93% 99% 99% 99% 99% 99% 121%
Variance -7% -1% -1% -1% -1% -1% 21%
Diagnostics

Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21
DG Target 90% 100% 100% 100% 100% 100% 100%
DG Forecast 88% 98% 100% 100% 100% 100% 106%
Variance -2% -2% 0% 0% 0% 0% 6%

Our Plan for Covid-19, Flu and Winter 2020/21
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Elective and daycase forecast activity is at 90% or higher for
November to March, with Octobers activity sitting at 85% which is 5%
below the target.

This is due to challenges stepping up high volume activity on site
(Endoscopy and Neuro daycase) until November.

When including activity that is anticipated to be completed within the
independent sector, the target is achieved in full.

It is important to note that daycase activity is above the 90% target,
with inpatient elective activity continuing to be challenged through
winter, excluding IS capacity.

Outpatient activity falls 1% below the 100% target, due to
anticoagulation activity being in part moved into a primary care setting
following Covid-19, as well as some geriatric activity being referred
back to GP’s due to the risk of this patient cohort coming back on site,
and the challenge of doing this digitally.

Diagnostics is at 100%, with the exception of October, due to the
challenges stepping up endoscopy activity.
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29

Key NHS Constitution Standards

RTT

* The below tables shows the forecast RTT position post in terms of total waiting list, and 52 week+ waits.

» This position is consistent with the activity forecast and expected referrals.

» The position both in terms of total waiting list and 52 week waits peaks at December, before improving through Q4.

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

RTT Waiting List The total number of incomplete RTT pathways at the end of the month | 43,630 | 42,187 47,400 | 48,600 | 49,400 | 49,500 | 50,000 | 50,200 | 49,700

The number of incomplete RTT pathways (patients waiting to start

treatment) of 52 weeks or more at the end of the reporting period 129 274 1,742 2,650 2,350 2,250 2,200 1,950 1,700

Number of 52+ Week RTT waits

Emergency Care

» The Trust has not been required to submit ED performance trajectories as part of the SWL activity return
» The activity numbers show Ed attendances ramping up post COVID, and then decreasing following the 111 initiative
» G&A bed occupancy increases throughout the winter months

Emergency Care Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21
ED Attendances Type 1&2 A&E attendances 5,597 7,688 10,123 | 11,249 | 12,083 | 11,813 | 11,501 9,896 | 10,885
ED Attendances Type 3&4 A&E attendances 732 - - - 1,250 1,129 1,084 1,035 1,108
G&A Beds Average number of G&A Beds available per day 732 837 837 837 837 837 837 837
G&A Beds Average number of G&A Beds occupied per day 399 636 652 652 669 669 711 711
G&A Beds % occupancy 55% 76% 78% 78% 80% 80% 85% 85%

Cancer Performance
» Cancer referrals are expected to increase dramatically in the coming months. This is inline with predications through RM Partners
» The numbers of patients waiting more than 62 days is forecast to decrease inline with Trust recovery plan.

Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21
553 814 1,408 1,500 1,550 1,450 1,550 1,550 1,550

All patients urgently referred with suspected cancer by their GP who
received a first outpatient appointment in the given month

Urgent cancer referrals

Number of patients receiving first definitive treatment following a
Cancer treatment volumes mber ot pat € & 108 133 185 185 200 175 185 200 200
diagnosis within the month, for all cancers

Number of patients waiting 63 or more [Cancer 62 day pathways waiting 63 days or more after an urgent

days after referral from cancer PTL suspected cancer referral at the end of the reporting period

168 253 80 60 60 60 60 60 60
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Financial Management this Winter
3.3

» The normal financial planning and management processes were suspended at the start of the first Covid surge.

» Al NHS organisations have been issued block income totals, and additional top up allocations to ensure that financial balance is achieved. On this basis SGH has
reported financial breakeven across the first 5 months of 2020/21.

*  The “top-up” principle will continue into September, with guidance on how the final six months of the year have yet to be issued by NHSI. This guidance is expected
shortly.

» The Trust has developed a detailed forecast for the whole year which is consistent with the contents in this plan. Naturally, with the complexity of the challenges being
faced this winter, there are likely to be further investment cases that need to be considered by TMG and its sub-groups. This will be brought to the Board and its sub-
committees attention for note or decision based on the scheme of delegation and the forecast will be aligned accordingly. The forecast is currently based on;

o Core expenditure patterns.

o The impact of the first covid surge and its on-going consequences.

o The costs associated with the elective recovery work.

o Excludes costs associated with a second surge of COVID 19 (e.g. ICU nurses), other than where already committed (e.g. ITU Junior Doctors and staff
wellbeing counsellors ). This is consistent with SWL ICS assumptions.

»  This forecast will be submitted to the Trust Board in parallel with this paper. It has also been submitted to NHSI London.

* Itis not in doubt that the NHS is facing an extremely challenging period of time over the next two to three years. While to date money has been provided to the NHS
to maintain financial balance we should not expect this to continue.

*  We should plan for all trusts being expected to take a higher level of responsibility in supporting the delivery of financial breakeven over the coming months.

*  Work is underway to seek ways to improve the forecast produced.

Our Plan for Covid-19, Flu and Winter 2020/21
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Governance

Our Plan for Covid-19, Flu and Winter 2020/21
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The Trust will lead and manage delivery of this plan through its existing management
structures.

The Operations Management Group will lead the operational response for the Trust, with
support from the Patient Safety & Quality Group (Clinical Safety Strategy) and People
Management Group (workforce, staff welfare and wellbeing plans).

The Risk and Assurance Group will seek assurance that this plan is being effectively and
economically delivered, with associated risks sufficiently mitigated to maintain patient, staff
and site operations safety at all times.

When needed, Gold command will be the Executive Management Team led by the CEO or
DCEO, with routine updates and assurance reports provided to the Trust board. Silver
Command will be the Operational Management Group, led by the COO (or CNO/ CMO in
their absence), with routine updates and assurance reports provided to the Executive
Management Team, Trust Management Group and then to sub-committees of the Trust
Board. Bronze Command will be the clinical site operations team, led by the Head of Clinical
Site Operations.

We will follow NHSEI guidance in delivering our clinical and operational response this winter,
using our tried and tested escalation policies to run our services, within the operating
framework set by our Winter Plan 2020/21 and associated NHSEI and South West London
guidance.

Learning from phase 1 - we will communicate through multiple channels, including face to
face (virtual via Teams and lecture theatres where social distancing can be achieved) with
care group leads (CMO/ DCEO led); matrons and AHPs (CNO led); and general managers
(COO led).

During OPEL 4 periods, we will communicate face to face 3 times a week (Mon, Wed, Fri)
through the care group leads meeting with the ‘triumvirates’ (lead doctor, nurse/

AHP and manager), from 0815 to 0900. We will agree joint expectations regards

cascade and feedback arrangements, to improve our communication and

teamwork at every level across St. George'’s.
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Appendix A
Base Case — Plan A,

3.3
Intermediate Case — Plan B
and High Case — Plan C
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Plan A - Base Case Scenario * Plan A Base Case Scenario Assumptions — some Covid-19 activity,

routine winter unplanned care activity, planned care including inpatient , day
case, outpatient and imaging, as we move from phase 2 to 3 of our clinical
safety strategy, providing services for all patients as normal (i.e. Priority 1,2,3
& 4 patients) with enhanced Infection, Prevention and Control measures.

* Plan A - Bed Capacity — we will need to flex our capacity in line with profiled
demand, with a 4-8 week peak period forecast for January and February
2021:

* ICU - peak of 66 beds

* MedCard — peak of 530 G&A medical beds on the Tooting and QMH
sites

* Winter wards to MedCard — Keate (21 beds) and Marnham (28 beds)

+ ‘Retained ‘services has 230 beds in each scenario

« ‘All Other’ beds of 257

+ SCNT — no change to bed base with the exception of winter wards
above

¢ CWDT - no change to bed base

* Plan A - Theatre, Day Surgery, Endoscopy and Outpatients, capacity is
available to run unplanned and planned care services in line with our forecast
activity, including delivery of our trajectories for the NHS Constitution
Standards.

* Plan A — Workforce, learning from phase 1 when we stopped all patient
priority 3 and 4 procedures and planned care services to staff our ICU surge
plan as directed by NHSEI nationally — which resulted in significant under
utilisation of beds, theatres, endoscopy and outpatients capacity — we have
recruited extra doctors and nurses so that we are able to continue running
these services and our ICU services as we surge up and down between Plan
A, B andC.
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Plan A - ICU Capacity phasing

-
L
Total
-
4 Covid +ve
Open Ben Weir
L

Total
20 Covid +ve Flip CTICU/A to Blue
Decant CTICU/ CTICUA to McKissock,
Cardiac Surgery to Floor 2 AMW
17 Total |
[ 41 Covid +ve A
Open Caroline
L Ward as Blue )
17 Total 116
o D
GICU 59 Covid +ve
STJ 1 Flip GICU to blue
\L y
17 Total 116
A N other 77 Covid +ve Flip NICU to
Ward Blue
TBC Decant NICU to Brodie
17 Total | 160 |
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_ ; ; * Plan B Intermediate Scenario Assumptions — Covid-19 follows same profile and medical unplanned
Plan B Intermedlate Scenarlo admissions only reduce by 50% of the reduction seen in phase 1; all care groups running all services (Priority
1,2,3 & 4 patient services for inpatients, day case/ procedures, ambulatory, imaging and outpatients) within
the constraints of the Infection Prevention and Control policy.

Total Bed Base
+ What is different compared to phase 1? We are not planning to use main theatres, day surgery,

endoscopy or outpatient resources (capacity, equipment or staff) for our Covid-19 response, which
means we can keep more capacity open and treat more unplanned and planned care patients. We have
also assumed the medical take only reduces by 50% of the reduction seen during phase 1. Any services that
are paused or re-provided, we expect to be able to re-start 4-8 weeks after the peak Covid-19 demand.

+ Plan B - Bed Capacity — during this period we might need to reduce elective activity as we manage an ICU
to G&A medical bed ratio of 1:12 in the early stage of surge, before it reduces and stabilises at 1:3. This is
because we cannot know with certainty how severe the increase in Covid-19 patients will be at the start of a

surge.
Staff Group Gap * ICU — almost doubles capacity from 66 to 116 beds at peak
(WTE) * MedCard bed base — at the peak, MedCard will need to use ¢ 225 beds for Covid-19 patients.
Critical Care Nurses (CCN) -60 * This leaves c. 515 non-Covid-19 G&A beds, of which 207 are ‘All Other’ beds, which should leave
Registered Nurses (RN) | -274] enough beds for the general medical take
Health Support Workers (HCA) 195 » ‘Retained’ services 230 beds for SCNT, CWDT and MedCard
Pharmacists 12 * Winter wards to MedCard — Marnham (28 beds) and Keate (21 beds), Keate will be last ward to move
. across and re-open to medical patients
Therapists 20
Admin & Clerical 34| | . Plan B - Theatre, Day Surgery, Endoscopy and Outpatients, capacity is available to run unplanned and
planned care services for all services, i.e. planned and unplanned Priority 1,2,3 & 4 patients.
* Plan B — Workforce, learning from phase 1 when we stopped all patient priority 3 and 4 procedures and
Critical Care Nurses (CCN) 11 [ 12 C13 ) 14 planned care services to staff our ICU surge plan - resulting in significant under utilisation of beds, theatres,
Covig |COVidITU. 41, 26 1681 129 endoscopy and outpatients capacity — we have recruited extra doctors and nurses so that we are able to
G&A - Covid 0 0 9 9 continue running these services during phase 3 under this scenario Plan B scenario. Without this investment
General ITU 213 115 2 5 we would have had to stretch our ICU workforce in particular, which might still be needed during sudden
:;"i‘; G&A - Non-Covid 0 0 0 0 surges in Covid-19 or winter demand .
Retained Services - - -

Total Critical Care Nurses (CCN) in
280 280 280 280
Trust (WTE) excl. ringfenced

Remaining Staff in Trust (excl.
retained)
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Plan B - ICU Capacity phasing

-
g
Total
-
4 Covid +ve
Open Ben Weir
g
Total

Total |
[ 41 Covid +ve A
Open Caroline
L Ward as Blue )

Decant CTICU/ CTICUA to McKissock,

20 Covid +ve Flip CTICU/A to Blue
Cardiac Surgery to Floor 2 AMW

116
o D
GICU 59 Covid +ve
STJ 1 Flip GICU to blue
\L y
Total 116
A N other 77 Covid +ve Flip NICU to
Ward Blue
TBC Decant NICU to Brodie

Total | 160 |
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Plan B - G&A Adult Bed Capacity

Atkinson Morley Wing

St James Wing

CPU

A

Caroline
(24)

Belgrave
(24)

CCU HFU
(15)

Ben Weir A

(32)

QMH

Mary
Seacole
(42)
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Cavell
(28)

Chesle

(22)

Allingham
(24)

Marnham
(28)

Rodney
Smith

(28)

Ruth Myles

(13)

don

McEntee
(18)

Amyand
(32)

AMU
(43)

Lanesborough Wing

Dalby
(22)

Caesar
Hawkins
(23)

Champneys
(18) +5

Trevor
Howell
(19)

Gordon
Smith
(12) +7

Heberden
(24)

Nicholls A

(19)

Key
‘ Extra swing Becomes
wards ICU ward
MedCard \‘:Vv;nrtdesr
(470) (49)

During Plan B - wards move from speciality based to Infection Prevention
& Control streamed care - Blue/ Amber/ Green — triggered as soon as we
admit patients into the second designated Covid-19 G&A adult medical
ward.

MedCard has 519 beds (Tooting and QMH sites), including Keate and
Marnham as winter wards, 13 short of the 530 forecast winter bed capacity
needed for medical patients. This 11 bed gap will be mitigated by either
improved flow and discharge or a further SCNT or CWDT ward swinging
across to MedCard during the 4-8 week peak demand period in January and
February. All ambulatory beds are protected under this plan to maintain flow
and access for these unplanned and planned care medical patients. Keate will
be the last ward to open for medical G&A patients to support our elective
surgical activity for as long as possible.

This plan also requires Ben Weir and Caroline wards to become ICU wards
during the forecast 4-8 week peak period in January and February. These
wards will be the last to become ICU wards and this ward capacity will be re-
provided by further SCNT or CWDT wards swinging across to MedCard, if
needed.

SCNT and CWDT will continue to run all ‘Retained’ services (230 beds) and as
much of their other unplanned and planned care services within the ‘All Other’
(207 beds) — which will flex up and down as ICU and G&A medical demand
increases/ decreases.

All staff that need it will be supported with Covid-19 training before the forecast
surge in demand. Rotas’ for the 6 month period from October to March will be
agreed with all staff groups, including planned annual leave to reduce the risk
of fatigue.

G&A adult medical wards re-purposed for Covid-19 will be staffed by their
existing teams.
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Plan B - G&A Medical Covid-19 Bed Capacity

If capacity allows, the first 15

patients can be allocated 3.3
First 15 G&A Mfsﬁﬂife / across various medicine
beds* rooms) wards, without material

impact on workforce

| Upto7 2 6 | Total | 15 |
{ { { { { {
Sequence to open Rod . Marnham _ c
first wards Somir;fny Allingham (i:“ s;:fefea(il o.;;;n Cavell Keate Holdsworth Gunning Haz\’::ii;
L L L L L L
32 28 24 28 28 21 26 28 23 238

* This option covers provision of G&A Covid-19 bed capacity.

* Under current plans, MedCard can cover the first 15 Covid-19 patients with little change in current ward allocation and workforce provision
* Covid-19 wards to remain in SJW where possible Floor 3 then Floor 5

* Level 4 to remain yellow and green for electives and non Covid-19 patients

» Cavell will become Amber if required for additional medicine patient

» Use of McEntee to manage initial patients, until total is 7+ patients and there is impact on CIU patient capacity

* Use Amyand side rooms next and then Rodney Smith and Allingham side rooms

* At 15+ patients cohort into first Covid-19 ward — Amyand

* Marnham ward will be the winter ward and dependant on whether it is staffed as to where it sits in the sequencing

* McEntee can be used for high risk amber patients or patients who have a negative swab but strong clinical presentation indicating Covid-19
» Caesar Hawkins is last in sequencing as in Lanesborough Wing and for ICU step down and ICU Level 2 admission avoidance
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Plan C — High Case Scenario

* Plan B Intermediate Scenario Assumptions — Covid-19 follows same profile and medical unplanned
admissions only reduce by 50% of the reduction seen in phase 1; all care groups running all services (Priority
1,2,3 & 4 patient services for inpatients, day case/ procedures, ambulatory, imaging and outpatients) within

Total Bed Base the constraints of the Infection Prevention and Control policy.

* What is different compared to phase 1? We are not planning to use main theatres, day surgery,
endoscopy or outpatient resources (capacity, equipment or staff) for our Covid-19 response, which
means we can keep more capacity open and treat more unplanned and planned care patients. We have
also assumed the medical take only reduces by 50% of the reduction seen during phase 1. Any services that
are paused or re-provided, we expect to be able to re-start 4-8 weeks after the peak Covid-19 demand.

* Plan B - Bed Capacity — during this period we might need to reduce elective activity as we manage an ICU
to G&A medical bed ratio of 1:12 in the early stage of surge, before it reduces and stabilises at 1:3. This is
because we cannot know with certainty how severe the increase in Covid-19 patients will be at the start of a

surge.
Staff Group SvaTg * ICU —increases capacity further to 140 beds with the option of increasing to 160 beds at the peak
— * MedCard bed base — at the peak, MedCard will need to use ¢ 279 beds for Covid-19 patients (1:3
Critical Care Nurses (CCN) -129 ratio)
Registered Nurses (RN) q + This leaves c. 438 non-Covid-19 G&A beds, of which 183 are for ‘All Other services’ which should
Health Support Workers (HCA) -212 leave enough beds for the general medical take
Pharmacists -12 + ‘Retained’ services 230 beds for SCNT, CWDT and MedCard
Therapists 20 + Escalation ward Nichols or another SCNT ward potentially
Admin & Clerical -54
* Plan B - Theatre, Day Surgery, Endoscopy and Outpatients, capacity is available to run unplanned and
planned care services for all services, i.e. planned and unplanned Priority 1,2,3 & 4 patients.
* Plan B — Workforce, learning from phase 1 when we stopped all patient priority 3 and 4 procedures and
Critical Care Nurses (CCN) T 2 | 13 €y planned care services to staff our ICU surge plan - resulting in significant under utilisation of beds, theatres,
— |Covid ITU 522 280 200 160 endoscopy and outpatients capacity — we have recruited extra doctors and nurses so that we are able to
Covid R . . . . . . . . .
G&A - Covid 0 0 0 0 continue running these services during phase 3 under this scenario Plan B scenario. Without this investment
Ry o = 5 - we would have had to stretch our ICU workforce in particular, which might still be needed during sudden
enera . . .
(':\‘c::d G&A - Non-Covid 0 0 0 0 surges in Covid-19 or winter demand .
Retained Services -

Total Critical Care Nurses (CCN) in
280 280 280 280
Trust (WTE) excl. ringfenced

Remaining Staff in Trust (excl.
retained)
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Plan C - ICU Capacity phasing

-
L
Total
-
4 Covid +ve
Open Ben Weir
L

Total
20 Covid +ve Flip CTICU/A to Blue
Decant CTICU/ CTICUA to McKissock,
Cardiac Surgery to Floor 2 AMW
17 Total |
[ 41 Covid +ve )
Open Caroline
L Ward as Blue )
15| 6 L 17 Total 116
e D
GICU 59 Covid +ve
STJ 1 Flip GICU to blue
\L y
15| 6 17 5 Total | 116 |
A N other 77 Covid +ve Flip NICU to
Ward Blue
TBC Decant NICU to Brodie
15| 6 | 17 | 5 18| 5 . 20 | 12 | 18 | 24 | 20 || Tota | 160 |

Trust Board Meeting (Part 1)-24/09/20 291 of 386



Tab 3.3 COVID-19, Flu and Winter Plan 2020-21

Plan C - G&A Adult Bed Capacity

Atkinson Morley Wing St James Wing

CPU Cavell
(7) (28)
Caroline A Chesledon
(24) (22)
Belgrave Allingham
(24) (24)

CCU HFU Marnham
(15) (28)

Ben Weir A Rod[ley
(32) Smith
(28)
Ruth Myles
QMH (13)
McEntee
Mary (18)
Seacole
(42) Amyand
(32)
AMU
(43)
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Lanesborough Wing

Dalby
(22)

Caesar
Hawkins
(23)

Champneys
(18) +5

Trevor
Howell
(19)

Gordon
Smith
(12) +7

Heberden
(24)

Nicholls A

(19)

Key
‘ Extra swing Becomes
wards ICU ward
MedCard \‘:Vv;nrtdesr
(470)

(49)

During Plan C - wards move from speciality based to Infection Prevention
& Control streamed care - Blue/ Amber/ Green — triggered as soon as we
admit patients into the second designated Covid-19 G&A adult medical
ward.

MedCard has 519 beds (Tooting and QMH sites), including Keate and
Marnham as winter wards, 13 short of the 530 forecast winter bed capacity
needed for medical patients. This 11 bed gap will be mitigated by either
improved flow and discharge or a further SCNT or CWDT ward swing across
to MedCard during the 4-8 week peak demand period in January and
February. All ambulatory beds are protected under this plan to maintain flow
and access for these unplanned and planned care medical patients. Keate will
be the last ward to open for medical G&A patients to support our elective
surgical activity for as long as possible.

This plan also requires Ben Weir and Caroline wards to become ICU wards
during the forecast 4-8 week peak period in January and February. These
wards will be the last to become ICU wards and this ward capacity will be re-
provided by further SCNT or CWDT wards South swing across to MedCard, if
needed.

SCNT and CWDT will continue to run all ‘Retained’ services (230 beds) and as
much of their other unplanned and planned care services within the ‘All Other’
(184 beds) — which will flex up and down as ICU and G&A medical demand
increases/ decreases.

All staff that need it will be supported with Covid-19 training before the forecast
surge in demand. Rotas’ for the 6 month period from October to March will be
agreed with all staff groups, including planned annual leave to reduce the risk
of fatigue.

G&A adult medical wards re-purposed for Covid-19 will be staffed by their
existing teams and supplemented by the medical mega-firms to assure safe
staffing at all times.
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Plan C - QMH

3.3
QMH * QMH provides frailty and neuro rehabilitation services traditionally and provides
additional bed capacity for the MedCard and SCNT divisions. There are also a range of
Mary Seacole outpatient and WiC services provided.
(42)
» Plans are being considered by South West London regarding the future role of QMH,
_ including as an elective centre for the system.

+ This winter our plan is to continue using QMH for medical and neurosciences patients,
keeping the site as Green as possible for non Covid-19 G&A medical patients.

» During phase 1 we developed a series of options including an additional 10 beds on
Gwynne Holford ward, which can be mobilised if needed in extremis.
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Appendix B
Covid-19 Forecasting and Dashboards
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Forecasting and Dashboards

Plan A Plan B Plan C Point at which we 3.3
66 ICU 113 ICU 136 ICU exceed Bed Base » We have developed a forecasting and :
(0 Covid- (75 Covid- (93 Covid- dashboard capability that will give us
19) 1d) 19 advance warning and keep us up to date
with the developing picture — which will be

shared with Divisions and Care Group
teams routinely by the Operational
Management Group.

» Based on phase 1 & 2, the early and later
stages of a Covid-19 surge result in an
ICU to G&A medical bed ratio of 1:12,
before settling at 1:3.

» Forecasting will help us keep ahead of
demand, with 7-14 days advance notice
about whether we need to surge or de-
escalate our Covid-19 response — which
will also help us to re-start at greater pace.

*  We have also developed a model that
shows the impact on the ‘mix’ of our bed
base as we surge and de-escalate (see
chart to the left).

Covid-19 ITU Bed Use per day and Non ITU: ITU ratio

2 z
E o 1 o
«  If we consider Infection Prevention and Control policies alongside the number of ICU beds, S, 100 [(heG8AITU ratiois at [roward the end of a Surge] {5 >
P (i w E t's highest at the start of the G&A ITU ratio is also =
broadly this is what happens to our Bed ‘mix’ as we surge and de-escalate. 23 80 ; higher, partly because 10 €
% § 28 patients are recoyeri g
A At c.180 Covid-19 ICU beds (250 ICU beds total), we are unlikely to be able to maintain a° 20 5 3
sufficient beds for any of our ‘Retained’ services. - 0 0 %’.
o S O O D D DD D
+  This means we will need to make use of South West London and Nightingale capacity for all ,b\q,@’ {b\r&q’ {b\r‘&q’ &Q bg,@’ W b‘\f&% b‘\f&% b\r&% (O\Q,Q (0\(19’1/ o)\q,Q Q)\r&q’ Q)\q,@' Q)\r&q’
services — including excess Covid-19 ICU and Covid-19 G&A medical patients - with the R (f?\Q Q\\Q Qq,\Q RN (@Q q(/),\g Q@\Q o (19@ q:\\Q Qn)\Q S P

exception of ‘retained services, if we exceed the total bed base (see graph) Non ITU : ITU Bed ratio

Covid ITU patients - Tableau
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Covid-19 Early Warning Indicators
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Covid-19 Early Warning Indicators
3.3
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Appendix C
Infection Prevention and Control

Cluster Outbreak Management
And Control Algorithm
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Cluster / Outbreak Management Algorithm

Suspected Covid-19 Outbreak

3.3

v

Infection Control Doctor or on call

J

Infection Control Nurses

Consultant Microbiologist
Out of hours via switchboard

Ext. 2459/2646/0591 or
bleep 6797/6616 Clinical Site Manager

Monitor and
review daily $| Unlinked Cases H

Collect Data: IPC Nurses and ward nurse in charge |

y

CLUSTER S

Cluster or Outbreak confirmed (via ICD and DIPC) OUTBREAK

Inform DIPC and Divisional Leads |

Y

Convene cluster review meeting
Evoke action cards for cluster

| Formulate Action Plan |

| Monitor and review daily |

J

| Closure meeting |

y

| Formal debrief & report |

Inform DIPC and Divisional Leads and
Microbiology Lab

Convene outbreak control meeting to include Formal debrief & report at close of outbreak

HPT. A
Evoke action cards for outbreak South West London mutual aid and
cooperation

T

Inform Occupational Health for staff swabbing, Agree communications messaging for outside
monitoring, exclusion and reporting where Trust
required
Formulate Action Plan S Agree communlca_tllgl:lsst messaging within

Review or meet daily to review progress and >

. . DIPC to agree briefing for NHSI/E
monitor containment measures
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Meeting Title: Trust Board
Date: 24 September 2020 AgendaNo | 4.1
Report Title: Finance and Investment Committee report

Lead Director/
Manager:

Ann Beasley, Chairman of the Finance and Investment Committee

Report Author:

Ann Beasley, Chairman of the Finance and Investment Committee

Presented for:

Assurance

Executive
Summary:

The report sets out the key issues discussed and agreed by the
Committee at its meetings on the 20" August and 17" September 2020.

Recommendation:

The Board is requested to note the update.

Supports

Trust Strategic Balance the books, invest in our future.
Objective:
CQC Theme: Well Led.
Single Oversight N/A
Framework Theme:

Implications
Risk: N/A
Legal/Regulatory: N/A
Resources: N/A
Previously N/A Date: N/A
Considered by:
Appendices: N/A
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Finance and Investment Committee — August & September 2020

The Committee met on 20 August and 17 September. In addition to the regular items on strategic
risks, operational performance and financial performance, it also considered papers on Financial
Planning, Larger Projects, the Procurement Policy, a Committee Effectiveness update, the Investment
Strategy and an SWLP Report.

Committee members discussed the BAF risks on finance and ICT, although noting no change in 4.1
overall risk scoring at present. The Committee continued to commend the achievement of the
Emergency Flow 4 hour target and noted performance in Diagnostics, Cancer and RTT which have
been affected to varying degrees by the COVID-19 pandemic. The Committee discussed current
financial performance, cash management and capital expenditure. The Committee wishes to bring
the following items to the Board’s attention:

1.1 Finance, ICT and Operational Risks — the Deputy Chief Financial Officer (DCFO), the Chief
Information Officer (ClO) and the Chief Operations Officer (COO) gave updates on their respective
BAF risks. ICT discussions referred to data centre and cyber security risks. The Committee explored
joint working with other Trusts in South West London on ICT risk. In the September meeting, the
Finance deep dive discussion focussed on funding sources for capital and the Operational Risk
section focussed on IT as an enabler to operational performance.

1.2 Estates Report — in August the Director of Estates & Facilities (DE&F) introduced the paper on
Estates which gave a more comprehensive update on the Premises Assurance Model (PAM). The

Committee thanked the DE&F for the report and discussed the importance of completing the PAM,

and using a dashboard approach to the reporting of risk.

1.3 Activity Performance — the COO noted the gradual increase in elective and day case activity
following the relaxation of COVID-19 restrictions. In September the COO noted expectations on
delivery of September activity targets as part of the new phase 3 regime.

1.4 Emergency Department (ED) Update — the performance of the Emergency Care Operating
Standard was recorded at 96.5% in July, with attendances 33% lower than the same period last year.
August performance was 94.8%, with attendances 26% lower. The Committee commended this
excellent performance.

1.5 Diagnostics Performance — the COO noted the impact of the Royal College of Radiologists’
national guidance on the continued postponement of some diagnostics owing to COVID-19.
Diagnostics performance did however improve in July, with 34.2% of patients having a Diagnostic wait
of over 6 weeks compared with the previous month’s 37.6%. August performance was 28.8%.

1.6 Cancer Performance — the COO noted that the Trust met 3 of the 7 cancer targets in June,
including the two-week target in Cancer performance. Performance was still challenged against the
62-day target, where patient choice and COVID related delays have impacted. In July the Trust met 2
of the targets, with 14-day performance challenged by increased patient numbers.

1.7 Referral to Treatment (RTT) Update — the performance against the RTT target was discussed,
where performance in June of 55.7% was below the previous month’s value of 63.8%, and the number
of 52 week waits of 554 was more than the previous month’s 274. The size of the waiting list (including
QMH patients) was 42,672 patients. The COO noted performance in July, where 825 52-week waits
had been observed, a waiting list of 44,117 was recorded and the performance percentage was
52.7%, as elective activity slowly increases from the levels seen in the pandemic. The Committee
discussed this in detail, including the number of 52 week waits, the use of the private sector, and the
support given by South West London.

Trust Board Meeting (Part 1)-24/09/20 301 of 386



Tab 4.1 Finance and Investment Committee Report

302 of 386

1.8 Winter Plan — the COO presented the Trust’s winter plan in September and committee discussion
focussed on the challenges of recruitment and the use of staff across South West London to best
support the increased need of ITU capacity. The Committee endorsed the plan and recommended
it to the Trust Board.

1.9 Financial Performance- the DCFO noted performance in month 4 of breakeven, following a
£5.4m top-up accrual to offset the deficit position as per central guidance. He noted that £2.9m of
COVID costs had been incurred, with a £3.4m shortfall in block income and £0.9m of underspends
due to reduced ‘business as usual’ activity owing to COVID (although this underspend has reduced
significantly in M4). M5 performance was very similar; the same top-up value as M4 was noted and
COVID costs were slightly lower.

He also noted that the cash balance at the end of July was £44.8m and August £53.1m against a plan
of £3.0m owing to receipts of an extra month of block values YTD each month, and that capital
expenditure was under plan by £3.4m in July and £5.6m in August, with COVID costs as yet
unconfirmed by NHSI/E.

1.10 Capital Update— the DCFO introduced the Committee to the paper providing an update on
capital in September that asked the committee to endorse the original full £50.0m plan following likely
confirmation of budget from the Critical Infrastructure Fund (CIRF). The Committee discussed the
challenge of finding a mechanism for transferring cash between trusts in South West London, as well
as the differences between CDEL and cash allowance.

1.11 Financial Forecast- the DCFO introduced a paper work undertaken to develop the Trust’'s
bottom line financial forecast for 2020/21 in September. The Committee noted the latest guidance on
the Phase 3 regime, and the likely financial implications of this on month 7 to 12. The Committee also
discussed the increased emphasis on system working in the new guidance.

1.12 Projects Update — the DCFO introduced papers updating on some of the larger projects that the
trust is working on at the moment.

1.13 Procurement Policy — the Associate Director of Procurement (ADP) updated the committee on
changes made to the latest Procurement Policy. The Committee approved the new policy subject to
minor governance checks being undertaken.

1.14 Committee Effectiveness Update — the DCFO introduced the paper updating on the committee
effectiveness actions from February's committee.

1.15 SWLP Report — the DCFO introduced the Q1 SWLP report for 20-21 which was noted by the
committee.

2.0 Recommendation

2.1 The Board is recommended to receive the report from the Finance and Investment Committee for
information and assurance.

Ann Beasley

Finance & Investment Committee Chair,
September 2020
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Meeting Title: TRUST BOARD

Date: 24 September 2020 Agenda No. | 4.2
Report Title: M5 Finance Report 2020/21

Lead Director/ Andrew Grimshaw, Chief Financial Officer/Deputy Chief Executive
Manager:

Report Author: Tom Shearer, Deputy Chief Financial Officer

Michael Armour, Financial Planning

Presented for:

Update

Executive
Summary:

The Trust has been requested to report a breakeven financial position at M5 by
NHSE. This has been achieved through an income “top up” accrual to offset any
deficit position, as per central guidance.

The reported position at M5 includes £15.2m of COVID costs (£2.8m in-month) and
£21.3m of Income Top Up (£5.4m in-month). The underlying position, therefore, is a
£6.0m deficit to date (£2.6m deficit in-month).

This is made up of £17.1m shortfall in block income vs Trust budgeted costs (£3.4m
in-month), as set out in the Trusts interim plan for 20/21, offset by £11.1m (£0.8m
in-month) underspends and lower income due to significantly reduced BAU activity
due to COVID.

The Trust Cash balance is £53.1m which is £50.1m favourable to plan.

The Trust has spent £19.2m of capital at month 5, against a plan of £24.8m (values
including COVID). The YTD COVID plan is £11.8m, with COVID cost £6.1m. The
non-COVID capital spend is therefore £0.1m overspent, with £13.1m spend against
the plan of £13.0m.

Recommendation:

The Trust Board is asked to note the Trust’s financial performance at M5.

Supports

Trust Strategic Balance the books, invest in our future.
Objective:
CQC Theme: Well-Led
Single Oversight N/A
Framework Theme:

Implications
Risk: N/A
Legal/Regulatory: N/A
Resources: N/A
Previously Finance & Investment Committee Date 17/09/2020
Considered by:
Appendices: N/A
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Outstanding care
every time

Financial Report Month 05 (August 2020)

Trust Board

Chief Finance Officer

24t September 2020
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Executive Summary

Month 05 Financial Position

* The Trust has been requested to report a breakeven financial position at M0O5 by NHSE&I. This has been achieved through an

. - - . 4.2
income “top up” accrual to offset the deficit position, as per central guidance.

* The in month reported position at MO5 includes £2.8m of COVID costs and £5.4m of Income Top Up. The underlying position,
therefore, is a £2.6m deficit (excluding COVID costs).

* This £2.6m deficit is made up of £3.4m shortfall in block income vs Trust budgeted costs, as set out in the Trust’s interim plan
for 20/21, offset by £0.8m of underspends and lower income due to significantly reduced BAU activity due to COVID.

* The Trust has received top up income covering the underlying deficit in full for M1, although the M2 & M3 payment was short
by the value of bad debt provision included YTD. This is being queried with NHSI/E for resolution (expected in the coming
month), and is accrued into the position as per national guidance.

* The Trust has spent £19.2m of capital at month 5, against a plan of £24.8m (values including COVID). The YTD COVID plan is
£11.8m, with COVID cost £6.1m. The non-COVID capital spend is therefore £0.1m overspent, with £13.1m spend against the
plan of £13.0m.

* The Trusts cash balance at M5 was £53.1m. This is significantly higher than the £3m usually held by the Trust due to two
months block payment being received in M1. The Trust is actively trying to ensure suppliers are paid in good time.

Financial Report Month 05 (August 2020) O ey e
St George’s University Hospitals NHS Foundation Trust
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1. Month 05 Financial Performance

Month 05 Financial Position
Guidance from NHSE&I states that the Trust should report a breakeven position in August, which is achieved by an income top up accrual

to balance the position.

Full Year M5 M5 M5 YTD YTD YTD
Budget | Budget | Actual |Variance | Budget | Actual |Variance

(Em) (Em) (Em) (Em) (Em) (Em) (Em)
Income SLA Income 785.5 65.4 62.0 (3.5) 327.3 310.0 (17.3)
i Other Income 162.8 13.8 12.5 (1.3) 67.9 60.8 (7.1)

Excluding

CoVID Income Total 948.3 79.3 74.5 (4.8) 395.2 370.8 (24.4)
and Expenditure Pay (581.2) (48.6) (47.7) 0.9| (242.5)| (234.5) 8.0
Income Non Pay (327.9) (27.3) (26.1) 1.3] (136.4)| (126.0) 10.4
Top Up Expenditure Total (909.2)| (76.0)] (73.8) 2.2 (378.9)| (360.5) 18.4
Post Ebitda (39.1) (3.3) (3.3) (0.0 (16.3)] (16.3) 0.0
Grand Total (0.0) (0.0) (2.6) (2.6) (0.0) (6.0) (6.0)
coviD |covib Pay 0.0 0.0 (1.6) (1.6) 0.0 (8.3) (8.3)
and Non Pay 0.0 0.0 (1.2) (1.2) 0.0 (7.0) (7.0)
Income |(Total COVID 0.0 0.0 (2.8) (2.8) 0.0 (15.2) (15.2)
Top Up |Income Top Up SLA Income 0.0 0.0 5.4 5.4 0.0 21.3 21.3
[Reported Position | (00 (0.0)] 0.0] 00] (0] (0.0] (0.0)]

The tables above show the reported financial position excluding COVID costs and Income Top Up, and also show these exceptional items

separately.

The YTD financial impact of COVID on the Trust from additional expenditure is £15.2m.
The YTD income top up value is £21.3m, which brings the position to breakeven.
Excluding COVID costs, and excluding the income top-up accrual, the Trust’s YTD position would be £6.0m adverse to plan. This is due to
the shortfall in block income of £17.1m being offset by £11.1m of underspends and lower income as a result of not undertaking BAU

activity because of COVID.

Financial Report Month 05 (August 2020)
St George’s University Hospitals NHS Foundation Trust
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4
2. Balance Sheet as at August 2020
Statement of Financial MO5 August-20 MO5 FY20-21 YTD Statement of Financial Position
Positi FY 19-20 FY20-21 YTD . . . ..
osttion Audited Actual * Fixed assets have increased by £7.9m since March-20. This includes the
Mar-20 (£m) (Em) Variance impact of depreciation and capital expenditure YTD. 4.2
Fixed assets 426.9 434.8 7.9 * Stockis £1.2m lower compared to Mar-20.
Stock 11.9 10.7 (1.2) * Debtors has decreased by £5.8m since March 2020.
Debtors 93.7 87.9 (5.8)
* The cash position is £49.6m higher than reported at year end in March-
Cash 3.5 31 49-6 20. This is due to the block contract payment for September-20 received
Creditors (94.0) (161.3) (67.3) in advance in August-20.
Capital credit (22.5) (6.2) 16.3 ) o
paDF():I daivccrfed'i:;: 0.0 0.0 0.0 * Cash resources are tightly managed monthly to meet the £3.0m minimum
Int payable creditor (0.1) (0.2) (0.1) cash target at the end of the year.
Provisions< 1 year (0.3) (0.3) 0.0
Borrowings< 1year (322.5) (330.6) (8.1) * Creditors are £67.3m higher than the figures reported at year end in
et current assers/abiie 5303 Ga59) ) March-20. This increase includes deferred income held on account to NHS
) ) ' England for the receipt of September-20 fund received in advance.
P isi 1 2.5 2.8 0.3 . . . .
rovisions=Zyear (23 28 (2 * Capital creditors are £16.3m better than March-20. This is due to
Borrowings> 1 year (69.9) (59.7) 10.2 payment of year end capital invoices.
Long-term liabilities (72.4) (62.5) 9.9
* Department of Health (DoH) has confirmed the conversion of £325m of
:::::;Ztss <oty 282 22id = both capital and revenue loan to PDC from the 1st September-20. PDC
will increase to £462m in month 6 after conversion leaving the Trust with
Public Dividend Capital 135.7 136.9 1.2 outstanding loans of £11.7m for capital as shown on slide 12g.
Retained Earnings (226.5) (226.6) (0.1)
Revaluation Reserve 113.8 113.8 0.0
Otherreserves 1.2 1.2 0.0
Total taxpayer's equity 24.2 25.3 1.1
Financial Report Month 05 (August 2020) e e

St George’s University Hospitals NHS Foundation Trust
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3. YTD Analysis of Cash Movement

MOS5 YTD
FY 20-21
Actual
Statement of Cash Flow £m
Opening Cash balance 3.4
Income and expenditure deficit (0.1)
Depreciation 11.5
Interest payable 52
PDC dividend 0.0
Other non-cash items (0.1)
Operating surplus/(deficit) 16.5
Change in stock 1.2
Change in debtors 5.8
Change in creditors 67.3
Change in provisions 0.3
Net change in working capital 74.6
Capital spend (excl leases) (19.2)
Capital Creditors (16.3)
Capital donation 0.0
Interest paid (5.1)
PDC dividend paid/refund 0.0
Interest Received 0.0
Net change in investing activities (40.6)
PDC Capital Received 1.1
PDC Capital Paid 0.0
DH Loan YE Accrued Interest Reversal (1.3)
Capital Loan repaid (0.3)
Other Loans/ PFIl /finance lease repayme (0.3)
Net change in financing activities (0.8)
Cash balance as at 31.08.2020 53.1

Financial Report Month 05 (August 2020)
St George’s University Hospitals NHS Foundation Trust
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MO05 FY20-21 YTD cash movement

* The cumulative M05 20-21 I&E deficit is £0.1m. (*NB this includes the impact
of donated grants and depreciation which is excluded from the NHSI
performance total).

* Within the I&E deficit of £0.1m, depreciation (£11.5m) does not impact cash.
The charges for interest payable (£5.2m) are added back and the amounts
actually paid for these expenses shown lower down for presentational
purposes. This generates a YTD cash “operating surplus” of £16.5m.

* Net change in working capital has increased to £74.6m in MO05. This is due to
major movement in creditors of £67.3m which is due to the deferred income
as a result of Covid-19. Stock level is decreased by £1.2m in M05 as compared
to March-20.

* DH capital loan repayment of £0.3m repaid in May-20 and LEEF loan payment
of 0.739m in June-20.

* PDC amount of £1.1m received in July-20 for Capital.
August-20 cash position

* The Trust achieved a cash balance of £53.1m on 31st August 2020, £50.1m
higher than the £3m minimum cash balance required by NHSI. This is due to
September-20 block contracts income received in advance in August-20.

Outstanding care
every time
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Tab 4.2 Finance Report (Month 05)

4. M05 Capital 6

* The table below shows capital spend year to date of £19.2m against a plan of £24.8m. This includes £6.1m of costs
associated with COVID 19 against a plan of £11.8m. )
* The key reason for the underspend is the delay in delivery of some medical equipment associated with COVID 19.

TOTAL - CAPITAL EXPENDITURE POSITION

Internal MO05 MO05 MO05
Budget MO1 MO02 MO3 MO04 MO5| YTD budget YTD exp YTD var
Spend category £000 £000 £000 £000
Infrastructure renewal 11,600 742 692 1,147 452 464 3,011 3,497 -486
P22 10,000 47 72 560 793 1,322 3,324 2,794 530
Major projects 14,400 802 186 108 594 380 1,523 2,070 -547
T 6,500 1,736 1,335 (933) 753 425 3,710 3,316 394
Medical equipment 2,000 224 233 100 82 58 422 697 -275
Leases 5,000 904 (904) 365 225 147 1,000 737 263
SWLP 500 - 108 (108) - - - 0 0
Total 50,000 4,455 1,722 1,239 2,899 2,796 12,990 13,111 -121
COVID 20,623 1,595 1,441 766 1,976 329 11,805 6,107 5,698
Total inc COVID 70,623 6,050 3,163 2,005 4,875 3,125 24,795 19,218 5,577
Financial Report Month 05 (August 2020) e e

St George’s University Hospitals NHS Foundation Trust
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Tab 5.1 Corporate Objectives Update

Meeting Title: Trust Board
Date: 24 September 2020 Agenda No | 5.1
Report Title: Corporate Objectives 2020/21

Lead Director/

Suzanne Marsello, Chief Strategy Officer

Manager: Andrew Grimshaw, Deputy Chief Executive/Chief Finance Officer

Report Author: Sarah Brewer, Head of Business Planning

Presented for: Assurance

Executive Every year as part of the annual business planning round, the Trust agrees a
Summary: set of Corporate Objectives for the forthcoming year. Whist work had

commenced at the start of the year on developing objectives for 2020/21, this
was paused due to Covid-19. The Trust therefore does not yet have an agreed
set corporate objectives for 2020/21.

The Executive Management Group together with the Divisional Triumvirates
have worked together during the summer to propose some objectives for the
remainder of the year which reflects where the organisation is at the current
time i.e. starting to recover from phase 1 of Covid-19 whilst continuing to plan
for a potential second wave, flu and winter.

It was therefore agreed to focus on a smaller set of priority areas to provide
clear direction to staff on the objectives for the remainder of the year. The
areas being proposed are:

Care (Lead: Chief Nursing Officer with support from the Chief Medical Officer)
Culture (Lead: Deputy Chief Executive with support from the Acting Chief
People Officer)

Collaborate (Lead: Chief Operating Officer with support from the Chief People
Officer )

(Full details are set out on pages 5-7 of the attached paper)

Alignment with clinical divisional and corporate strategy implementation
plans: The corporate objectives have also been considered alongside the
clinical divisional and corporate strategy implementation plans for the
remainder of 2020/21 to ensure there is appropriate triangulation particularly as
the strategy implementation plans will be the main delivery vehicle for the
corporate objectives with progress reported to Trust Board. (See separate
Board paper on Strategy Implementation Plans 2020/21)

Alignment with the Board Assurance Framework: The proposed corporate
objectives have been reviewed against the BAF Strategic Risks to ensure
alignment. (The specific strategic risks and links to the proposed corporate
objectives are set out in detail in page 9 of the attached paper)

Staff Engagement: The draft corporate objectives have been tested with a
cross section of clinical, non-clinical and corporate staff. Details of the staff
engagement carried out and feedback is set out on page 11 of the attached
paper.

High level messages includes:
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Tab 5.1 Corporate Objectives Update

e Staff agree with having a smaller set of priorities to focus on

e Like the 3 Cs - easy to remember and the areas are things that most
people can buy into

o These need to be communicated to staff in the right way — presentation
and language to ensure they mean something to all staff

o Need to be presented in a way that is doesn’t feel like it is being ‘done’
to staff

e It can be difficult for some corporate teams to see how their role fits into
corporate objectives particularly if they appear quite clinically focussed.
This needs to be addressed in how these are then cascaded to teams

Next Steps

One of the aims in developing the objectives was to ensure that they provide
opportunity for ALL staff, no matter what role in the Trust, to recognise the part
they can play in delivering these — therefore, subject to Board approval, work
will commence to develop a clear engagement and communication plan
to cascade these to staff and ensure they are translated in a way that ‘speak’ to
all staff

Delivery of the objectives will also be linked to personal objectives and
appraisals to ensure ownership across the organisation and empower staff
to play their part

5.1

Recommendation:

Trust Board is asked to review and agree the proposed corporate objectives
and proposed next steps.

Supports

Trust Strategic

Treat the patient, treat the person; Right care, right place, right time; Balance

Objective: the books, invest in our future; Build a better St. George’s; Champion Team St.
George’s; Develop tomorrow’s treatments today
CQC Theme: Safe: you are protected from abuse and avoidable harm; Effective: your care,

treatment and support achieves good outcomes, helps you to maintain quality
of life and is based on the best available evidence.; Well-Led

Single Oversight Strategic Change
Framework Theme:
Implications
Risk:
Legal/Regulatory: N/A
Resources: N/A
Equality & The proposed corporate objectives are expected to have a positive impact on
Diversity: equality & diversity, with an explicit focus on delivering and measuring
improvement in this area.
Previously Executive Management Meeting Date: 2rd &10™ August and 1% and

Considered by:

14" September

12™ August and 9"
September

Trust Management Group

Appendices:

Proposed Corporate Objectives for 2020/21

Trust Board Meeting (Part 1)-24/09/20
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Outstanding care
every time

Corporate Objective Refresh — Trust Board 24" September

Suzanne Marsello, Chief Strategy Officer

Andrew Grimshaw, Deputy Chief Executive/Chief
Finance Officer

Author: Sarah Brewer, Head of Business Planning
8th September 2020

312 of 386 Trust Board Meeting (Part 1)-24/09/20



Tab 5.1 Corporate Objectives Update

Corporate Objective Refresh 2020/21

Introduction

Every year the Trust agrees corporate objectives for the forthcoming year as part of the annual business planning process. Work had commenced on developing a set of
corporate objectives for 2020/21 for Trust Board to approve but this work was paused due to Covid-19. The organisation therefore does no yet have an agreed set of

corporate objectives for this year.

The Executive Management Group together with the Divisional Triumvirates have worked together over the summer to agree some corporate objectives for the
remainder of the year which will provide direction to the whole organisation particularly at a time of uncertainty as the Trust is starting to recover from the first phase of
Covid-19, whilst at the same time continuing to plan and be prepared for a potential second wave and winter.

With this aim in mind, the objectives being proposed are focussed around three priority areas:

CARE Patients and staff feel cared for when accessing and providing high quality timely care at St Georges; in how the Trust starts to
recovers from Covid-19 and in how we respond to any future wave

Transform our culture to create an inclusive, compassionate and enabling place to work where staff feel respected and understand
CULTURE their role in the delivery of high quality clinical care for our patients and service users.

We will engender an ethos of collaborative working across our teams within St George’s and with our system partners to achieve
COLLABORATE the best outcomes for patients, building on the spirit of collaboration developed internally and externally through Covid-19
response

Further details including specific actions for each of the 3 priority areas are set out in slides 5-7
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Corporate Objective Refresh

Alignment with Divisional and Corporate Strategies

The corporate objectives have also been considered alongside the divisional and corporate strategy implementation plans agreed for the remainder of 2020/21 to ensure there is
appropriate triangulation particularly as the strategy implementation plans will be the main delivery vehicle for the corporate objectives with progress reported to Trust Board (see separate
Board paper on Strategy Implementation Plans 2020/21)

Alignment with the Board Assurance Framework (BAF)

The proposed corporate objectives have been reviewed against the BAF Strategic Risks to ensure alignment . The specific strategic risks and links to the proposed corporate objectives are
set out in detail in slide 9

5.1
Staff Engagement

The proposed corporate objectives have been developed in a way that makes them applicable to all staff groups .The proposed objectives have been tested with a cross section of
clinical, non-clinical and corporate staff through informal engagement sessions held during August. Further details and specific feedback is set out on slide 11.

High Level Feedback:

» Staff agree with having a smaller set of priorities to focus on

+ Like the 3 Cs - easy to remember and the areas are things that most people can buy into
» These need to be communicated to staff in the right way — presentation and language to ensure they mean something to all staff and avoid use of ‘trigger’ language
* Need to be presented in a way that is doesn'’t feel like it is being ‘done’ to staff

+ It can be difficult for some corporate teams to see how their role fits into corporate objectives particularly if they appear quite clinically focussed. This need s to be addressed in how these
are then cascaded to teams

Next Steps

One of the aims in developing the objectives was to ensure that they provide opportunity for ALL staff, no matter what role in the Trust, to recognise the role they can play in delivering these —
therefore, subject to Board approval, work will commence to develop a clear engagement and communication plan to cascade these to staff and ensure they are translated in a way that
‘speak’ to all staff. This will include setting out some illustrations of what it might mean for staff at different levels and in different roles

Delivery of the objectives will also be linked to personal objectives and appraisals to ensure ownership across the organisation and empower staff to play their part
3
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Corporate Objectives

Detailed Plans

5.1

Corporate Objective Refresh — Trust Board 24th September Outstanding care
every time
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Corporate Objective Refresh -Care
Trust Strategic Objective

Care

This year’s Trust objective (what exactly are we wanting to do this year?) Lead: Chief Nursing Officer Support: Chief Medical Officer

Patients and staff feel cared for when accessing and providing high quality timely care at St Georges; in how the Trust starts to recover
from Covid-19 and in how we respond to any future wave

What are the actions we need to take? What does this include?

* Planning and preparedness - Drawing on the learning from Covid-19, and working with partners, the Trust will ensure there is a robust winter/surge plan in place that is agile to meet fluctuating demands. This will include 5 1
ensuring staff have the necessary skills to be able to respond to a further wave of Covid-19. Implement Infection Prevention Control standards through a harmonised approach with partners across SWL. )

« Supporting our staff — a structured package of health and wellbeing support will be available to staff. Staff will have access to appropriate Personal Protective Equipment, risk assessments and flu vaccinations.

« Recovering and maintaining services — We will deliver national targets in waiting times including, were possible maintaining specialist, regional services such as national screening programme and tertiary referral services.
We will ensure same day emergency/ambulatory pathways are maintained.

« Communication - Communicate effectively with our patients and visitors regarding the safe access to Trust services, detailing measures the Trust has implemented and actions patients can take to ‘stay safe’ and we will
work with system partners and South West London to standardise patient information regarding the accessing of health services

*  New ways of working — develop new roles and ways of working, this will include continuing to optimise IT and investment in new equipment.

What do we want you to do (what are the outcomes, actions we want) What else can you, your team or your department do to help? (for our staff to complete)

* Think about how your service can support the front line and the delivery of first class care for all our patients

« Engage with winter /surge planning sessions.

« Work to ensure the safety of our patients through effective governance at care group level.

« Support new ways of working; organisational projects by developing ideas within your service.

* Promotion the Health & Wellbeing of yourself and your colleagues; e.g. covid risk assessments, flu
vaccinations and wellbeing

* Speak openly about your concerns and experience at work.

How will we know we have been successful? What will we measure?

Patient Outcomes: Staff outcomes :
* Meet waiting time targets »  Workforce is able to flex to peaks in demand
* Nosocomial Infections in line with target * Increased use of the Freedom To Speak Up Guardian and Champions
* Reduction in avoidable harm and death associated with missed opportunities when compared with 2019/20 + Improved health and wellbeing support for staff; timely access to Occupational Health and staff
« Performance against recovery targets for specialties i.e. endoscopy psychological support
« Number of outpatient appointments accessed virtually *  90% of staff have had the Flu Vaccination
* Incident of nosocomial infections * % of staff risk assessments completed against 100% target
5

316 of 386 Trust Board Meeting (Part 1)-24/09/20



Tab 5.1 Corporate Objectives Update

Corporate Objective Refresh Culture

Trust Strategic Objective

Culture

This year’s Trust objective (what exactly are we wanting to do this year?) Lead: Deputy CEO Support: Acting Chief People Officer

Transform our culture to create an inclusive, compassionate and enabling place to work where staff feel respected and
understand their role in the delivery of high quality clinical care for our patients and service users.

What are the actions we need to take? What does this include? 5 1
. Undertake a culture diagnostic led by our staff and share the findings, making connections to related work and to the Collaborate and Care objectives.

. Listen to our staff and jointly agree with them where we need to focus our efforts on changing the culture and what this means in terms of individual and collective behaviour;

. From this work we hope to be able to:

o Agree actions to change our culture and work with all staff to ensure they understand their role and the behaviour needed to improve patient care;
o Develop all our leaders at every level within the Trust to ensure that they have the behavioural capability and capacity to be truly inclusive, responsible, compassionate and effective leaders.
o Agree plans with all departments to improve our systems and processes to make day to day activities simpler, more efficient and effective — making it easier to do the right thing, behaviourally.

. With our staff pick a few things we need to change and complete these. Establish the behavioural pattern of doing a few things well rather than try and change everything and fail.

. Review/redefine the Trust values and consider how these values will manifest themselves as behaviours in how we interact with one another.

. Create high performing, patient centred teams; align support and resources of diversity & inclusion, quality improvement, Leadership Development and wider education initiatives to support behaviour change
in team work.

What do we want you to do (what are the outcomes, actions we want) What else can you, your team or your department do to help? (for our staff to complete)

. Support the culture diagnostic and action plan; to engage positively in this

3 Work with your team to agree ways to help deliver this plan. Play an active role in our improvement journey

. Discuss issues and concerns openly and constructively. Listen to your colleagues

. Be an enthusiastic team worker, cooperating with your own team and others you work with;

. Be accountable and responsible as well as holding those around you to account.

How will we know we have been successful? What will we measure?

. We deliver excellent services for patients, and all of us understand our role in achieving that. (Success measured in moving CQC from “Requires Improvement to Outstanding”)

. All of us enjoy working here and feel enabled to succeed. (Success measured through Friends & Family Test, Staff Survey scores)

. We have established an inclusive and diverse workforce. (Success measured through improved Human Resource data metrics)

. We achieve our targets and objectives; at an organisational level, by service and personally (Success measured in the various targets; organisational, department and personal via appraisal)
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Corporate Objective Refresh
Collaborate

Trust Strategic objective:

Collaborate
This year’s Trust objective (what exactly are we wanting to do this year?) Lead: Chief Operating Officer Support: Chief Strategy Officer

We will engender an ethos of collaborative working across our teams within St George’s and with our system partners to achieve the best
outcomes for patients building on the spirit of collaboration developed internally and externally through Covid-19 response

What re the actions we need to take? What does this include?

SWL System Working : We will actively support SWL to plan and deliver as a system rather than individual organisations on performance, money, workforce, quality- working with our system partners to identify opportunities for ways 5 1
of working across SWL to improve efficiency, reduce costs and identify, replicate and share best practice.

Clinical services.: To work with colleagues within SGH and the wider SWL health community to serve our population, maximise capacity and prioritise our patients equitably and without unwarranted variation. For example working
with other acute Trusts and the independent sector to reduce the current elective backlog and to prepare for any future Covid-19 surge.

Infrastructure : work with partners across SWL to optimise the use of the infrastructure across SWL to maximise capacity, strengthen, expand and consolidate services (where appropriate) to provide the best care for patients

Research and Education -working with St George’s University of London and other partners we will maximise our potential around education, training, innovation and research

What do we want you to do (what are the outcomes, actions we want) What else can you, your team or your department do to help? (for our staff to complete)

» To look for opportunities to work with teams and colleagues outside of your team on initiatives or innovations which could improve the
care we provide to patients
* Engage in the development and delivery of joint initiatives with SWL partners and help identify where St George’s can really add value

How will we know we have been successful? What will we measure? How often will we report progress and achievement? What'’s the process for accountability?

+  Team members will see themselves as part of a wider St George’s team and SWL system to benefit our patients - measured through various staff engagement opportunities for example staff survey and listening events
«  Willingness of staff to be re-deployed during periods of high demand- measured through the workforce re-deployment and ‘up skilling’ logs.

* Reduced waiting times - measured through referral to treatment (RTT) performance

* Increased utilisation of Independent Sector contributing to reduced waiting times - measured through the number of lists/procedure directed to the Independent Sector

» No shortages of the necessary staff or equipment during winter and/or second surge of Covid-19 — measured through usage of SWL staff bank, single procurement hub

» Partners see St George’s as an organisation they want to collaborate with - measured through the range of joint initiatives the Trust is engaged in

* Reduced spend on procurement and agency staff - measured through financial accounts
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Corporate Objectives

Links to the Board
Assurance Framework
(BAF)

5.1

Corporate Objective Refresh — Trust Board 24th September Outstanding care
every time
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Alignment with Board Assurance Framework

The proposed corporate objectives have been reviewed against the BAF Strategic Risks to ensure alignment - the table below sets out the specific strategic risk and identifies
which corporate objective(s) in particular will contribute to addressing these risks

Risk . o Link to Corporate

SR1

SR2

SR3

SR4

SR5

SR6

SR7

SR8

SR9

SR10
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Our patients do not receive safe and effective care built around their needs because we fail to build and embed a culture of quality improvement and learning across the
organisation

We are unable to provide outstanding care as a result of weaknesses in our clinical governance

Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our technology and transformation programmes to provide
accessible care built around our patients’ lives

As part of our local Integrated Care System, we fail to deliver the fundamental changes necessary to transform and integrate services for patients in South West London

We do not achieve financial sustainability due to under delivery of cost improvement plans and failure to realise wider efficiency opportunities

We are unable to invest in the transformation of our services and infrastructure, and address areas of material risk to our staff and patients, due to our inability to source
sufficient capital funds

We are unable provide a safe environment for our patients and staff and to support the transformation of services due to the poor condition of our estates infrastructure

Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build an open and inclusive culture across the organisation which
celebrates and embraces our diversity

We are unable to meet the changing needs of our patients and the wider system because we do not recruit, educate, develop and retain a modern and flexible workforce and
build the leadership we need at all levels

Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure research funding and detracts from our reputation for clinical
innovation.
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Corporate Objectives

Staff engagement

5.1

Corporate Objective Refresh — Trust Board 24th September Outstanding care
every time
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Staff Engagement

Forum

Junior Doctors Forum

Matron and Ward Managers

Forum

Care Group Leads

Corporate Staff Focus Groups
(Including Finance, HR, Estates
& Capital, Strategy, Comms)

Culture Champions

Pharmacists

1
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Date

20t August

25t August

26t August

25t and 26t
August

9th September

10th
September

Summary of feedback

Agreement that the 3 areas seemed sensible and the right things to be focusing on rather than being over ambitious
Commented that it can sometimes be hard for junior doctors to actively engage with this type of thing due to them being ‘immersed’ in the job — so need
to think about the most appropriate approach and mechanisms to make it easy for them to engage (i.e. not one size fits all)

Liked the 3 Cs — simple and easy to remember and felt these were the right things

Agreed with the need to focus on smaller number of priorities

Felt that ‘identity’ needs to factor into the work on culture

Need to think about how these are communicated to staff and teams to help them identify their role - the language and how they are presented when
they are formally ‘launched’

Agreement on a smaller set of priories and felt the those being proposed are the right things

Need to ensure meaningful engagement and communication of the objectives to all staff groups is important to help everyone recognise their role in
delivering

Welcomed the opportunity to comment

Agreement that the focus should be on a smaller number of things and liked the 3 Cs idea

There was recognition that it is sometimes hard for corporate teams to identify their role in some of the corporate objectives especially when they can
seem quite clinically focussed such as the ‘care’ objectives

There need to be opportunity for teams to have the right /quality conversations to be able to really understand their role and contribution -
communication and how these are presented to staff is important

There was a suggestion that ‘Care’ objective should also include something about the hospital environment - both in terms of making patients and staff
feel safe but also a ‘duty of care’ for everyone to look after and respect the environment they work in

On culture — it was felt that the actions will only be delivered in the medium/long term and questioned whether there should be things in there that
address the ‘here and now’ issues

Culture - Senior team need to lead by example and needs to come from top. Recognition that management and leadership are different — managers
don’t always make good leaders and this need to be part of the leadership development action

Need to be clear about how the objectives will be measured - this could be strengthened in areas

Need to ensure the actions in the culture objective don’t pre-empt any findings from the work they are doing

Need to present them in a way that is more of a two way process and demonstrates staff are being listened to

Agree with the focus on 3 areas

They need to be communicated in a way that all staff can relate to. We can’t assume many staff know what corporate objectives are

Agree with the focus on the 3 areas

Can identify things their teams can contribute to delivering these

Need to ensure they are communicated effectively

Work needs to be done with teams to help translate and make relevant to them
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Q2

Meeting Title: Trust Board

Date: 24 September 2020 AgendaNo | 5.2
Report Title: Board Assurance Framework (BAF) — Quarter 2 2020/21

Lead Director/ Stephen Jones, Chief Corporate Affairs Officer

Manager:

Report Author: Maria Prete, Risk Manager

Alison Benincasa, Director of Quality Governance and Compliance

Presented for:

Approval, Assurance

5.2

Executive
Summary:

This paper presents the Board Assurance Framework at Quarter 2 2020/21.
The BAF has been updated with the Q2 assurance rating and statements from
the Committees of the Board. The BAF also provides the detail associated with
the risk scores for each strategic risk, the controls and assurances and outlines
the actions to be taken to address any gaps. Lead indicators and progress
against these are also detailed. The implications of Covid-19 for the Board
Assurance Framework have been provided both as a high level overview and in
details against each strategic risk. The annex includes the contributing risks
from the corporate risk register.

Quarter 2 Assurance rating: Seven of the ten strategic risks have a ‘partial’
assurance rating; two have a ‘limited’ assurance rating; and one has a ‘good’
assurance rating (see appendix for detail and annex for definitions).

Risk scores: There are 7 extreme risks, 2 high risks and 1 moderate risk.

Strategic Risks for the Board — SR4: The Board is asked to agree the
assurance level for this risk of partial’ based on the assurances from report to
the Board with specific reference to the SWL Integrated Care System’s (ICS)
five year plan which sets out how it will deliver the priorities within the NHS Long
Term Plan. The risk relates to the Trust’'s ability (as part of the SWL ICS) to
deliver the fundamental changes necessary to transform and integrate services
and deliver the ambitions set out in the five year plan.

Following a request from the Board at its meeting in July 2020, target risk scores
have been proposed for each Strategic Risk. A review of the risks that sit below
and inform the BAF on the corporate and divisional risk registers is underway.

The Board is asked:
1. For the strategic risk reserved to itself (SR4) to:
¢ Note the risk rating
e Agree the proposed target risk score
o Agree the proposed assurance rating
o Agree the proposed assurance statement

2. For the 9 risks assigned to its assuring committees to:
¢ Note the risk score, assurance rating and statement from the relevant
assuring committee
e Approve the risk scores and target risk scores for SR7, SR8, SR9
o Approve the proposed in-year target risk scores for each strategic
risk
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Supports

Trust Strategic All
Objective:
CQC Theme: Well led
Single Oversight Quality of Care
Framework Leadership and Improvement Capability
Theme:

Implications
Risk: The strategic risk profile

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

Resources: N/A

Previously Executive Management Committee Date 14.09.2020

Considered by: Quality and Safety Committee 17.09.2020
Finance and Investment Committee 17.09.2020

Equality and The BAF reflects agreed risks in relation to quality and diversity and the actions
diversity: being taken to address these.
Appendices: Board Assurance Framework Q2 2020/21

324 of 386

Trust Board Meeting (Part 1)-24/09/20




Tab 5.2 Board Assurance Framework - Q2

Outstanding care
every time

Board Assurance Framework
2020/21

Trust Board
Quarter 2 BAF Report 5.2

Stephen Jones
Chief Corporate Affairs Officer

24 September 2020
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Executive Summary 2

The Board approved the new Strategic Risks on the Board Assurance Framework (BAF) at its meeting in May 2020 and received the quarter 1 report in July 2020. Under
the new BAF, the Board and its Committees are assigned the Strategic Risks as follows, with Strategic Risk 4 (system working) reserved to the Board:

+ Quality and Safety Committee: Strategic Risks 1 (patient safety and learning), 2 (clinical governance), and 10 (research)

» Finance and Investment Committee: Strategic Risks 3 (operational performance and access), 5 (financial sustainability), 6 (capital), and 7 (estates)

» Workforce and Education Committee: Strategic Risks 8 (culture) and 9 (workforce)

At its meeting in July 2020, the Board reviewed the BAF at Quarter 1 2020/21 and agreed:

* The proposed risk scores and assurance statements for each of the strategic risks on the BAF.

* In relation to Strategic Risk 4 (system working), the Board agreed that this should be set at a score of 12 (4 consequence by 3 likelihood) to reflect the significant
changes in system working following the Covid-19 pandemic and the inherent tensions between individual organisational accountability under the current statutory 5.2
framework and the move to greater system working in practice, which is not yet underpinned by legislation.

» That stretching but realistic in-year target risk scores should be developed for each Strategic Risk;

» That the risks sitting below and informing the BAF on the corporate and divisional risk registers should be reviewed and updated where appropriate.

Quarter 2 2020/21 Update:

This report presents the Quarter 2 2020/21 position for the BAF. The Q2 position is reported now, slightly ahead of the end of Q2 in light of the alignment of quarterly
cycles with the cycle of Board meetings (the Board would otherwise have received the Q2 report in November, two months after the quarter. We do not expect material
shifts in position between now and the end of September). The BAF has been updated with the Quarter 2 risk scores, assurance ratings and statements from the
Committees of the Board. The BAF also provides the detail associated with the risk scores for each strategic risk, the controls and assurances, the gaps in controls and
assurances and actions being taken to address these, and progress against those actions. Lead indicators and progress against these are also updated. As agreed by
the Board at its meeting in May 2020, Covid-19 is not listed as a stand-alone strategic risk on the BAF. Instead, the implications of Covid-19 for the Board Assurance
Framework have been provided both as a high level overview and in detail against each Strategic Risk.

» Risk scores: There are seven extreme risks on the BAF, two high risks and one moderate risk.

» Assurance Ratings: Seven of the ten strategic risks have a ‘partial’ assurance rating; two have a ‘limited’ assurance rating; and one has a ‘good’ assurance rating
(see appendix for detail and annex for definitions).

» Target risks: Target risks have been proposed and reviewed by the Board Committees, and these are set out in the paper.

» Supporting risks: A review of the supporting risks on the corporate and divisional risk registers has started, and will be overseen by the Risk and Assurance Group.
This review has been completed for those risks sitting under SR8 (culture) where the Board considered the risk scores to be particularly low.

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Executive Summary 3

» Strategic Risks for the Board — SR4: The Board is asked to agree the assurance level for this risk of partial’ based on the assurances from report to the Board
with specific reference to the SWL Integrated Care System’s (ICS) five year plan which sets out how it will deliver the priorities within the NHS Long Term Plan. The
risk relates to the Trust's ability (as part of the SWL ICS) to deliver the fundamental changes necessary to transform and integrate services and deliver the
ambitions set out in the five year plan.

Further points to note:

» The risk scores and target risk scores for SR7, SR8 and SR9 have not been approved at the assigned Board Commitees, but have been reviewed by the Executive
Management Team. The latter two are due to the timing of the Workforce and Education Committee.

» There is slippage against the delivery of mitigating actions for SR1 and SR2 due to the impact of Covid-19 on recruitment to key posts recommended by the
external governance review and demonstrable compliance against clinical standards for 7 day services

The Board is asked:

1. For the Strategic Risk reserved to itself (SR4) to:
* Note the proposed score (no change)
» Agree the proposed target risk score
» Agree the proposed assurance rating
» Agree the proposed assurance statement

2. For the 9 risks assigned to its assuring Committees to:
» Note the revised target risk scores, risk scores, assurance ratings and statements from the relevant assuring Committee
» Approve the risk scores and target risk scores for SR7, SR8, SR9
* Approve the proposed in-year target risk scores for each Strategic Risk

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Strategic Risks: High Level Summary — Assurance Rating and Risk Score

S

Strategic Risk . o Assurance Target Risk

1. Treat the
patient, treat
the person

2. Right care,
right place,
right time

3. Balance the
books, invest
in our future

4. Build a
better St
George's

5. Champion
team St
George's

6. Develop

tomorrow's

treatments
today
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SR1

SR2

SR3

SR4

SR5

SR6

SR7

SR8

SR9

SR10

Our patients do not receive safe and effective care built around their needs because we fail to build and embed a

o . L Partial High -12
culture of quality improvement and learning across the organisation artia ‘9
We are unable to provide outstanding care as a result of weaknesses in our clinical governance Partial High - 12 Moderate - 8
Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our Hiah-12 52
technology and transformation programmes to provide accessible care built around our patients’ lives 9
As p?rt of our Iocall Integrateq Carg System, we fail to deliver the fundamental changes necessary to transform Partial High - 12 High -12
and integrate services for patients in South West London
We do not achieve financial sustainability due to under delivery of cost improvement plans and failure to realise Partial High - 12

wider efficiency opportunities

We are unable to invest in the transformation of our services and infrastructure, and address areas of material

Partial
risk to our staff and patients, due to our inability to source sufficient capital funds

We are unable provide a safe environment for our patients and staff and to support the transformation of services
due to the poor condition of our estates infrastructure

Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build
an open and inclusive culture across the organisation which celebrates and embraces our diversity

We are unable to meet the changing needs of our patients and the wider system because we do not recruit,
educate, develop and retain a modern and flexible workforce and build the leadership we need at all levels

Partial

Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure
research funding and detracts from our reputation for clinical innovation.

Good Moderate - 9
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Tab 5.2 Board Assurance Framework - Q2

Covid-19: Implications for the Board Assurance Framework (1 of 2) 5

i Risk
Str.ateglc 'S 2020/21 Strategic Risks Covid-19: Implications for the Board Assurance Framework
Objective Reference

* Implemented a programme approach for rapid change to clinical pathways to protect patients and staff

Our patients do not receive safe and effective care built around their needs from infection whilst continuing to provide essential services
SR1 because we fail to build and embed a culture of quality improvement and « Patient Partnership and Experience Group members supported the development of messages to Loved
learning across the organisation Ones and were involved in the revised hospital visiting policy

« Delay in implementing recommendations from phase 1 and 2 governance review

1. Treat the patient,
treat the person

« Temporary suspension of improvement work associated with the improvement actions from the 2019 CQC
inspection and recommendations from the phase 1 and 2 external governance reviews. This work has now

SR2 We are unable to provide outstanding care as a result of weaknesses in our recommenced with revised dates
clinical governance » Development of the Clinical Safety Strategy to recommence elective services
« Delay in implementing recommendations from phase 1 and 2 governance review
« Delay in receipt of the outcome of the phase 3 governance review
* Reduced attendance was seen in the Emergency Department, a reduction was seen in the number of Two
Week Rule referrals, reductions in first to follow-up in Outpatient Services although clinically required
Our patients do not receive timely access to the care they need due to delays activity was undertaken on-sit or via virtual clinics, a minimal theatre list was maintained to respond to
SR3 in treatment and the inability of our technology and transformation urgent and emergency treatments
programmes to provide accessible care built around our patients’ lives * Increase in the number of people waiting 52 weeks or more for treatment
2. Right care, right « Increase in the total number of patients waiting for treatment on the PTL
place, right time * The Winter Plan 2020/21 includes comprehensive to respond to a second wave of Covid-19
As part of our local Integrated Care System, we fail to deliver the * Reduction in the scale and pace of delivery of the SW_ London Five Year Plan however, he collat_)orative
. . approach adopted across SWL in the response to Covid-19 has accelerated cross boundary working and
SR4 fundamental changes necessary to transform and integrate services for . ) - .
. ] the integration and transformation of services
patients in South West London +  SW London Covid-19 recovery plan submitted to NHSE/I
e TheT is block fi for M1- ith “top-up” i i lyi fici h
We do not achieve financial sustainability due to under delivery of cost N . .rust 's bloc .unded °T . 5 Wlt. top - |n.c.:ome re.ce|vef;| o cc?ver any underlying de I.C.It' O.n the
SR5 . . . . . . condition the Trust is able to justify the financial position. Whilst this provides some short term mitigation to
improvement plans and failure to realise wider efficiency opportunities . . . . . . . .
risk, this regime will not continue and therefore does not change the risk profile substantively
3. Balance the
bOOKS,::t‘frset in our We are unable to invest in the transformation of our services and *  The Trust committed £8.6M of capital to directly respond to Covid-19 for which it has not received
SR6 infrastructure, and address areas of material risk to our staff and patients, T @7 el ) il N 1

« COVID 19 has taken huge focus both internally and externally, meaning clarity on both capital and revenue

due to our inability to source sufficient capital funds funding regimes for the Trust remain uncertain
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Covid-19: Implications for the Board Assurance Framework (2 of 2) 6

Strategic Risk L.

4. Build a better St
George's

5. Champion team
St George's

6. Develop
tomorrow's
treatments today
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SR7

SR8

SR9

SR10

We are unable provide a safe environment for our patients and staff and to
support the transformation of services due to the poor condition of our
estates infrastructure

Our staff do not feel safe to raise concerns and are not empowered to deliver
to their best because we fail to build an open and inclusive culture across the
organisation which celebrates and embraces our diversity

We are unable to meet the changing needs of our patients and the wider
system because we do not recruit, educate, develop and retain a modern
and flexible workforce and build the leadership we need at all levels

Research is not embedded as a core activity which impacts on our ability to
attract high calibre staff, secure research funding and detracts from our
reputation for clinical innovation.

Covid-19: Implications for the Board Assurance Framework

Enhanced infrastructure requirements due to Covid-19 could create a wider gap between the condition of
the existing estate and operational requirements

Some projects have been delayed due to Covid-19 (although others have been able to accelerate due to
availability of spaces), longer term social distancing may also affect contractor timescales for delivery.

Fostered elements of a Team St George’s spirit and staff network groups have continued to meet (and faith
calendar days have been celebrated)

A number of engagement events have been paused (Go Engage pilot; TeamTalk)

Covid-19 has had an impact on the completion of the diagnostic phase of the culture programme and
highlighted underlying issues with diversity and inclusion that the Trust is now seeking to address.

Staff were placed under intense pressure during the first surge, however the Trust was able to successfully
redeploy staff and been able to reduce its agency spend during this period. Appraisal rates, however, have
fallen and a number of education and training programmes have been delayed / deferred

Non-Covid-19 clinical research studies have started to recommence
The Trust has had the opportunity to participate in numerous Covid-19 clinical research studies and has
currently recruited to 21 Covid-19 studies, placing the Trust joint highest in England.
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Tab 5.2 Board Assurance Framework - Q2

Strategic Objective 1: Treat the Patient, Treat the Person
Strategic Risks SR1 and SR2

SR1:

Our patients do not receive safe and effective
care built around their needs because we fail to
build and embed a culture of quality and learning
across the organisation 5.2

SR2:
We are unable to provide outstanding care as a
result of weaknesses in our clinical governance

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Treat the patient, treat the person

Our patients do not receive safe and effective care built around their needs because we fail to build and embed a culture of quality improvement and learning

across the organisation

Patient safety is our highest priority and we have a low
appetite for risks that impact on patient safety. Our
appetite for risks affecting patient experience is also low,
but is higher than for risks impacting on patient safety. If
patient experience conflicts with patient safety, the safety
of services will always be our highest priority.

LOwW

Improvements have been noted which saw the Trust formally removed from
Quality Special Measures in March 2020 but the Trust still faces a number
of challenges.

The Trust has key controls and sources of assurance in place, for example
the process for the investigation and reporting of serious incidents which
was rated by internal audit as providing substantial assurance and
availability of Treatment Escalation Plans on iClip which facilitates their
promotion and auditability.

However, there are number of gaps in controls and sources of assurance, in
particular delivering the clinical standards for seven day services.

The current risk score of 16 (Extreme) highlights the level of risk the Trust is
balancing with particular reference to infection control and avoidable harm
across nine supporting risks (five of which relate to Covid-19).

The assurance strength is rated as partial to reflect the gaps in controls and
the sources of assurance outlined above and overleaf which means there
are weaknesses related to controlling this strategic risk.

An in-year target risk score of 12(4x3) is proposed to reflect a realistic year
end position for this risk due to the expected delivery of the identified actions
to mitigate the risk and therefore reduce the risk score. This includes steps
to recruit to new clinical governance positions across corporate and
divisional areas, steps to improve the Trusts position on seven day services,
and the role of the Trust's new Covid, flu and winter plan in keeping the
Trust’s patients safe during the next six months to year-end.

St George’s University Hospitals NHS Foundation Trust
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Overall SR Rating —
Quarterly Scores

Quality and Safety Committee

Chief Nurse & DIPC
Chief Medical Officer

17 September 2020

Period Assurance Change Inherent Target
2020/ Strength (last reporting Risk Risk
2021 it Score Score

For
2020/21

Extreme
16 =
4(C) x 4(L)

Q2 Extreme 20 =
16 = 4(C) x 5(L)
4(C) x 4(L)

Selected elective services directed by the Clinical Safety Strategy have continued to re-start.
Infection Prevention and Control guidance continues to be implemented and revised as and
when required directed by Public Health England. The Trust continues to see a reduction in the
number of reported no and low harm incidents which correlates with the cessation of services
e.g. endoscopy, on-site outpatients. The Trust continued to investigate and report serious
incidents and complaints. The number of declared serious incidents has not materially
changed. The number of complaints is now increasing to the expected level pre-COVID. A
number of meetings were suspended, including the Patient Partnership and Experience Group
(PPEG). PPEG has now re-established virtual meetings. The Trust has revised its hospital
visiting policy.

The Trust has developed a COVID-19, Flu and Winter Plan which the Committee — as well as
the Finance and Investment Committee — will consider at its meeting in September and the
Board will consider on 24 September 2020.

Trust Board Meeting (Part 1)-24/09/20
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Tab 5.2 Board Assurance Framework - Q2

Strategic

Treat the patient, treat the person

Objective

Our patients do not receive safe and effective care built around their needs because we fail to build and embed a culture of quality improvement and learning

across the organisation

Key risk controls in place

Quality and Safety Strategy in place and approved by the Trust Board (January
2020) supported by an implementation plan

Serious Incident reporting and Investigation Policy including electronic incident
reporting system (Datix) in place

Complaints Policy in place

Infection Control Policy including Root Cause Analysis (RCA) for all C. Diff cases
to ensure learning in place

Early Warning Score training in place

Sepsis tool live on iClip

Control effectiveness

Key sources of assurance

Trust removed from Quality Special Measures in March 2020 following
improvements documented in CQC inspection report published in December
2019

Treatment Escalation Plan (TEP) in place and implementation tracked in IQPR
Quarterly progress delivery reports to committee

Weekly review of serious incidents at serious incident declaration meeting and
monthly report to PSQG and QSC (Note the Trust is currently awaiting the new
Patient Safety Incident Reporting Framework)

Internal Audit report including internal management action plan: rated substantial
assurance

Quarterly complaints report to Patient Safety Quality Group identifying emerging
themes and learning

Internal Audit report including internal management action plan: rated reasonable
assurance

Friends and Family Test: provides a measure of how we learn from our
complaints

Year end position for 2019/20: Hospital Acquired C.Diff - 43; MSSA - 37; and E-
Coli—74

YTD (Apr 20-Jul 20): Hospital Acquired C.Diff -13; MSSA - 9; and E-Coli — 18
Infection control audit reports identifying emerging themes and improvement
actions

Ward round monitoring to ascertain that infection control requirements are in
place and followed and periods of increased Surveillance and Assessment
(PISA)

EWS January 2020 audit :complete set of observations 75%; correctly scored
78%; Appropriate response 74%; Frequency 77%

Compliance with mandatory training — ALS BLS and ILS training are below 85%
performance target. To increase access to training an on-line BLS level 2 module
is being launched

Critical Care Outreach team — funded establishment

Trust Board Meeting (Part 1)-24/09/20
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Treat the patient, treat the person

Our patients do not receive safe and effective care built around their needs because we fail to build and embed a culture of quality improvement and learning
across the organisation

Implementation plan for Quality and Safety Strategy

Electronic Sepsis screening tool for inpatients

Gaps in resourcing of governance functions within the corporate and divisional teams impacting on
learning across the organisation

Seven day clinical services standards (also see SR3)

Critical Care Outreach team not recruited to full establishment

Early Warning Score electronic devices not reliable due to IT issues as patient observations are
not visible by the bedside.

Lack of handheld devices to facilitate nurses’ awareness of vital signs

Learning from complaints - no standardised processes for distribution of key messages for
learning

Friends and Family Test — patients not supported to respond due to impact of reduced footfall on
site and removal of hand held devices due to infection control

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

Implementation plan to be developed and approved
Implementation plan developed and approved

Develop and roll out electronic screening tool on iClip
Sepsis tool went live in iClip

Recruit to new positions as approved within the business plan

» Head of Risk and Compliance and Head of Patient Safety and Clinical Effectiveness recruited to
start December 2020

* Deputy CMO posts interviews w/c 14 September 2020

* Recruitment to legal services team commenced

Implementation of Divisional action plans to achieve seven day clinical service standards
compliance

There was a delay to the implementation of previous action plan due to the COVID-19 emergency
response. The Deputy Chief Medical Officer, supported by the Divisional Clinical Governance and
Clinical Audit Team, is leading a project to deliver a thorough, clinically-led self-assessment of
compliance, identification of risks, immediate mitigations and a longer-term audit and assurance
plan. A paper to update the Quality and Safety Committee and the Trust Board on progress will be
taken in November 2020

Critical Care recruitment plan reviewed and revised as partial recruitment only achieved due to
Covid-19

Improve Early Warning Score electronic device availability in the wards through Wi-Fi and address
cold spot: Wi-Fi will be addressed through the ICT Network improvement Project which is expected
to run until the end of 2021

Deliver management action plan to standardise process for distributing key messages for learning
from complaints throughout divisions

Develop and implement alternative methods for patients to provide feedback

Trust Board Meeting (Part 1)-24/09/20
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Treat the patient, treat the person

m Our patients do not receive safe and effective care built around their needs because we fail to build and embed a culture of quality improvement and learning across
the organisation

All adult inpatients to have a Treatment Escalation Plan in place within 24
hours of admission

Compliance with appropriate response to Early Warning Score (adult)

Severity of reported incidents

Number of declared serious incidents

Open serious incident investigations > 60 days

Number of declared Never Events per month (0)

Infection Control (MRSA, C. Diff, MSSA, E-Coli)

Number of hospital acquired pressure ulcer category 3 and above

Safety Thermometer percentage of patients with Harm Free Care (new harm)

Friends and Family Test

« Culture shift to embed quality improvement and learning does not happen, or does not happen quickly
enough

« Reputation of speciality services and impact on business

« System working related to hospital specific clinical pathways may mean that we cannot manage our
own activity

« Impact of any future surge of Covid-19 on the Trust’s ability to provide care to all patients in a timely
way and on its capacity to learn from incidents

« Unable to ensure effective patient engagement as a result of the impact of Covid-19

* Quality Improvement Academy does not have traction to effectively promote a culture of learning
across the Trust

On average 30% of all adult patients have had a TEP since March 2020.

Compliance with Early Warning Score. Between April — July 2020 a monthly point prevalence (PP) audit has
been undertaken to examine the extent to which TEPs are restrictive or reflective of patients for full escalation.

The PP audit showed that 44.2% of TEPS were completed for adult inpatients 5 2

Compliance with appropriate response to EWS (adults) was 78% in August.

Severity of adverse incidents — 97% No harm/ Low harm in June 2020

3 serious incidents were declared in August 2020

All serious incident investigations continue to be completed within the 60 day timeframe

No Never Events were declared in August 2020

MRSA 1, Hospital Acquired CDiff 3; MSSA 4; and E-Coli 0 reported in August 2020

7 category 3 pressures ulcers in August 2020

Safety thermometer— percentage of patients with harm free care was 98% and remains within target

The number of eligible responders are increasing across services. All services saw an increase in the number of
positive responses apart from outpatients which narrowly missed achieving the 90% target. The service's
positive response rates continues to show a special cause variation with a deterioration with position.

We can utilise the data we hold related to our patients and the activity across our services to improve our learning in
the organisation and how we plan and/ or deliver our services. We can also develop, adopt and promote key safety
measurement principles and use culture metrics to better understand how safe our care is
The new National Patient Safety Incident Reporting Framework with its enhanced focus on learning will enable us to
work together with our patients and their families to improve our investigation of incidents
Covid-19 provides opportunities to think differently about how we engage with patients, service users and their families
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Strategic
Objective

Treat the patient, treat the person

m We are unable to provide outstanding care as a result of weaknesses in our clinical governance

We have a low appetite for risks that affect the robustness Quality and Safety Committee
of our clinical governance structures, systems and .
) . . Chief Nurse & DIPC
rocesses as these can impact directly on the quality of care
Low p 1 ! 4 Al Chief Medical Officer

patients receive.
17 September 2020

Improving clinical governance is a key priority in the Trust's Quality and safety MOMZIENR T EIELLIES Period Assurance Change Inherent Target
Strategy 2019-24. The independent governance reviews undertaken in 2019 Quarterly Scores 2020/ Strength (last reporting Risk Risk

show that there is a need for significant strengthening of clinical governance. 2021 period) Score Score

The Trust is in the process of implementing the recommendations from the For 52

reviews, but progress has been impacted by Covid-19. 2020/21

In July 2020 the Committee received the first quarterly report into Cardiac
Surgery since the independent mortality report was published in March 2020.
The restriction on elective cardiac surgery cases remains in place with only one
surgeon able to conduct operations with a EUROSCORE of 5% or above.
Health Education England continues to scrutinise the training provided to
trainee doctors who receive a comprehensive training programme. The CMO
and service lead continue to progress improvement actions and drive
engagement.

Q2 20 =
4(C) x 5(L)

The Trust has key controls and sources of assurance in place, for example the
recently implemented Medical Examiner service and weekly care Group Leads
meeting led by the Chief Medical Officer. There are number of gaps in controls

and sources of assurance in particular the work to strengthen clinical The Trust implemented a programme approach to facilitate rapid service change supported
governance as highlighted above by reducing variation in our processes for by a governance and risk assurance framework to safely stop services. The focus has now
Mortality and Morbidity monitoring at care group level. moved to phased recommencing of selected elective services directed by the recently

developed Clinical Safety Strategy underpinned by the Quality and Safety Strategy.
The current risk score of 12 (High) highlights the level of risk the Trust is

balancing across seven supporting risks including failure to act on diagnostic Covid-19 resulted in a temporary suspension of improvement work in particular relating to
findings, to comply with the Mental Capacity Act and to improve clinical the Must and Should do actions within the Trust CQC action plan and the actions
governance. associated with the phase 1 and 2 governance reviews.

The assurance strength is rated as partial to reflect the gaps in the controls and The CNO and CMO have reviewed and revised the delivery dates for the improvement
sources of assurance outlined and above overleaf which means there are actions in the integrated clinical governance improvement plan. The delivery dates in the
weaknesses related to controlling this strategic risk. The target risk score has Trust wide CQC action plan for the Must and Should do actions have also been revised with
been revised from 6(3x2) to 8(4x2) to reflect a realistic year end position for this the agreement of the CQC.

risk due to the expected delivery of the identified actions related to the phase 1
and phase 2 governance reviews and the completion of the phase 3 external
governance review.
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Strategic
Objective

m We are unable to provide outstanding care as a result of weaknesses in our clinical governance

Lines of assurance

/ )

X XX
X
XX
X
X
X
X
X

Treat the patient, treat the person

: . Control effectiveness
Key risk controls in place Key sources of assurance

» CQC inspection report December 2019: negative references to accuracy and X
safe storage of records and documentation of consent; positive references to
services managing safety incidents well; and improved CQC rating for well led
and a number of core services

» Trust exiting Quality Special Measures

Board agreement to invest in identified improvements to clinical governance .
» Phase 1 and phase 2 external governance reviews
R R

Action plan to deliver improvements identified by the CQC

5.2

» Independent external mortality review

* CQC inspection report December 2019: recognised improvements in Cardiac
Surgery governance processes

* NICOR: The Trust is out of alert for cardiac surgery is within the expected
mortality range

Improvement plan for Cardiac Surgery services

» CQC inspection report December 2019: negative references to documentation

Risk management framework in place of risks on risk registers
» Internal audit report (internal management action plan in development) X X
i i i i X
lv::g;al Capacity Act (MCA) and Liberty Protection Safeguards (LPS) strategy in * MCA Steering Group reports to PSQG demonstrating progress against MCA
p strategy
ini i XX XX
hilei lae] 1l Emel (e 21 i) PregEmme (7 [aes 58 B » MCA level 1 and 2 training levels across all staff groups reported
j i i X X
bl vl Sy T plizss -- » Medical Examiner office reviewed all non-coronial inpatient deaths in May 2020
Mortality Monitoring Committee and Learning from Deaths lead in place G G » Learning from Deaths report including SHMI and sources of individual mortality X
alerts e.g.. NICOR
Updated IT technical system to support eDischarge summary R R » Trust does not comply with NHS England Standard Contact for Discharge X

Summary
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Strategic
Objective

Delivery dates for agreed actions in the CQC action plan not achievable due to impact of Covid-19

Treat the patient, treat the person

We are unable to provide o

MCA Steering Group to co-ordinate delivery of the MCA and LPS Strategy currently suspended

Gaps in resourcing of governance functions within the corporate and divisional teams impacting on
learning across the organisation

MCA level 3 training module not developed

.l\(l;cf. electronic templates for the recording of Capacity Assessment and best interest decisions on
iClip

OrderComms catalogue not kept up to date therefore not all results are reported via Cerner
eDischarge Summary Form not available on iClip

No audit process for patient record documentation including consent

Full implementation of the Cardiac Surgery action plan to address all recommendations from the
reviews

Board Assurance Framework
St George’s University Hospitals NHS Foundation Trust

tanding care as a result of weaknesses i

our clinical governance

Revise delivery dates for CQC Must and Should do actions and ensure delivery against the
revised dates

New due dates have been agreed with CQC

Agree membership for MCA Steering Group and re-start meetings

Membership agreed. Group to restart meeting in September 2020

Recruit to new positions as approved within the plan

» Head of Risk and Compliance and Head of Patient Safety and Clinical Effectiveness recruited
to start December 2020

» Deputy CMO posts interviews w/c 14 September 2020

* Recruitment to legal services team commenced

Develop and implement MCA level 3 training module. Level 3 / Champions programme delayed
due to competing priorities / limited resource

Implement the agreed templates for Capacity Assessment and best interest decisions within iClip
Update Cerner OrderComms catalogue
Finalise the eDischarge form to be included onto iClip

Develop and implement audit process for patient record documentation including consent and
monitor resultant action plans

Implement the Cardiac Surgery action plan

The outstanding recommendations of this and the St George’s Cardiac Independent Oversight
Panel Report are currently being actioned. The majority of the recommendations have been met.
There are three remaining actions which are being progressed
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Treat the patient, treat the person

m We are unable to provide outstanding care as a result of weaknesses in our clinical governance

Lead indicators Lead indicators: Progress update

Progress against phase 1 and phase 2 governance reviews Learning from Deaths lead in place.

Maintaining the SHIMI within the confidence level (<0.1) SHMI 0.89

Open serious incident investigations > 60 days All serious incident investigations continue to be completed within the 60 day timeframe

Readmission within 28 days (linked to failure in discharge planning) 10.6% readmission rate in July 2020

Number of open actions on CQC Trust wide action plan ( 2 Must dos: 44 46 open actions. Progress impacted by Covid-19

should dos) August 2020 — 15 actions have been reported as completed. Evidence is being gathered

MCA level 1 and level 2 training performance Level 1 MCA training compliance within target (90%), level 2 compliance is 74% in August 2020 against 85%
target

Diagnostic indicators — DM01 In August the Trust did not meet the 6 week diagnostic standard with an adverse performance of 28.8% against
the target threshold of 1%. However, this was an improvement from 34.2% in the previous month.

Emergent / future risks Future opportunities

» A second wave of Covid-19 may impact on the delivery of improvement actions in the Trust CQC « The phase 3 governance review, looking at ward to Board reporting and monitoring of quality and safety, will help to
action plan and the Integrated Clinical Governance review action plan provide further clarification on reporting structures and further strengthen the Trust's reporting and accountability
framework

« IT developments to support new ways of working e.g.care group meetings and communication

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Strategic Objective 2: Right Care, Right Place, Right Time °
Strategic Risks SR3 and SR4

SR3:

Our patients do not receive timely access to the
care they need due to delays in treatment and
the inability of our technology and transformation
programmes to provide accessible care built
around our patients’ lives

SR4:

As part of our local Integrated Care System, we
fail to deliver the fundamental changes
necessary to transform and integrate services for
patients in South West London

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Strategic Right care, right place, right time

Objective

Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our technology and transformation programmes to

provide accessible care built around our patients’ lives

We have a low appetite for risks that impact on operational | .SiE(Csele)i0ii-cr  Finance and Investment Committee
performance as this can impact on patient safety, but our appetite : i i .

LOW here is higher than for risks that directly affect the safety of our | =Gl UVEAEEEE[H) Chief Operating Officer

services

Risk Appetite /
Tolerance

Date last Reviewed 17 September 2020

Current risk and Improvements have been made in our technology and the Trust has key MOMEIENREIENLIES Period Assurance Change Inherent Target
assurance controls and sources of assurance in place, for example the continued roll out B aITETy CY AL -5 2020/ Strength (last reporting Risk Risk
assessment of Windows10 and Microsoft teams has facilitated the provision of virtual 2021 period) Score Score
clinical services and the video conferencing system for patients (Attend
Anywhere) is now in use with supporting laptops, webcams and headsets
installed.

For
2020/21

Extreme Limited

Q2 =
A 25=
The assurance strength is rated as limited to reflect the impact of Covid-19 and

the gaps in controls and the sources of assurance outlined above and pvgrleaf Sl eie) /b kel The Trust has seen a steady daily increase on patients attending the ED and the 4 hour
which means there are weaknesses related to the control of this strategic risk. Impact operating standard for June was 97.1%, which was above the overall performance for
London.

However, there are a number of gaps in controls and sources of assurance as
given the significant increase in the number of virtual users, the existing
infrastructure now requires significant investment to ensure its stability and
functionality.

In addition, although some progress has been made the Trust has not achieved
the clinical standards for seven day services.

An in-year target risk score of 12(3x4) is proposed to reflect a realistic year end
position for this risk due to the current position for 52 week waits and the

The Trust was below target for five out of the seven cancer standards. There has been a
overall PTL.

reduction in the number of TWR referrals. All cancer patients continue to be tracked and
reviewed through MDTs and all TWR referrals are being triaged by consultants and where
needed face to face appointments and diagnostics are continuing.

In outpatients all specialities have seen significant reductions in first and follow-up activity
whilst the Trust reviewed and reprioritised activity in response to Covid-19. Clinically
required activity was undertaken on-site or in virtual settings. There remains an element of
catch up in terms of recording patient outcomes for virtual clinics. Elective activity has
reduced with the exception of Haematology and Oncology. A minimal theatre schedule was
implemented and offered only urgent and emergency treatments booked through a clinically
led prioritisation process. As staff and capacity returned to anaesthetics and theatres more
elective lists are starting to be run and is continually kept under review. As a result of all of
the above bed occupancy has seen a reduction.
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Right care, right place, right time

Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our technology and transformation programmes to
provide accessible care built around our patients’ lives

Clinical Safety Strategy

Insourced company to manage adult and paediatric ECHO

Digital strategy - ICT Work plan aligned to Digital strategy

VDI

Virtual clinics — video conferencing system with patients (Attend Anywhere) in use
with supporting laptops, webcams and headsets installed; operational
management by Corp OPD

New workflow in iClip for Referral Assessment Service clinics as part of Covid19
changes

Provision of iCLIP clinic documentation for physical or virtual OPA available.

Provision of Office365 and Microsoft Teams to support MDT cancer and
orthopaedic meetings and further roll out in progress

ED rapid assessment and triage process in place
Direct access pathways

Partnership working between ED and local Mental Health organisations to improve
care and waiting time for patients attending the ED with mental health needs

UCC direct pathways
St George’s University Hospitals NHS Foundation | rust
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Clinically driven plan agreed at Operational Management Group and approved at
Quality and Safety Committee

Performance included in Integrated Quality and Performance Report (IQPR)

Annual penetration test last conducted August 2020
National "Cyber Essentials Plus" or equivalent becomes mandatory by April 2021

Information Governance Group

Improvement noticed by users Q4 of 2019/20 and reported to IGG but then Covid19
pandemic increased homeworking/remote working and further improvements are
now necessary to meet the ‘new normal’

Information Governance Group

ICT Outpatient Project Steering Group and the Trust Communications news story
published in Staff Bulletin 26 June 2020

Trust Communications news story published in Staff Bulletin 26 June 2020

ICT Covid-19 Service Management Report presented to IGG in April 2020

Clinical pathway and Standard Operating Procedure (SOP)
Clinical Pathway and SOP

Clinical Pathway, Memorandum of Understanding/ COMPACT, and local service
performance metrics

Clinical Pathway and SOP

Trust Board Meeting (Part 1)-24/09/20
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Right care, right place, right time

Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our technology and transformation programmes to

provide accessible care built around our patients’ lives

Seven day clinical services standards
Availability of paediatric trained physiologist / ECHO technicians to carry out ECHO

Cyber security

ICT disaster recovery plan — require solution for 2" data centre
Outpatient virtual clinic, RAS and Attend Anywhere projects not fully implemented yet

MDT teleconferencing for SWLP, equipment not yet provisioned; workflows changed due to Covid-
19

Data warehouse capacity - not built to deal with current volume of data / continue use of paper
based records. Cerner nightly extracts being terminated.

Multiple clinical systems which do not interoperate leading to fragmented clinical records
( use of standalone systems not using patient MRN as single identifier)

Clinical Decision Outcome Form (CDOF) not incorporated within iClip
Sulfficient availability of VDI upgrade to support remote working

ICT network infrastructure is old and not sufficiently resilient or able to meet today’s demands for
Wi-Fi and video-conferencing

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

Implementation of Divisional action plans to achieve seven day clinical service standards
compliance

Recruitment of vacant post within the new cardiac physiology structure

Implement recommendation to improve cyber security - 2020/21 Project Plan

Recommended actions to improve cyber security are in place or being put in e.g.. Microsoft Win10
project, SQL2016 project. The network is segmented via VLAN, migration from N3 to HSCN was
completed, password policy drafted. Forcepoint and IPS in place

ICT Project Plan in 2020/21 includes provision for second data centre
Complete the ICT outpatient projects that are in flight

ICT Project Plan 2020/21 to improve hardware and workflow for MDT teleconferencing.

Project to improve data warehouse in capital plan for 20/21. Needs to also include replacement of
nightly Cerner extracts for activity reporting

Projects for Outpatients and Theatres in 2020/21 ICT Project plan

Incorporate CDOF into iClip
VDI Horizon upgrade to support remote working

Replacement of network core in the data centre and then replacement of the peripheral network, an
18-month project

Trust Board Meeting (Part 1)-24/09/20
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Tab 5.2 Board Assurance Framework - Q2

Strategic

Objective Right care, right place, right time

Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our technology and transformation programmes to

provide accessible care built around our patients’ lives

H
P
2

Lead indicators Lead indicators: Progress update

ED attendances 25.86% less than August 2019 activity
13.9% less than August 2019 activity

63% less than August 2019 activity 5 . 2

Inpatient — non elective
Inpatient — elective and day case

69% of the same period in 2019 with the phase 3 recovery target at 90%. The Trust saw 53% of all outpatient
activity in a virtual environment

Outpatient attendances

RTT Performance down to 52.7% and 825 patients have waited longer than 52 weeks to begin treatment

6 week Diagnostic Performance 28.8% against the target of <1% which was an improvement on last month position of 34.2%
ED 4hr operating standard 95.87% quarter 2 to date (12 September 2020)
Cancer 14 Day Standard Fell from 93.3% for June 2020 to 89% in July 2020

Cancer 62 Day referral to Treatment Standard In July 2020 23% more patients were seen when compared with the previous month

Future opportunities

The restructure of the Genomics services will increase the demand on ECHO

Emergent / future risks

Cerner nightly extracts being terminated so need to rebuild reporting in data warehouse to meet
SUS/SLAM etc requirements

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Right care, right place, right time

As part of our local Integrated Care System, we fail to deliver the fundamental changes necessary to transform and integrate services for patients in South West

London

Because we recognise that significant changes are
necessary across the South West London system, we
have a moderate appetite for risks that impact on system
transformation and cross-system working in order to
facilitate changes that will improve care for patients
across South West London.

MODERATE

The SWL Integrated Care System'’s five year plan sets out how it will deliver
the priorities within the NHS Long Term Plan. The Trust is a member of the
SWL ICS and contributed to developing the five year plan. As the Trust works
towards SWL system priorities there is a risk that these may not directly link
with St George’s. The Trust is an active member of the various forums across
the SWL ICS and has opportunity to influence the future direction which also
provides opportunity for the Trust to better understand it’s role in delivery. The
Trust's CEO is a chair of the Acute Provider Collaborative which has a focus on
developing standardised clinical pathways. The Trust is also represented on
the SWL ‘enabler’ workstreams such as workforce, digital , estates and finance.
The Trust's workforce strategy which was approved by Trust Board in
November 2019 will support the Trust to develop the future workforce models
required to deliver the ambitions. The management and clinical capacity within
the Trust does pose a challenge going forward to enable sufficient engagement
with the clinical priorities at SWL and Borough level.

Given the change in focus and priorities as part of the SWL Covid-19
Recovery Plan there is likely to be some impact on the programmes of work
that were agreed and in progress as part of the SWL ICS and potentially the
Acute Provider Collaborative and St George’s role in these. Whilst the
objectives of the new structure does reflect the need to progress with the
ambitions of the SWL Five Year Plan it is inevitable that some of the earlier
priorities will need to be reviewed particularly in terms of the pace and scale of
delivery. (See further note on this in ‘Summary of Covid-19 Impact).

An in-year target risk score of 12(4x3) is proposed to reflect a realistic year end
position for this risk to reflect the risk that other members of the Acute Provider
Collaborative in SWL will pursue clinical/ commercial relationships with other
tertiary NHS providers that pose a strategic threat to SGUH. There remains an
inherent tension between the statutory framework which places accountability
on individual organisations and the move to greater system working, and this
tension will continue pending legislative change.

Trust Board Meeting (Part 1)-24/09/20

Overall SR Rating —
Quarterly Scores

Trust Board
Chief Strategy Officer

14 September 2020

Period Assurance Change Inherent Target
2020/ Strength (last reporting Risk Risk
2021 e, Score Score

For
2020/21

22 16=
4(C) x 4(L)

The SWL ICS response to and continue planning for Covid-19 will have an impact on the
scale and pace of delivery of the priorities set out in the SWL five year plan and the Trust's
contribution to these

The SWL ICS has established a Covid-19 Recovery Board which has overseen the
development of, and will oversee delivery of, the SWL ICS Covid-19 recovery plan. The plan
is to not only ensure the system can continue to respond to the on-going threat of Covid-19
but to start to make progress in the delivery of the priorities in the five year plan. However
this may mean there are some things which may need to be reprioritised.

The Trust CEO is a member of the SWL ICS Covid-19 Recover Board and Steering Group
and is the chair of the Acute Cell which leading a collaborative approach to the re-starting of
services. The collaborative approach adopted across SWL in the response to Covid-19 has
accelerated cross boundary working and the integration and transformation of services
albeit barriers to further integration exist due to existing legal/ statutory frameworks.

345 of 386
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Strategic
Objective

Right care, right place, right time

m As part of our local Integrated Care System, we fail to deliver the fundamental changes necessary to transform and integrate services for patients in South West
London

The SWL ICS Programme Board on which the Trust CEO is a member

The Trust is a member of the SWL Acute Provider Collaborative

SWL Covid-19 Recovery Structure has been established

SWL Clinical Senate - set the clinical priorities for SWL

SWL ICS Five Year Plan - the Trust contributed to developing the five year plan
which set the priorities for SWL

A Wandsworth and Merton Provider Partnership Board is in place

SWL Covid-19 Recovery Plan - driving greater collaboration

The Trust Workforce Strategy approved by Trust Board in November 2019 — a key

driver being delivery of the SWL five year plan as well as the Trust’s clinical
strategy

Annual review of Trust Strategy

Trust contribution to the Wandsworth and Merton Local Health and Care Plans

St George’s University Hospitals NHS Foundation Trust
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CEO representation on the Board
Quarterly SWL ICS Updates to Trust Board

The APC is chaired by the Trust CEO and has a focus on clinical pathway
standardisation

Trust representation on key workstreams
CEO is a member of the Recovery Board and chair of the Elective Recovery
Programme

The Trust is represented on the Clinical Senate by the CMO

The Trust is represented at all SWL Integrated Care System meetings

The SWL ICS and Acute Provider Collaborative Forums allow general oversight
of commissioner and provider plans to develop relationships outside the sector
The Trust is an active contributor to the key ‘enabling’ workstreams across the
SWL ICS e.g. Workforce, Digital, Finance

The Trust is represented on this Board and is a forum for agreeing the approach
to place-based transformation

The Trust CEO is a member of the SWL ICS Covid-19 Recovery Board ,
Steering Group and is chair of the Acute Cell

Implementation plans are in place and being delivered against

The review of Trust strategy undertook in June confirmed that the priorities are
still relevant taking account the changes in the external environment.

The CSO is a member on both of the Borough Health and Care Partnership
Boards

The CSO chairs the Wandsworth Borough Estates Strategy Working Group
which will reflect any changes in clinical priorities

Trust Board Meeting (Part 1)-24/09/20
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Tab 5.2 Board Assurance Framework - Q2

Strategic

Objective Right care, right place, right time

London

- . Complete Progress
Gaps in controls and assurances Actions to address gaps in controls and assurances by (,fate)

There is the potential for a gap in information sharing and oversight across the Trust with different
Trust Executives representing the Trust on different SWL meetings

Limited clinical and management capacity within the Trust to engage with and deliver the clinical
priorities for Wandsworth and Merton as set out in their respective Local Health and Care Plans

With Covid-19 recovery being planned at SWL ICS level there is potential for Wandsworth and
Merton Borough level priorities to be over-looked

Trust’s ability to fully utilise the space most effectively at QMH as part of the Covid-19 recovery
response is constrained by financial agreements in place

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

As part of our local Integrated Care System, we fail to deliver

fundamental changes necessary to transform and integrate services for patients in South West

The Strategy Team is to develop a process to track Trust representation at key SWL meeting
including identifying key priorities and potential implications for the Trust to ensure there is Trust wide
oversight

The developed process will ensure relevant representation at the SWL meetings

Complete

Mar 2021 %

7
7%

Both Wandsworth and Merton Health and Care Partnership Boards are to review the priorities in the
LCHP in light of Covid-19 and this will provide an opportunity to re-assess the Trust’s role in delivering
these (The Trust is represented on both Boards)

Future business planning activities to take account of the Trust's contribution to delivering the key
priorities in the LHCP

Wandsworth and Merton Provider Board meetings which are attended by the Trust CEO are to March

identify any particular issues and so to act as the bridge between borough and system level planning 2021

The CFO to have discussions with the CCGs to agree principles as part of the wider QUH TBC Not

programme priorities started
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Right care, right place, right time

Lead indicators

A SWL Covid19 recovery plan in place The Trust is represented on the SWL Recovery Board and associated workstreams leading the development of
the Covid-19 recovery plan.

Clinical Safety Strategy in place and has identified revised clinical pathways 6 clinical networks have been established as part of the SWL recovery plan and additional clinical networks are

across SWL currently being established 5 . 2
The number of clinical networks which are fully established for which SGUH is SGUH is the lead provider for ENT and Urology and these networks have been established. SGUH has also

the lead provider been identified as lead provider for Neurosciences and Cardiology which are currently being established

The number of key SWL meetings that have appropriate representation from The CEO is a member of the SWL ICS Programme Board and SWL Recovery Board , chair of the Elective

SGUH Recovery Programme and APC. Borough level meetings are represented by the Chief Strategy Officer. SGUH

representative at key meetings has been developed during Q2

Delivery of Clinical Strategy implementation plans n/a Plans have been revised during Q2 to reflect any implications of Covid-19 and first progress report to be
presented to Trust Board in September 2020

Delivery of Corporate Support Strategy implementations plans n/a Implementation plans have been developed and approved during Q2. First progress report to be presented to
Trust Board September 2020

The continued focus on the response to Covid-19 for the foreseeable future and the threat of a second The SWL Covid-19 Recovery Programme Board and associated recovery plan will provide an opportunity for enhanced
wave may put additional pressure on the clinical and management capacity within the Trust to focus on collaborative working to achieve greater integration and transformation of services
SWL five year plan priorities

The outcome of the Improving Healthcare Together programme may provide an opportunity for greater collaboration
The outcome of the Improving Healthcare Together programme may present some risks to the Trust's between St George’s, Epsom and St Helier and the Royal Marsden
ability to manage the potential increase in demand

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

25

Strategic Objective 3: Balance the books, invest in our future
Strategic Risks SR5 and SR6

SR5:

We do not achieve financial sustainability due to
under-delivery of cost improvement plans and
failure to realise wider efficiency opportunities

5.2

SR6:

We are unable to invest in the transformation of
our services and infrastructure, and address
areas of material risk to our staff and patients,
due to our inability to source sufficient capital
funds

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Strategic
Objective
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Balance the books, invest in our future

We do not achieve financial su

We have a low appetite for risks that will threaten the Trust’s

Low ability to deliver services within our financial resources

< Financial planning in the NHS was postponed at the beginning of the
pandemic, which included the requirement to develop a CIP plan in its
traditional sense. This provides a risk to the organisation getting out of the
‘rhythm’ of delivering CIPs

* The Trust has continued pursuing limited delivery of CIPs with procurement,
lead by the CFO and Director of Procurement. Engagement has been
challenging due to operational and clinical focus on the response to COVID
19.

< Divisional financial performance is being picked up through the Operational
Management Group, through to Trust Management Group.

« Divisions are being met on a monthly basis by the Deputy CFO to review
overspends, and underspends. Equal attention is being given to both as
ensuring underspends on areas of lower activity due to the pandemic will
form a material part of the financial recovery plan.

* A bottom up forecast has been completed to provide a view of the financial
position to the year end

« Areview of financial governance will be completed on the receipt of
guidance for M7-12 from NHSI/E.

e A £42.7m planning gap currently remains due to shortfalls in block funding
due to the national method for calculating this

« Financial performance of the Trust is being compared at South West
London level through the CFO'’s, as well as at London level with the CFO
network of tertiary Trusts in the region.

« Anin-year target risk score of 12(4x3) is proposed to reflect long term
challenges with moving the organisation to an improved state of financial
improvement

Trust Board Meeting (Part 1)-24/09/20

Overall SR Rating —
Quarterly Scores

inability due to under delivery of cost improvement plans and failure to realise wider efficiency opportunities

Finance and Investment Committee

Chief Finance Officer

17 September 2020

Period Assurance
2020/ Strength |
2021 period)

Change Inherent Target
(last reporting Risk Risk
Score Score for 5.2
2020/21

Extreme
25=
5(C)x5(L)

Q2 Extreme 25=
25= 5(C) x 5(L)
5(C) x 5(L)

The COVID 19 pandemic resulted in usual financial governance arrangements being
postponed (e.g .weekly Tuesday finance meetings)

Temporary governance arrangements have been put in place to ensure that all spend
above £50k related to COVID 19, and not within budgets is signed of by a member of the
executive team and the CFO.

Monthly reporting will review spend to ensure costs are stepped down where expected, and
cost increases due to COVID are reasonable and justified.

The Trust has received indication that organisations will be funded at a level to break even if
it can be evidences that spend levels are reasonable.

The Trust has been instructed by NHSE to report a breakeven position for M1-M4 20/21



Tab 5.2 Board Assurance Framework - Q2

Strfateg_uc Balance the books, invest in our future
Objective

We do not achieve financial sustainability due to under delivery of cost improvement plans and failure to realise wider efficiency opportunities

. Lines of Assurance
: : Control effectiveness
Key risk controls in place Key sources of assurance

Monthly divisional finance reports

Monthly divisional finance meetings with in place with DCFO to discuss areas for

escalation (underspends/overspends)

Monthly reporting of financial issues through to OMG, TMG, FIC and Trust Board Monthly Trust finance reports

Monthly external review of Trust position by NHSE/I as part of monthly top-up
payment review
-- Monthly report to Finance and Investment Committee X X

Top up payment made to Trust

Bottom up forecast in place, with monthly performance being scrutinised vs both
budget and forecast.

South Wes.t London FAC cgntmued to develop system financial management SWL Monthly Finance Report -
processes in support of delivery of control totals.
Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Strategic

. Balance the books, invest in our future
Objective

m We do not achieve financial sustainability due to under delivery of cost improvement plans and failure to realise wider efficiency opportunities

Complete Progress
Gaps in controls and assurances Actions to address gaps in controls and assurances by (cfate)

South West London financial performance management structure in place to drive and ensure Trust to lead development of financial governance with SWL ICS Sept 20
financial performance and best practise within sector - Some progress, but further progress expected on receipt of M7-12 funding envelopes.

Baseline budgets that are out of date with current situation - Financial forecast to be developed to drive improvement and efficiency within divisional positions ~ Complete
Lack of consistent performance management within divisions, down to directorate and Care Group - DCFO to seek assurance of divisional financial governance arrangement, and intervene where Sept 20
level necessary.

- Operational focus on activity step up so action not fully closed.

No formal CIP plan of efficiency plan in place - ClP/efficiency targets to be established alongside financial forecast Oct 20
- Limited is scope due to constraints of COVID
- On receipt of M7-12 guidance, process likely to need to be re-invigorated

Capacity plan not fully developed inline with new working environment post COVID - Capacity plan to be agreed in line with financial forecasts and performance trajectories through Sept 20
OMG
- Capacity plan agreed as part of activity trajectory’s. Still a work in progress

Lack of accountability within services for financial performance and delivery - Finance to be included within objectives of all leadership posts with financial responsibility within Nov 20
the organisation
- Control totals not yet received, so focus remains on activity recovery.

Board Assurance Framework 2020/21
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Strategic
Objective

Balance the books, invest in our future

We do not achieve financial sustainability due to under delivery of cost improvement plans and failure to realise wider efficiency opportunities

Lead ind SEC RS Lead ind P d
ead indicators mmmm ead indicators: Progress update

Financial balance achieved YTD - Financial balance reported at M3 due to expected “top-up” income

Financial balance forecast through to year end Forecast complete, but awaiting confirmation of funding regime.

CIP/improvement plan to be agreed and delivered CIP plan still a work in progress. More progress made in Procurement and Pharmacy. Overall challenge to be 5 . 2
confirmed through guidance.

SWL plan to be developed to remain within control total First draft SWL forecast complete. Funding regime to be confirmed.

Emergent / future risks Future opportunities

- 20/21 spending enveloped expected to be received in the next month - 20/21 spending enveloped expected to be received in the next month

- Competing priorities within divisions meaning finance isn't prioritised - Financial improvement through further collaboration within the SWL ICS

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Strategic

. Balance the books, invest in our future
Objective

We are unable to invest in the transformation of our services and infrastructure, and address areas of material risk to our staff and patients, due to our inability to

source sufficient capital funds

Due to the importance of securing investment in the Trust’s S el el liicisn Finance and Investment Committee
Risk Appetite / ageing estates infrastructure, we have a low appetite for
Tolerance Low risks that could impact on the availability of capital

Executive Lead(s) Chief Finance Officer

Date last Reviewed 17 September 2020

Current risk and Capital Department Expenditure Limit (CDEL) set at SWL level c£40m Overall SR Rating — Period Assurance Change Inherent Target
assurance below Trust individual plans Quarterly Scores 2020/ Strength (last reporting Risk Risk
assessment 2021 2t Score Score
For
2020/21

Prioritisation completed at SWL level as part of planning process

Trusts plans currently has ££24m funding gap between essential projects,

and internally generated funds. Extreme

20 =
4(C) x 5(L)

Q2 Extreme 20 =
20 = 4(C) x 5(L)
4(C) x 5(L)

summary o{0)/[pf% [ ) The Trust has committed to material capital spend in response to the COVID 19 pandemic
(£8.6m), for which it has not received confirmation of funding from NHSE/I.

COVID capital bids submitted to NHSI for expenditure already incurred, and
further expenditure required in future. 19/20 agreed and funded, but no
confirmation on 20/21 items.

Alternative sources of funding to continue to be explored where feasible. (ie.
Leasing)

Monthly reviews taking place with DCFO to ensure urgent items to mitigate
significant clinical risk are addressed, whilst considering the material
financial risk to proceeding with the full programme.

Critical Infrastructure Bid made to NHSE/I aimed at securing funding Impact

el Al R i Further spend is required to ensure activity can safely be stepped up inline with IPC

standards. Detail of this is currently being worked through as part of the Operational

An in-year risk score of 12(4x3) is proposed due to continued uncertainty e Cras

expected on years 2 — 5 funding of the capital plan.

It is likely that the national response to COVID 19 has committed significant capital; putting
material strain on “business as usual” capital funding.

Board Assurance Framework 2020/21
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354 of 386 Trust Board Meeting (Part 1)-24/09/20



Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Balance the books, invest in our future

We are unable to invest in the transformation of our services and infrastructure, and address areas of material risk to our staff and patients, due to our inability to
source sufficient capital funds

: Lines of Assurance
. : Control effectiveness /
Key risk controls in place Key sources of assurance ( )

-- Monthly finance reports X
Weekly COVID Capital funding update and discussion at OMG, to review clinical -- Weekly update to OMG on status of COVID capital bids X .

urgency of requests.
- SWL Capital Plan report X

Monthly reporting to FIC and Trust Board on key areas of risk, both financially, and
due to non-investment.

Evolution and development of capital prioritisation at SWL level through CFO
meeting (FAC)

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Balance the books, invest in our future

We are unable to invest in the transformation of our services and infrastructure, and address areas of material risk to our staff and patients, due to our inability to
source sufficient capital funds

Complete Progress
Gaps in controls and assurances Actions to address gaps in controls and assurances by (date)

Confirmation of emergency financing to fund essential programme of capital works Pursue emergency funding through the ICS through to NHSI/E London through CFO Aug 20

As there is some external delay in confirmation of national funding regime, it is expected that this
action will be completed by September 2020

No alternative means of financing identified to fund programme Alternative methods of financing current programme to be developed by DCFO Aug 20

Further work is on-going to ensure all options are explored between now and the end of the year.
Awaiting confirmation of national funding regime.

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Balance the books, invest in our future

We are unable to invest in th

formation of our services and infrastructure, and a
source sufficient capital funds

ress areas of material risk to our staff and patients, due to our inability to

Lead indicators Lead indicators: Progress update

Funding confirmed for full 20/21 capital programme Discussions continue with SWL ICS and NHS London to confirm funding for full plan
Funding confirmed for 5 year capital plan

Reduction of clinical risk resulting from old equipment estate infrastructure and

Additional risks emerging due to COVID. Spending continuing at risk to mitigate risks 5 . 2
IT

Capital spend at full value of plan in 20/21

£9m of programme “paused” pending funding decision
Future opportunities
Further emergency capital works required above current plan due to unstable state of current estates

and IT infrastructure - Emergency capital funding made available from NHSE/I

Emergent / future risks

- Further capital spend on COVID required to deal with second wave - Further prioritisation within SWL to move money to address material and urgent risk at St George’s

Board Assurance Framework 2020/21
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34

Strategic Objective 4: Build a better St George’s
Strategic Risk SR7

SRY7:

We are unable to provide a safe environment for
our patients and staff and to support the
transformation of services due to the poor
condition of our estates infrastructure

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Build a better St George’s

We are unable provide a safe environment for our patients and staff and to support the transformation of services due to the poor condition of our estates

infrastructure

We have a low appetite for risks that affect the safety of our | _GEtEa=nele)iiiilics  Finance and Investment Committee
i i tients and staff

Risk Appetite / Low patients and sta Executive Lead(s) Chief Finance Officer

Tolerance

Date last Reviewed 14 September 2020

Current risk and Our current risk assessments indicate that this is a High risk for the Trust. Overall SR Rating — Period Assurance Change Inherent Target

assurance Quarterly Scores 2020/ Strength (last reporting Risk Risk
assessment We have agreed full implementation _of Fhe NHS Premises_Assurance Model as 2021 period) Score Score
the key assurance mechanism for this risk. We have appointed external Eon 5 2
support to review our processes and evidence and to provide independent '

oversight of our assurance. 2020/21

Extreme
20 =

4(c) x 5(L)
An in-year target risk score of 16 (4x6) is proposed to reflect a realistic year

Q2 Extreme 20 = 16=
20 = 4(c) x 5(L) | 4(c) x 4(L)
4(c) x 5(L)
end position for this risk due to the expected delivery of the identified actions to

mitigate this risk, for example the Board approval of the Estates Strategy, a Summary COVID-19 Significant work is ongoing to develop short and long term ITU expansion solutions, the first
centralised data management system in place and improvement in Estates Impact iy el vt sliuls e semnisie tsnaies e end e iomeider

governance processes. However, the continued uncertainty expected on years
2 — 5 funding of the capital plan is also recognised.

We will appoint a professional team to develop our new estate strategy at the
end of September through the NHS SBS framework. In preparation for this, we
are developing a full 3D model of the Tooting site to bring together estates data
into one place.

We anticipate undertaking this assurance and strategy work over the next 6-9
months, with a risk reduction programme then taking 2-3 years to complete,
subject to suitable investment. Our risk reduction strategy will be that no risk
should be above a 16, nor have any rating at 5.

Enhanced infrastructure requirements due to Covid-19 could create a wider gap between
the condition of the existing estate and operational requirements

Some projects have been delayed due to Covid-19 (although others have been able to
accelerate due to availability of spaces), all projects have now restarted and we are
reviewing programme delivery.

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

Strategic

Objective Build a better St George’s

We are unable provide a safe environment for our patients and staff and to support the transformation of services due to the poor condition of our estates
infrastructure

Lines of Assurance
Key sources of assurance )

Independent surveys and AE reports provide assurance on key issues X
Assurances are provides through safety working groups. X 5 2
PAM will provide enhanced assurance, this is currently being worked through. xx

. : Control effectiveness
Key risk controls in place

Risk adjusted backlog maintenance programme informed by Authorised Engineer
reports and independent condition surveys

CQC report 2019 - technical assurance has been provided on the key areas of X
concern where reactive maintenance could potentially impact patient care

The proposed capital report on expenditure to ensure that the risks associated with X

Investment profile provides plans to manage backlog maintenance investment not delivering the plan through a lack of funding are understood and agreed.

Subject specific safety groups (e.g.. Ventilation, water etc) are now beginning to XX
meet again to receive assurance reports.

Governance systems in place to provide oversight on critical estates issues
PAM will provide assurance, although we need to enhance our data and systems
capability to provide the right levels of assurance in an accurate manner.

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

Strategic

Objective Build a better St George’s

We are unable provide a safe environment for our patients and staff and to support the transformation of services due to the poor condition of our estates
SR7 .
infrastructure
Gaps in controls and assurances Actions to address gaps in controls and assurances

No centralised data management system in place to ensure all required information is available Data and Systems review within E&F to be undertaken Jan 2021 V///
and coordinated /

r
Gaps in both capital requirements and available budget, together with a lack of long-term planning,  Coordination of all capital planning workstreams, in line with production of new estate strategy Jan 2021 y
makes effective use of capital difficult to plan

Governance groups are not aligned with new wider assurance arrangements Groups restarting with reviews of ToRs being undertaken Oct 2020 V///

Current Estate Strategy is not aligned with Clinical Strategy New estate strategy to be developed in line with other Trust strategies Mar 2021 W A
No independently tested PAM compliance Audit PAM compliance level Sep 2020 m

No monitoring group to oversee activities Establish Estate Assurance Group to oversee activities Nov 2020

74
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Tab 5.2 Board Assurance Framework - Q2

Strategic .
ateg Build a better St George’s
Objective
We are unable provide a safe environment for our patients and staff and to support the transformation of services due to the poor condition of our estates
infrastructure
Lead indicators Lead indicators: Progress update
% of reports on items of statutory compliance completed to required timescales - Reports are being produced, work is required on their collation and dissemination
% of backlog maintenance tasks (reactive / planned) undertaken in line with Progress has been made on water and electrical backlog works, further work to be undertaken on fire and PPM
plan compliance 5 2

Capital expenditure spend profile against agreed plan Anticipated spend profile is behind target due to lack of certainty on budget

% of PAM compliance PAM assessments being undertaken and reviewed, but trend analysis and management information not yet
available, review underway in line with wider estate transformation

Emergent / future risks Future opportunities

Impact of COVID on estate planning Estate aspects of the clinical strategy fully delivered

Lack of investment leads to further deterioration, therefore Trust is unable to deliver its wider strategic More capital funding becomes available to improve future planning

objectives More effective organisational design improves service design

Failure to produce / agree new estate strategy Estate Strategy provides a framework for pursuing longer term redevelopment opportunities and additional capital sources
South West London health planning impact on estate planning Locations outside Tooting provide strategic advantage for transformation of services

Restructuring of teams temporarily affects ability to deliver services
Continued focus on Tooting site is at the detriment to other locations

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

39

Strategic Objective 5: Champion Team St George’s
Strategic Risks SR8 and SR9

SR8:

Our staff do not feel safe to raise concerns and
are not empowered to deliver to their best
because we fail to build an open and inclusive
culture across the organisation which celebrates 5.2
and embraces our diversity )

SR 9:

We are unable to meet the changing needs of
our patients and the wider system because we
do not recruit, educate, develop and retain a
modern and flexible workforce and build the
leadership we need at all levels

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective
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Champion Team St George’s

Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build an open and inclusive culture across the

organisation which celebrates and embraces our diversity

Due to concerns around bullying and harassment and the
ability of staff to speak up without fear, we have a low

ok appetite for risks that could impact on the culture of the Trust

The Trust continues to face significant challenges in relation to diversity and
inclusion, with staff feeling able to raise concerns without detriment, and in
relation to its culture. The number of FTSU concerns have increased, which is
positive, but the Trust ranks very low in the national FTSU Index, indicating it
has a weaker FTSU culture than peer Trusts. COVID-19 has highlighted
underlying challenges related to diversity and inclusion, and the Trust
continues to face challenges in relation to its WRES position and performance
in relation to both ethnicity and gender pay gaps. The Trust has key Board level
controls in place via the approval of key strategies, but there are gaps in terms
of implementation, part of which should be addressed through the appointment
of a new D&l Lead in the coming weeks and months. A new FTSU Strategy
and Vision is being prepared for Board consideration in September.

Overall SR Rating —
Quarterly Scores

The highest rated supporting risk is effectiveness of staff engagement which

scores as a 12 on the risk register, as does bullying and harassment. D&l and

FTSU risks are scored at 9. Following a request from the Workforce and

Education Committee, which considered that this risk score (based on the

corresponding risks on the 2019/20 BAF) was too low, the Executive reviewed

this risk score in light of recent developments and has proposed that it be

raised to a score of 20. This reflects:

* The significant concerns that have emerged around D&l during COVID-19

* The lack of progress in implementing the D&l strategy

* The Trust's position on the FTSU Index (209 out of 230 Trusts)

« The weakness of the controls currently in place

« The fact that the culture change programme is currently in its diagnostic
phase and is yet to define the culture we want and how we get there — and
the significance of achieving cultural change to the delivery of the strategy.

A year-end target risk score of 16 (4c x 4l) is proposed as a realistic score for
mitigating this risk by end March 2021 on the basis that actions to improve the
Trust’s position on D&I, raising concerns and culture change should, by then,
start to show some impact which would warrant the Board considering a
lowering of the risk from its current score of 20.

Trust Board Meeting (Part 1)-24/09/20

Workforce and Education Committee
Chief People Officer
15 September 2020

Assurance
Strength

Change Inherent Target
((EE3 rePorting Risk Risk

period) Score Score
For

2020/21

Extreme Limited

20=
4(C) x 5(L)

Q2 Extreme
20=
4(C) x 5(L)

COVID-19 has had a mixed impact on this risk. While in places it has fostered elements of a
Team St George’s spirit and staff network groups have continued to meet (and faith
calendar days have been celebrated), it has also revealed issues relating to diversity and
inclusion, willingness of staff to speak up. A number of engagement events have been
paused (Go Engage pilot; TeamTalk). Covid-19 has had an impact on the timings for the
completion of the diagnostic phase of the culture programme and highlighted underlying
issues with diversity and inclusion that the Trust is now seeking to address.

Limited 20=
4(C) x 5(L)




Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Champion Team St George’s

Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build an open

organisation which celebrates and embraces our diversity

Key risk controls in place

Workforce strategy in place and approved by the Trust Board (including culture
change)

The Diversity and Inclusion action plan agreed by the Trust Board in July 2020
Culture change programme established with clear timelines for delivery

Freedom to Speak Up function established with dedicated Guardian in place
Policy framework established (including E&D; Dignity at Work; Raising Concerns)
Staff networks in place to support particular groups

Bullying and harassment helpline established supplemented by access to Staff
Support

Leadership and Management Development Programmes in place (paused during
COVID-19 and challenges in organising new meetings

Board visibility through Board visits and Chairman and CEO monthly TeamTalks
Trust D&l lead recruited and in place
IT software package to record FTSU concerns

Central repository for capturing and recording B&H

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

Control effectiveness

R R
R R
R R
P P
P P

s s
R R

Key sources of assurance

NHS Staff Survey shows that levels of bullying and harassment are not acceptable

Number of concerns raised with FTSU Guardian has increased year-on-year

Initial report of progress update of culture change the Board in February 2020, with
report on findings from the diagnostics due to Executives in late September and to
Board in November 2020

Trust is rated 204 out of 230 Trusts in England on FTSU Index
Ethnicity and gender pay gaps reported to Board

Positive early engagement from staff in staff network groups
Key WRES scores lower than London and England average

Likelihood of BAME staff entering formal disciplinary process 2.98 times higher

Culture Change programme launched and diagnostic phase underway

Case management solution in place to support FTSU case tracking and reporting

Trust Board Meeting (Part 1)-24/09/20

d inclusive culture across the

X X X X

Lines of Assurance

365 of 386



366 of 386

Tab 5.2 Board Assurance Framework - Q2

Strategic

Objective Champion Team St George’s

organisation which celebrates and embraces our diversity

The Diversity and Inclusion plan not currently not in place

No agreed plans to implement commitment to establish BAME representation on all Band 8A and
above panels

No centralised system for recording FTSU concerns raised with Guardian and Champions

No established system to record the reporting of cases for bullying and harassment

The Trust does not have a Freedom to Speak Up Strategy and Vision

Bullying and Harassment (B&H) policy does not address latest best practice

Go Engage system not yet fully live

Robust Diversity and Inclusion Strategy delivery plan

Updated Policy framework (inc. E&D; Dignity at Work; Raising Concerns)

Positive shifting in culture whereby staff feel engaged, safe to raise concerns and are empowered to
deliver outstanding care

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build an op

Develop and implement D&l implementation plan. The D&I Plan was approved by the Board at
its meeting in July 2020

Plan for inclusion of BAME staff on recruitment panels at Band 8a and above now implemented

Fully implement IT software package to record concerns — Implemented on 1 September 2020

Develop key indicators to B&H cases
A central repository for capturing and recording B&H cases is in place

Develop FTSU Strategy and Vision. Board due to consider the proposed strategy at its meeting
on 24 September 2020

Undertake full review of Dignity at Work policy

Re-start Go Engage Pilot (previously deferred by COVID-19). The use of Go-engage is to be
discussed at People Management Group in July 2020

GO Engage paused due to cultural diagnostic work currently underway. Review the best
survey tool to adopt following NHS Staff Survey (5t Oct to 27t Nov);
Revised delivery plan to assess robustness of plan and leadership committeemen

Review of Dignity at work and raising concerns policies to ensure clarity and ease of usage

Complete culture diagnostics phase and define action plan to address key findings

Trust Board Meeting (Part 1)-24/09/20

Complete

Complete

Complete

Complete

Sept 2020

Sep 2020

Sep 2020

Oct 2020
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Tab 5.2 Board Assurance Framework - Q2

Strategic

Champion Team St George’s

Objective

Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build an open and inclusive culture across the
organisation which celebrates and embraces our diversity

RAG Rat
mm Lead indicators: Progress update

The number of cases raised with the FTSUG has continued to rise, though at a slower rate compared with Q1
2020/21

- Paused in Q1 2020/21 as a result of COVID-19

Lead indicators

Number of Freedom to Speak Up concerns raised with Guardian

Quarterly Friends and Family Staff Survey (via Go Engage)

This continues to be significantly higher for BAME staff compared with white counterparts. BAME staff are 2.38

Number of BAME staff entering formal disciplinary processes
times more likely to enter into a formal disciplinary process compared to White staff.

5.2

Trust turnover rate August 2020 turnover rate (excluding junior doctors) was 15.2% against a target of 13%

Future opportunities

» Delivery of the culture change programme

« Risk that the Trust is not seen to have taken decisive action to address serious concerns raised by : Is‘ﬁ_:trglgnygfgf?.r-ls-ﬁﬁ s with positive FTSU Index cultures being built into the development of the Trust's new vision and

BAME staff during listening events.

* Risk of regression due to the impact of COVID-19 on staff well-being.

+ COVID-19 has led to the cancellation and / postponement of a range of training and development
opportunities for staff, including management training

« Delays to the full implementation of the IT system for managing FTSU cases

Emergent / future risks

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Champion Team St George’s

We are unable to meet the changing needs of our patients and the wider system because we do not recruit, educate, develop and retain a modern and flexible

workforce and build the leadership we need at all levels

Due to concerns regarding quality and diversity in our workforce, S e e tiieer - Workforce and Education Committee
Risk Appetite / we have a low appetite for risks relating to workforce. However, in : : .
Tolerance Low relation to developing future roles and recruitment and retention Executive Lead(s) Chief People Officer
strategies our risk appetite is higher
s Bk & Date last Reviewed 15 September 2020

Current risk and Although COVID-19 has eased immediate challenges of recruitment and Overall SR Rating — Period Assurance Change Inherent Target
assurance retention due to our ability to redeploy staff across the organisation, our Quarterly Scores 2020/ Strength (last reporting Risk Risk
assessment vacancy rate remains above target as does our turnover rate. Training and 2021 period) Score Score
developing our leaders remains a particular gap and this links to the cultural For
development work set out in Strategic Risk 8. Junior doctor supply continues to 2020/21
be an issue. We have not yet introduced fully the upgrade of Totara, which is
expected later this month. When in place this will enable us to better track
appraisals and put in place clearer talent management processes.

Extreme
16 =
4(c) x 4(L)

Q2 Extreme 20 = 16 =
16 = 4(c)x 4(L) | 4c)x4L)
4(c) x 4(L)

Summary COVID-19 COVID-19 has placed staff under intense pressure during the first surge, however the Trust
has been able to successfully redeploy staff meaning that it has been able to reduce its
agency spend during this period. Appraisal rates, however, have fallen and a number of
education and training programmes have been delayed / deferred due to the pandemic.

There are a number of supporting risks scored at 16 on the risk register
(recruitment and retention, Brexit, junior doctor vacancies, pensions) and one
sored at 12 (organisational development). Appraisals is scored at 9 as is

recognising good practice by our staff.

A year-end target risk score has been defined as a 16, which reflects the
current risk score approved by the Board. The fact that the target score
remains the same as the current score reflects the level of risk, particularly in
relation to the impact of a no deal Brexit and the impact of Covid-19 on
education, training and development particularly in the event of a second wave.
Maintaining this as a 16 at year end is considered to be a realistic assessment | [11]¢r1e!
of the extent to which this risk can be mitigated in material way over the next
six months.

Board Assurance Framework 2020/21
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Champion Team St George’s

We are unable to meet the changing needs of our patients and the wider system because we do not recruit, educate, develop and retain a modern and flexible
workforce and build the leadership we need at all levels

Key risk controls in place

Workforce Strategy in place and approved by the Trust Board (Nov 2019)
Education Strategy in place and approved by the Trust Board (Dec. 2019)
Development of new roles (i.e. ACPs ) to help fill the gaps in vacancies
Monthly review of the funded establishment

Workforce priority plan in place with an underpinning action plan

Advanced Clinical Practitioner Working Group established to work with HEE
Monthly qualified nursing and healthcare assistant open days

Appraisal training sessions / ad hoc training in place
Workforce implementation plan

Education implementation plan

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

Control effectiveness Lines of Assurance

Key sources of assurance

Good performance in ward staffing unfilled duty hours — tracked in IQPR

-- Reduction in use of agency staff — spend below cap in April 2020

X
X
-- Workforce report to WEC X
-- Monthly reports to Trust Board X

X

G G Successful nursing recruitment days — national award won in October 2019

G G Participation in NHSI regional retention scheme — reduction in nursing vacancies X

Guardian of Safe Working Hours Report X X

June 2020 - Trust vacancy rate 8.3% against target of 10% X

R
- Quarterly report to Trust Board X
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Strategic

Objective Champion Team St George’s

We are unable to meet the changing needs of our patients and the wider system because we do not recruit, educate, develop and retain a modern and flexible
workforce and build the leadership we need at all levels

Complete Progress
Gaps in controls and assurances Actions to address gaps in controls and assurances by (;’ate)

Board-level approved implementation plan for Workforce Strategy (via WEC) Develop implementation plan and secure WEC approval Jun 2020
Plan approved at PMG and TMG and WEC

Board-level approved implementation plan for Education Strategy (via WEC) Develop implementation plan and secure WEC approval Jun 2020

Plan approved at PMG and TMG and WEC
Leadership programmes yet to be fully defined and commissioned (in particular development of Commence Advanced Leadership and Management programme for staff in senior leadership roles; Nov 2020 7
common understanding of line manager responsibilities, managing difficult conversations) Deputy General Managers, Heads of Nursing, Clinical Directors and Care Group Leads.
Appraisal rates are below target and appraisal quality is variable Develop plan to address appraisal rates Oct 2020 ////
Junior doctor rota gaps as reported by Guardian of Safe Working Development of plan to address rota gaps Trust is to recruit MTls Mar 2021 W
Performance and Development Review (Appraisal) guidance not in place Develop performance and development review Complete

Guidance has been developed and is in place.

Mentor training not provided to increase the availability of mentors for staff Develop mentor training Dec 2020 V////
/

Limited assurance internal audit report on the use of medical consultants Review underway led by Chief Medical Officer October
2020

r
Implementation of NHS People Plan Work to implement key recommendations March 2021 y///
7
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Tab 5.2 Board Assurance Framework - Q2

Strategic
Objective

Champion Team St George’s

We are unable to meet the changing needs of our patients and the wider system because we do not recruit, educate, develop and retain a modern and flexible
workforce and build the leadership we need at all levels

Lead indicators Lead indicators: Progress update

Trust vacancy rate Trust vacancy rate in August 2020 was 8.2% against a target of 10%

Turnover Rate Trust turnover rate (excluding junior doctors) in August 2020 was 15.2% against a target of 13%
Sickness absence rates Trust sickness absence rate of 3.4% in August 2020 compared with Trust target of 3.2%

Bank and agency rate In July 2020, the Trust was well below its established monthly agency ceiling due to staff

redeployment due to COVID-19

IPR appraisal rate medical staff GMC paused appraisal completion rate due to COVID-19

IPR appraisal rate non-medical staff Appraisal rates for non-medical staff in August 2020 were at 74.6% compared with Trust target of

90%. Target not met throughout 2019/20

MAST compliance percentage August performance of 89.9% compared with Trust target of 85%

Future opportunities

Emergent / future risks

» Staff remote working requirements » Further collaboration with SWL ICS and the Acute Provider Collaborative
« Brexit — uncertainty over future reliance of supply of EU staff » Development of different roles
» Scaling back of HEE funding » Links to University — opportunity to develop more ‘in-house’ training / courses with the university, cost

effective, accredited
» Apprenticeships

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust
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48

Strategic Objective 6: Develop tomorrow’s treatments today
Strategic Risk SR10

SR10:

Research is not embedded as a core activity
which impacts on our ability to attract high calibre
staff, secure research funding and detracts from
our reputation for clinical innovation

Board Assurance Framework 2020/21
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Strategic Develop tomorrow’s treatments today

Objective

Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure resear i detracts

clinical innovation

G EGEe e G Quality and Safety Committee
Executive Lead(s) Chief Medical Officer
Date last Reviewed 17 September 2020

Current risk and There has been a significant boost to the research profile in the Trust due to a OZTET| K &N [ Assurance Change Inherent Target
assurance 100% increase in patient recruitment to clinical trials over the previous three @ITETRT= \VACTel (-1 Strength (last reporting Risk Risk
assessment years. Although the Trust is currently highly active in Covid-19 research studies period) Score Score
it has negatively impacted on the Trust's ability to implement the approved For
Research Strategy 2019-24 2020/21

Risk Appetite / We have a high appetite for risks in this area in order to
Tolerance HIGH pursue research and innovation

The Trust has a number of key controls and sources of assurance in place, for
example regular research resource and portfolio review meetings with research
teams and documented progress reports, and identified funding for the
research portfolio.

Moderate
9=
3(c) x 3(L)

Q2 Moderate Good N/A 16 = 6=
9= 4(c)x 4(L) | 3(c)x2(L)
3(c) x 3(L)

Most non-Covid-19 clinical research studies have been temporarily suspended since March
2020 but we have now restarted many studies and the number of re-opened studies is
increasing all the time.

The current risk score of 9 (Moderate) highlights the strong progress of
research in the Trust including in Covid research, whilst recognising that Covid
has caused the suspension of most of our clinical research in recent months
and delayed part of the strategy implementation, and that there is uncertainty of
the future effects of Covid on our research.

The assurance strength is now rated as good to reflect the sources of
assurance and completed actions to address the previously identified gaps in Summary COVID-19
controls. Governance and risk management arrangements provide a good level | [1j]:x (¢}

of assurance that the risks identified are managed effectively. Evidence is
available to demonstrate that systems and processes are generally being
applied and implemented though with delays in some areas due to Covid.

The Trust has had the opportunity to participate in numerous Covid-19 clinical research
studies and has currently recruited to 21 Covid-19 studies, placing the Trust joint highest in
England.

A proposed in-year target risk score of 6 (3x2) is proposed to reflect a realistic
year end position for this risk and the anticipated continuing implementation of
the research strategy, notwithstanding the potential impact of a second wave of

Covid on our research programme. The implementation plan to support the delivery of the new Research Strategy has now

been developed and after being significantly impacted Covid-19 it is now progressing.

Board Assurance Framework 2020/21
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Strategic
Objective

Develop tomorrow’s treatments today

Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure research funding and detracts from our reputation for
clinical innovation

Control effectiveness Lines of Assurance

Key risk controls in place Key sources of assurance / )
Research Strategy 2019-24 : approved by the Trust Board in December 2019 and X
supported by an implementation plan for the research strategy has been devised Increased numbers of clinical research studies led from St George’s
with several strands.
] , ; . - X
Partnership between St George’s and St George’s University London Partnership in place X

Leadership positions in the Clinical Research Network St George’s CEO now chairs
the CRN Partnership Board and Prof Paul Heath of St George’s co-chairs the South X X
London Vaccine Task Force.

Key role in south London Clinical Research Network (chaired by CEO)

Implementation of process of horizon scanning clinical studies, including 'easy win' We have increased the numbers of patients recruited to clinical trials, which are now X
studies to balance portfolio against lower recruiting more intensive studies double the numbers of 3 years ago. X
Regular research resource and portfolio review meetings with research teams JRES holds regular meetings with research teams to review patient recruitment and X
troubleshoot any problems.

Joint Research and Enterprise Services review and ratify (with researchers) all There is annual target setting process for patient recruitment which is monitored and X X
study targets and resources required supported by JRES X

. . -~ . . X
Membership agreed for the Institute for Clinical Research steering committee Steering Committee in place and reports to Patient Safety Quality Group and QSC X
Funding to implement 2019-24 research strategy and allow more staff protected £200K initial funding to implement the research strategy has been agreed and we X
research time are working on a plan to most effectively use this funding.
Institute for Clinical Research committee meetings set up Quarterly meeting X
Four Clinical Academic Groups formerly established Four CAGs have been established, and a CAG Director has been appointed for X

each.
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Strategic
Objective

Develop tomorrow’s treatments today

Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure research funding and detracts from our reputation for

clinical innovation

Funding to implement 2019-24 research strategy not yet agreed

Institute for Clinical Research steering committee not started

Relatively low number of research projects and trial led by St George’s and St George’s University
London

Protected research time for staff

Few clinical academics - Many areas of Trust activity are not reflected in St George’s University

London research

Poor research IT infrastructure

Implementation plan for Research Strategy

Institute for Clinical Research fully functioning (currently suspended due to Covid-19)

Board Assurance Framework 2020/21
St George’s University Hospitals NHS Foundation Trust

Seek funding to implement 2019-24 research strategy
£200K initial funding to implement the research strategy has been agreed and we are working on a
plan to most effectively use this funding

Set up meeting schedule for the Institute for Clinical Research committee
The Institute Steering Committee has been appointed and held its first meeting in June 2020.

Formal establishment of four Clinical Academic Groups

Four Clinical Academic Groups formally established

Seek investment to allow more protected research time
£200K initial funding to implement the research strategy has been agreed and we are working on a
plan to most effectively use this funding.

Seek investment to allow more clinical academic appointments
The new Institute of Clinical Research will help to mitigate this. Longer term, investment will be
needed from both the Trust and SGUL if new clinical academic posts are to be appointed.

Seek investment /work with IT to set up research data warehouse

We have established interest in a data warehousing project from both Trust and SGUL researchers
and have held initial discussions with Trust IT and IT companies to look at options to establish a
research data warehouse

Develop and deliver implementation plan to drive research strategy
The plan is being implemented albeit with some delays due to Covid in some areas.

Re-establish fully functional Institute for Clinical Research and recruit to administrator position

Trust Board Meeting (Part 1)-24/09/20
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Strategic
Objective

Develop tomorrow’s treatments today

Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure research funding and detracts our reputation for
clinical innovation

RAG Rat
mm Lead indicators: Progress update

17% (final figure, 2019/20)
St George’s is involved in research activities related to 17 Covid-19 research studies

Lead indicators

Percentage of patients recruitment in south London Clinical Research Network
at St George’s

Patient recruitment numbers 10,538 (final figure, 2019/20)

58 (current St George’s Trust/ University sponsored clinical research studies on National Institute for Health
Research portfolio)

Number of clinical research studies led from St George’s

Emergent / future risks Future opportunities

» National Institute for Health Research call for core Clinical Research Facility/ Biomedical Research Centre funding in

» Restrictions on funding/ investment to extend research activities 2021
» Inability to exploit research opportunities in full « Opportunity for a greater research leadership role in SW London / partnership with other Acute Provider Collaborative
« Alignment of St George’s and St George’s University research priorities recognised as a risk in the Trusts
Research Strategy < Build on current profile related to Covid-19 research activity/ studies
* Reduced availability of National Institute for Health research funding » Develop closer collaboration between St George's and St George's University

Board Assurance Framework 2020/21
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53

Appendix 1: Individual risks contributing to strategic risks
Linked risks on the Corporate Risk Register

5.2
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54

Individual Risks contributing to Strategic Risks
Linked risks on the Corporate Risk Register

Open Inherent A
Risk short form title CRR Ref Description p Score
Date Score Sep 2020

Strateglc Ri Our patients do not receive safe and effective care built around their needs because we fail to build and embed a culture of quality improvement and
Iearnmg across the organisation

Learning from complaints CN2009 Failure to learn from complaints Dec 2019
Learning from incidents CN1166 Failure to learn from incidents Nov 2016 -
Deteriorating patients MD1527 Staff fail to recognise, escalate and respond appropriately to the signs of a deteriorating patient. This may happen because the Early Warning Score

is inaccurately recorded or the escalation process is not applied correctly leading to a delay in treatment being started and a poor outcome for the Dec 2016

patient.
Infection control CN2050 C Diff; MRSA; MSSA; E.Coli Mar 2020
Covid-19 - exposure COVID-2051 Risk of exposure to Covid-19 virus Feb 2020 --
Covid-19-wait too long (1) COVID-2104 Non Covid-19 patients, known to the Trust, wait too long for treatment (patient group A) (also see SR3) Apr 2020 --
Covid-19-wait too long (2) COVID-2105 Non Covid-19 patients not known to the Trust wait too long for treatment (patients group B) (also see SR3) Apr 2020 --
Covid-19-Fit test COVID-2106 Lack of fit test for FFP3 masks Apr 2020 12
Covid-19-PPE COVID-2107 Lack of PPE to effectively manage exposure to Covid-19 virus Apr 2020 --
Strategic Risk 2 We are unable to provide outstanding care as a result of weaknesses in our clinical governance --
Cardiac surgery service — CVT-1661 There is a risk that we may not make effective improvements to patient safety following the second NICOR mortality alert for cardiac surgery Sep 2018 8
patient safety impact P
Learning from deaths MD1119  Variation in practice in M&M / MDT meetings may mean we fail to learning from deaths and fail to make improvement actions to prevent harm to patients Nov 2016 TBC TBC
Diagnostic findings MD1526  Acting on diagnostic findings Jul 2016 12
Mental capacity Act CN751 Failure to comply with Mental Capacity Act (MCA) Jun 2016 12
Discharge MD2052  Non-compliance with the eDischarge Summary Standard Mar 2020 TBC
Compliance with the CQC CN-1179  Failure to comply with the CQC regulatory framework and deliver actions in response to CQC inspections may prevent the Trust achieving an improved Jan 2017 12
regulatory framework rating at our next inspection
Improving the quality of clinical CN-2056 There is a risk that we may not improve the quality of clinical governance following the external reviews of mortality monitoring & MDT and clinical
governance following external governance in a timely manner which may have an adverse impact on patient care Sep 2019 12 12
reviews
HealthCare Record (accuracy) TBC Healthcare Record (accuracy) TBC TBC TBC
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Individual Risks contributing to Strategic Risks
Linked risks on the Corporate Risk Register

55

Current

Risk short form title CRR Ref Description Open inherent
Date Score Sep 2020

Score

Strategic Risk 3

Covid-19-wait too long (1)
Covid-19-wait too long (2)
Diagnostic findings
Diagnostics within 6 weeks
Patient flow

Emergency care 4hr
operating standard

Management of RTT
7 day services

Exposure to Cyber or
Malware attack

Network outage
Fragmented Clinical Records
Telephony

Clinical Decision Outcome
Form

Data Warehouse/Information
Management Fragmentation

VDI Sub-optimal

Paediatric ECHO delivery
ECHO Service Delivery
ICT Disaster Recovery Plan

Our patients do not receive timely access to the care they need due to delays in treatment and the inability of our technology and transformation

programmes to provide accessible care built around our patients’ lives

COVID-2104
COVID-2105
MD1526
TBC

TBC

ED-1514
ED-852

TBC
MD1118
CRR-0013

CRR-1395

CRR-1398

CRR-1292

S2030

CRR-1312

1717

CCAG- 1980
CCAG- 1950
CRR-803

Non Covid-19 patients, known to the Trust, wait too long for treatment (patient group A) (also see SR3)

Non Covid-19 patients not known to the Trust wait too long for treatment (patients group B) (also see SR3)

Acting on diagnostic findings

Risk of inadequate patient flow in the Trust (and across the health care system) for emergency admission

Failure to deliver and sustain the 95% Emergency Care Operating Standard

Risk that patient pathways and waiting times (RTT) are not accurately monitored or managed due to poor data quality and lack of management process
Failure to be compliant with 4 of the Seven Day Services clinical standards

Infrastructure - Risk of potential successful malware / cyber attack due to weakness in the ICT infrastructure. This could lead to loss of data and
operational disruption

Infrastructure - Risk of further major network outages due to out-dated, unreliable, and prone to failure network, as a result of a lack of investment and
maintenance in the Trust's ICT Network Infrastructure

Unavailability of all the correct and up to date clinical information at point of care due to fragmented patient records as a consequence of: Cerner
implementation, multiple clinical system running in parallel but separate from Cerner,

Infrastructure - Potential failure of the Trust's central telecoms system (ISDX) (1), radio tower system (DDI) (2), and/or VolIP platform (500 handsets) (3)
due to aged telecoms infrastructure

There is an on-going risk that patients on any elective pathway could be lost to follow up. This can be caused by the incorrect outcome being recorded
on the Clinical Decision Outcome

Information - Risk of poor daily operational performance reporting due to difficulties to retrieve data stored on multiple storage

Sub-optimal Virtual Desktop Infrastructure (VDI) due to insufficient licenses, insufficient compute power, and upgrade to Win10.
Inability of safely provide a paediatric ECHO service at St Georges Hospital
Risk of delay in delivery of planned ECHOs in favour of delivering ECHO in patients who are on a 6 week diagnostic pathway, (DM01)

In the event of an ICT disaster, there is a RISK this would result in delays or a complete failure in the Trust’s ability to recover its ICT systems.
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Apr 2020

Jul 2016
TBC
TBC

May 2014

July 2020
Nov 2016

Apr 2016
Sec 2017
Dec 2017
Jul 2017
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Aug 2017
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Oct 2019
Feb 2011

e
TBC TBC
TBC TBC

12

TBC TBC
12 12

1

12 T

2
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TBC TBC
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Individual Risks contributing to Strategic Risks
Linked risks on the Corporate Risk Register

Strate As part of our local Integrated Care System, we fail to deliver the fundamental changes necessary to transform and integrate
services for patients in South West London
Lack of collaboration across STR1496 There is a risk that other Acute Provider Collaborative in SWL will pursue clinical/ commercial relationships with other tertiary NHS providers that
i i Oct 2018 12 8
SWL Acute Providers pose a strategic threat to SGUH
Inability to transform servicesto TBC Risk that the Trust is unable to transform services for the benefit patients and support collaborative working across South West London due to the
) : S } . TBC TBC TBC 5 2
support collaborative working limitations imposed by the tensions between the current statutory framework and the move to greater system working .
Lack of representation SWL TBC Risk that the Trust is not represented at relevant SWL decision making forums and will not be able to influence system planning TBC TBC TBC

decision making forums

We do not achieve financial sustainability due to under delivery of cost improvement plans and failure to realise wider efficiency ---
opportunities

Managing an effective financial CcRR-0028  Risk of not meeting statutory obligations, prevent fraud, mismanagement of funds or inappropriate decision making by Trust officers due to

control environment ineffective financial systems and processes Oct 2016
Managing Income & CRR-1411 Risk the Trust is not able to manage income and expenditure against agreed budgets to delivery the financial plan. Dec 2017
Expenditure in line with budget ¢
Manage commercial relation Fin-1856 Risk that the Trust does not have sufficient capacity, or skills to manage commercial relationships with non-NHS organisations procuring services
N . May 2019 12 12
with non-NHS organisations from the Trust.
Future cash requirementsare  cRR-1416  Risk that future cash requirements are not understood Dec 2017
understood ec 20
Processes to manage cash CRR-1417  Risk that the Trust does not have up to date processes to manage cash and working capital Dec 201 12
and working capital ec 7
Identifying and delivering CIPs CRR-1865 Risk that the Trust doesn’t have sufficient capacity and capability to deliver CIPs at the level required to hit the financial plan. Apr 2019 --
Understanding cost structures  Fin-1372 A risk that we do not understand our current cost and performance baseline and structures, or benchmark ourselves against others in this area to Nov 2017 9

identify efficiencies and improvements.

Processes to deliver agreed CRR-1415 Risk that the Trust does not have processes to deliver agreed investment
investment Dec 2017

Strategic Risk 6 We are unable to invest in the transformation of our services and infrastructure, and address areas of material risk to our staff
and patients, due to our inability to source sufficient capital funds

Five year investment plan CRR-1414  The Trusts deficit financial position doesn’t currently provide sufficient internally generated capital to fund the required investment over a 5 year Dec 2017
period. Alternative sources of financing have also yet to be identified in the absence of internally generated funds. =€
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Individual Risks contributing to Strategic Risks
Linked risks on the Corporate Risk Register

Risk short form title CRR Ref | Description Open inherent
Date Score

Strategic Risk 7 We are unable provide a safe environment for our patients and staff and to support the transformation of services due to the poor
condition of our estates infrastructure

Inability to address CRR-0008 Inability to address infrastructure backlog maintenance to maintain safe site due to lack of capital
infrastructure backlog
. S Jul 2016
maintenance to maintain safe
site 5 2

Bacterial contamination of CRR-0016  Risk from exposure to potential pathogenic bacteria in water May 2014
water supply Y

Risk of fire starting in EF2036 Risk that an undetected and immediately extinguished fire could develop into a major fire resulting in area evacuation
Lanesborough Wing Feb 2020
developing into a major fire

Electrical Infrastructure - Risk CRR-1311  Risk of electrical non-compliance with Electricity at Work Regulations and BS7671 due to lack of regular testing Aug 2017
of non-compliance 9

Lack of UPS/IPS power EF2061  Lack of UPS/IPS power supplies Mt 2020 --
supplies

Cardiac Catheter Labs CCAG-1025 Cardiac Catheter Labs breakdown /failure due to old equipment/ infrastructure
breakdowns Sep 2016

Data Centre CRR-810 Risk that a fire, flood, power failure in the Data Centre could cause loss of data due to having a single data centre which hosts all on-site critical systems y1ar 2014

Strategic Risk 8 Our staff do not feel safe to raise concerns and are not empowered to deliver to their best because we fail to build an open and inclusive culture across
the organisation which celebrates and embraces our diversity

Raising Concerns HR-1978 There is a risk that our staff a) don’t know how to raise concerns at work b) don’t know who to raise concerns with c) are not confident the concerns Nov 2019

will be properly address and d) don'’t feel safe in raising concerns
Diversity and Inclusion HR-1967 There is a risk that we are unable to deliver our Diversity and Inclusion Strategy or that it does not have the required impact Jul 2019 --
Bullying and Harassment HR-881 There is a risk that our staff continue to report high levels of bullying and harassment compared with peers and that we have not taken adequate May 2010

measures to address this Y
Effective Engagement HR-1364 There is a risk that we fail to effectively engagement with our staff Apr 2016 - 12
Organisational culture TBC There is a risk that we fail to achieve a significant shift in culture to support the delivery of the Trust strategic objectives Sep 2020 --

St George’s University Hospitals NHS Foundation Trust
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Individual Risks contributing to Strategic Risks
Linked risks on the Corporate Risk Register

Open Inherent (Clinel
Risk short form title CRR Ref | Description P Score
Date Score
Sep 2020

Strateglc Risk 9 We are unable to meet the changing needs of our patients and the wider system because we do not recruit, educate, develop and retain a modern and
flexible workforce and build the leadership we need at all levels

CRR-0025

There is a risk that we fail to recruit and retain sufficient and suitable workforce with the right skills to provide quality of care and service at appropriate
cost

Recrwtment and Retention

Jan 2015

High quality appraisals HR-1363 Risk that we do not ensure all of our staff have a high quality appraisal. Nov 2017 12
Recognise good practice HR-1361 A risk that we do not recognise success or good practice amongst our workforce. Nov 2017 12 12
Organisational Development HR-1360 There is a risk that we do not ensure that our senior managers are developed to have the right leadership skills to be able to deliver our vision of Nov 2017
outstanding care every time
Junior Doctors vacancies CRR-1684  There is a risk that we are unable to fill Junior Doctor rota vacancies, leading to rota gaps which may impact on patient safety Oct 2018 --
Risk posed by a 'no deal' exit CRR-1824  There is a risk that we are unable to retain our EU staff post EU exit
Apr 2019
from the EU
Impact on pension tax on the CRR-1884  Pension tax impacting on the Trust. There are two elements to this risk. 1. Senior members of staff choose to leave the NHS as they have reached their
NHS Life Time Allowance (LTA) pension cap. 2. The impact of the annual allowance, where consultants are taking early retirement, reducing their hours, Jul 2019
turning down additional work which is having an operation impact on the Trust. This leaves gaps in service cover
Junior doctor vacancies CRR 1684 Inability of the Trust to be able to fill Junior Doctor rota vacancies, due to shortage at national level, leading to rota gaps Oct 2018 --
Recruitment and retention CRR 0025 Failure to recruit and retain sufficient workforce with the right skills to provide quality of care and service at the appropriate cost. Oct 2015 --
Strategic Risk 10 Research is not embedded as a core activity which impacts on our ability to attract high calibre staff, secure research funding and detracts from our
reputation for clinical innovation
Clinical Research MD-1132 Risk of Clinical Research recruitment reduction. could result in a significant shortfall in overall (CRN and Commercial) recruitment and therefore Nov 2016
recruitment reduction reduction in research funding and income
The profile of research in MD-1133 There is a risk that insufficient focus is given to research in SGHT. This could lead to a lack of investment in research, impacting on research delivery,
) . - I . A . Nov 2016 12
SGHT being low income, reputation and ability to recruit and retain high calibre staff
MHRA accreditation of the MD-1405 Dec 2017
research department There is a risk that the research department does not retain its MHRA accreditation due to poor infrastructure/ compliance
Research partnership with St MD-1495 There is a risk that if research priorities are not aligned across SGUH and SGUL we will miss opportunities to translate academic research in to improved Mar 2018
George’s University patient outcomes
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Appendix 2: Scoring the Board Assurance Framework
Risk Assessment & Assurance sources and descriptors

5.2
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Scoring the Board Assurance Framework o
Risk Assessment and tracking of actions to address gaps in controls

Risk Grading (Scoring

Risk scoring matrix

G
Calculating
Risk Scores n- ---

Strength of controls

The identified control provides a strong mechanism for helping to control the risk

Strength Of Good The identified control provides a reasonable mechanism for helping to control the

risk
Controls

The identified control provides a partial mechanism for controlling the risk but
there are weaknesses in this

- The identified control does not provide an effective mechanism for controlling the
risk
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Scoring the Board Assurance Framework
Assurance sources and descriptors

Sources of Assurance Progress on actions to address
e of gaps in control / assurance
First Line Assurance Second Line Assurance Third Line Assurance Delivered -
ssurance

Description Care Group / Operational level Corporate Level Independent and external .
On track to deliver to agreed
timescale
Slippage against agreed
Service delivery / day-to-day Board and Board Committee Internal audit timescales (non-material)

Sources of
Assurance

management oversight External audit
Care Group level oversight Executive oversight Care Quality Commission Progress materially off track
Divisional level oversight Specialist support (e.g. finance, NHSE&I
corporate governance) Independent review Action not delivered to
Other independent challenge agreed timescale

Assurance Levels

Level of Assurance Description

Governance and risk management arrangements provide substantial assurance that the risks identified are
managed effectively. Evidence provided to demonstrate that systems and processes are being consistently
applied and implemented across relevant services. Outcomes are consistently achieved across all relevant
areas

CaICUIat| ng Good Governance and risk management arrangements provide a good level of assurance that the risks identified
are managed effectively. Evidence is available to demonstrate that systems and processes are generally
Levels Of being applied and implemented but not across all relevant services. Outcomes are generally achieved but
with inconsistencies in some areas
Assurance

Governance and risk management arrangements provide reasonable assurance that the risks identified are
managed effectively. Evidence is available to demonstrate that systems and processes are being applied but
insufficient to demonstrate implementation widely across services. Some evidence that outcomes are being
achieved but this is inconsistent across areas and / or there are identified risks to current performance

Governance and risk management arrangements provide limited assurance that the risks identified are
managed effectively. Little or no evidence is available that systems and processes are being consistently
applied or implemented within relevant services. Little or no evidence that outcomes are being achieved and
/ or there are significant risks identified to current performance
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