Board of Directors (In Public)

Schedule Friday 28 January 2022, 9:15 AM — 12:30 PM GMT
Venue Via video conferencing
Description A meeting of the Board of Directors will take place on Friday,

28 January 2022 at 9:15am. The meeting will be held virtually
via video conferencing

The Trust Board is invited to adopt the following resolution:
“that representatives of the press and other members of the
public, be excluded from the meeting having regard to the
guidance from the Government regarding public gatherings”.

Organiser Karen McHugh
Agenda

AGENDA

@] WSFT Public Board Agenda - 28 Jan 2022.docx

1. GENERAL BUSINESS

1.1. Apologies for absence: Jude Chin
To Note - Presented by Alan Rose

1.2. Declaration of interests for items on the agenda
To Assure - Presented by Alan Rose

1.3. Minutes of the previous meeting - 17 December 2021
To Approve - Presented by Alan Rose

@] Item 1.3 - Open Board Minutes 2021 12 17 Dec Draft.docx



1.4. Action log and matters arising
To Review - Presented by Alan Rose

/-1 Item 1.4 - Action Log - Open.pdf
/| Item 1.4 - Action Log - Completed.pdf

1.5. Appointment of Interim Chair
To Note - Presented by Alan Rose

Item 1.5 - Appointment of Interim Chair - report to Board.docx

1.6. Patient story
To Note - Presented by Susan Wilkinson

1.7. Chief Executive’s report
To inform - Presented by Craig Black

Item 1.7 - CEO Board report January 2022.docx

2. ASSURANCE

2.1. Insight Committee Report - January 2022 - Chair's Key Issues from the meeting
To Assure - Presented by Richard Davies
@] Item 2.1 - Insights Chairs key issues - January 2022 meeting.docx
Item 2.1 - Insight 4.1v2 - Dashboard update for Insight 100122.docx
@] ltem 2.1 - Interim IQPR indicators v2.xIsx

@] Item 2.1 - Insight 4.2 WSFT INSIGHT COMMITTEE_IS Project Work
Update_220110.doc

2.2. Finance and Workforce Report
To Assure - Presented by Nick Macdonald

Item 2.2 - Finance_Board_Report_front sheet_Dec2021.docx
Item 2.2 - Finance Report - M09 2122 FINAL.docx



2.3. IQPR - November 2021 data
To Note - Presented by Susan Wilkinson and Nicola Cottington

/=1 Item 2.3 - IQPR Trust Board Report November 2021.pdf

2.4. Improvement Committee Report - December 2021 Chair's key issues from the
meetings
To Assure - Presented by Louisa Pepper

@] Item 2.4 - Chairs key issues - Improvement Committee report for board -
December 2021.docx

2.5. Maternity services quality & performance report
To Assure - Presented by Susan Wilkinson and Karen Newbury

Item 2.5 - January 2022 Maternity Quality Safety Perfomance Board
Report.docx

Item 2.5 Annex A - Action plan following Exception report for Thematic review of
3 Intrapartum still births.docx

Item 2.5 Annex C - Roll out of Midwifery Continuity of Carer, December 2021 -
Final Version.docx

2.6. Infection prevention and control assurance framework
To Assure - Presented by Susan Wilkinson

Item 2.6 - 22-01-28 IPC.docx

2.7. Nursing staffing report
To Assure - Presented by Susan Wilkinson

Item 2.7 - Nurse Staffing NovDec FINAL.docx

2.8. Quality and Learning Report
To Assure - Presented by Susan Wilkinson

] ltem 2.8 - 22-01-28 Quality and Learning report.docx

2.9. Involvement Committee Report - January 2021 - None to report
To Assure - Presented by Alan Rose



2.10. People & OD highlight report

2.11.

To Assure - Presented by Jeremy Over

Iltem 2.10 - People OD highlight report January 2022 FINAL.docx

Charitable Funds Annual Report 2020/21
To Assure - Presented by Nick Macdonald
Item 2.11 - Charitable Funds annual report 2020 21 cover sheet.docx

J=] Item 2.11 - Charitable Funds Annual report 20-21 V3 251021 (002) - FINAL
VERSION.pdf

2.12. Integration Report - Q3

To Assure - Presented by Kate Vaughton and Clement Mawoyo

] ltem 2.12 - WSFT board Jan 22_Integration Paper_FINAL.docx

10.30 am - Comfort Break - 10 minutes

3. CULTURE

3.1.

3.2.

West Suffolk Review — Organisational Development plan
To Assure - Presented by Jeremy Over

Item 3.1 - West Suffolk Review - Organisational development plan
Jan22.docx.docx

Safe Staffing Guardian - Quarterly Report
To Assure - Presented by Paul Molyneux

] ltem 3.2 - WSFT Safe Staffing Guardian cover sheet - January 2022.docx
Item 3.2 - Safe staffing Guardian Quarterly Report October - December.docx

4. STRATEGY



41.

4.2.

4.3.

4.4.

Digital strategy
To Approve - Presented by Nick Macdonald

@] Item 4.1 - Trust board - Digital strategy.docx
Item 4.1 - Digital strategy 2022-2026.pptx

Future system board report
To inform - Presented by Craig Black

Item 4.2 - WSFT Future System Public board report - January 2022.docx

Digital pathology business case
To Approve - Presented by Nick Macdonald

Item 4.3 - 20220124 Digital Pathology Full Business-Case January Board
FINAL.docx

Item 4.3 - Supporting Information.docx

Trust strategy
To inform - Presented by Craig Black

@] Item 4.4 - Cover sheet for Trust strategy launch 28012022.docx
Item 4.4 - Our vision - trust strategy.pptx
/=] Item 4.4 - WSFT Our Strategy v3 ab small.pdf

5. GOVERNANCE

5.1.

5.2.

BAF Summary and risk report
To Assure - Presented by Ann Alderton

ltem 5.1 - BAF Summary and Risk Report.docx

Governance report
To Assure - Presented by Ann Alderton

@] Item 5.2 - January 2022 Governance Report.docx



5.3. Register of Interests Annual Report
To Assure - Presented by Ann Alderton

@] Item 5.3 - Register of Interests Annual Report.docx

6. OTHER ITEMS

6.1. Questions from Governors and the Public
To Note

6.2. Any other business
To Note

6.3. Date of next meeting - 25 March 2022
To Note

RESOLUTION

The Trust Board is invited to adopt the following resolution:

“That representatives of the press, and other members of the public, be excluded from
the remainder of this meeting having regard to the confidential nature of the business to
be transacted, publicity on which would be prejudicial to the public interest” Section 1
(2), Public Bodies (Admission to Meetings) Act 1960



AGENDA



WSFT Board of Directors — Public Meeting

Date and Time

Friday, 28 January 2022 9:15 — 12:30

Venue

Microsoft Teams

The Trust Board is invited to adopt the following resolution: “that representatives of the
press and other members of the public, be excluded from the meeting having regard to the
guidance from the Government regarding public gatherings”.

Time Item Subject ' Lead ' Purpose Format
1.0 GENERAL BUSINESS
09.15 | 1.1 | Apologies for absence Chair Note Verbal
1.2 | Declarations of Interests All Assure Report
1.3 | Minutes of meeting — 17 December Chair Approve | Report
2021
1.4 | Action log and matters arising All Review | Report
1.5 | Appointment of Interim Chair Chair Note Report
09:20 | 1.6 | Patient Story Chief Nurse | Note Verbal
09:30 | 1.7 | CEO Report CEO Inform Report
2.0 ASSURANCE
09:35| 2.1 Insight Committee Report — January | NED Chair | Assure Report
2022 — Chair’s Key Issues from the
meeting
2.2 | Finance and Workforce Report Interim Assure Report
Director of
Resources
2.3 | IQPR - November 2021 data COO/ Chief | Note Report
Nurse
09:45 | 2.4 | Improvement Committee Report — NED Chair | Assure Report
December 2021 Chair's Key Issues
from the meeting
2.5 | Maternity services quality and Chief Nurse | Assure Report
performance report
2.6 | Infection prevention and control Chief Nurse | Assure Report
assurance framework
2.7 | Nurse Staffing Report Chief Nurse | Assure Report
2.8 | Quality and Learning Report Chief Nurse | Assure Report
2.9 | Involvement Committee Report — NED Chair | Assure Report
None to report
10:05 | 2.10 | People and OD Highlight report Director of | Assure Report
Workforce
10:15 | 2.11 | Charitable Funds Annual Report Director of | Assure Report
2020/21 Resources
10:20 | 2.12 | Integration Report — Q3 Director of | Assure Report
Integration /
Director of
Integrated
Adult
Health &
Social Care
10:30 Comfort Break
3.0 CULTURE

Board of Directors (In Public)
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Time Item Subject ' Lead ' Purpose Format
10:40 | 3.1 | West Suffolk Review — Organisational Director of | Assure Report
development plan Workforce
11:00 | 3.2 | Safe Staffing Guardian — Quarterly Medical Assure Report
Report Director
4.0 STRATEGY
11:15 | 4.1 | Digital Strategy Director of | Approve | Report
Resources
11:45 | 4.2 | Future System Board Report Chief Assure Report
Executive
11:55 | 4.3 | Digital pathology business case Director of | Approve | Report
Resources
12.00 | 4.4 | Trust strategy CEO Inform Report
5.0 GOVERNANCE
12:10 | 5.1 BAF Summary and Risk Report Trust Assure Report
Secretary
12:15 | 5.2 | Governance Report Trust Inform Report
Secretary
12:20 | 5.3 | Register of Interests Annual Report Trust Assure Report
Secretary
6.0 OTHER ITEMS
12.25 | 6.1 | Questions from Governors and the Chair Note Verbal
Public
6.2 | Any Other Business All Note Verbal
6.3 | Date of next meeting Chair Note
25 March 2022

Resolution

The Trust Board is invited to adopt the following resolution: “that representatives of the
press, and other members of the public, be excluded from the remainder of this meeting
having regard to the confidential nature of the business to be transacted, publicly on which

would be prejudicial to the public interest” Section 1(2) Public Bodies (Admission to

Meeting

Board of Directors (I

s) Act 1960

n Public)
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Board Context

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

___________ OurVision and Strategic Objectives

Vision
Deliver the best quality and safest care for our local community
Ambition First for Patients First for Staff First for the Future
Strategic * Collaborate to * Build a positive, |+ Make the biggest
Objectives provide inclusive culture possible
seamless care at that fosters open contribution to
the right time and honest prevent ill-health,
and in the right communication increase
place + Enhance staff wellbeing and
» Use feedback, wellbeing reduce health
learning, * Investin inequalities
research and education, * Investin
innovation to training and infrastructure,
improve care workforce buildings and
and outcomes development technology

Our Trust Values

Fair We value fairness and treat each other appropriately and justly.

Inclusivity We are inclusive, appreciating the diversity and unique contribution
everyone brings to the organisation.

Respectful We respect and are kind to one another and patients. We seek to

understand each other’s perspectives so that we all feel able to
express ourselves.

Safe We put safety first for patients and staff. We seek to learn when things
go wrong and create a culture of learning and improvement.
Teamwork We work and communicate as a team. We support one another,

collaborate and drive quality improvements across the Trust and wider
local health system.

Our Risk Appetite
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1. GENERAL BUSINESS



1.1. Apologies for absence: Jude Chin
To Note
Presented by Alan Rose



1.2. Declaration of interests for items on

the agenda
To Assure
Presented by Alan Rose



1.3. Minutes of the previous meeting - 17

December 2021

To Approve
Presented by Alan Rose



DRAFT

MINUTES OF BOARD OF DIRECTORS MEETING

HELD ON 17 DECEMBER 2021 AT WEST SUFFOLK HOSPITAL

Via Microsoft Teams

COMMITTEE MEMBERS

Attendance | Apologies
Sheila Childerhouse Chair o
Nicola Cottington Chief Operating Officer .
Craig Black Interim Chief Executive o
Jude Chin Interim Non Executive Director .
Richard Davies Non Executive Director o
Christopher Lawrence Non Executive Director o
Nick Macdonald Interim Executive Director of Finance .
Paul Molyneux Interim Executive Medical Director .
Jeremy Over Executive Director of Workforce and Communications .
Louisa Pepper Non Executive Director o
Alan Rose Non Executive Director o
Sue Wilkinson Executive Chief Nurse .

In attendance

Ann Alderton

Interim Trust Secretary

Helen Davies

Head of Communications

Georgina Holmes

Trust Office Manager (minutes)

Clement Mawoyo

Director of Integrated Services

Daniel Spooner

Deputy Chief Nurse

RESOLUTION

The board agreed to adopt the following resolution:
“That representatives of the press, and other members of the public, be excluded from the meeting
having regard to the guidance from the Government regarding public gatherings.”

It was noted that this meeting was being streamed live Teams Live to enable the governors and public

to observe the meeting.

21/184 GENERAL BUSINESS

184.1 APOLOGIES FOR ABSENCE

There were no apologies for absence.

e The Chair welcomed everyone to the meeting; she referred to the independent
review and personally, and on behalf of the board, reiterated her unreserved apology

for all the hurt to staff, families and everyone involved.

e She also thanked everyone in the team for the progress that had been made during
the last year to address the issues raised. There was still a long way to go and this

would continue to be an ongoing process.

Board of Directors (In Public)
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184.2

184.3

184.4

184.5

Board of Directors (In Public)

DECLARATION OF INTERESTS FOR ITEMS ON THE AGENDA

No declarations of interest were received.

MINUTES OF MEETING HELD ON 15 OCTOBER 2021

The minutes of the previous meeting were approved as a true and accurate record
subject to the following amendment:

Page 4, item 21/170, final bullet point — to note that this referred to the flu vaccination
programme as opposed to Covid vaccinations or boosters.

MATTERS ARISING ACTION SHEET

The ongoing actions were reviewed and the following updated provided:

Ref 1974; provide further information to the board on the ward accreditation
programme. It was explained that the process for this was still being worked through.

The completed actions were reviewed and no issues were raised.

STAFF STORY — PATIENT SAFETY SPECIALISTS

Sue Wilkinson introduced and welcomed Lucy Winstanley, head of patient safety
and Megan Pontin, one of the Trust’s patient safety incident investigators, who would
be giving a brief summary of work undertaken to date and introduce the role of the
patient safety specialist.

In July 2019 the NHSEI produced the NHS patient safety strategy. All NHS
organisations were asked to build on two foundations, a patient safety culture and a
patient safety system. This included insight, involvement and improvement which
the Trust had worked hard throughout the year to embed.

The strategy also identified the need for patient safety specialists. The role of these
individuals was explained together with the structure of the Trust’s patient safety
team, which included the requirement for a NED lead for patient safety.

Action: identify NED lead for patient safety.

In June 2021 the Trust had appointed two patient safety incident investigators to
lead on the implementation of the patient safety incident response framework
(PSIRF).

The national strategy had a number of key deliverables which the Trust was on
target to achieve and the national patient safety priorities had been embedded in a
local priority plan which was being monitored through the improvement committee.

The local priorities for the next 12-18 months were outlined together with the work
being undertaken to progress these, including promoting a culture of openness and
transparency which everyone was committed to.

It was noted that it was very difficult to measure safety and quality and this was a
continuous journey of improvement.

It was important that learning was shared organisationally, not just pockets within
the organisation.

Board members were asked to support the work being undertaken on patient safety
and also to complete the training module on patient safety that had been specifically
designed for executives and board members.

S
Childerhouse
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Q How does this dovetail with learning from incidents and how did the Trust support staff
who were involved in safety incidents?

A The emphasis was on undertaking different types of investigations which could be very
timely, and supporting colleagues on this journey. There was now a different approach
to investigations which included talking to staff and making sure they understood the
process; they were involved throughout and given the opportunity to comment on draft
and final reports. The aim was to keep staff, patients and relatives up to date on the
whole investigation process. This approach had been very positively received by staff.

Q There were very clear asks of the executive team and board members, including
identifying a NED lead and completion of the patient safety module. What was the
timescale for delivery of these?

A This would be agreed with the Chair.

Action: agree date for completion of patient safety module by board members. S

Childerhouse

Q The principle that the patient safety team were trying to adopt was in line with what
was now being done with HR processes, ie understanding why something had gone
wrong rather than blaming someone, as well as ensuring that staff wellbeing was
embedded at the centre of this. The HR team were there to support the development
of this; had Lucy Winstanley been able to link up with the HR team to ensure
alignment?

A Work around restorative culture was key. Working collaboratively with the HR team
would be very helpful to ensure support through the patient safety journey.

Q What part did internal communications play in terms of openness and transparency
around investigations and learning from them, ie you said, we did?

How quickly were investigations taking place as individuals could be in a vacuum whilst
waiting this to happen? It was not good for anyone if they were taking a long time.

A The time frames were similar to before as it was important to take time to undertake a
thorough investigation. However, the difference now was that individuals were being
kept in the loop to ensure that their voices were heard and they were fully involved in
the process. Flexibility was required as to the time it took for an investigation to take
place, depending on the complexity. Although some investigations were still taking a
long time, after action reviews were undertaken very quickly.

It was reported that staff across the organisation were now feeling much more
supported.

Q How would the patient safety team know in a year’s time whether this had worked or
not, ie was the organisation improving or not?

A This would be very difficult as it often involved measuring qualitative data. However,
it would be possible to tell if things felt different; part of the PSIRF approach took away
the onus for a number of investigations to be undertaken. Staff were now involved in
the whole journey and it was their recommendations and actions that came out of this.

The team would welcome any suggestions for the measurement of this, eg % reduction
in harm for specific areas. This was already being demonstrated through improvement
plans that were being taken to the improvement committee.
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The staff survey also may provide some clues how to do this. Measures needed to be
put in place which would highlight if there were pockets in the organisation where there
were things that could be improved more than in other areas.

The Trust was moving to a new national system that captured data on reporting and
learning; this would help to identify recurrent themes or causes for concern.

Looking back at previous RCAs had highlighted how much progress had been made
and that this was moving in the right direction.

Six doctors had been trained to provide peer support for people involved in an
investigation. Once this was embedded the team would get feedback from those
involved in the process.

184.6 CHIEF EXECUTIVE’S REPORT

e Winter pressures had meant that the Trust was very busy across both the hospital
and community. This was having a considerable impact on staff who were already
exhausted.

e The organisation was now coming up to two years without a break in pressure and
having experienced last winter staff had an idea of what was to come. Although a
lot had been learnt from last year there was nothing that could be done to make it
better or easier.

¢ |t was not only hard for staff working in the organisation but also for patients and
their families. The Trust had made the decision to suspend visiting as a safety
measure; the increase in infection rates in the community demonstrated how
important the decision was.

¢ The omicron variant was transmitting very rapidly in the community and there was a
very real risk of this happening within the hospital.

¢ As well having to deal with the impact of the pandemic at work staff were also having
to deal with the same issues as everyone else outside work. The workforce was
80% female which meant that the impact of this was being felt more, ie due to
children being sent home from school etc. This was common across the whole
health service.

o WSFT was partaking in the roll out of the booster campaign across the community
and was being asked to deliver approximately double the number of vaccinations it
had been expecting to deliver.

¢ The independent review was published last Thursday; the board had only received
a copy of the document about 50 minutes before it was published.

¢ Craig Black gave his personal perspective of the content of the review. He had a
mix of emotions when he read it and was very uncomfortable, angry, disappointed
and embarrassed. It did not reflect the organisation that he thought he was working
in or wanted to work in. He was very proud of the organisation and believed that it
delivered a service way above the standard that was expected from a district general
hospital.

e The review was a definitive version of events and Dr C and Dr E had been
completely vindicated. Craig Black and the organisation owed them an apology and
also a degree of admiration for the persistence that was highlighted in the review
and was something that few people would be able to demonstrate. This was due to
their absolute focus on patient safety.
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e The organisation had already started to implement actions and improvements but
there was still a long way to go and this was a journey that would never be complete
as the Trust should continually strive to improve culture.

e The Trust would have to produce an action plan in response to the review. A
meeting had taken place with the regulators who were clear that they did not believe
that there was any regulatory action that came out of the review but there was a
requirement to address all of the issues through an action plan. This had to be
shared with the regional office before the end of January; it would be reviewed by
the board at the meeting on 28 January. It was important that people across the
organisation had the opportunity to have input in this plan.

¢ As soon as the review was published the Trust immediately arranged staff briefings
and board members had been out into the organisation and spoken to staff.
Meetings had also taken place with Unison representatives, the medical staff
committee and council of governors.

e This process of engagement would continue as the action plan developed to ensure
that it was as comprehensive as possible and to demonstrate to staff that their
suggestions had been incorporated into it. They would also have the ability to hold
the board to account to deliver what they said were going to deliver.

e |t was recognised that this would be a plan that was constantly evolving.

Q Re the process for the action plan; the board had not been able to meet in person to
discuss this. Was it possible for this take place before the end of January to ensure
that everyone agreed what they were committing to?

A As well as getting together as a board, there was also a need to think about how to
engage with the organisation, which to date had been executive led, but it was
important that this was done as a unitary board.

ACTION: Consider how to engage with the organisation as a unitary board, re J Over
the action plan in response to the review.

Q Details were provided at the end of the review on actions that had already been taken
subsequent to the incident. Could assurance be provided that these actions had been
embedded in the organisation and were effective, as this should help to ensure that
something like this did not happen again?

A A number of people had worked hard on actions to improve things and embed these
and ensure that they reached every corner of the Trust. It was important to get much
better at understanding where particular teams in the organisation might need greater
support, rather than just at an organisational level.

Q Some of the items listed on page 202 of the report (best practice learnings) would be
reflected in the action plan. How would the board have clarity on the outcome
expected from these actions? Some of these may be difficult to measure but there
was a need to identify expected outcomes and targets.

A The board would need to consider how to measure this.

ACTION: Consider how to measure the outcomes and targets from actions put 8
in place as a result of the review. Childerhouse

Were the freedom to speak up guardians invited to present to the board?

The freedom to speak guardians attended board meetings on a quarterly basis to
present a written report.
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Q Given the pressures on the organisation and capacity available, were conversations
taking place in terms of what the organisation could do and what it could not do?

A These discussions took place within the organisation almost on a daily basis. When it
was under pressure it was important not to force people to do everything they would
normally do. The board needed to look at what the priorities were and if there was
the capacity to deliver all of these.

From an operational point of view the team was frequently assessing what needed to
be prioritised. This was the same across the ICS and the local alliance. A letter had
recently been received from NHSEI relating to the national incident level 4 setting out
specification actions around prioritisation of work, however it did not allow
organisations to reduce or stop any activities. The RAAC programme also put
increased pressure on staff.

Q Re the pressure on staff and the organisation and Craig Black’s comment that there
was nothing that could be done to make it better or easier; previously feedback from
staff was that recognition for their hard work made a big difference, ie through free car
parking, free hot drinks etc. Was the Trust doing everything it could around these
small gestures to make staff feel appreciated and supported?

A The Trust continued to provide free hot drinks, free leisure club subscriptions, free car
parking, free food at night. However, this still felt slightly inadequate, although WSFT
was doing more than some other organisations. It was also looking at the rest of the
NHS to identify good practice; any ideas from board members would also be
welcomed.

¢ When things were really bad it was very important that staff felt involved in some of
the decisions and prioritisations that were being made. There was more to be done
on ways to show appreciation of staff but it was also important to show that staff
were being properly listened to during these times.

e Small things were important, eg survey of doctors. Honesty and autonomy were
also very important and acknowledging how difficult things were, as well as ensuring
that staff felt involved in decisions that were being made. The survey had shown
that staff did not feel fully involved in decisions or given an explanation as to why
things were happening.

¢ It was agreed that there was a need to look at what else could be done to show
appreciation of staff and support them.

21/185 FIRST FOR PATIENTS — ASSURANCE
185.1 INSIGHT COMMITTEE REPORT — NOVEMBER AND DECEMBER 2021
¢ A good flow of information was being received from the sub-groups which enabled
good challenge and discussion.
o Work was still required to ensure that data was accurate, complete and up to date.

e There was also a need to ensure that appropriate assurance was being fed up to
the board and that this assurance was triangulated and documented to show where
it had come from.

e The key issues were noted. It was suggested that there was a danger that some of
issues would be on the agenda every time, although it was acknowledged that some
of these were important, eg appraisals.
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e There was an opportunity to give more assurance on plans for recovery and other
issues, ie cancer two week wait performance and 104 week waits, both of which
would be causing considerable stress to patients.

¢ Although comprehensive information was being received it was felt that there was
still not enough scrutiny of plans in place to recover and improve performance in
order achieve the trajectory. This would be looked at with the operations team to
help the board gain assurance.

N .
ACTION: look at information provided on recovery plans to provide board with Cottington

greater assurance.

e As the new governance structure matured it would be important to recognise the
move beyond retrospective review of performance to gaining assurance and seeking
evidence to demonstrate within the organisation there were effective plans so that
the board could hold itself to account for the delivery of these plans, or explain why
these were not being delivered. Therefore, review of evidence by these committees
was really important.

e Work was currently being undertaken to ensure that community reporting was
consistent with that of the hospital. It was important that this showed how the
community was responding to the pressures, as well as providing assurance.

185.2 IQPR - SEPTEMBER AND OCTOBER 2021 DATA

e The board received and noted the content of this report.
185.3 IMPROVEMENT COMMITTEE REPORT

¢ It was noted that the Chair’s key issues from two meetings were provided in this
report.

e There were two sub-groups to this committee and no issues had been escalated
from these groups as areas for improvement to the last four meetings of this
committee. It was difficult to know what to make of this and it was a slight concern
that nothing was being escalated.

e Assurance was required that nothing was being missed, however this was difficult
as the committee relied on the sub-committees to carry out their work and escalate
any issues. The chairs of these sub-groups also sat on the improvement committee.

¢ It was suggested that there was still a need to understand how the three committees
were going to work together. The insight committee had a huge data driven
workload, whereas the improvement committee did not have the same workload.
The involvement committee had done a lot in terms of activity around the people
agenda and culture agenda. A closer look was required at the terms of reference
for the insight and improvement committees.

¢ Monthly committee meetings involved a lot of preparation and work and there was
a need to reflect on this as a board as to whether time should be spent on reviewing
data. The audit committee would be considering this in the new year.

¢ It was not obvious to the insight committee whether an item was being acted upon
on through the improvement committee. It was agreed that the chairs of these two
committees would discuss this further.

e The work and actions from the improvement committee were being undertaken
centrally and there was a trail of this. When items were put on the improvement
committee agenda there were normally detailed plans which provided a great deal
of assurance in terms of how these plans were being addressed. The committee
looked at whether these plans were appropriate and if they were being carried out
effectively and efficiently.
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Although plans may be being executed effectively, the question was whether
outcome of these actions were being evidenced and the committee would be looking
at this as things progressed.

¢ A key issue for escalation to the board from the last meeting related to learning from
deaths. There was concern about the low number of preventable deaths being
identified in the Trust which made it an outlier. It was proposed that there should be
external input as to whether processes around this were robust.

¢ |t was agreed that Paul Molyneux, Richard Davies and Jude Chin should discuss
this.

185.4 Maternity services quality and performance report

Karen Newbury, Head of Midwifery, joined the meeting for this item.

e The board were reminded that Paul Molyneux and Richard Davies provided
additional support in their role as Maternity & Neonatal Safety Champions.

e It was noted that there was a requirement for the board to have sight of the all
appendices to this report prior to them going to the LMS.

e The main concern was staffing issues. The team was keen to move forward and
introduce continuity of carer but they were not able to do so without additional staff.

e It was noted that the national maternity staff satisfaction survey results were
appended to this report. This had been shared with all the team to assure them that
they were being listened to and their concerns acted upon.

e Every Friday afternoon a ‘safe space’ was available for people wishing to raise
concerns with the union representative.

e It was also noted that the Trust was working closely with service users, eg
involvement in how the NICE guidance would be interpreted.

e The team were credited for the quantity and quality of data they were producing,
despite the enormous pressure they were under.

Q The WSFT midwifery survey results included ideas from staff about what could be
done to make things better and staff had come up with some very good ideas which
could easily be achieved. How many of these simple things had it been possible to
implement?

A A lot these had already been put in place. However, some of their other ideas would
need a lot more work, ie having someone who was able to just stock rooms, as this
would require funding and a job description. As more support workers were appointed
this would become part of their role.

Q How could it be articulated to staff how things might look and feel different as the
process progressed and what as the timescale for this?

A There was a weekly briefing to staff. There was not a definite timescale as this
depended on recruitment and it was important not to give false promises that could not
be achieved. The team was always informed when appointments were being made.

Q Following on from the previous discussions about the improvement committee, how
was the structure of the assurance committees being used to scrutinise some of this
information?
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A These papers went through internal governance and were shared with the safety
champions, including Richard Davies and Paul Molyneux. They then went to the board
before the LMS which meant that they were being shared widely with a good level of
scrutiny.

e |t was noted a lot could be learnt from this information about a very structured
approach to engagement with staff. An ideal project for the improvement committee
could be to look at this in greater detail before it went to the board, ie what could
other parts of the organisation learn from the experiences of the maternity team.

185.5 Infection prevention control and assurance framework

e The board received and noted the monthly update on the progress to achieve
compliance with the NHSE IPC COVID-19 board assurance framework.

e The team undertook the decision to provide a narrative on WSFT’s journey through
Covid. This was an overview of the processes through all stages of Covid, which
would be used as a record/history of the Trust's management of the pandemic,
including learning from outbreaks and incidents.

e |t was explained that the final report would say that relatives were included in
discussions, rather than ‘relatives were informed’.

Q At some point there would need to be a collective NHS learning from the pandemic.
Would the organisation be submitting something from a Trust wide point of view,
including community?

A This piece of work would be done in collaboration with what was being done nationally,
for consistency purposes.

Q One ofthe issues was around PPE, were there any permanent instructions about stock
piling the correct PPE to prepare for the years ahead?

A No, the Trust continued to work through the normal supply chain.

¢ |t was noted that there were a number of key lines of enquiry within the IPC board
assurance framework (BAF) that the Trust was not able to evidence compliance
with, eg number of side rooms, building issues. This time rather than reviewing the
BAF specifically relating to Covid it was reviewed against all health care associated
infections. The risk assessment remained at 20.

185/6 Nurse staffing report

Dan Spooner, deputy chief nurse, joined the meeting to present this report.

¢ Staffing continued to be challenging and fill rates had decreased in all areas. This
was further compounded by staff isolation rates and an increase in sickness rates.

¢ As a result, a number of mitigating actions had had to be taken, including the rapid
response pool. A review on the success of this pool would be undertaken in the
future. There had been good uptake from nursing support staff but less from
registered nurses.

e Funding had been received for international midwives and the Trust should be
welcoming eight midwives into the organisation in the coming months.

e Everything possible was being done to mitigate for staff shortages on a daily basis
and staff were being very flexible.
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Q Sickness in unregistered nursing staff appeared to be an outlier compared to other
groups of staff. Was there a reason for this and what was being done to address this?

A A lot of nursing assistants had been recruited to the team and it could be that
healthcare was not what people thought it was, or was more challenging than they
expected and a high turnover of this staff was now being seen. This was something
that had been observed regionally. The Trust was looking at securing more funding
for recruiting nursing assistants and also ensuring that they understood what it meant
to work in a healthcare environment, as well as increasing pastoral support for these
staff members.

Q What could be done to ensure that the Trust was familiar with best practice, ie
something that might be working in another hospital nationally that could be copied?

A The Trust was engaging in as many national initiatives as possible to learn from best
practice, including taking part in ‘flex to the future workstream’, improving flexible
working offered and narrating what flexible working was.

It was not just about flexible working, but also about staff taking breaks and staff feeling
tired. A survey was currently being undertaken in three wards who want to be engaged
in a self-rostering pilot. Some interesting information had been received including
comments about shift lengths.

e The Trust was working hard to support individuals and meet everyone’s needs,
whilst maintaining good service delivery.

e A number of staff may have already left who might have remained and welcomed
flexible working processes. If there was a move to a more flexible approach the
Trust needed to consider how to reach out to staff who had left the organisation and
might wish to come back if they were able to work in this way.

185.7 Quality and learning report

e The team continued to review how it reported quality and learning from incidents.
This report reflected what had already been presented around the patient safety
framework.

¢ Details of complaints and how these were responded to and the learning from these
were provided in this report. This highlighted the work required to be undertaken
with the patient experience team, rather than identifying and focussing on
individuals, ie a more holistic and supportive approach.

21/186 FIRST FOR STAFF - CULTURE
186.1 INVOLVEMENT COMMITTEE REPORT — NOVEMBER 2021

e The committee welcomed there being a governor representative as a member.

e Three items were discussed, one had clear actions and two only gave partial
assurance and the committee decided to escalate these to the board. These were
the annual patient experience strategy where the team had been asked to identify a
number of measures that the Trust should be aspiring to, and increasing equality,
diversity and inclusion (EDI).

e The committee did not feel assured about equality, diversity and inclusion (EDI).
There was a challenge to governors about the NED recruitment process and to the
executive team about the development of the senior leadership (bands 7/8 or 9) in
the organisation.

10
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e The committee was assured in general terms about freedom to speak up. A lot of
work was being undertaken in this area, however it could only give partial assurance
as not everything had yet been achieved and embedded in the organisation.

¢ It was noted that freedom to speak up was work in progress and it would never be
possible to give complete assurance. Assurance needed to be taken in the way that
people were being listened to and the work that the executive team were doing on
this. There was also a need to recognise the work that was being done and would
continue to be built on.

¢ |t was acknowledged that there was still a lot to do on EDI; the EDI committee had
escalated this to the board as an action. Therefore, the board needed to commit to
this as a whole and come up with a set of actions as the leadership team was neither
reflective or inclusive of the workforce.

e The challenge was to draw a real distinction between the work that was being done
in the organisation versus visible personal commitment that each individual board
member and the board as a whole should be making to this. All board members
needed to think about their visible commitment to actively promote diversity and
inclusion.

Action: Include in board development programme board actions and
commitment to improve re equality, diversity and inclusion, particularly in Child Sh
relation to the leadership team. ernouse

¢ A culture needed to be created that welcomed challenge; structures to address this
could then be built on. This would be part of the board development programme
and feature in the cultural plans.

186.2 PEOPLE & OD HIGHLIGHT REPORT

e The citation for the Putting You First Award for November was read out. Prince
Rowland Gregory had produced some amazing diabetes related artwork to display
within the G3 ward area, which had raised the profile that this co-morbidity could
lead to undesirable symptoms.

The board congratulated Prince Rowland Gregory on this very innovative approach
and suggested that this should be widely shared with staff.

e A significant piece of work was being undertaken relating to mandatory staff
vaccinations. This involved all staff working in areas where patients were cared for
and was tied in with proposed legislation and the Trust’s registration with the CQC.

¢ The amount of work that would be involved in this was causing considerable concemn
and was a risk re capacity in the HR team and line managers in the organisation to
achieve this within the short timescale. However, the Trust fully supported the
principle of vaccination and protection.

¢ There were still a small number staff who had not had both vaccinations, as required
by proposed legislation. The Trust would be supporting these people and trying to
understand what this meant for the role that they were currently in. Individuals who
had not had their first vaccination had to have it by 3 February.

e This would need to be implemented in a way that was consistent with the Trust’s
values, ie working with staff. A multi-disciplinary team had been set up which was
meeting weekly to work through the issues.

Q Would staff be given a choice if it was possible for them to be deployed in another
area?

A Yes, this would be looked at.

11
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Did the multi-disciplinary team include anyone who was not yet vaccinated?

It was not known if this was the case. There was an issue around governance and the
use/sharing of data showing which staff had been vaccinated.

e The board noted the appointment of the following consultants:

Mr Thomas Athisayarai, Consultant Colorectal and General Surgeon

Dr Anne Swift, Consultant in Public Health Medicine

Dr William Dean, Consultant in Intensive Care Medicine and Emergency Medicine
Dr Alexandre Costa, Consultant in Neurology

186.3 MEDICAL REVALIDATION ANNUAL REPORT

e In June 2021 it was clear that appraisal figures were not where they should be,
therefore a commitment had been made to bring a further report to the board with a
clearer understanding of why this was the case.

e A major piece of work had been undertaken to go through each appraisal and
identify whether they were complete or not and this report provided information on
this.

e New appraisers had been appointed as a result of the increase in the number of
doctors requiring appraisals.

186.4 GUARDIAN OF SAFE WORKING REPORT

e This report provided data on exception reporting, locum rates and highlighted any
themes.

¢ An area of concern was around exception reporting in Obs and Gynae. A number
of F2 doctors have now been approved to cover this area out of hours.

¢ It was noted that this report related to the summer period and more challenges were
likely to occur during the next few months. The high figures in August reflected the
new doctor handover.

Q Re the ongoing issue with junior doctors in surgery out of hours, was it anticipated that
the recruitment of new junior doctors in the surgical division would resolve the
problem?

A This was not likely to be the answer to this, although it provided more capacity during
the handover period. Work was being undertaken on improving the experience of
junior surgical doctors but if this did not work there may need to be a move towards
registrars doing full shifts. However, there would be major resource and funding issues
with this as well as them not having as much operating time. This would continue to
monitored.

Q It was not unusual to see surgical colleagues being unhappy with work patterns
/support within an organisation. Was additional work required to support senior
surgical colleagues to ensure that junior doctors were well supported and that there
was a flexible approach to this? This was also about how to support and nurture junior
staff.

A This was being looked at in a number of ways including better handover in surgical
teams. Work was being undertaken with surgeons relating to job plans to include
commitment to their time on ward rounds, for consistency. This would also provide
additional support and a training opportunity for junior doctors both during the week
and at weekends.

12
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Junior doctors appeared to feel supported by consultants but this would continue to be
looked at through surveys etc.

21187 FIRST FOR FUTURE - STRATEGY
187.1 THE GREEN PLAN

e There was a requirement for trusts to provide a sustainability plan which would be
effective from 1 April 2022.

e This report provided a response to this requirement and the organisation’s green
plan. However, the Trust intended to go much further than was detailed in the plan
being presented today.

e The proposal was was for the project management office to focus entirely on the
sustainability agenda. A lot of work would be undertaken to develop a more
comprehensive plan for the organisation and further information would be presented
to the board over the next few months.

Q Was there scope for mirroring the freedom to speak up network by having a network
of green champions across all departments?

A This was part of the plan but had not yet been implemented.

Q This was a very interesting report which was strategically very important and would
have an impact on the way the Trust worked as well as there being a cost to it.
Although it was recognised that there was a tight timescale it was a concern that the
board was being asked to approve this without having had the opportunity to go
through it in greater detail. Would the board have a chance to consider this and the
consequences more widely?

A It was intended to produce a fully costed plan, particularly around the benefits that it
was intended to achieve through the sustainability programme. A more
comprehensive plan would be considered for discussion by the board.

The board approved the green plan, recognising the tight timescale.
187.2 FUTURE SYSTEM BOARD REPORT

e This report had already been to the future system programme board and executive
team. It provided details of the current situation, including the environmental impact
assessment which was a key part of the planning application, and ongoing
engagement with staff and the wider community.

¢ Clinical engagement was getting to a point where it would provide key information
for the schedule of accommodation. This would be included in the the first stage of
the design of the new facility that would inform the planning application.

e The board ratified the co-produced recommendations described within the clinical
and digital workstream update.

Q Re the community workstream, historically there had been risks around revenue
funding that would be required and workforce risks in terms of moving activity into the
community. Was this being considered, although it was understood that it would not
be possible to get a complete answer yet?

13
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A In the development of the business case the financial part of this was from an
organisational perspective. The economic case would have a much better look at the
impact of this and would consider the impact on other organisations, including
community services, primary care, social care etc.

21/188 GOVERNANCE
188.1 BAF SUMMARY

¢ |t was agreed that the risk relating to the digital transformation was within the board’s
appetite for risk and could therefore be considered for de-escalation by the insight
committee.

¢ |t was noted that there was a requirement to discuss the national IT paper on ‘what
good looked like’ and assess the Trust’s progress against this. This could validate
whether the Trust was ready to de-escalate this risk. It was agreed that the insight
committee would look at this at its next meeting.

e The board noted the increase in the risk score for emergency capacity.

e To support the merging of the CIP risk and financial sustainability risk. It was noted
that there was more work would be done on the financial sustainability risk.

¢ |t was noted that the BAF was a statement of those risks that were sitting outside
the risk appetite that the board was comfortable with. These risks were being
actively managed and mitigated all the time.

¢ |t was proposed that the involvement committee should consider BAF 7 as there
should be a more explicit reference to raising concerns, considering that the whole
of the independent review was about how the Trust managed concerns.

¢ The audit committee would consider topics for future ‘deep dives’.
188.2 GOVERNANCE REPORT

e WSFT had been placed in segment 3 of the NHS system oversight framework and
was still waiting for the mandated support that it would be given as a result of this.

e The decision had been taken to dissolve the scrutiny committee. Following the
establishment of the 3i committees and senior leadership team it was felt that the
responsibilities of the scrutiny committee now sat elsewhere, as indicated in this
report.

The board supported the dissolution of the scrutiny committee.
188.3 WEST SUFFOLK NHS FOUNDATION TRUST CONSTUTION

e A constitution committee had been established, consisting of governors and
directors, to review areas of the constitution that required updating, including
increasing the composition of the board to give it more flexibility by having more
NEDs and EDs.

e The other proposed amendments were detailed in the report and were self-
explanatory.

¢ Approval of the amended constitution was required by both the board and CoG. Last
night's CoG meeting (16 December) had been postponed until 17 January, when
governors would be asked to approve this.

¢ |t was noted that item 25 (page 11) referred to ‘he’, ie gender specific. This would
be amended.
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e The board approved the revised constitution subject to the above amendment.

21189 OTHER ITEMS
189.1 QUESTIONS FROM GOVERNORS AND THE PUBLIC

Q It has always been apparent from previous data that appraisals and mandatory training
have been an issue within the hospital. In the papers for today there are several
mentions of this. Can we be assured that the process of appraisal and mandatory
training is not merely a ‘tick box’ activity, page 84 Convene. Issues concerning
mandatory training appear once again with reference to this taking place in the staff’s
own time? Foetal monitoring is red once again with the Obstetricians being the biggest
concern. Can we be assured that this recurring theme will not lead to safety concerns
for the patient?

A Appraisals and mandatory training were very important with regard to safety and
wellbeing both for staff and patients and were not a tick box exercise. This was
currently a particular challenge due to the sustained pressure in the organisation. A
monthly report on this continued to be produced and concerns were then raised
through the insight committee.

The target levels were currently not being met.

With regard to the provision of mandatory training and assurance around safety,
mandatory training was not the only training that people were receiving. Other levels
of supervision and training were also provided to staff.

It was important that appraisals continued to be looked at as these were one of the
first activities to be overlooked when capacity or staffing was under pressure. These
were a significant and fundamental part of making people feeling valued as well as
looking at their personal and professional development. It was important to try and
prioritise these and allow both managers and staff to make time for this, even when
things are busy.

189.2 ANY OTHER BUSINESS

¢ The Chair apologised to Nicola Cottington for not introducing her and welcoming her
to her first board meeting.

e There had not been the opportunity to hear from the finance director and it was
considered that there should be a finance report to the board. A Alderton

Action: include finance report on board agenda. I'N
. Macdonald
o Key issues:
- patient safety and module for completion by board members.
- ldentify a patient safety champion.

- Action plan arising from rapid review — ensure involvement from staff across
the whole organisation and governors and share widely with the public. This
would be considered in future board meetings.

- Work around 3i committees, particularly role of insight and improvement.

- Escalation re partial assurance on EDI and freedom to speak up - need for
board commitment and embedment.

- Govemor involvement and engagement in patient safety work; this was an
important part of the membership and engagement remit.
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- The Chair requested feedback as to whether board members considered that
the meeting had fitting within the Trust’s values.

- It was considered that there had been more challenge than in previous
meetings but this could still improve.

e The importance of learning from the content of the review resonated in many
items.

e There was a lot of content which made it difficult to focus on key issues that need
to be debated and decisions made on. Need to consider items on the agenda and
how to concentrate on fewer issues.

e The Chair thanked everyone in the organisation, including governors and volunteers
and wished everyone a happy Christmas.

189.3 DATE OF NEXT MEETING

Friday 28 January 2022, 9.15am

RESOLUTION

The Trust board agreed to adopt the following resolution:-

“That representatives of the press, and other members of the public, be excluded from the remainder of
this meeting having regard to the confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest” Section 1 (2), Public Bodies (Admission to Meetings) Act
1960
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1.4. Action log and matters arising
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Presented by Alan Rose



Board meeting - action points

Ref.

Session

Date

Item

Action

Progress

Lead

Target date

RAG rating
for delivery

Date
Completed

1974

Open

28/05/21

Item 14.3

Provide further information to the board on
the ward accreditation programme.

Using a codesign methodology, the
Ward accreditation steering group
has been meeting weekly since May
to scope the needs of the project,
identify stakeholders and relevant
workstreams.

The steering group has now moved
to monthly meetings and a smaller
project group will take the actions
identified forward in creating tools,
process and pilot schedule.

The project plan will be presented to
the board in September. Project
continues, update at October board.
Verbal update provided at today's
meeting (15.10.21).

Current ongoing pressures have
precluded progress in this matter.
However, the Trust continues to
focus on combining work with the
info team on quality dashboard to
support the infrastructure.

SW

3040712021
03/09/2021
15/10/2021

1997

Open

15/10/21

Item 10.2

Board discussion/workshop required to
discuss Trust’s priorities and what it would
not be able to do

Board strategic workshops are
being developed as part of the
Board evaluation undertaken with
Integrated Development Ltd.

SC/AA

122024
28/2/2021

Amber

Board action points (24/01/2022)

_Due date passed and action not complete

Off trajectory - The action is behind
schedule and may not be delivered

completed by the due date

[ofe]pgle]Gi=Ill Action completed

On trajectory - The action is expected to be

Amber

10of 1




Board meeting - action points

Ref. |Session [Date Item Action Progress Lead Target date |RAG rating
for delivery
1985 [Open 30/7/21(ltem 11 Chair-to-chair escalation of concern re Update to be provided following HB 174212021 IR ee]lo][E1 G
pathology meetings if not taking place completion of workshops (approx 3 |NC 28/01/2022
months).
Regular departmental meetings
taking place and session to be
convened with ESNEFT as part of
acute collaboration work.
2001 |Open 15/10/21|ltem 13 Integration Report - Q2 - consider measures |Work commenced with Susan CM (NaVIVAl Complete
to illustrate impact of change for inclusion in [Wilkinson and Nicola Cottington to
report to board. align the Community with Trust wide
reporting.
Community reporting will be
incorporated in the overall Trust
reports, as agreed with Nicola
Cottington and Sue Wilkinson.
2002 |Open 15/10/21]|ltem 14 Emergency Preparedness - Arrange for a It is proposed that a summary of the [NC/AA (NaVIVAl Complete
deep dive following feedback from NHSE on (core standards review be presented
EPRR review. to the Improvement Committee.
This matter has been delegated to
the Corporate Risk Committee.
2003|Open 17/12/21|ltem 1.5 | Staff Story-patient safety specialists - Louisa Pepper confirmed as NED |SC 28/01/22 g efelpqlo] =1
identify NED lead for patient safety. Lead.
2005|0Open 17/12/21|ltem 1.6  |Chief Executive Report - consider how to  |Today's (28.1.22) agenda item JO 28/01/22 g efelylo][1 ]
engage with the organisation as a unitary refers.
board, re the action plan in response to the
review.
2006|Open 17/12/21|ltem 1.6  |Chief Executive Report - consider howto |Today's (28.1.22) agenda item JO 28/01/22 g efelylo][1 ]
measure the outcomes and targets from refers.
actions put in place as a result of the review.

Board action points (24/01/2022)

28/01/2022

28/01/2022

28/01/2022

28/01/2022

28/01/2022

28/01/2022

10of2



Target date [RAG rating
for delivery

28/01/22 g efeliylo][1 !

Ref. |Session [Date Item Action Progress Lead
2007|Open 17/12/21|ltem 2.1 Insight Committee Report - look at Recovery plan for cancer NC
information provided on recovery plans to performance presented to Insight.
provide board with greater assurance.
2008|Open 17/12/21|ltem 3.1  |Involvement Committee Report - include in [Included in programme for 2022. |SC/JO

board development programme board
actions and commitment to improve re

equality, diversity and inclusion, particularly

in relation to the leadership team.

28/01/22 gl efeliylo][1 ]

Amber

Board action points (24/01/2022)

_Due date passed and action not complete

Off trajectory - The action is behind
schedule and may not be delivered

On trajectory - The action is expected to be

completed by the due date

[ofe]gg]e][CI =Pl Action completed

28/01/2022

28/01/2022

20f2



1.5. Appointment of Interim Chair
To Note
Presented by Alan Rose



Board of Directors 28 January 2022

Report Title:

Iltem 1.5 - Appointment of Interim Chair

Report Prepared by:

Ann Alderton, Interim Trust Secretary

Previously Considered by:

Council of Governors 17 January 2022

For Approval
O

For Assurance
O

For Discussion
O

For Information
X

Executive Summary

Governors are responsible for the appointment of the Chair of an NHS Foundation Trust. Following the
resignation of Sheila Childerhouse in December 2021, the Council of Governors approved the
appointment of Jude Chin as Interim Chair on 17 January 2022. This followed a selection and
appointment process led by the Council of Governors’ Nominations Committee.

Jude Chin will be interim Chair until a permanent Chair is appointed by the governors. The Nominations
Committee of the Council of Governors has started that process.

Action Required of the Board

To note the decision of the Council of Governors

Risk and If the Trust does not appoint a new chair in a timely manner to provide leadership to the
assurance: Board of Directors ad Council of Governors, this will cause Board and Council instability,
uncertainty and loss of public confidence and increase the risk of regulatory intervention and
loss of autonomy

regulatory
context

Legal and NHS Act 2006, Health and Social Care Act 2012, NHS Foundation Trust Code of Governance
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1.6. Patient story
To Note
Presented by Susan Wilkinson



1.7. Chief Executive’s report
To inform
Presented by Craig Black



CEO Board report - January 2022

Report Title:

Item 1.7 - CEO report

Executive Lead:

Craig Black, CEO

Report Prepared by:

Helen Davies, head of communications

Previously Considered by: | None
For Approval For Assurance For Discussion For Information
O O O X

Executive Summary

This report provides an overview of some of the key national and local developments, achievements
and challenges that the West Suffolk NHS Foundation Trust (WSFT) is addressing. More detail is also
available in the other board reports.

Action Required of the Board

For information

Pressures on the Trust

As we start a new year, we do so experiencing significant pressures on all parts of the
organisation, as well as the broader health and social care system.

As such, on Wednesday 29 December 2021, we declared a critical internal incident across
the Trust. The incident was driven by the high numbers of patients coming through our front
doors as well as significantly reduced staffing levels due to illness or self-isolation from

Covid-19.

Declaring a critical internal incident meant we stepped up our internal practices to enable us
to focus on maintaining safe services for patients during this period of sustained demand

and operational pressure.

While we continue to face pressures across the Trust, the last few days have seen a

demonstrable improvement in our performance and across the key indicators used to take such
decisions. Therefore, on Friday 14 January, we stood down from the critical internal incident.

Despite stepping the incident down, we are maintaining our ‘enhanced response structure’,
which includes daily strategic review meetings to monitor the situation, so if there is
deterioration again, we have the framework in place to take swift action.

Whilst we are in this difficult period, we are working hard to create additional bed capacity
and have taken a number of actions such as converting a ward in Newmarket Community

Hospital into a 33-bed inpatient unit supporting medically optimised patients.
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As well as creating additional capacity, we are also focusing heavily on discharge and are
working across the system to increase our discharge capacity to help ensure that patients
are being looked after in the most appropriate place for their needs.

We are also asking staff to work flexibly at short notice to help fill gaps. Staff are doing an
incredible job during this difficult time and | am humbled by their hard work and dedication.

We have had to take the difficult decision to postpone some elective surgery and outpatients’
appointments and are working to re-book patients wherever possible and are reviewing
these decisions regularly so we can reintroduce them as soon as possible.

Unfortunately, whilst cases of Covid-19 are still so high in the community, we are still having
to restrict visiting to our hospitals. This is never an easy decision and it is one we are
reviewing regularly. Whilst patients are apart from their loved ones, we have our award -
winning clinical helpline and our ‘keeping in touch’ service, to keep families and friends
updated and connected.

Appointment of interim chair

We are delighted to announce that Jude Chin has been appointed by the council of
governors as interim chair of West Suffolk NHS Foundation Trust.

Jude, who has taken up the role with immediate effect, was a non-executive director on the
board at the Trust. He has a wealth of experience at board level in a range of sectors and is
a former vice-chair at Colchester Hospital University NHS Foundation Trust. We know he will
provide invaluable insight and leadership.

We look forward to working with Jude on improving the health services we provide to our
local communities.

The process of recruiting a permanent chair has already begun, with the nominations
committee of the council of governors having held its first meeting to confirm the
appointment process.

Supporting the national Covid-19 vaccination effort

Following West Suffolk Hospital’s successful in-house vaccination programme for staff and
clinically vulnerable patients, we were asked by the CCG to support community vaccination
efforts and specifically to address vaccine inequality. The West Suffolk Covid-19 Vaccine
Taskforce was formed in late November and comprises of a diverse range of healthcare
professionals and non-clinical staff.

We have worked with system partners to provide equipment and staff to support their
vaccination sessions, put additional drop-in capacity into Haverhill, Sudbury & Bury and our
pharmacy has become a distribution hub with our team assisting to move vaccine and
consumables around the healthcare system in Suffolk to allow as much capacity as possible
to be offered to the public.

We are now focusing on targeted vaccination, working with various groups with very specific
needs for whom mainstream vaccination provision is not suitable, to ensure that no one is
left behind.

Delivering new Covid-19 treatments

The Trust has recently started delivering new Covid-19 treatments, which are being provided
to non-hospitalised Covid-19 positive adults and children (aged 12 years and above) in the
highest risk cohorts.
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The new treatments include a neutralising monoclonal antibody (nMAB), which can
significantly reduce outcomes of hospitalisation or death. In the first instance, the clinic is
being run out of a bay in our G10 ward until a permanent home can be found.

We are delighted to be able to offer this service to those in our community who are at the
highest risk of serious illness or death from Covid-19

Top national recruiting site on the global RECOVERY trial

At the end of last year we heard that the Trust was named as the top national recruiting site
for the global RECOVERY trial for two consecutive weeks in November. The RECOVERY
(Randomised Evaluation of Covid-19 Therapy) trial is one of the world’s largest clinical
research trials investigating treatments that may benefit people hospitalised with suspected
or confirmed Covid-19. The trial has 189 active sties and over 45,000 participants worldwide.

A notable output from the trial is that it has found that repurposed drugs, such as the low-
cost dexamethasone, reduces death by up to one third in hospitalised patients who have
severe respiratory complications. This discovery has saved millions of lives.

To be the top recruiter for this vital research project is a testament to the hard work and
dedication of the research team and everyone who supports them.

Community matron becomes ‘Queen’s Nurse’

One of our community matron’s, Kate Foxwell, has been awarded the title of ‘Queen’s Nurse’
from the Queen’s Nursing Institute in recognition of her commitment to high standards of
patient-centred care and continually improving practice.

Kate is now taking part in the Queen’s Nurse programme, which brings together a network of
community nurses from all over the country, enabling them to learn from one another and
access high quality professional support and development. Congratulations Kate.
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2. ASSURANCE



2.1. Insight Committee Report - January
2022 - Chair's Key Issues from the

meeting
To Assure
Presented by Richard Davies



Board of Directors — 28 January 2022

Report Title:

Item 2.1 — Insight Committee Jan 2022 — Chair’s key issues

Executive Lead:

Dr Richard Davies, NED, Insight Committee Chair

Report Prepared by:

Dr Richard Davies, NED, Insight Committee Chair

Previously Considered by: | n/a

O

For Approval For Assurance

X

For Discussion
O

For Information
O

Executive Summary

The Insight Committee met on 10 January 2022. Below is the Chair's Key Issues document which will
constitute the standard template for Insight Committee reports to Board.

Action Required of the Board

To approve the report

Risk and The development of and transition to a new structure for organisational governance

assurance: may result in a failure to escalate significant risks to management, the executive
team and the board of directors, caused by a disruption to the previous information
and communication flows whilst new arrangements are being established.

Equality, n/a

Diversity and

Inclusion:

Sustainability: | n/a

Legal and
regulatory
context

Well-Led Framework NHSI
FT Code of Governance
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Chair’s Key Issues — 10 January 2022 meeting

Part A
Originating Committee Insight Committee Date of Meeting 10 January 2022
Chaired by Dr Richard Davies Lead Executive Director Nicola Cottington
Agenda Details of Issue For: Approval/ BAF/ Risk Paper
Item Escalation/Assurance | Register attached?
ref v
Trust Recognition that this is a Trust priority to “achieve a fully integrated Escalation to other 3i BAF Risk 1 | Item4.1v 2

Dashboard performance reporting system which brings together information about | committees
Development | the organisation in a way that is easy to interpret, easy to
Project communicate and supports staff to make informed decisions”.
However, it is also acknowledged that this is a complex project which
will take some time to deliver.
Nick Macdonald is now responsible for this project. To:

- Enable the Board to receive escalations and assurance

- Provide visibility of key metrics

- Understand trends and measure impact of interventions
The plan looks very good but requires a considerable amount of work
and support from IT — and timelines currently uncertain. Need to
continue to monitor progress and all 3i committees need to be aware
of progress on this project
Paper needs to be disseminated to other 3i committees for information

(tem4.1v 2)
Interim IQPR | The importance of developing the new IQPR at pace and ensuring, in | Assurance BAF Risk 1 | Interim
update the meantime, an effective interim IQPR was discussed. The Trust IQPR
needs to ensure that the appropriate data is presented, in the indicators
appropriate format (ideally in SPC format with operational narrative) to v2

the appropriate committees and governance groups. The committee
received information and assurance that work was ongoing to develop
the new IQPR and that in the meantime the interim IQPR will ensure
visibility of a minimum dataset covering all mandated and contractual
data. Work is ongoing with task and finish groups to ensure that this is
the case and to agree other relevant metrics for final IQPR.

The proposed interim IQPR indicators were presented (see attached).
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Information An update on the Information Services 2021/22 Project Work was Approval BAF Risk 8 | Item 4.2
strategy presented. work on multiple projects is going well (see attached for
update details) but the Information Team were challenged on links between
these individual projects and a clear overall strategy — it was agreed
that it would be appropriate to refresh the Information Services
strategy, and this will be presented at a future date
Finance and | Continuing poor appraisal performance across the Trust Escalation to BAF Risk 9
Workforce — current actions are not proving effective and there may be multiple Improvement
Governance | reasons for this (operational pressures, inadequate leadership Committee
Group guidance/training, cultural issues etc) (James MacFarlane
— agreed that appraisal is even more important when operational and Rebecca Gibson
pressures are high will take this forward)
— there is a real need to understand why current actions are not
improving the situation
— it was agreed that we should refer to Improvement committee for
further work to correlate data and look at this issue in more detail
Patient Long waits (104 week) Escalation to BAF Risk 4 | IQPR
Access Whilst there is a planned trajectory to improve this situation and there | Improvement
Governance | is ongoing clinical review of patients waiting a long time for treatment, | Committee (Nicola
Group this issue remains a concern and in particular the issue of the ‘risk’ Cottington will take this
1 that this poses to individual patients and the organisation. It was forward)
agreed that this should be escalated to the Improvement Committee
Patient 2ww issues discussed - breast performance is a concern (due to high | Assurance BAF Risk 4 | IQPR
Access demand) but there is sensible plan with a planned trajectory for
Governance | improvement over the next few months. This will need to be
Group monitored. It is good to see that the dermatology 2ww data has
2 improved significantly with the introduction of Al (as anticipated). The
committee was assured by the ongoing work to confirm the
acceptability (for staff and patients) and safety of this approach (to
date the feedback looks good). This will continue to be monitored
Patient Histopathology has been reporting a significant backlog through Approval
Access December due to increased demand and a vacant post — but there has
Governance | been a very significant improvement through January with extra
Group sessions and a new appointment and the team should be commended
2 on this
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Patient Pressure Ulcers: Assurance
Quality and - Long-lie pathway — current paramedic response times are
Safety leading to some patients having a long-lie following a fall, with
Governance increased risk of tissue damage. Work is ongoing within the
Group System — but within the Trust there is work on developing a
fast-track pathway through ED for these patients
- There is currently no clear pathway for patients with PUs
requiring MRI to exclude osteomyelitis. A multi-disciplinary
panel is considering development of a consultant led service
Clinical Requirement to ensure that consultant job plans reflect time for audit Approval
Effectiveness | and QI work (not necessarily currently the case). Agreed that this will
Governance | be taken ‘off-line’ and a group will be set up to look at this in more
Group detail — feeding back to Clinical Effectiveness group and to Insight for
escalation if and when required
Community There are ongoing issues about the way that community services feed | Escalation to Board for | BAF Risk 2
Governance | in to Trust governance structures, and the inclusion of community information and
Group services in Trust strategic discussions. Work is ongoing but this needs | reflection
1 to be kept at the forefront of our minds in Board discussion
Community | Avoidant and Restrictive Food Intake Disorder (ARFID) — concern that | For information
Governance | the System is letting children down — with ongoing uncertainty
Group regarding funding. Much of this is out of the Trust’s control although
2 this remains a priority issue for the CCG. The Community Paediatric
services can only continue to do what they can to support these
children, however they will continue to push on this issue and Sheila
Childerhouse will raise at the System level.
Date Completed and Forwarded to Trust Secretary 13 January 2022
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Part B

Receiving Committee Board of Directors

Date of Meeting

10 January 2022

Chaired by Sheila Childerhouse Lead Executive Director

Craig Black

Agenda | Record of Consideration Given (Approved/ Response/ Action)
Item

Date Completed and Forwarded to Chair of Originating Committee
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Insight Committee — 10'" January 2022

Agenda item: XX
Presented by: Nick Macdonald — Director of Resources (Interim)

Nick Macdonald — Director of Resources (Interim) and Jodie Price —

Prepared by: Performance Manager

Date prepared: 04/01/2022
Subject: Trust dashboard update
Purpose: x | For information For discussion and agreement

Update summary:
To date no formal specification for this dashboard has been agreed. However, in broad terms the focus of the
dashboard should be to:

e Enable the board to receive escalations and assurance
e Provide visibility of key metrics — ie the deliverables for which the Trust is responsible
e Understand trends, and measure impact where interventions have been made.

This week Executive Directors discussed this project and agreed the Executive Sponsor would be Nick Macdonald
(Director of Resources). He is now responsible for this project, including identifying scope, resources, risks and
timeframes. This is a significant project, which requires appropriate specification and project management. Whilst it is a
priority requirement for the organisation all of the objectives will take some time to deliver.

This project requires significant support from the Information Services Team, as well as suitable infrastructure from the
Digital team to ensure that all appropriate people have immediate access to relevant, good quality information. It
therefore needs to align with the Information Services Strategy and Digital Strategy, as well as the Trusts strategy.

Background

We are required to provide statutory information to regulatory bodies as well as sharing across the wider health and
social care systems.

However, since the new governance framework came into place during 2021 we have been unable to provide all the
information required to assure the Board and the 3i committees against agreed KPls

We have also found ourselves acting on gut feel and anecdotal evidence when making urgent and difficult decisions.
We should be using accurate, timely and relevant information to ensure that objective and optimal decisions are made.

There is a shortage of strong management information that could be utilised for both performance reporting and
operational prioritisation and decision making.

We currently produce a lot of information that may not be utilised, may not be in a user-friendly format, or may not be
reliable enough to be effective. This should be reviewed and rationalised where appropriate. However, some of this
information is exactly what we require and we need to guard against losing this too.

What do we want to achieve?
The vision is to achieve a fully integrated performance reporting system which brings together information about the
organisation in a way that is easy to interpret, easy to communicate and supports staff to make informed decisions.

A good performance reporting system has several key components. It needs to be timely, clear, relevant, easily
accessed and have the capability of running automated reports.




This reporting needs to be a practical way of managing services and providing assurance, as opposed to reporting just
to ‘feed the beast’. Managers should be able to explain issues and have an action plan to redress poor trends before
these are drilled into at performance review meetings. Trend graphs should highlight improvements as action is taken.

How will this be achieved?

In order to achieve this the proposal is to use a Business Intelligence (Bl) dashboard. A Bl dashboard should be fully
customisable and interactive. It is an information management tool that will support the analysis and visualisation of
Trust data to track different aspects of performance.

A Bl dashboard combines charts and graphs on a single screen, which enables those reviewing the data to see the
‘bigger picture’ as well as be able to ‘drill’ into that data to see it at a more granular level. For example: data trends over
time, or a specific service.

The dashboard can be designed to include specific KPIs and metrics that the Trust is required to report against, and
that users need for assurance and local decision making. Tolerances to highlight RAG performance would also be
included.

The dashboard would have the ability to pull data from multiple sources and in real time. Access to real time data via
the dashboard would generate calls to action and support staff with informed and timely decision making.

In order to maximise efficiency and reduce duplication we would, wherever possible, ensure individuals, and
appropriate committees, have the ability to drill down (self service). We would also aim to produce reports in common
formats wherever possible, particularly where used by multiple users..

The dashboard would also be viewed in the governance/divisional/service meetings rather than the current process of
producing paper-based reports, which are not always useful and may require further analysis. Users will be able to drill
down at various meetings where required. Ideally and queries raised should be answerable by representatives of those
services as any concerns ought to be the same as those they have already investigated as part of local management.

This drill down facility would allow easier identification of trends, both positive and negative, as well as seeing the
effectiveness of actions that have been taken.

We would ensure users have access to appropriate information and reports through self service (with appropriate
training) and resilient IT.

Performance reporting needs to meet 3 types of needs as below.

External Reporting
(Statutory)
- NHSE/I Monitoring
-Ics

Internal

(Accountability - Performance Internal

Management and Assurance) (Management Tool)
- Board - Dashboard of KPI's for daily
-3i's (and sub committees) management and local decision
making
-DOSM/SLT ?
- KPIs for trends, planning and
forecasting

Next steps :
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Produce specification and project plan for discussion and approval at Senior Leadership Team and bring to next Insight
meeting.
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Ref: Schedule 4 - Quality requirements
A - Operational standards

RTT waiting times for non-urgent consultant-led treatment
E.B.3  Percentage of Service Users on incomplete RTT pathways (yet to start treatment) waiting no more than 18
weeks from Referral

Diagnostic test waiting times
E.B.4 Percentage of Service Users waiting 6 weeks or more from Referral for a diagnostic test

A&E waits
E.B.5 Percentage of A & E attendances where the Service User was admitted, transferred or discharged within 4
hours of their arrival at an A&E department

Cancer waits - 2 week wait

E.B.6  Percentage of Service Users referred urgently with suspected cancer by a GP waiting no more than two weeks
for first outpatient appointment

E.B.7 Percentage of Service Users referred urgently with breast symptoms (where cancer was not initially suspected)
waiting no more than two weeks for first outpatient appointment

Cancer waits — 31 days

E.B.8 Percentage of Service Users waiting no more than one month (31 days) from diagnosis to first definitive
treatment for all cancers

E.B.9 Percentage of Service Users waiting no more than 31 days for subsequent treatment where that treatment is
surgery

E.B.10 Percentage of Service Users waiting no more than 31 days for subsequent treatment where that treatment is an
anti-cancer drug regimen

E.B.11 Percentage of Service Users waiting no more than 31 days for subsequent treatment where the treatment is a
course of radiotherapy

Cancer waits — 62 days

E.B.12 Percentage of Service Users waiting no more than two months (62 days) from urgent GP referral to first
definitive treatment for cancer

E.B.13 Percentage of Service Users waiting no more than 62 days from referral from an NHS screening service to first
definitive treatment for all cancers

Mixed-sex accommodation breaches
E.B.S.1 Mixed-sex accommodation breach

Cancelled operations

E.B.S.2 All Service Users who have operations cancelled, on or after the day of admission (including the day of surgery),
for non-clinical reasons to be offered another binding date within 28 days, or the Service User’s treatment to be
funded at the time and hospital of the Service User’s choice

B - National Quality Requirements

E.A.S.4 Zero tolerance methicillin-resistant Staphylococcus aureus

E.A.S.5 Minimise rates of Clostridium difficile

E.A.S.6 Zero tolerance RTT waits over 52 weeks for incomplete pathways

E.B.S7a All handovers between ambulance and A&E must take place within 15 minutes with none waiting more than 30
minutes

E.B.S.7b All handovers between ambulance and A&E must take place within 15 minutes with none waiting more than 60
minutes

Board of Directors (In Public) Page 46 of 368



E.B.S.5 Waits in A&E not longer than 12 hours

E.B.S.6 No urgent operation should be cancelled for a second time
VTE risk assessment: all inpatient Service Users undergoing risk assessment for VTE
Duty of candour

Full implementation of an effective e-Prescribing system for chemotherapy across all relevant clinical teams
within the Provider (other than those dealing with children, teenagers and young adults) across all tumour sites

Full implementation of an effective e-Prescribing system for chemotherapy across all relevant clinical teams
within the Provider dealing with children, teenagers and young adults across all tumour sites

Proportion of Service Users presenting as emergencies who undergo sepsis screening and who, where screening
is positive, receive IV antibiotic treatment within one hour of diagnosis

Proportion of Service User inpatients who undergo sepsis screening and who, where screening is positive,
receive |V antibiotic treatment within one hour of diagnosis

C. Local Quality Requirements

Infection Prevention and Control
Isolation

3.1 Percentage of service users identified as requiring isolation not isolated within 2 hours and where mitigating
action not taken

MRSA elective and emergency screening
3.2.1 Percentage of service users identified for screening swabbed within 24 hours of admission split by elective and

non elective.
3.2.2 Percentage of service users completing decolonisation treatment where it should be completed during hospital
stay

Hand Hygiene
3.3.1 Compliance with the WHO 5 moments of hand hygiene in non-urgent situations

3.3.2 Compliance with universal precautions in non-urgent situations

Pressure Ulcers Indicators
41 All admitted service users have a pressure ulcer risk assessment on admission within 24 hours. Definition to be
consistent with latest NHS Improvement Guidance (Dec 2018).

Falls Indicators - Adult Inpatient Falls
5.1.a  Trust wide falls per 1000 occupied bed days
5.1.b  Trust wide falls with moderate harm, severe harm or death per 1000 occupied bed days.
5.1.c  All service users identified at risk have a multifactorial falls assessment on admission

Patient Safety Indicators
6.1 A maximum two-week wait standard for rapid access chest pain clinic.

Discharge Summaries to be sent to GP’s from:
6.3.a Emergency Non Elective (including ED) within 24 hours
6.3.b  Elective within 24 hours
6.3.c  Outpatients within 3 working days

Deteriorating patient
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6.4 All inpatients (Paediatrics and Adults) receive regular observations (vital signs) and appropriate
responses/escalation to signs of deterioration using recognised early warning tools.

VTE
6.7.a  Percentage of patients having VTE assessment
6.7.b  Percentage of service users who are assessed at risk have prophylaxsis prescribed.

Workforce
6.8 Staff Mandatory Training - specifically infection prevention and control; information governance; safeguarding
levels 1 -3; PREVENT; Mental Capacity Act, Deprivation of Liberty Safeguards;

Nutrition and Hydration

8.1.a  All admitted service users should have nutritional assessments, including maternity and paediatrics, completed
on admission within 24 hours and be reassessed at least every 7 days.

8.1.b  All service users identified at risk seen by dietician within 2 working days of referral and have a nutritional care
plan formulated

Stroke

9.1 Stroke: 6 month Follow up - All stroke survivors follow up assessment to be submitted to SSNAP

9.2 Stroke: Care Planning - Percentage of applicable service users who are assessed by a nurse and at least one
therapist within 24 hours, all relevant therapists within 72 hours and have rehabilitation goals agreed within 5
days of clock start.

9.3 Stroke: Early Supported Discharge - Percentage of service users treated by a stroke skilled early supported
discharge team

9.4 Stroke: Scanning - Percentage of service users scanned within one hour of clock start

9.5 Stroke: Scanning - Percentage of service users scanned within 12 hours of clock start

9.6 Stroke: specialist consultant - Percentage of service users who were assessed by a stroke specialist consultant
physician within 24 hours of clock start.

9.7 Stroke: Thrombolysis - Percentage of eligible service users given thrombolysis (according to the royal college of
physicians guideline minimal threshold)

9.8 Stroke: Ward admission - Percentage of service users directly admitted to a stroke unit within 4 hours of clock
start.

9.9 Length of stay - People treated on a Stroke Unit for >90% of their stay

9.1 Stroke Service: Provider rating to remain between A-C in each of the 9 domains covered in SSNAP where the
Provider is at this level. For the one domain (SaLT) where the Provider is at level E, this will be improved to level
to C by March 2017.

Maternity
10.1  Proportion of women delivered who breastfed babies within first 48 hours

10.2  Total Lower Section Caesarean Section Rate (%)
10.3  Midwife/Birth Ratio
10.4  1:1 care established labour
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West Community Hospitals - Length of Stay

West Community Hospitals - Admissions & Discharges

West Community Hospitals - DToC Bed days

West Community Services - Face to face contacts Adult services
West Community Services - Face to face contacts Paediatrics services
West Community Services - Total Contacts by Service

West Community Services - Children Wheelchair Performance

Paediatric Speech and Language

KPI ref: High priority’ KPIs in Schedule 2A (Annexe A) - Local performance requirements
1 % of patients seen following triage within 72 hrs.
2 % of patients seen following triage within 4
3
Standard equipment delivered as emergency within 4 hours, as indicated, on receipt of order request.
3.1 Standard equipment delivered within Same working day, as indicated, on receipt of order request.
4 Standard equipment delivered within Next working day, as indicated, on receipt of order request.
4.1  Standard equipment delivered within 2 working days, as indicated, on receipt of order request.
4.2  Standard equipment delivered within 5 working days, as indicated, on receipt of order request

5 Community equipment service % of deliveries within 7 working days

6 Standard equipment delivered within 10 working days, as indicated, on receipt of order request.

7 Improving discharges and maintaining acute and community Delayed transfers of care at a minimum level - % of
bed days identified as DTOC

8
Lymphoedema service (west only) % of palliative referrals seen within 2 weeks of receipt of referral

9 Lymphoedema service (west only) % of urgent referrals seen within 4 weeks of receipt of referral

10

Lymphoedema service (west only) % of routine referrals seen within 14 weeks of receipt of referral
11 Children speech and language therapy % of children who have started treatment within 12 weeks of initial
assessment (Currently measured as number of children waiting less than 3 months as at the end of the month
for a package of care)
12.a  Care Coordination Centre % of calls answered within 60 seconds
12.b  Care Coordination Centre Calls audits 1% calls answered to be audited for quality, accuracy and content

12.c  Care Coordination Centre Electronic referral process audit 1% of electronic referrals audited for compliancy of
process and accuracy
12.d Care Coordination Centre Accuracy rate of interaction
13 Bowel and bladder service % of patients receiving products who are re assessed annually
14 Community hospital in patients discharge summaries % of summaries sent to the GP practice within 1 working
day of discharge.
15 Children in care % of initial health assessments completed within 15 working days of receiving all relevant
paperwork.
16 (Mobile patients) Simple leg ulcers ABPI >0.8 <1.3; wound area less than 100cm?; duration shorter than one
year) 70% healed within 12 weeks / 95% healed within 18 weeks
17 (Mobile patients) Complex leg ulcers ABPI>0.8 <1.3; duration longer than 1 year from first presentation;
lymphovenous disease; current infection / history of recurrent infections; patient non concordance) 70% Healed
within 18 weeks / 95% healed within 24 weeks
18
Timeliness of response to Education, Health and Care plans (% of ‘information and advice responses’ submitted
to the Local Authority (LA) within 6 weeks of receipt of the request by the LA.
19 % of patients seen following triage emergency within 2 hrs.
20 Standard equipment collected within Next working day, as indicated, on receipt of order request
21 Community equipment service collection % of urgent collections within 3 working days
21.1  Standard equipment collected within 5 working days, as indicated, on receipt of order request.
22 Standard equipment collected within 10 working days, as indicated, on receipt of order request.
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23 Number of inpatient transfers to an acute unit for the same condition as an emergency within 72 hours of
admission split by community inpatient location. (Currently don't capture if the transfer is for the same
condition)

KPI ref: Schedule 4 - Mandatory

KPI1 18 week referral to treatment for non Consultant led services 10 services: Paed OT, PT, SLT, Adult SLT West,
Wheelchairs, Neuro nurses, Parkinson's, SCARC, Environmental & Heart Failure West

KPI2 Percentage of Children in Care initial health assessments completed within 28 calendar days of becoming a
Child in Care

KPI3 Percentage of Service Users (children) whose episode of care was closed within the reporting period where
equipment was delivered in 18 weeks or less of being referred to the service

KPI 4 Percentage of Service Users (children) assessed to be eligible for NHS Continuing Healthcare whose review
health assessment is completed annually

KPI5 18 week RTT for Paediatric Consultant led services

KPI6 18 week RTT for Paediatric non Consultant led services

Clinical Quality Contract Performance Indicators

Falls (Inpatient Units)

Total numbers of inpatient falls (includes rolls and slips NOT assisted)
Falls from height e.g. bed, chair

Fall from same height

Assisted falls and near misses

Falls from height e.g. gentle slide from chair

% of total falls resulting in harm

Numbers of falls resulting in moderate harm

Numbers of falls resulting in severe harm

Numbers of patients who have had repeat falls (assisted falls excluded)
% of RCA reports for repeat fallers

Numbers of falls per 1000 bed days

Pressure Ulcers, Community Number of new PU, change in reporting November
Cat 2

Cat3

Cat4

Unstageable

Pressure Ulcers, Inpatient Number of new PU, change in reporting November
Cat 2

Cat3

Cat4

Unstageable

Safeguarding People Who Use Our Services From Abuse
Number of adult safeguarding referrals made
Satisfaction of the providers obligation eliminating mixed sex accommodation

Emergency transfers from inpatient beds to acute care
Total numbers of inpatients transferred as an emergency to acute care (in any time period)

Infection Control

MRSA Bacteraemia Number of cases

MRSA RCA reports

C.Diff number of cases ( trajectory only)
C.Diff associated diseases (CDAD) RCA reports
Infection control training
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Total number of medication incidents in month

Level of actual patient harm resulting from medication incidents
No harm

Low harm

Moderate

Number of SCH attributable incidents involving Controlled Drugs

Incidents

NRLS (i.e. patient safety) reportable incidents

Number of Never Events in month

Number of Serious Incidents (Sls) that occurred
Number of Sls reported to CCG in month

Percentage of Sl reports submitted to CCG on time
Duty of Candour Applicable Incidents (includes non Sls)

Severity of NPSA Reportable Incidents
None

Low

Moderate

Major

Catastrophic

Training Compliance

Adult Safeguarding

Children Safeguarding

WRAP

MCA / Dols Training compliance

Service User satisfaction - Patient Experience Report
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Current IQPR Board report indicators

To be grouped accordingly by division / s

peciality / or as agreed as not currently grouped appropriately

Indicator title / reference

Description

Keep / Remove

Emergency department attendances

A count of the arrivals at the Emergency Department. This metric has no national target
but is key to understanding demand for non elective services.

Information only

RTT waiting list

A count of the patients on the waiting list for treatment.

Acute 18 week RTT complaince %

% of patients on incomplete RTT pathways

RTT waiting list precovid comparison

A year on year comparison of the number of patients waiting for treatment

Remove

RTT 52 week waits

A count of the number of patients who are waiting for treatment and have been waiting
longer than 1 year for treatment. This is a national key performance indicator with a
national expectation of 0.

Add 104 week waits

Elective admissions

A count of the number of patients that were admitted for an elective/planned procedure.
This is a local metric used to monitor changes in activity.

Non elective admissions

A count of the number of patients who were admitted following an unplanned or
emergency episode. This is a local metric used to monitor demand.

Staff sickness

A measure of staff sickness across the Trust. This includes community staff. This is a local
metric to monitor the capacity of our workforce.

Covid related sickness / isolation

A count of our staff who have been off sick with a Covid related symptoms or to isolate.
This is a local metric to monitor the impact of Covid on our workforce.

Elective operations (excluding private and community)

This is a count of the number of operations that were carried out. This is a local measure
to monitor our productivity and recovery from Covid.

Covid detected inpatients

This is a count of the number of patients admitted to the hospital who tested positive for
Covid. This is a local measure to understand the local impact of Covid. This number is
reported daily as part of national daily reporting requirements.

Covid inpatient deaths

A count of the number of patients who have died following a positive Covid result. This is a
local metric to understand the local impact of Covid. This number is reported daily as part
of national daily reporting requirements.

Diagnostic performance - % within 6 weeks

To measure compliance with the national standards for access to diagnostic treatment.
This metric measures the percentage of patients who receive diagnostic treatment within
6 weeks of referral. The national standard is 99% to receive a diagnostic within 6 weeks.

Cancer 2 week wait for urgent GP referrals Total

To measure compliance with the national standards for access to cancer diagnosis. This
metric measures the percentage of patients who are seen within 2 weeks from referral
from their GP for suspected cancer. The national standard is 93% to been seen within 2
weeks.

Cancer 2 week wait Breast symptoms Total

This metric is a sub set of the national 2 week wait metric and measures those GP referrals
specifically with breast symptoms. The target is the same as the overall 2 week wait of
93% of patients to be seen within 2 weeks.

Cancer 62 day GP referrals Total

To measure compliance with the national standards for access to cancer treatment. This
metric measures the percentage of patients receive cancer treatment within 62 days of
referral by their GP. The national standard is 85% to have received treatment within 62
days.

Cancer referrals

A count of the number of patients referred to the hospital with suspected cancer,
requiring investigation. This metric shows the activity by month for cancer services, which
informs the national metric which measures the number of these

patients that were seen within 2 weeks (further in the performance pack).

Add all other cancer indicators from previous IQPR

TBC

Incomplete 104 day waits

A count of the number of patients who have waited longer that 104 days for treatment for
cancer from GP referral. This is a national standard and is expected to be 0.

Duty of Candour

This is a count of the number of verbal and written duty of candour overdue for the
reporting month (and earlier) as at the date of report issue

Within 10 days: Duty of Candour

The percentage of cases reported in that month where verbal duty of candour was
completed within the nationally required 10 working day timeframe.

Acuity measures

A range of measures have been identified which are analysed to provide an overall acuity
score, as displayed in this chart. This provides an overview of the acuity of admitted
patients.

Acute falls per 1000 beds

A measure of the number of falls in the acute hospital measured per 1000 bed days.
Community falls are excluded from this metric.

Patient Safety Incidents reported (Total, resulting in harm)

A count of the number of patient safety incidents reported in total and those resulting in
harm

Patient Safety Incidents reported (Total and per 1,000 occupied bed
days)

The number of patient safety incidents reported as a percentage of occupied bed days to
measure reporting rates

Pressure ulcers

A count of the number of recorded new pressure ulcers across the Trust. This metric will
include those recorded in the acute hospital and community settings

Acute pressure ulcers per 1,000 beds

measure of the number of pressure ulcers in the acute hospital measured per 1000 bed
days. Community inpatient pressure ulcers are excluded from this metric.

Nutrition

% of patients with a Malnutrition Universal Screening Tool (Adults)/Paediatric Yorkhill
Malnutrition Score (Children) assessment completed within 24 hours of admission

New complaints

New formal complaints received and accepted, this counts both West Suffolk Hospital and
Community

Closed complaints

Formal complaints signed off by the CEQ, this counts both West Suffolk Hospital and

Community
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Overdue responses

Any complaints which were sent outside of the given timeframe and no extension was
agreed, this counts both West Suffolk Hospital and Community

Community non-consultant led 18 week max. wait

Services covered: Adult SLT, Heart Failure, Neurology Service, Parkinson’s Nursing,
Wheelchairs, Paediatric Occupational Therapy, Paediatric Physio and Paediatric Speech
and Language Therapy, There are no patients waiting over 52weeks for treatment from
referral, so community look at number of patients waiting over 14 weeks. Historically, 14
weeks was agreed on as an internal measure because it gives an approx. number of
patients who would breach the 18 week target at the end of the next month.

Community non-consultant led 18 week compliance

Services covered: Adult SLT, Heart Failure, Neurology Service, Parkinson’s Nursing,
Wheelchairs, Pead OT, Pead Physio and Pead SLT. RTT nationally is for consultant led
services but the community services are required to report on compliance to 18 week
Referral to Treatment locally to our CCG. Target is 95% of referrals are given a first
definitive treatment within 18weeks

Contacts for ALL community services (adults and paediatrics)

Activity is counted as a face to face/telephone/email/video contact with a
patient/carer/parent which is clinically relevant. This means activity that a clinician carries
out which is writing reports, liaising with other healthcare professionals is NOT counted as
activity. This is in line with acute systems where there is an assumption that clinicians will
carry out related activities that result from contact with a patient.

Contacts for community paediatric services

Activity is counted as a face to face/telephone/email/video contact with a
patient/carer/parent which is clinically relevant. This means activity that a clinician carries
out which is writing reports, liaising with other healthcare professionals is NOT counted as
activity. This is in line with acute systems where there is an assumption that clinicians will
carry out related activities that result from contact with a patient.

Community referrals

There should be one reason per referral, i.e. if a patient is referred in to the INTs for 2
requirements either simultaneously or over time, eg leg ulcer dressing and phlebotomy,
then there are 2 referrals.

Community INT referrals by urgency

Referrals into the Integrated Neighbourhood Teams have urgencies of Red (within 4
hours), Amber within 72hrs) and Green (within 18 weeks). These contractual urgencies are
locally agreed pan Suffolk with the CCG and there is a 98% response target for Red, Amber
and Green response times have a 95% threshold (These are local contractual targets)

Community INT compliance by urgency

Referrals into the Integrated Neighbourhood Teams have urgencies of Red (within 4
hours), Amber within 72hrs) and Green (within 18 weeks). These contractual urgencies are
locally agreed pan Suffolk with the CCG and there is a 98% response target for Red, Amber
and Green response times have a 95% threshold (These are local contractual targets)
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INSIGHT COMMITTEE - 10" January 2022

Agenda item:
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4.2

Nickie Yates, Head of Information & Contracting

Nickie Yates, Head of Information & Contracting

5% January 2022

Update on the Information Services 2021/22 Project Work

Purpose:

For information

For approval

Executive summary:

This paper is to provide the Insight Committee with an update on the position presented in July on the
Information Services 2021/22 project work.

Trust priorities

Deliver for today

Invest in quality, staff

Build a joined-up

[Please indicate Trust and clinical leadership future
priorities relevant to the
subject of the report]
X X

Trust ambitions . II . ll _ .Il - . I .II
[Please indicate ambitions | Deliver - Deliver | Deliver | Support | Support | Support | Support
relevant to the subject of | Personal | safe care | joined-up | a healthy | a healthy | ageing all our
the report] care care start life well staff

X X X X X X X
Previously
considered by: N/A
Risk and assurance: N/A
Legislation,
regulatory, equality, N/A

diversity and dignity
implications

Recommendation:

The Insight Committee is asked to note the work completed and developments underway.




Update on the Information Services 2021/22 Project Work
(note this is known projects as at 05/01/22)

RAG PROJECT STATUS UPDATE

DIGITAL PROGRAMME - PHASE 5 PROJECTS
Maternity live in e-Care, reporting and DQ checks in place. Thereis
Maternity Reporting: Data Quality/ Fixes / Optimisation Complete a dq reporting process to support the data submissions thatis

embedded and now part of BAU.

CERT & MOCK Domain refresh In progress Both domain refreshes complete. There remain ongoingissues
linked to the refresh with the PIEDW attached to the testing domains.

CSP v6 upgrade Complete Implemented into the live e-Care domain

ECDS Complete Implemented into the live e-Care domain

The ECDS upgrade identified that an PIEDW Admin upgrade was
required to support ECDS reporting, therefore this work is currently

PIEDW Admin upgrade (to support ECDS) In progress underway. Testingis complete, however there are outstanding
issues with Cerner to fix prior to implementation into the live
domain.

Critical Care Not yet started Critical Care project has a delayed start of June 22.

RPAS Not yet started RPAS project has a delayed start of June 22.

Awaiting go-live date for project, limited impact on reporting as dual

Endoscopy: Medilogik In progress entry across e-Care and Medilogik by operational staff will continue,
so reporting in the main remains unchanged to current provision.
Change Control Process In progress BAU - ongoing workload

CSP v7.10 upgrade

Not yet started Due to startin March 2022.

INFORMATION SERVICES PROJECTS

1 - LUNA project (MBI supplier)

To expediate the move to the LUNA tool for PTL tracking, the

On hold dashboard upgrade has been re-planned to occur after the LUNA PTL
deployment.

Testing identified differences in reported position, therefore further
testing required. DQ staff are currently using the tool to ensure there
In progress are no further issues and to perform UAT of the product. Once this is
complete, we will pilot with three specialties for operational UAT,
prior to a full rollout.

FU deconstruction has been completed by MBI. Trust to review and

LUNA phase 1 - Dashboard upgrade

LUNA phase 2 - RTT Deconstruction

LUNA phase 3 - FU Deconstruction In progress test once RTT issues above resolved.
LUNA phase 4 - Operational deployment - RTT Tracking Not yet started Dependent on phase 2 above.

2 - Power Bl Dashboards
Power Bl: Inpatient Complete

Dashboard is live and available via the Power Bl self service portal.
The Trust is moving over to using C2R categorisation of patients, and
In progress therefore the dashboard is being developed for this criteria. The C2R
went live in e-Care in November.

Power Bl: D20A/ Criteria to reside (C2R) Historic Dashboard

Power Bl: C2R Live Dashboard Complete Dashboard is live and available via the DISCERN reporting portal.
Update put on hold due to changes in staffing in the Information
Power BI: ED dashboard (update) On hold team and introduction of ECDS. To be rescoped and then dashboard

update to be completed.
Due to the volume of data involved, the project was re-scoped and
separate dashboards are being developed for each department. The

Power Bl: Pathology Dashboard In progress arein the final review / testing stages with the operational and
reporting team.
Power Bl: RTT Dashboard Complete Dashboard is live and available via the Power Bl self service portal.
Power BI: Pain Service Metrics Complete End product was produced in excel not Power BI.
Power BI: COVID Complete Dashboard is live and available via the Power Bl self service portal.
3 — DataWarehouse (DW) Repl: t
Preparation work complete. Awaiting dates from supplier to
ANS system review scoping work In progress complete the workshops to form the review.
Replacement DW Not yet started Pending outcome of ANS review
Reporting with new DW Not yet started Pending outcome of replacement DW, to enable reporting to migrate.
4 - General Reporting projects
A specification for this is required prior to development, while the
SQL / Power Bl Dashboard: Clinical Dashboard On hold scope is being determined by clinical staff this projectis puton
hold.
Weekly bed model is live. Further enhancements requested to
Bed model Complete incorporate COVID data, awaiting confirmation of requirements
from Operations.
Exec Summary Dashboard In progress
Reporting for 111 Governance Structure N/A Agreed existing reporting meets requirements, nothing specific

I BN | PN

required for each governance board.
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4 - General Reporting projects

ESD Dashboard Complete End product was produced in excel not Power BI.
Introduction of a daily SPC dashboard with a number of metrics
SPC Executive Dashboard Complete relating to COVID pressures was implemented to support the

Strategic and Executive groups.

5 - IS Efficiencies

PIMS replacement On hold
. . . L Whilst this is on hold as a project, the reporting team are reviewing
Automation of routine reporting: All Divisions On hold . .
on an ad hoc basis when time allows.
. o . o Whilst this is on hold as a project, the reporting team are reviewing
Review of existing reporting for consolidation On hold . .
on an ad hoc basis when time allows.
6 - HR for IS

Work underway to develop a Cancer performance tracking

Cancer Reporting Transfer In progress dashboard in Power BI, and recruitment to a Band 5 support post.
Transfer of reporting function planned for June.

5 out of 6 RPAS DQ staff recruited and in post. Work has commenced
Recruitment to RPAS DQ Staff Team: Training and deployment Complete on the DQ clean-up of e-Care data ahead of the data migration for
RPAS. RPAS project has a delayed start of June 22.

WSFT / SYSTEM / NATIONAL PROJECTS

Work continues against the overall project plan. In addition, there
7 - Population Health In progress is a system wide Population Health project being scoped to support
elective recovery.

Initial work completed, awaiting next steps work to be identified.

8 - Alliance System Working On hold Activate engagement in the alliance system working to facilitate
thisagenda.
5 Ad hoc requests for reporting to support ERF / Accelerator are being
9 — Elective Recovery Fund / Accelerator Programme In progress . .
dealt with as they arise.

A specification for this is required prior to development, this is
being scoped by the Performance Team and is still awaited. Work
has begun independently of this with the HR team, to reproduce the
current reporting in Power Bl to enable drill down functionality.
This will then be incorporated into the final Trust wide dashboard
product once specification is known. Finance are also developing a
finance KPI section separately that will incorporated into the Trust
wide dashboard.

10 - Performance Review Process On hold

Monthly meetings are in place to discuss project work, as new
projects are identified this is dealt with through BAU.
Monthly meetings arein place to discuss project work, as new
projects are identified this is dealt with through BAU.

11 - Quality Improvement Projects Complete / BAU

12 - Public Health Projects Complete / BAU

13 - Length of Stay (LOS) Project Complete

Dashboard is live and available via the Power Bl self service portal.
The SHREWD reporting is splitinto two sets of indicators. Atestfile
has been submitted for the first set of indicatora and that was

In progress successful, therefore the data will commence flowing routinely for
these from w/c 10th January. The team will then begin work on
pulling the data for the second set of indicators.

Routine reporting in place for both COVID and FLU vaccinations
(Power BI Dashboards).

14 - Regional UEC Reporting and Intelligent Conveyance
Workstreams / SHREWD

15 — Immunisation Programme Complete

16 - ICPS Review Complete

Work was completed to resolve the reporting issues creating on
On hold implementation of Malinko, however the Malinko project was
suspended prior to deployment.

17 — Community Scheduling (Malinko) Project

19 - Booster Vaccination Programme Complete

Reporting requirements currently under development, currently
In progress working with HR to identify staff who do not meet the vaccination
requirement.

19 — Mandatory Vaccination Programme

Complete
In progress - behind time
In progress - on track

Not yet started
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Board of Directors — 28 January 2022

Report Title: Iltem 2.2 - Finance and Workforce Board Report for December 2021
Executive Lead: Nick Macdonald, Executive Director of Resources (Interim)

Report Prepared by: Charlie Davies, Deputy Director of Finance (Interim)

Previously Considered by: | N/A

For Approval For Assurance For Discussion For Information
O X X X

Executive Summary

The reported I&E for December is breakeven (YTD break-even).

We previously agreed a budget for 2021-22 to deliver a deficit of £10.5m, with a Cost Improvement Programme
(CIP) of 1%. However, due to the funding arrangements for 21/22 the Trust has recorded a break-even position up
to Month 9. It is anticipated that in H2 we will be spending more than in H1, a result of seasonal variations, winter
pressures and funded developments. Despite this, with mitigations in place we are planning to achieve an overall
breakeven position for the full financial year 21/22.

Whilst some draft guidance to aid planning for 22/23 was released in late December we are waiting for significant
further detailed guidance to be able to plan effectively for next year. What is known is that while we anticipate a
reduction in income of between £7-8m in 22/23 (linked to an anticipated reduction in overall COVID spend) there is
an expectation that the Trust will break even in 22/23. While we assess the risks and available mitigations to
achieving break even, a key part of financial planning for 22/23 is identifying opportunities to remove these
additional costs of COVID wherever possible and developing and delivering a robust cost improvement plan.

Action Required of the Board

The Board is asked to review this report

Sustainability: | The paper highlights a potential risk to financial performance in 22/23.
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FINANCE AND WORKFORCE REPORT
December 2021 (Month 9)

Executive Sponsor : Nick Macdonald, Director of Resources (Interim)
Author : Charlie Davies, Deputy Director of Finance (Interim)

Financial Summary

I&E Position YTD
Variance against Plan YTD
Movement in month against plan

EBITDA position YTD

EBITDA margin YTD

Cash at bank

Executive Summary

e The reported I&E for December is break-even (YTD break-

even).

¢ Planning for a breakeven position for the financial year

21/22.

Key Risks in 2021-22

e Costs and income associated with revised activity plan
o Costs associated with increased capacity pressures relating
to COVID-19, RAAC planks and winter pressures

e Delivery of CIP programme

e Funding arrangements for 2022-23

break-even Budget

SUMMARY INCOME AND EXPENDITURE
ACCOUNT - December 2021 fm
NHS Contract Income 24.4

Other Income 35

on-plan
on-plan Total Income 21.8

Pay Costs 17.9
Non-pay Costs 8.6

on-plan

on-plan Operating Expenditure 26.6

Contingency and Resenes 0.0
EBITDA excl STF 1.2
Depreciation 0.8

Finance costs 0.5

SURPLUS/(DEFICIT) B oo

December 2021

Actual

£m

245
3.6
28.0
17.8
8.9
26.7
0.0
1.3
0.7
0.6

0.0

Variance
FI(A)

Year to date

Variance
FI(A)
£m £m £m
216.9 215.8 (1.1
294 27.9
246.3 243.7
159.3 159.7 (0.3)

Budget Actual

76.4 72.2 4.2
235.7 231.8 39
10.6 11.8 1.3
6.8 6.6 0.2
38 5.2 (1.5)

00 00 (0.0)
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Income and Expenditure Summary as at December 2021
The reported I&E for December is breakeven (YTD break-even).

We previously agreed a budget for 2021-22 to deliver a deficit of £10.5m, with a
Cost Improvement Programme (CIP) of 1%. However, due to the funding
arrangements for 21/22 the Trust has recorded a break-even position up to Month
9. It is anticipated that in H2 we will be spending more than in H1, a result of
seasonal variations, winter pressures and funded developments. Despite this, with
mitigations in place we are planning to achieve an overall breakeven position for
the full financial year 21/22.

Budget Setting

Whilst some draft guidance to aid planning for 22/23 was released in late
December we are waiting for significant further detailed guidance to be able to plan
effectively for next year. What is known is that while we anticipate a reduction in
income of between £7-8m in 22/23 (linked to an anticipated reduction in overall
COVID spend) there is an expectation that the Trust will break even in 22/23.
While we assess the risks and available mitigations to achieving break even, a key
part of financial planning for 22/23 is identifying opportunities to remove these
additional costs of COVID wherever possible and developing and delivering a
robust cost improvement plan.

Summary of I&E indicators

Actual/ Variance to Direction of

Income and Expenditure Tar:z'ZOOO' Foreca‘st [JED] (adv‘)l tr.avel RAg](::g;:rt
£000' fav £000 (variance)
In month surplus/ (deficit) 0 0 0 @ Green
YTD surplus/ (deficit) 0 0 0 <:> Green
EBITDA (excl top-up) YTD 0 0 0 {==) |Green
EBITDA % 0.0% 0.0% 0.0% <=> Green
Clinical Income YTD (171,863) (170,097) (1,765) ﬁ Amber
Non-Clinical Income YTD (74,439) (73,594), (845) ﬁ Amber
Pay YTD 159,315 159,654 (339) ﬁ Amber
Non-Pay YTD 86,994 84,049 2,945 @ Green
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Cost Improvement Programme (CIP) 2021-22

The CIP programme for 2021-22 is £4.8m (100%). In the year to December we
achieved £2.5m (53.1%) against a plan of £3.5m (73.5%), which is a shortfall of
£972k.

2021-22
Annual Plan
£'000

Actual YTD
£'000

Recurring/Non Recurring

Recurring
Outpatients - - -
Procurement 2492 157 107
Activity growth - - -

Additional sessions 101 101 101
Community EQuipment Service 271 203 184
Drugs s 38 38
Estates and Facilities 63 ao s
Other 394 272 251
Other Income 147 139 219
Pay controls 28 21 14
Service Review - - -

Staffing Review 269 14aa 144
Theatre Efficiency 20 13 -

Contract Review 319 239 os

Workforce - - -
Consultant staffing - - 28
Agency - - -
Car Park income 75

Unidentified CIP 1,587 880 S0
Recurring Total 3,567 2,313 1,280
Non-Recurring

Pay controls 99 o3 133
Theatre Efficiency 280 280 369
staffing Review - - -
Other 810 810 743
Estates and Facilities - - -
Non-Recurring Total 1,189 1,183 1,2a4a
Total CIP a4,756 3,496 2,524
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Trends and Analysis Pay Costs

Workforce
During December the Trust spent £0.1m less than budget on Pay costs (£0.4m
overspent YTD).

Monthly Expenditure (£)

As at December 2021 Dec-21 Nov-21 Dec-20 YTD
£000's £000's £000's £000's
Budgeted Costs in-month 17,938 17,941 16,577 159,315
Substantive Staff 16,092 16,091 15,565 143,791
Medical Agency Staff| 113 128 153 1,168
Medical Locum Staff| 341 186 351 2,511
Additional Medical Sessions 302 360 251 2,521
Nursing Agency Staff 74 71 70 646
Nursing Bank Staff| 369 378 516 4,039
Other Agency Staff 88 48 62 802
Other Bank Staff| 183 206 239 1,894
Overtime 139 139 130 1,097
On Call 121 153 87 1,184
Total Temporary Expenditure 1,730 1,671 1,859 15,863
Total Expenditure on Pay 17,822 17,762 17,424 159,654
Variance (F/(A)) 116 179 (847) (339)
Temp. Staff Costs as % of Total Pay 9.7% 9.4% 10.7% 9.9%
memo: Total Agency Spend in-month 275 248 285 2,616

Monthly WTE

As at December 2021 Dec-21 Nov-21 Dec-20 YTD
£000's £000's £000's £000's
Budgeted WTE in-month 4,533.2 4,513.8 4,190.7 42,390.9
Substantive Staff 4,066.9 4,062.9 3,922.8 36,470.3
Medical Agency Staff| 4.9 12.8 10.6 60.5
Medical Locum Staff 28.3 21.4 26.5 237.8
Additional Medical Sessions 11.7 5.2 7.5 55.1
Nursing Agency Staff 11.2 10.7 16.4 95.8
Nursing Bank Staff 112.0 113.2 153.1 1,124.9
Other Agency Staff 15.8 16.0 15.1 129.8
Other Bank Staff 68.3 71.8 89.5 721.0
Overtime 36.7 36.2 30.3 279.3
On Call 6.8 8.2 5.2 68.9
Total Temporary WTE 295.7 295.5 354.2 2,773.1
Total WTE 4,362.5 4,358.4 4,277.0 39,243.4
Variance (F/(A)) 170.7 155.3 (86.3) 3,147.5
Temp. Staff WTE as % of Total WTE 6.8% 6.8% 8.3% 7.1%
memo: Total Agency WTE in-month 31.9 39.4 421 286.1
Page 4
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Pay Capital Charges and Financing Costs

In-Month YTD Vanance £ In-Month ¥TD Vanance £ In-Month Variance | YTD Vanance £
Vanance £ £

Variance £

Position by Income, Pay and Non Pay

In-Month Variance £ § YTD Variance £

In-Month Varniance ¥TD Variance £

3

Division

Medicine -1,157K 238K -3,791K

Surgery -4 545K -484K

Women & Children -41K

Chinical Suppeort -650K -814K -3,256K

Community Services 171K -224K -1,094K

-2,720K

Estates and Facilities -1,679K

.

1K
12K
282K 15,879K

Corporate 5,209K

Medicine (Sarah Watson)

The Medicine division is ahead of plan by £238k in month but behind plan by e ED Registrars (£621k) - the reduction in the use of temporary staffing to
£3.8m YTD. cover substantive vacancies is a continued area of focus for the division.
e Consultants (£443k) — primarily due to spend on additional sessions and
Clinical income is ahead of plan by £633k in month but behind plan by £914k YTD. agency staff.
Increased A&E attendances has led to non-elective activity outperforming planned e Unregistered Nursing (£419k) — primarily relates to spend on band 2 bank
levels by 4% in month. This is partly offset by ambulatory care activity level being and band 3 rotation nursing staff.
lower than planned, meaning that non-elective activity as a whole was in line with e Junior Doctors (£305k) — due to a combination of spend on F2s and
the 19/20 average. locums.
i i . e Registered nursing overtime (£167k).
Outpatient attendance and procedure levels meant that outpatient activity was « The above pressures have been partly offset by a £988k under spend on
12% below planned levels for December and 15% below the 19/20 average. substantive Registered Nursing across the Division.
Elective activity was 15% below planned levels for December, and 14% below the
19/20 average, primarily due to admitted patient care day case numbers. Surgery (Sally Payne)
. . L . . The overall financial position for the division was £484k behind plan in month
Excluding clinical income, the division is behind plan in month by £394k and £2.9m (£3.6m behind plan YTD).
YTD. Non-pay costs are £338k over budget in month, driven by a £315k pressure
on drugs, a result of under recognition of YTD costs. Clinical income was behind plan by £333k in month and £4.4m YTD. Elective
i activity remains low against plan (underperforming by 19%) with reduced elective
Pay costs account for £53k and £1.7m of the overall over spend (in the month and bed capacity and theatre availability to support inpatient work. Additional capacity

YTD respectively). Significant YTD pay costs include:

Page 5
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has been secured within the Independent Sector as well as progressing with ICS
mutual aid. Similarly, outpatient activity was behind plan by 13% in December.

Non-elective activity in December exceeded plan by 3.0%, with the division
seeing increases within General Surgery and Orthopaedics compared to
previous month. Emergency pathways were under significant pressure in month
which increased the need to balance maintaining COVID capacity, non-elective
capacity and trying to protect our elective capacity.

Excluding clinical income, the division is behind plan in month by £151k and
ahead of plan by £842k YTD.

Pay expenditure reported an underspend of £46k in month (£831k YTD), driven
by nursing vacancies but partially offset by overspends within medical staffing.
Non-pay expenditure reported an overspend of £187k in month (underspent
£130k YTD) due largely to clinical supplies.

Women and Children’s (Simon Taylor)
In December, the Division reported an adverse variance of £305k (£1.4m YTD).

Income was £194k behind plan in-month and £41k behind plan YTD. Activity
levels have continued to increase since the start of the financial year however in
month both elective and non-elective activity were behind plan. Year to date,
Gynaecology and Paediatrics are behind plan (both 13%) whilst Neonatology is
ahead of plan (49%). Obstetrics is on plan.

Pay is overspent by £49k in-month (£77k YTD). In-month drivers include the
need for additional COVID capacity in the Paediatric Ward, staff sickness in the
Neonatal Unit and the use of locums within Women'’s Services. Year to date, a
large number of unfilled midwife posts have offset cost pressures, however a
number of these posts have now been successfully appointed to.

Non-pay is overspent by £61k in-month (£1.3m YTD). In-month, paediatrics
spent more than planned on drugs and consumables. Year to date, cost
pressures have arisen from processing historic invoices in Maternity and
consistent overspends on the paediatric drugs budget.

Clinical Support (Simon Taylor)
In December, the Division reported an adverse variance of £814k (£3.3m YTD).

Income was £28k behind plan in-month and £659k behind plan YTD. In-month,
the Radiology Service was behind plan for outpatient, breast screening and direct

Page 6
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access activity. Year to date, direct access radiology activity has increased to
accommodate the increase in GP referrals. However, breast screening and
outpatient radiology activity has been lower than plan. The first of two business
cases to provide more radiology capacity has been approved. This should help to
address the capacity issues that the department currently experiences.

Pay is overspent by £28k in-month (£441k YTD). Diagnostics has overspent on
medical and non-medical pay throughout the year as the team work additional
hours to address the current backlog demand for imaging, and pathology has
overspent from providing the COVID SAMBA testing service. These pressures
are partially offset by the vacancies in outpatient nursing and pharmacy.

Non-pay is overspent by £758k in-month (£2.2m YTD). In-month, payments for
legacy invoices in pathology, mobile radiology and additional endoscopy capacity
have generated the overspend. Year to date, the overspend has been driven by
recovery related pressures in the radiology and outpatient budgets.

Community Services (Clement Mawoyo)

In December, the Division reported an adverse variance of £224k (YTD £1.1m).

Income reported £129k above plan in December (YTD £171Kk), driven by the
funding in month from Aging Well covering additional pay costs already incurred
by the Division.

Pay reported an adverse variance of £39k in month (YTD £529k). Agency staff
were used to cover some vacant Therapy roles in Adult Physiotherapy,
Occupational Therapy, Dietetics and the Early Intervention Team.

Non-pay reported an adverse variance of £313k in month (YTD £737k). This was
due to:

e additional community equipment costs (£208k) incurred to enable timely
hospital discharges. There has been a marked increase in faster
response speeds; emergency, 4 hour and same day deliveries to
support in response to acute capacity constraints.

e Unachieved CIP (£47k) from the additional H2 CIP target.

e A stepped increase in activity in Community Health Teams, notably
nursing and therapy patient face to face contacts; higher than pre-Covid
levels and resulting in non-pay expenditure increasing on dressings and
consumables (£35k), as well as non-recurrent additional cost to support
the transfer of services from Haverhill Health Centre and other smaller
cost pressures (£23k)
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Estates and Facilities

In December, the division recorded an adverse variance of £424k (£2.73m YTD).

Income in the area is behind plan by £169k in month and behind plan by £1.68m
YTD. This is driven by car park and restaurant income being significantly affected
by Covid-19, currently running at 36% of pre-pandemic levels (FY2019/20 to P9).

Non-pay costs are overspent in month by £193k (£430k YTD). Drivers include
previously unaccrued air-conditioning refrigeration costs (£26k), YTD postage costs
(49k) and unachieved CIP (£61k).

Pay costs for the month exceed budget by £61k (£623k YTD), a result of the higher

than anticipated use of bank staff across Portering (22k), Domestic Staff (£17k) and
Telephone service (£15k).

Corporate
Corporate areas have recorded an underspend in month of £2.0m against budget

(£15.9m YTD). This variance is largely a result of the unanticipated (at the time of
budget setting) central funding received in the year supporting the Trust to:

e deliver services through the COVID 19 pandemic
e increase our elective and outpatient activity back to pre-pandemic levels.

Pay costs recorded a positive variance of £300k, a result of a number of vacancies
across Corporate departments (overall WTE’s across Corporate areas are 338.8 in
month against a budget of 364.43).

Page 7
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Statement of Financial Position at 31 December 2021 Cash Balance Forecast for the year
STATEMENT OF FINANCIAL POSITION The graph illustrates the cash trajectory since December 2020. The Trust is
As at Plan Plan YTD Actual at Variance YTD 1 ini
1 April 2021 31 March 2022 31 December 2021 31 December 2021 31 December 2021 reqUIred to keep a mlnlmum balance Of £1 m.
v v 4 v r
£000 £000 £000 £000 £000
Intangible assets 52,198 54,398 53,798 62,637 8,839
Property, plant and equipment 137,103 168,603 159,603 155,447 (4,156)
Trade and other receivables 6,341 6,341 6,341 4 6,341 0
Total non-current assets 195,642 229,342 219,742 224,425 4,683
Inventories 3,481 3,481 3,481 3,406 (75)
Trade and other receivables 19,362 19,362 19,362 18,877 (485)
Cash and cash equivalents 23,788 2,006 8,006 22,503 14,497
Total current assets 46,631 24,849 30,849 44,786 13,937,
Trade and other payables (52,522) (37, 779; (40,979) (48,033) (7,054)
Borrowing repayable within 1 year (6,439) (5,500)| (5,500) 4 (8,886) (3,386)
Current Provisions (46) (46) (46) (46) 0
Other liabilities (1,357) (3,357) (3,357) (14,952) (11,595)
Total current liabilities (60,364) (46,682) (49,882) (71,917) (22,035)
Total assets less current liabilities 181,909 207,509 200,709 197,294 (3,415)
Borrowings (47,719) (43,319) (45,519) (44,158) 1,361
Provisions (852) (852)] (852) (852) 0
Total non-current liabilities (48,571) (44,171) (46,371) (45,010) 1,361
Total assets employed 133,338 163,338 154,338 152,284 (2,054)
Financed by
Public dividend capital 158,650 188,650 179,650 177,596 (2,054)
Revaluation reserve 8,743 8,743 8,743 8,743 0|
Income and expenditure reserve (34,055) (34,055)] (34,055) (34,055) 0
Total taxpayers' and others' equity 133,338 163,338 154,338 152,284 (2,054)

There has been little movement in the balance sheet against plan and the year-
end position and the balances continue to be in line with expectations. The capital
additions are slightly ahead of plan, however this is due to the profiling of the plan,
with a larger amount of capital additions in relation to structure works occurring
earlier in the year than anticipated in the plan. The movement in cash is noted
below.

The Trust’s cash position is currently being rigorously monitored during 2021/22
and we continually need to ensure that the timing of the capital payments is line
with capital cash funding due to be received. The cash position is more favourable
than expected and the forecast has been revisited. This is due to the fact that we
have received income in advance from the CCG, which is being shown in deferred
income. We are also expecting to receive additional PDC for capital funding rather
than having to use cash reserves.

Cash flow forecasts continue to be submitted to NHS England every fortnight to
ensure that adequate cash reserves are being held within the NHS.

Page 8
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Debt Management

The graph below shows the level of invoiced debt based on age of debt.

It is important that the Trust raises invoices promptly for money owed and that the
cash is collected as quickly as possible to minimise the amount of money the Trust
needs to borrow.

The overall level of sales invoices raised but not paid continues to remain stable.
The large majority of the debts outstanding are historic debts, although these are
reducing. Over 89% of these outstanding debts relate to NHS Organisations, with
25% of these NHS debts being greater than 90 days old. We are actively trying to
agree a position with the remaining corresponding NHS Organisations for these
historic debtor balances and a significant amount of work has been completed in
this area to help reduce these historic balances.

Page 9
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Capital Progress Report

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

Actual  Actual Actual Actual Actual Actual Actual Actual Actual Forecast Forecast Forecast 2021-22
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000
Future Systems
IM&T
Medical Equipment
Other Estates Projects
Structure

Total / Forecast

Total Plan 1 , 3,216

The plan figures shown in the table and graph match the plan submitted to NHSI.
The 2021/22 Capital Programme has been set at £40.5m with £30m of this relating
to structure works. The spend to date is £35.4m.

The forecast has been revisited due to the Trust being awarded additional capital
funding for other projects. The Trust is now on track to achieve the capital
allocation with no overspend, and to spend the additional funding that has been
awarded, by the end of March 2022.
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Trust Board Report

Agenda Item: 2.3

Presented By: Nicola Cottington & Sue Wilkinson

Prepared By: Information Team

Date Prepared: Nov-21

Subject: Performance Report

Purpose: X For Information I I

Executive Summary:

A new approach to Board reporting is underway and this version has been developed within the revised principles. The main visual differences include the addition of a
description field which provides a definition of the metric on display as well as some small amendments such as the addition of the current month's figure for easier
reading. The agreed plan for the future board report was to report by exception based on the performance of the metrics, which were to be monitored using statistical
process control (SPC) charts. The report will in future include SPC charts and appropriate narrative. A project is underway to produce an integrated performance
dashboard which will, in future, generate this report. To allow the principle of reporting by exception to continue the exception filtering will be a manual assessment rather
than an automated one for the current time. For this reason, the content of the Board report may vary as indicators perform as expected and are removed or perform
exceptionally and are added to the board report. Further planned developments include the addition of recovery trajectories and a further review of community metrics;
these will be incorporated in future versions. This is an iterative process and feedback is welcomed. Covid datix and Perfect ward Charts have been removed and that they
will be presented within other board reports from the Chief Nurse.

Trust Priorities

[Please indicate Trust
priorities relevant to

Delivery for Today

Invest in Quality, Staff and Clinical Leadership

Build a Joined-up Future

the subject of the
report]

Trust Ambitions

[Please indicate

¥

Considered by:

ambitions relevant to Deliver Support
the subiect of th Joined-up all our
e subject of the care g
report]
X X X
Previously

Risk and Assurance:

Legislation,
Regulatory, Equality,
Diversity and Dignity

Implications

Recommendation:

That Board note the report.
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Emergency Department Attendances
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6943

7000

6000

5000 Attendances have continued to decrease, with reductions in both non-

4000 admitted and admitted attendances. The number of attendances

remain above those for the same period the previous year, when
there were Covid restrictions in place.
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=== ED Attendances

A count of the arrivals at the Emergency Department. This metric has no national target but is key to
understanding demand for non elective services.

RTT Waiting List

30000
25000 24198
20000
There has been a small increase in total waiting list size as in the
15000 previous month, as patients are waiting longer. This is due to the
backlog created by the pandemic and ongoing theatre and bed
10000 capacity constraints due to a combination of the roof remedial
programme and non-elective pressures.
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=== RTT Waiting List

A count of the patients on the waiting list for treatment.

Acute 18 Week RTT Compliance %

95.0%

85.0%

75.0% Overall performance has been fairly static from October to November

65.0% as has been seen in the last 5 months, improvement on overall
performance will remain a challenge due to the ongoing backlog, plus

55.0%

\ theatre and bed capacity constraints. General Medicine,
/ o
45.0% 4 59.8% Rheumatology, Geriatric Medicine and Cardiology were the only
: 52.6% ) : N )
services to achieve over 90% compliance.

35.0%
25.0%
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e=g==Surgery === \Medicine  ==#==Trust Women and Children

% of patients on incomplete RTT pathways
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RTT Waiting List Precovid Comparison
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«=p==November e=#==February

Overall waiting list shape very similar to pre-pandemic however as
expected tail is significantly longer, with many patients waiting over
104 weeks.

A year on year comparison of the number of patients waiting for treatment.

RTT 52Week Waits
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«=@=RTT 104 Week waits

Increase in patients over 52 weeks and more significantly 104 weeks
this month. 236 patients had been waiting over 104 weeks at the end
of November, with the majority of these within Orthopaedics,
followed by Gynaecology. Significant actions are in place to ensure
WSFT achieves trajectory of 210 patients over 104 weeks by end of
March 2022.

A count of the number of patients who are waiting for treatment and have been waiting longer than
1 year for treatment. This is a national key performance indicator with a national expectation of 0.

Elective Admissions
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=== E|ective Admissions

Increase in elective admissions in November, with the highest number
since June 2021. Endoscopy and day surgery continue to run with
good productivity and this number should increase from the 16th

December onwards with additional elective theatre capacity back on

line.

A count of the number of patients that were admitted for an elective/planned procedure. This is a
local metric used to monitor changes in activity.
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Non Elective Admissions

4000
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2000 For the month of November there is a reduction of 146 admissions
1500 compared with October. The data shows a reduction in admissions of
all specialities apart from paediatrics who had a slight increase.
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=== Non Elective Admissions

A count of the number of patients who were admitted following an unplanned or emergency
episode. This is a local metric used to monitor demand.

Staff Sickness

4.3%
4.2%
4.1%
4.0%
3.9%
3.8%
3.7%
3.6%
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3.4%
3.3%
3.2%

4,2%

The Trust's 12 month cumulative (rolling) absence figures at the end
of November 2021 was 4.2%, a consistent position equal to that of
September and October 2021, both recording 4.2%.
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== Staff Sickness

A measure of staff sickness across the Trust. This includes community staff. This is a local metric to
monitor the capacity of our workforce.

Covid Related Sickness/Isolation
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500 This chart illustrates the number of sickness episodes related to
400 COVID-19. In November 2021 there were 313 episodes recorded
300 which is a decrease on October 2021 which recorded 407 episodes of
COVID-19 related sickness.
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=== Covid Related Sickness/Isolation

A count of our staff who have been off sick with a Covid related symptoms or to isolate. This is a
local metric to monitor the impact of Covid on our workforce.
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Elective Operations (Excluding Private
Patients & Community)
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=== E|ective Operations (Excluding Private Patients & Community)

This is a count of the number of operations that were carried out. This is a local measure to monitor
our productivity and recovery from Covid.

Covid Detected Inpatients
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There were 88 individual patients admitted during November, who
had their first diagnosis of Covid-19. In November the highest number
150 of Covid positive inpatients residing in the trust on any one day was

100 88 40.
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==g==Covid Detected Inpatients

This is a count of the number of patients admitted to the hospital who tested positive for Covid. This is a local
measure to understand the local impact of Covid. This number is reported daily as part of national daily
reporting requirements.

Covid Inpatient Deaths

120
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60 There were 16 patients who died within 28 days of a positive Covid
result in November. The total is now 304. These figures are as
40 published by NHSE.
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«=¢==Covid Inpatient Deaths

A count of the number of patients who have died following a positive Covid result. This is a local metric to
understand the local impact of Covid. This number is reported daily as part of national daily reporting
requirements.
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Diagnostic Performance- % within 6weeks
Total

100.0%
90.0% 77.3%
80.0% Performance has stabilised since the significant improvement seen in
70.0% October. Endoscopy services continue to recover well, CT continues to
60.0% perform at 100%. MRI has seen a slight dip in performance due to a
50.0% huge increase in demand and nearly 200 patients added to the waiting
20.0% list in the last month. Ultrasound performance is a challenge, with
30.0% forecasts for recovery at the end of January at risk.
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«=g==Diagnostic Performance- % within 6weeks Total

To measure compliance with the national standards for access to diagnostic treatment. This metric measures
the percentage of patients who receive diagnostic treatment within 6 weeks of referral. The national standard
is 99% to receive a diagnostic within 6 weeks.

Cancer 2 Week Wait for Urgent GP
Referrals Total

100.0%
90.0% There has been a significant improvement in performance from
80.0% 74.1% October to November, however still well below the 93% standard.

Most significant improvement is due to skin performance, which is
70.0% now over 80% having fallen to around 20% for some months, this is
due to a new pathway for referrals using Al technology. Breast is a

60.0%

) significant concern with performance back down to around 20% due
50.0% to large increases in referrals.
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=== Cancer 2 Week Wait for Urgent GP Referrals Total

To measure compliance with the national standards for access to cancer diagnosis. This metric measures the
percentage of patients who are seen within 2 weeks from referral from their GP for suspected cancer. The
national standard is 93% to been seen within 2 weeks.

Cancer 2 Week Wait Breast Symptoms
Total

100.0%
90.0%
80.0%

70.0%
60.0% There has been a further reduction in performance for breast

50.0% symptomatic patients, mostly due to the large increases in breast
40.0% referrals which has continued for some months. Patients are triaged
30.0% and seen in clinical priority.
> 0.9% prionity
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=== Cancer 2 Week Wait Breast Symptoms Total

This metric is a sub set of the national 2 week wait metric and measures those GP referrals specifically with
breast symptoms. The target is the same as the overall 2 week wait of 93% of patients to be seen within 2
weeks.
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Cancer 62Day GP Referrals Total
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90.0%
80.0% 75.5%
70.0% Patients treated within 62 days has improved in November, taking
60.0% performance higher than the last 4 months. With theatre capacity a
continued challenge, the majority of patients over 62 days are within
50.0% Colorectal and Urology.
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=g Cancer 62Day GP Referrals Total

To measure compliance with the national standards for access to cancer treatment. This metric measures the
percentage of patients receive cancer treatment within 62 days of referral by their GP. The national standard
is 85% to have received treatment within 62 days.
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=== Cancer Referrals

A count of the number of patients referred to the hospital with suspected cancer, requiring investigation. This metric
shows the activity by month for cancer services, which informs the national metric which measures the number of these
patients that were seen within 2 weeks (further in the performance pack).

Incomplete 104 Day Waits
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«=g==|ncomplete 104 Day Waits

A count of the number of patients who have waited longer that 104 days for treatment for cancer
from GP referral. This is a national standard and is expected to be 0.
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Duty of Candour
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«=g==\/erbal Duty of Candour === \\/ritten Duty of Candour

This is a count of the number of verbal and written duty of candour overdue for the reporting month
(and earlier) as at the date of report issue

Within 10 Days Duty of Candour
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=== \\/ithin 10 Days Duty of Candour

The percentage of cases reported in that month where verbal duty of candour was completed within
the nationally required 10 working day timeframe.

An on-going system and process review to enable more timely
management of Duty of Candour compliance continues in conjunction
with the duty of candour improvement plan.

Acuity Measures
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«=g==Average of Acuity Score - Total
«=4==Average of Dependency Score - Total

94— Average of Operational Factors Score - Total

Overall the metrics have plateaued in the past few months, with a slight
increase in the operational metric. This will be in regard to the number of
admissions and discharges in November, which saw an increase. This
intelligence has been acknowledged during the daily safety huddles, where
senior clinical leads meet to discuss incidents and acuity pressures each day.
This information assists with staffing decisions and is utilised in conjunction
with safe care data which is recorded by the wards daily. Many wards are
experiencing an increase in the number of complex patients with challenging
behaviour, which is also placing the workforce under increasing pressure.
Nurse staffing in particular, remains under pressure and focus during
November due to vacancy, isolation and increasing levels of sickness,
however this is not reflected in these measures.

A range of measures have been identified which are analysed to provide an overall acuity score, as
displayed in this chart. This provides an overview of the acuity of admitted patients.
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Acute Falls per 1000 Beds
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This is now reported in Staffing paper.

are excluded from this metric.

A measure of the number of falls in the acute hospital measured per 1000 bed days. Community falls

Patient Safety Incidents Reported (Total,
Resulting in Harm)
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«=g==PS|s Reported PSIs Resulting in Harm
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Numbers of PSI not supplied on this occasion as not able to draw
accurate data from Datix that reflects current position. This will be
rectified and submitted in the next IQPR.

The process for reporting PSI and reviewing PSI with harm remains a
priority process for the organisation.

A count of the number of patient safety incidents reported in total and those resulting in harm

Patient Safety Incidents (PSls) Reported
Total and per 1,000 occupied bed-days
(OBDs)
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Numbers of PSI not supplied on this occasion as not able to draw
accurate data from Datix that reflects current position. This will be
rectified and submitted in the next IQPR.

The process for reporting PSI and reviewing PSI with harm remains a
priority process for the organisation.

reporting rates

The number of patient safety incidents reported as a percentage of occupied bed days to measure
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Pressure Ulcers
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=== Acute Pressure Ulcers === Community Pressure Ulcers

A count of the number of recorded new pressure ulcers across the Trust. This metric will include
those recorded in the acute hospital and community settings

This is now reported in Staffing paper.

Acute Pressure Ulcers per 1000 Beds
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«=g==Acute Pressure Ulcers per 1000 Beds

A measure of the number of pressure ulcers in the acute hospital measured per 1000 bed days.
Community inpatient pressure ulcers are excluded from this metric.

Nutrition

100.0%
95.0% 2.0%
90.0%

85.0%
This is now reported in Staffing paper.
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=== Nutrition

% of patients with a Malnutrition Universal Screening Tool (Adults)/Paediatric Yorkhill Malnutrition
Score (Children) assessment completed within 24 hours of admission
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New Complaints
30
25
20 15 formal complaints received in November. The main theme that
were picked up from November was the standard of communication
15 15 [ within the emergency department and the acute assessment unit. We
0 will be working closely with the ward/unit managers and matrons to
ensure staff learn from the patients experience that had been
5 highlighted within the complaints.
0
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=== New Complaints

New formal complaints received and accepted, this counts both West Suffolk Hospital and
Community

Closed Complaints
35

30

17 complaints closed in November. A good amount of complaints
15 closed which has subsequently led to a decrease in our overall
complaints.
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«=g==C|osed Complaints

Formal complaints signed off by the CEO, this counts both West Suffolk Hospital and Community

Overdue Responses
14
12

10

2 complaints were classed as overtime. These needed a more
extensive review given the complexity.
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=== Overdue Responses

Any complaints which were sent outside of the given timeframe and no extension was agreed, this
counts both West Suffolk Hospital and Community
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. The number of services with patients waiting over 18 weeks has
Commur"ty Non Consu Ita nt Led 18week remained at 2 in November. At the end of October these services
. were: Paed SLT and Wheelchairs. The maximum wait for each of
Max Walt these services are:

300 Paed SLT - 34 weeks (decreased from 30.)
Wheelchairs - 37 weeks (increased from 38 weeks)
250 25 | Paed SLT and Wheelchair services were both exceeding the wait times

prior to COVID, these 2 services have papers and support from the
CCG both in understanding demand and increasing resources.

150 The lack of face to face group work and restrictions in schools etc are

having a continued profound effect on Paed SLT activities, as are

200

100 . . N
vacancies within the service.
50 3 Wheelchairs has a high number of patients who are shielding or just
unwilling to have home visits at this time, access to Special Schools
0 6 5 6 5 0 0 0 S O S S S sy and Care Homes has been limited because of COVID, staff numbers
P N A A AN N R P AN R M ¢ have been affected because of COVID and BREXIT has affected the
TR F PSS FPEEPYEE FE @ YL - -
supply of equipment that has been stuck at ports. The number of child

breaches may be increasing but the number of handovers is actually

=== \ax Wait of any service === Number Waiting over 14 weeks
increasing significantly.

Services covered: Adult SLT, Heart Failure, Neurology Service, Parkinson’s Nursing, Wheelchairs, Paediatric Occupational
Therapy, Paediatric Physio and Paediatric Speech and Language Therapy, There are no patients waiting over 52weeks for
treatment from referral, so community look at number of patients waiting over 14 weeks. Historically, 14 weeks was
agreed on as an internal measure because it gives an approx. number of patients who would breach the 18 week target at
the end of the next month.

Community Non Consultant Led 18week
Compliance

100.00%
98.00% v\'\
96.00% A A
4 v v

94.00%
92.00% The aggregated % of patients treated within 18 weeks for all
90.00% 92.18% community services in November was 92.18% with the lowest
88.00% individual service being Wheelchairs at 82.28%.
86.00%
84.00%
82.00%
80.00%
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=== Compliance  e=m===Target Compliance

Services covered: Adult SLT, Heart Failure, Neurology Service, Parkinson’s Nursing, Wheelchairs, Pead OT, Pead Physio and
Pead SLT. RTT nationally is for consultant led services but the community services are required to report on compliance to
18 week Referral to Treatment locally to our CCG. Target is 95% of referrals are given a first definitive treatment within
18weeks

Contacts for ALL Community Services
(Adults and Paediatrics)

35000
30000 1305
25000 I 'E N B 1 | 4
20000
15000 The total activity for community services has returned to pre-COVID
10000 109 levels and exceeded the values although the ratio of face to face and
5000 other means of contact (telephone, video and email) have altered.
0
9 O O O O O DD DD DD DD D A N
N N N N N N v v v "% v v % Vv v oV Vv
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m Overall Email/Video contacts across all services
m Overall Tel contacts across all services

M Overall F2F contacts across all services

Activity is counted as a face to face/telephone/email/video contact with a patient/carer/parent which is clinically relevant.
This means activity that a clinician carries out which is writing reports, liaising with other healthcare professionals is NOT
counted as activity. This is in line with acute systems where there is an assumption that clinicians will carry out related
activities that result from contact with a patient.
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Contacts for Community Paediatric
Services

9000
8000
7000 The Paediatric services have moved a high proportion of their activity

6000 to telephone and email/video contacts but they are still unable to
5000 carry out any group work due to social distancing requirements. There
4000 are also shortages in clinic availability in certain locations. The
3000 wearing of masks and social distancing means Speech and Language
2000 therapy is particularly hard to do. The services are reviewing all
1002 possible options.
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M F2F Contacts for Paediatric Services M Tel Contacts for Paediatric Services

M Email/Video Contacts for Paediatric Services

Activity is counted as a face to face/telephone/email/video contact with a patient/carer/parent which is
clinically relevant. This means activity that a clinician carries out which is writing reports, liaising with other
healthcare professionals is NOT counted as activity. This is in line with acute systems where there is an
assumption that clinicians will carry out related activities that result from contact with a patient.

Community Referrals

6000
5000 4659
4000
3000 2719
Referrals to the majority of the community services for 2021 YTD has

2000 1022 exceeded the same periods of 2019 and 2020.
1000 .-MMWW
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4= Overall Referrals across all services =4 Referrals to Paediatric Services

«=4==Referrals to INTs - Nursing and Therapy

There should be one reason per referral, i.e. if a patient is referred in to the INTs for 2 requirements
either simultaneously or over time, eg leg ulcer dressing and phlebotomy, then there are 2 referrals.

Community INT Referrals by Urgency

2000
1800
1600
1400
1200
1000

1358

1011
Referrals to the INT services have returned to pre-COVID numbers or
exceeded them.

0 Wﬁﬁw 22
S ® S R i A AN A Ao
gb ‘3? ‘sj\ gb Q?Q ‘SD ‘3 §§D §;§\ N 639 qSB ﬁb w?p ‘;5\ gb Qgﬂ Qs

e APy TN w18 Week e=gmmUnassigned

Referrals into the Integrated Neighbourhood Teams have urgencies of Red (within 4 hours), Amber within
72hrs) and Green (within 18 weeks). These contractual urgencies are locally agreed pan Suffolk with the CCG
and there is a 98% response target for Red, Amber and Green response times have a 95% threshold
(These are local contractual targets)
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Community INT Compliance by Urgency 10000
100.00%

99.64%

95.00%
97.44%

90.00%

85.00% The Red, Amber and Green referral targets were all met in November.
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e=f==Actual 4 hr response === Actual 72 hr response === Actual 18 wk response

Referrals into the Integrated Neighbourhood Teams have urgencies of Red (within 4 hours), Amber within
72hrs) and Green (within 18 weeks). These contractual urgencies are locally agreed pan Suffolk with the CCG
and there is a 98% response target for Red, Amber and Green response times have a 95% threshold
(These are local contractual targets)
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2.4. Improvement Committee Report -
December 2021 Chair's key issues from

the meetings
To Assure
Presented by Louisa Pepper



Board of Directors — 28 January 2022

Agenda item:
Presented by:
Prepared by:
Date prepared:

Subject:

24

Louisa Pepper, Non-executive Director
Ann Alderton
24 January 2022

Improvement Committee report and Chair's Key Issues

Purpose:

X | For information

X | For approval

Executive summary:

The Improvement Committee met on 13 December 2021. The transition to the committee operating as a
board assurance committee is still in progress, further steps towards which included the approval of its
terms of reference and the decommissioning of the Improvement Programme Board.

Attached is the Chair’'s Key Issues document which will constitute the standard template for
Improvement Committee reports to Board.

Trust priorities

Deliver for today

Invest in quality, staff

Build a joined-up

[Please indicate Trust and clinical leadership future
priorities relevant to the
subject of the report]
X X X

Trust ambitions .II .. .II - . ' .I.
[Please indicate ambitions Deliver ]
relevant to the subject of v Deliver Deliver | Support | Support | Support | Support
the report] personal | """ | joined-up | a healthy | ahealthy |  ageing all our

X X X X X X X
Previously N/A

considered by:

Risk and assurance:

The development of and transition to a new structure for organisational
governance may result in a failure to escalate significant risks to management,
the executive team and the board of directors, caused by a disruption to the
previous information and communication flows whilst new arrangements are
being established.

Legislation,
regulatory, equality,
diversity and dignity
implications

Well-Led Framework NHSI
FT Code of Governance

Recommendation: To approve the report
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Part A

Chair’s Key Issues

Originating Committee Improvement Committee Date of meeting

13 December 2021

Chaired by Jude Chin Lead Executive Director

Sue Wilkinson

Agenda
Item

Details of Issue

For: Approval/
Escalation/Assurance

BAF/ Risk
Register
ref

Paper
attached?
v

3.1

Community pain assessments/Ql approach: James Macfarlane was
assured that there was good progress with the pain assessment work and
improvements being seen.

Assurance

3.2

Committee membership: To be reviewed by Ann Alderton and Jude Chin
outside of the meeting.

Assurance

3.3

Quality dashboard: A decision was needed regarding what information
should be included; Nicola Cottington to lead.

Assurance

5.1

PSIRP priorities — Diabetes: The inaugural meeting of the new diabetes
group had been held, led by Nicholas Levy and reporting into the Patient
Quality & Safety governance group (PQSGG). Terms of reference were
being developed, meetings would be bi-monthly and have a multi-
disciplinary approach with representation from diabetes specialists and
nurse leads, AHPs, specialist groups such as the Deteriorating Patient
Group, Drugs and Therapeutics Committee etc. The focus would be on the
rise in incidents relating to medication management of insulin across acute
and community, training and education, deteriorating patients etc. The
topic would also remain a PSIRF priority for 2022.

Assurance

5.3

National safety priorities: Infection Prevention (IPC BAF and ‘learning
from Covid’): The BAF had been signed off by the Infection Prevention &
Control Committee and added as a corporate risk on the Trust risk register.
It brought together several similar infection control risks (VRE, C.diff,
MRSA/MSSA etc) into one over-arching risk which would be going to the
Trust Board. Issues highlighted included the lack of side rooms which
could not be addressed, poor ventilation in ward areas as the window
restrictors were a necessity, ability to socially distance patients due to lack

Assurance
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report.

of space etc. The learning from Covid report had been agreed by the
executive directors and being checked by the Trust legal team before going
to the Trust Board. The Infection Prevention & Control Committee meets
monthly and reports into the PQSGG quarterly along with the IPCC annual

at quality improvement.

6.1 2022 work plan: The data was still being worked through to see what was Assurance
needed to provide assurance. It was clarified that this should be qualitative
measures rather than quantitative as the role of the committee was to look

Date completed and forwarded to Trust Secretary

Part B

Receiving Committee Board of Directors

Date of Meeting

13 December 2021

Chaired by Sheila Childerhouse Lead Executive Director

Craig Black

Agenda | Record of Consideration Given (Approved/ Response/ Action)
Item

Date Completed and Forwarded to Chair of Originating Committee
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2.5. Maternity services quality &
performance report
To Assure

Presented by Susan Wilkinson and Karen
Newbury



Trust Open Board- 28" January 2022

Agenda item: 25
Sue Wilkinson, Executive Chief Nurse/ Paul Molyneux, Interim Medical
Presented by: Director & Executive MatNeo Safety Champion/ Karen Newbury, Head of
Midwifery

Prepared by: Karen Newbury — Head of Midwifery

Date prepared: January 2022
Subject: Maternity Quality & Safety performance Report
Purpose: X For information For approval

Executive summary:

This report presents a document to enable board scrutiny of Maternity services and receive assurance of
ongoing compliance against key quality and safety indicators and provide an update on Maternity quality
& safety initiatives.

This report contains;

e-Care

Maternity improvement plan

Safety champion feedback from walkabout

Listening to staff

Service user feedback

National best practice publications

Reporting and learning from incidents and Action Plan (Annex A)
Compliance with reporting incidents to HSIB

Maternity Clinical and Quality dashboard (Annex B)

Roll out of Midwifery Continuity of Carer (Annex C)

e-Care
This item will be removed from future reports unless there is a need to identify any safety or quality issues.
Data correction and cleansing is still required, however there continues to be a marked improvement.

Maternity improvement plan

The Maternity Improvement Board receives the updated Maternity improvement plan on a monthly
basis. This has been created through an amalgamation of the original CQC improvement plan with the
wider requirements of Ockenden, HSIB, external site visits and self-assessment against other national
best practice (e.g. MBRRACE, SBLCBv2, UKOSS). In addition, the plan has captured the actions
needing completion from the 60 Supportive Steps visit from NHSE/I and continues to be reviewed by
the Maternity Improvement Board every two weeks. To note; completion of actions has been hindered
due to the high demand on clinicians to work clinically due to Covid absences.

Safety Champion Walkabout feedback

The Board-level champion undertakes a monthly walkabout in the maternity and neonatal unit. Staff
have the opportunity to raise any safety issues with the Board level champion and if there are any
immediate actions that are required, the Board level champion will address these with the relevant
person at the time. Individuals or groups of staff can raise the issues with the Board champion.




The Safety Champion Walkabout took place on 23/12/2021 across ward F11, Labour Suite and
Maternity Day Assessment (MDAU), including discussions with Specialist Midwives. Discussions raised:

- Midwifery staffing establishment not appropriate for MDAU especially with triage element
- Gaps in registrar cover for MDAU can compromise timely treatment and decision making

- Lack of time to complete Mandatory training, resulting in staff having to complete in their own
time.

- Reports that ‘things are feeling better’, excitement around recruitment of Maternity Care
Assistants and Overseas recruitment.

- The role of the Digital Midwife is much appreciated and e-Care now seems much improved.

The Local Maternity and Neonate System (LMNS) raised a concern regarding WSFT being an outlier
regarding carparking charges for parents who are visiting their children on Neonatal Unit (NNU) to our
NED Safety Champion. This issue has been raised previously, however WSFT is now the only Trust in
our LMNS that still charge parents. The LMNS asked that the Trust recognises; how important the
parental role is to fulfil and they should not be classed as ‘visitors’, they are almost certainly going to be
visiting daily and that stays particularly on the NNU can be prolonged.

Concerns raised are captured on the Safety Champion action plan until actions completed_and moving
forward issues raised and actions taken will be summarised in the monthly maternity staff paper ‘Risky
Business’.

Listening to Staff
The National Staff Satisfaction Survey results were published in March 2021. On the back of the results,
key elements of the survey were used to form a targeted questionnaire to band 5 & 6 midwives in April
2021, however survey returns were low in number. The division was keen to develop further action
points by listening to staff in more detail and have led focus groups run by a manager from a different
department. The division alongside their HR Business partner and Board Safety Champion continues to
develop different methods to engage with staff to ensure support and that there is every opportunity for
staff to be listened to in an open, supportive and productive way. Further to the whistleblowing within the
maternity services, a very short survey was sent to all midwifery staff to gain further understanding of
what support is required to move forward. The results were shared with all staff and volunteers were
sought to attend solution focused groups, unfortunately none came forward. This will be reviewed again
once the high Covid absence rate has decreased.
In the meantime, the department actively listens to all staff via the Safety Champion Walkabout and in
addition we have introduced the following;
¢ Freedom to Speak Up Guardians attend the maternity unit to increase their profile, accessibility
and explain their role to all staff including students.
o The Staff Support team have been attending the department at shift changes to offer support to
any staff member and continue to work with individuals on a one-to-one basis.
¢ The HR team undertake detailed exit interviews and feedback any issues or themes arising.
The Royal College of Midwives representation undertakes a weekly ‘Safe Space’ to empower
staff to raise concerns and to support them in reporting their concern through the appropriate
channels.

Service User feedback

The NHS Friends and Family Test (FFT) was created to help service providers and commissioners
understand whether patients are happy with the service provided, or where improvements are needed.
It's a quick and anonymous way to give views after receiving NHS care or treatment.

Ward/Dept Survey returns  Nov FFT score Survey Dec FFT
returns Score
F11 37 97 13 100
Antenatal 13 100 31 94
Postnatal Community 37 100 25 100
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Labour Suite Nil Nil
Birthing Unit Closed N/A Closed N/A

0 compliments were shared with the patient experience team for women & children’s division
for logging in November & December 2021.

National best practice publications

The Royal college of Gynaecologists and Obstetricians (RCOG) published their latest guidance regarding
Covid and pregnancy. The latest recommendations have been captured in our local guideline and
communicated to all maternity staff in particular the importance of recommending the Covid vaccination
and undertaking a new Venous thromboembolism (VTE) risk assessment for all Covid positive cases, due
to the increased risks in pregnancy and immediately postnatal.

Reporting and learning from incidents and Action Plan (Annex A)

An external thematic review to identify any potential care issues or themes in relation to three intrapartum
stillbirths that occurred during the period of 15" November 2020- 30" January 2021 was undertaken. The
report was received in December 2021 and an assessment of the findings undertaken by the maternity
team.

All three patients presented with reduced fetal movements. The saving babies lives care bundle (v2)
states that fetal movements must be discussed and documented at each touchpoint with a patient and
this did appear to happen, demonstrating good practice.

There are no other over-arching themes that connect these cases and for two out of the three cases it is
unlikely that different care would have changed the outcome.

The report identified seven recommendations that have been captured in an action plan. (Annex A)

The full report will be shared with the Closed board due to the number of cases and therefore inability to
ensure anonymity of the families involved. The full report and action plans will be shared with the families
and Local Maternity and Neonatal System.

Compliance with reporting incidents to HSIB
There were no incidents reported to HSIB in December.

Maternity dashboards (Annex B)

Indicators of maternity safety & quality are regularly reported and reviewed at monthly Maternity
Governance meetings. A sub-set are provided for board level performance (the Performance &
Governance dashboard). From this month onwards, red rated data will be represented in line with the
national NHSI model of SPC charts.

Indicators Narrative

Total number of Caesarean sections Trends reviewed and expected variance in conjunction with
and emergency sections patient choice

Induction of labour Expected increase due to increase in antenatal surveillance. In

line with region and national picture.

Post-partum haemorrhages >1500mls  In line with increase of caesarean section and induction of labour,
however QI project continues.

Training compliance Reflects staffing shortages due to Covid.

Decision to delivery times for grade 2 Business case for F2 doctors approved. QI work continues- multi
sections rationale identified and on-going work required. No adverse
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effects reported despite delay.

LMNS trend and therefore local, LMNS and regional focus on
providing support

Smoking at time of delivery

Roll out of Midwifery Continuity of Carer (Annex C)

We are required to provide a trajectory report to the LMNS, Regional and National Team regarding our
Midwifery Continuity of Carer (CoC) rollout, so that this is a default model of care for all eligible women
by the end of March 2023. The report details our plan, in a stepped approach to meet this. Currently we
require approximately 28 whole time equivalent midwives to enable us to meet this target and therefore
recruitment is our biggest risk. Ongoing recruitment continues, including co-working with the LMNS and
region for International and national recruitment of midwives.

Deliver for toda Invest in quality, staff | Build a joined-up
Trust priorities y and clinical leadership | future
X X
Deliver Deliver _ D_eliver Support Support Support Support
Trust ambitions personal | ¢ o care | Joined-up | ahealthy | ahealthy |  ageing all our
care care start life well staff
X X X X X

Previously considered by:

Risk and assurance:

Legislation, regulatory, equality, diversity and dignity implications
Recommendation: Receive for information

Annex A Thematic Review Action Plan

Annex B Maternity SPC charts from Clinical and Quality & Safety Dashboards — Red Rated

Board of Directors (In Public) Page 91 of 368



Board of Directors (In Public) Page 92 of 368



Board of Directors (In Public) Page 93 of 368



Quality& Safety Dashboard Red rated SPC charts
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Annex C - Roll out of Midwifery Continuity of Carer
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Action plan following Exception report for Thematic review of 3 Intrapartum still births 2020-2021

Comments/action status

. . . Person (Provide examples of action in progress, changes in
. Actions required (specify . . . . e
Recommendation P Y . Action by date  responsible practices, problems encountered in facilitating
None”, if none required) .
(Name and grade) = change, reasons why recommendation has not been
actioned etc)

1. The report should be shared with the e Reportincludedin next = 28.02.22 KN, HOM Plan to share report with Maternity Quality and
Trust, commissioners, the LMS, staff Maternity Quality and Safety (Governance) Meeting 17*" January 2022 —
members and the families involved Safety paper to Closed this will be shared with all maternity staff via email.

Board Post will then be shared on secure staff social media
e Report to be shared page, signposting them to where to find the report
with LMNS at next and action plan.
Safety Forum Plan to share report with Safety Champions by 19t
e Report and action plan January 2022.
to be shared with Report to be included in next HOMS paper to Board
maternity staff via inJan 2022
departmental Report to be shared with LMNS 3™ Feb 2022 at LMNS

governance, e-mail.
Post on staff social
media page informing
them of where to
access the report and
action plan

e Families to be
contacted to
determine method for
feedback and to then
share report including
this action plan

Safety Forum
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2. Best practice would indicate that the = None — already completed N/A N/A
Maternity Unit must have a

safeguarding lead midwife and a full
complement team to provide specialist
and continuity of carer for vulnerable
women and their families

3. There is a need to raise the profile of | Communications team asked to = 31/12/2021 JS, Deputy HOM
fetal movements with women and to ' publish weekly posts on Communications
review the information women are | maternity social media pages Team
given to support this. While regarding fetal movements
documentation regarding fetal
movements is happening we would
recommend considering additional
strategies to re-enforce the
importance of this to women.

4. The diabetic pathway should be None- a|ready comp|eted N/A N/A

reviewed to ensure that it is consistent
with the NICE guideline in terms of CBG
targets and to consider how
information giving and support for
vulnerable diabetic women s
achieved.
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5. There should be a clear formal None- already completed
documented risk assessment
undertaken when women present in
labour, to assist in decision making re
place of birth and the type of fetal
heart rate monitoring that is
appr