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MEETING OF THE
BOARD OF DIRECTORS Gateshead Health
IN PUBLIC

Tuesday 27" September 2022

Date:
Time:

9:30 am

Venue: Room 3, Education Centre/Teams

AGENDA

NHS

NHS Foundation Trust

TIME

ITEM

STATUS

PAPER

9:30 am

Welcome and Chair’s Business

9:33 am

Declarations of Interest

To declare any pecuniary or non-pecuniary interests

Check — Attendees to declare any potential conflict of items
listed on the agenda to the Company Secretary on receipt of
agenda, prior to the meeting

Declaration

Verbal

9:35 am

Apologies for Absence

Quoracy check: (s3.3.31 SOs: No business shall be transacted
at a meeting unless a minimum of 4 members of the Board
(including at least one Non-Executive and one Executive
Member of the Board are present)

Agree

Verbal

9:40 am

Minutes of the meeting held on 27 July 2022
To be agreed as an accurate record

Agree

Enclosure 4

9:42 am

Matters Arising / Action Log

Update

Enclosure 5

9:45 am

Patient & Staff Story

e Volunteer story (Julie Richardson)

Assurance

Presentation

ITEMS FOR DECISION

9:55 am

Declarations of Interest

To receive the Declaration of Interest of Mrs K Mackenzie,
presented by the Deputy Director of Corporate Services &
Transformation

Approval

Enclosure 7

10:05 am

Constitution Amendment
To approve the amendment, presented by the Deputy
Director of Corporate Services & Transformation

Approval

Enclosure 8

10:10 am

Board Committee Terms of Reference
To approve the terms of reference, presented by the
Deputy Director of Corporate Services & Transformation

Approval

Enclosure 9

10.

10:15 am

Winter Plan 2022/23
To approve the plan, presented by the Chief Operating
Officer

Approval

Enclosure 10

ITEMS FOR ASSURANCE

11.

10:30 am

Assurance from Board Committees
i. Finance and Performance Committee — 26 July
2022, 30 August 2022 and 26 September 2022
i. Quality Governance Committee — 24 August 2022
iii. Digital Committee — 8 August 2022
iv. POD Committee — 13 September 2022
Audit Committee — 1 September 2022

Assurance

Enclosure 11

12.

10:45 am

Chlef Executive’s Update Report
To receive a briefing report from the Chief Executive

Assurance

Presentation

13.

11:00 am

Governance Reports
i.  Corporate Objective Delivery
i. Board Assurance Framework
ii. Risk Management Maturity & Risk Appetite
iv. _Organisational Risk Register

Assurance

Enclosure 13
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To receive the reports presented by the Deputy Director of
Corporate Services & Transformation and Chief Nurse

14.

11:15 am

Finance Update
To receive the report, presented by the
Group Director of Finance and Digital

Assurance

Enclosure 14

15.

11:25 am

Integrated Oversight Report

To receive the report, presented by the

Chief Operating Officer, Chief Nurse, Medical Director and
Executive Director of People and Organisational
Development

Assurance

Enclosure 15

16.

11:40 am

Ockenden Next Steps & Assurance Visit
To receive the assurance report, presented by
the Chief Nurse

Assurance

Enclosure 16

17.

11:50 am

Nurse Staffing Exception Report
To receive the report, presented by the Chief Nurse

Assurance

Enclosure 17

18.

12:00 pm

EPRR Core Standards Self-Assessment
Report

To receive the report, presented by the Chief Operating
Officer

Assurance

Enclosure 18

19.

12:10 pm

Green Plan 6 Monthly Update
To receive the update report, presented by the QE
Facilities Managing Director

Assurance

Enclosure 19

ITEMS FOR INFORMATION

20.

12:20 pm

Register of Official Seal

To note the use of the official seal between 1 September
2021 and 31 August 2022 to be presented by the Deputy
Director of Corporate Services & Transformation

Information

Enclosure 20

21.

12:25 pm

Cycle of Business

To receive the cycle of business outlining forthcoming
items for consideration by the Board, presented by the
Deputy Director of Corporate Services & Transformation

Information

Enclosure 21

22.

12:30 pm

Questions from Governors in Attendance
To receive any questions from governors in attendance

Verbal

23.

12:40 pm

Date and Time of the next Meeting

The next scheduled meeting of the Board of Directors to
be held in public will be Wednesday 30" November 2022
at 9:30am

Verbal

24.

12:40 pm

Chair Declares the Meeting Closed

Verbal

25.

12:40 pm

Exclusion of the Press and Public

To resolve to exclude the press and public from the
remainder of the meeting, due to the confidential nature of
the business to be discussed

Verbal
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Trust Board

NHS!

Gateshead Health

NHS Foundation Trust

Minutes of a meeting of the Board of Directors
held at 9.30 am on Wednesday 27" July 2022, in
Rooms 9&10, Education Centre, Queen Elizabeth Hospital and via MS Teams

Present:

Mrs A Marshall

Chair

Mrs J Baxter

Chief Operating Officer

Mrs J Bilcliff

Group Director of Finance & Digital / Deputy Chief Executive

Dr R Bonnington

Non-Executive Director

Mrs L Crichton-Jones

Executive Director of People & OD

Mrs G Findley Chief Nurse
Clir M Gannon Non-Executive Director
Mr A Moffat Non-Executive Director

Mrs Y Ormston

Chief Executive

Mrs H Parker

Non-Executive Director

Mrs M Paviou

Non-Executive Director

The meeting being quorate, Mrs A Marshall, Chair, declared the meeting
open at 9.30 am and confirmed that the meeting had been convened in
accordance with the Trust’s Constitution and Standing Orders.

She welcomed Mr Neil Halford, Deputy Medical Director, to the meeting
who is attending on behalf of Mr A Beeby, and the Trust’'s Governors.

Mr A Robson Managing Director QE Facilities

Mr M Robson Vice Chair / Non-Executive Director

Mrs A Stabler Non-Executive Director

In Attendance:

Miss J Boyle Company Secretary

Mr M Brown Managing Director, NENC Provider Collaborative (22/95)
Mr N Halford Deputy Medical Director

Mr G Rowlands Freedom to Speak Up Guardian (22/103)

Mr K Sohanpal EDI Manager (22/104)

Ms D Waites Corporate Services Assistant

Governors and Members of the Public:

Mrs H Adams Staff Governor

Mr J Bedlington Public Governor - Central

Mr L Brown Public Governor - Western

Mr S Connolly Staff Governor

Mr D Costello Public Governor — Eastern

Mr G Riddell Public Governor — Western

Apologies:

Mr A Beeby | Medical Director

Agenda | Discussion and Action Points Action
Item By
22/89 CHAIR’S BUSINESS:
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Agenda
Item

Discussion and Action Points

Action
By

22/90

DECLARATIONS OF INTEREST:

Mrs A Marshall requested that Board members present report any
revisions to their declared interests or any additional declaration of
interest in any of the items on the agenda.

22/91

APOLOGIES FOR ABSENCE:

Apologies for absence were received from Mr A Beeby.

22/92

MINUTES OF THE PREVIOUS MEETING:

The minutes of the meeting of the Board of Directors held on
Wednesday 25" May 2022 were approved as a correct record.

22/93

MATTERS ARISING FROM THE MINUTES:

The Board action log was updated accordingly and there were no
additional matters arising from the minutes.

22/94

YVONNE ORMSTON'’S PATIENT JOURNEY

Mrs Y Ormston, Chief Executive, discussed her recent patient journey
following her cancer diagnosis which included her experience of new
drugs and technologies as well as the care and compassion of the multi-
disciplinary teams involved. She drew attention to her Health Service
Journal article which highlighted her observations and supporting
services going forward. She thanked all those involved in her care and
highlighted the good work of the services available within Gateshead.

The Board thanked Mrs Ormston for sharing her personal experience
and highlighted the excellent services within Gateshead.

22/95

PROVIDER COLLABORATIVE OPERATING MODEL

The Board welcomed Mr M Brown, Managing Director of North East and
North Cumbria (NENC) Provider Collaborative.

Mr Brown explained that the report summarises the proposed formal
work structure and governance for the NENC Provider Collaborative,
which sets out how the 11 NHS Foundation Trusts will operate, with the
creation of a Provider Leadership Board (PLB), set out in the Ambition,
Operating Model and Collaboration Agreement. He highlighted that
there are separate arrangements for other collaboratives, such as those
specifically for specialised mental health, learning disability and autism
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Agenda
Item

Discussion and Action Points

Action
By

services and Trust Boards are being asked to note progress and confirm
their agreement to the proposed governance arrangements.

Mr Brown further explained that as part of the new system architecture
NHS Trusts are required to be part of provider collaboratives which are
non-statutory bodies designed to bring providers together to act at scale
and in the interest of the wider population. He drew attention to the
documents included in the report which describes the establishment of
the NENC Provider Collaborative as a collective decision making and
delivery mechanism for the 11 Foundation Trusts in the ICS. It confirms
that it will operate as a Provider Leadership Forum consisting of the 11
Chief Executives or the nominated representatives with final authority
for any decision remaining with Trust Boards.

The Operating Model sets out how the Collaborative will work and
outlines the initial programmes that it will focus on noting that these will
be linked to Integrated Care Board (ICB) objectives as well as areas
where collectively the members feel joint action is required. The
Ambitions document summarises the Collaborative’s purpose, function
and aims primarily for an external audience.

Mr Brown discussed some of the corporate programmes including the
work already underway around the Pathology regional hub.

Mrs Marshall highlighted the new system working and queried how
decisions would be fed down to Trusts. Mr Brown explained that monthly
Trust Chief Executive meetings have been set up and are well attended
to ensure collective progress is made and Mrs Y Ormston, Chief
Executive, explained that the forum is in the early stages however it is
expected that a cycle of business is established to discuss standard
items including the Elective Recovery Programme, Urgent and
Emergency Care, Oncology, and Pathology.

Mrs L Crichton-Jones, Executive Director for People and Organisational
Development, felt that it was important to support the development of a
collective culture and behaviours and Mr Brown explained that this was
key within the collaboration. Mrs Ormston commented that there was a
standard approach to safeguard the future of services.

Mrs A Stabler, Non-Executive Director, queried the process should
there be any disagreements around decisions and Mrs Ormston felt that
it was likely that difficult issues would arise however Board views would
be considered in a timely manner.

Clir M Gannon felt that it was important to work collaboratively however
statutory responsibility should remain with the Trust and Mrs Ormston
commented that evidence could be provided to demonstrate relevant
discussion and reasoning. Mr M Robson, Vice Chair, also felt that
working collaboratively was important however clear responsibilities
and governance should be established.
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Agenda
Item

Discussion and Action Points

Action
By

Mrs M Pavlou, Non-Executive Director, queried purchasing powers and
Mrs J Bilcliff, Group Director of Finance & Digital, highlighted that a
Directors of Finance consortium has already been set up and is working
collaboratively. Mr A Moffat, Non-Executive Director, felt that it was
important to have clear Standard Financial Instructions (SFls) and Mrs
Marshall commented that Delegation of Powers would remain with the
Trust Chief Executive however standard operational procedures would
need to be developed internally and externally.

Dr R Bonnington, Non-Executive Director expressed support for
collaborative working. Mrs Crichton-Jones felt that there were potential
opportunities for the workforce to work flexibly across organisations.

After further discussion and consideration, it was:

RESOLVED: to approve the NENC Provider Collaborative
governance arrangements including the formal
Collaborative Agreement, which sets out how decisions
are made, the Operating Model and its Ambitions
Model.

Mr Brown left the meeting.

22/96

STANDING FINANCIAL INSTRUCTIONS:

Miss J Boyle, Company Secretary, presented the proposed amendment
to the Standard Financial Instructions (SFls) to reflect changes to the
Public Procurement Thresholds.

She highlighted that the Public Procurement Thresholds were revised
in January 2022 therefore the SFls have been updated to reflect the
new thresholds. She informed the Board that a full review of the SFls
is about to commence, with a view to a further paper being presented to
Board outlining other potential changes for consideration.

After consideration, it was:

RESOLVED: to approve the proposed amendment to the SFls.

22/97

BOARD ASSURANCE FRAMEWORK 2022/23:

Miss J Boyle, Company Secretary, presented the report which provides
an opening position for the Board Assurance Framework (BAF) 2022/23
based on the corporate objectives approved at the May 2022 Board
meeting.

She explained that a new format BAF has been designed for 2022/23 in
response to feedback from the Board and Internal Audit. The BAF
utilises RAG ratings, which are highlighted in the report, when
considering progress against action plans to address gaps in controls
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Agenda
Item

Discussion and Action Points

Action
By

and assurances and will be reviewed by the Board on a quarterly basis,
with the Board committees reviewing their related extracts at each
meeting. She advised the Board that this is dynamic document which
will be continually updated during the year and will ensure the
triangulation of reports.

Mrs J Baxter, Chief Operating Officer, felt that it would be useful for
Executives to be provided with further instructions on how the BAF is
completed and reported back to the Committees and Miss Boyle will
ensure this is made clear within the new format.

After discussion, it was:
RESOLVED: to approve the opening position of the BAF, noting that

it will be under continuous review and update at the
relevant Board committees.

JBoy

22/98

ASSURANCE FROM BOARD COMMITTEES

Finance and Performance Committee:

Mr M Robson, Chair of the Finance and Performance (F&P) Committee,
noted that the Board had been appraised verbally of the key points from
the May meeting at the May 2022 Board of Directors’ meeting. He also
drew attention to the written assurance report relating to the June
meeting with no items for escalation.

Mr Robson provided a verbal update on the meeting yesterday (26 July
2022) and reported that an in-depth discussion took place around
cancer targets and it was suggested that a full Board discussion would
be beneficial at the next Board Strategy Session.

Mr Robson also highlighted the following key points:

o Integrated Oversight Report — partial assurance and this is on the
Board agenda for discussion later in the meeting

¢ Financial Revenue Reports — not assured due to size of deficit
and distance from plan. Risks noted relating to future delivery.

e Supply Procurement Committee Report - not assured therefore
fuller review required. Work is underway in this area.

e Corporate Objectives — the Committee agreed relevant actions.

Mrs A Stabler, Non-Executive Director queried whether there was
feedback available on the impact of delivery and benefits from
investment to the new operating model and Mrs J Baxter, Chief
Operating Officer, reported that F&P will receive feedback on
transformation programmes via the Transformation Board and one of
the key objectives specifies a separate report on quarterly basis. Mrs Y
Ormston also felt that this needs to be reviewed by the Executive Team
however a report to the Board is expected next month.
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Agenda
Item

Discussion and Action Points

Action
By

Quality Governance Committee:

Mrs A Stabler, Chair of the Quality Governance Committee (QGC)
provided a brief verbal overview to accompany the narrative report and
highlighted that there were no items for escalation. She highlighted the
following key points:

e June 2022 Ockenden visit feedback — positive presentation
provided however no formal feedback received as yet. This will
come back to the Board once received.

e Maternity Serious Incidents reported within the Integrated
Oversight Report (IOR) and appropriate actions have been taken
in relation to the non-diagnosis of hip dysplasia. Maternity
incidents will now be removed from the IOR and reported
separately.

Digital Committee

Mr A Moffat, Chair of the Digital Committee, provided a brief verbal
overview to accompany the narrative report and highlighted that there
were no items for escalation. He highlighted the following key points:

e Service Key Performance Indicators (KPls) — no assurance given
at the last meeting however process now in place to focus on key
areas. A detailed review of digital KPIs will be undertaken on an
ongoing basis by the Digital Assurance Group and escalated to
the Digital Committee as appropriate. The Senior Management
Team now also have visibility of digital KPI performance and
those items escalated to the Digital Committee.

People and Organisational Development (POD) Committee

Dr R Bonnington, Chair of the POD Committee, provided a brief verbal
overview to accompany the narrative report and highlighted that there
were no items for escalation. She highlighted the following key points:

e Freedom to Speak Up Report — to be presented to Board later in
the meeting.

e Guardian of Safe working - partial assurance provided due to an
ongoing issue raised in relation to the lack of progress on the
Junior Doctor mess. Mr A Robson, Managing Director of QE
Facilities, advised that there were competing pressures on the
Capital Plan, however there are plans in place to provide an
alternative space whilst the current area is refurbished.
Following a query from Mrs A Stabler regarding funding
previously provided to the Trust to support this, Mrs J Bilcliff,
Group Director of Finance highlighted that this was discussed
with the Deputy Medical Director/Medical Education Lead, and
fully utilised however it was not a significant amount. Mrs L
Crichton-Jones, Executive Director of People & OD, explained
that teams are working closely with educational training and
health and well-being facilities.

Audit Committee
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Mrs Y Ormston, Chief Executive, gave a verbal update to the Board on
the current issues:

Mrs Ormston informed the Board that the recent heatwave has impacted
on services, with equipment and servers being challenged by the
temperatures experienced. She highlighted that a review of the
heatwave action plan has been requested to rebase temperature
guidance. Pressures remain in relation to ambulance delays and she
thanked QE Facilities staff who have been assisting the North East
Ambulance Service. Significant issues remain in relation to delayed
discharges and the cancellation of electives has been required to
manage the pressures. Further details are included within the Integrated
Oversight Report.

Mrs A Stabler, Non-Executive Director, queried how the increase in 52
week waiters was being addressed and whether there were any plans
in place moving forward. Mrs J Baxter, Chief Operating Officer,
explained that escalation areas are still open within the hospital however
this is also linked to significant staffing gaps. The Regional Chief
Operating Officers are working together to manage capacity and there
are recruitment plans and business cases in development. Mrs
Ormston highlighted that system wide information will feed into future
oversight reports.

Mrs L Crichton-Jones, Executive Director for People & OD, reported that
the national pay award has received mixed reactions and there is a risk
of industrial action. She explained that the Royal College of Nursing

Agenda | Discussion and Action Points Action
Item By
Mr A Moffat, Chair of Audit Committee, provided a brief verbal overview
to accompany the narrative report and highlighted that there were no
items for escalation however the meeting focussed on the
recommendation for the Board to formally ratify the Annual Report and
Accounts. He highlighted the following key points:
e Internal Audit Plan and Counter Fraud Plan yet to be finalised
however work is continuing and it is expected to approve these
at the next meeting.
e Internal Audit Recommendations — the Committee noted an
improvement in timeliness however some are still being deferred.
A process is being put in place to invite Executive Leads to the
Committee to provide update from the next meeting in
September.
Mrs Marshall thanked the Committee Chairs for their reports.
After consideration, it was:
RESOLVED: to receive the reports for assurance
22/99 CHIEF EXECUTIVE’S UPDATE REPORT
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Agenda
Item

Discussion and Action Points

Action
By

and Unison are currently having discussions however will keep the
Board updated of any developments.

The Board noted the update provided including the significant pressures
and after further discussion, it was:

RESOLVED: to receive the update for assurance.

22/100

GOVERNANCE REPORTS

Organisational Risk Register (ORR)

Mrs G Findley, Chief Nurse, presented the updated ORR to the Board,
noting that it had been subject to monthly scrutiny at the Executive Risk
Management Group (ERMG).

She reminded the Board that a review of strategic risks was undertaken
at the Board strategy session in June 2022. As a result of this, the risks
will be reviewed and agreed at the Executive Risk Management Group
and changes reflected in the ORR to the Board in September 2022.

This report covers the period 17 May 2022 to 19 July 2022 and Mrs
Findley highlighted that a new strategic risk relating to pandemic activity
has been added to the ORR and as a result, two covid related risks have
been removed. Additionally one risk relating to staffing levels and
covid/surge activity was closed, being merged into a similar existing
BAF and ORR risk. A third risk relating to leadership and OD strategy
was reduced from 12 to 9 following the development of the Leading Well
agenda.

Mrs A Marshall drew attention to discussions which took place at the
Finance & Performance Committee in relation to there being no
organisational risk in relation to the financial position. Mrs Findley
highlighted that this was raised at the last Executive Risk Management
Group meeting and has since been added and will be reflected in the
next ORR report.

After further discussion, it was:

RESOLVED: to receive the report for assurance.

22/101

FINANCE UPDATE:

Mrs J Bilcliff, Group Director of Finance & Digital, provided the Board
with a summary of performance as at 30 June 2022 (Month 3) for the
Group (inclusive of Trust and QE Facilities, excluding Charitable
Funds).

Mrs Bilcliff reported that for the period April to June 2022, the Trust has
reported an actual deficit of £2.887m after adjustments for donated
assets and gains and losses of asset disposal. This is an increase of
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Agenda
Item

Discussion and Action Points

Action
By

£0.192m from the deficit reported at the end of May. The reported deficit
is an adverse variance of £3.679m from the Trust's planned surplus
totalling £0.792m and is due to the non-achievement of cost reduction
plans (CRP) and assumed positions against the Elective Recovery Fund
(ERF).

Mrs Bilcliff highlighted that detailed discussions took place at the
Finance and Performance Committee in relation to system wide
assumptions including inflation and pay award funding and
acknowledged the significant risk to delivery of plans. Mrs Bilcliff has
contacted the Integrated Care Board Director of Finance to highlight the
position and other trusts are also experiencing the same issues.

Mrs A Stabler, Non-Executive Director, queried whether Business Unit
CRP plans would deliver on a recurrent basis and Mrs Bilcliff explained
that the Business Units have been given targets and run rates are also
being reviewed, however plans are still being finalised due to current
positions being managed. Mrs Stabler felt that it was important for the
Board to be sighted on plans and Mrs Bilcliff explained that these are
being monitored via the Transformation Board and will also be
discussed at the Business Unit Quarterly Oversight meetings.

Mr A Moffat, Non-Executive Director, commented on the improved
position for June and Mrs Bilcliff explained that this was due to further
management of bank and agency spend. Mrs H Parker, Non-Executive
Director, felt that some of the system assumptions were unachievable
and Mrs Bilcliff highlighted that this is being reported back to the
Integrated Care System.

After further discussion, it was:

RESOLVED: to receive the report for assurance and note the risks
highlighted.

22/101

INTEGRATED OVERSIGHT REPORT:

Mrs J Baxter, Chief Operating Officer, Mrs G Findley, Chief Nurse, Mr
N Halford, Deputy Medical Director, and Mrs L Crichton-Jones,
Executive Director of People and Organisational Development,
introduced the Integrated Oversight Report (IOR) for May and June
2022. The paper has been discussed and received in-depth scrutiny by
the various Board Committees.

Mr Halford provided an update on some of the key issues relating to
front of house and reported that there has been an increase in
readmission rates however a deep dive is now in progress to
understand the clinical reasons contributing to the increase but it is
understood to be primarily due to system pressure. The Trust is within
the top 20 trusts in maintaining urgent and emergency care performance
however it is reported that 11 patients waited longer than 12 hours
despite robust escalation processes being in place. There has been an
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Agenda
Item

Discussion and Action Points

Action
By

improvement in ambulance handover delays and an increase in bed
occupancy levels.

Mrs Baxter reported that winter bed escalation plans were instigated
earlier this year and the Trust continues to operate with winter or
escalation beds open alongside full capacity protocols to cope with the
peaks and beds blocked with patients no longer meeting the criteria to
reside, however this is causing pressures relating to staffing ratios.
There is a continued focus on increasing capacity to reduce patient
backlogs and waiting times and as previously reported, the Trust has
met its 104 week wait target however there has been an increase in 52
week waits, increasing from 52 at the end of April to 71 in May 2022.
Ongoing work continues in relation to cancer recovery due to evident
capacity pressures and the Trust continues to work closely with
Integrated Care System partners.

Dr R Bonnington, Non-Executive Director, felt that it would be beneficial
to review the cancer 2 week wait conversion rates due to the national
drive to increase early referral and Mrs Baxter reported that focus
remains on increased speciality groups, particularly breast and lung
referrals.

Following a query from Mrs A Stabler, Non-Executive Director, in
relation to delayed discharges and the recently reported additional
provider capacity, Mrs Baxter reported that lots of work around this area
continues and an in-depth discussion will take place in the private part
of the Board.

Mrs Findley provided an update on some of the work being undertaken
in relation to the safe indicators and reported that there were five serious
incidents reported in June which included themes relating to falls and
test results as well as one maternity serious incident. Duty of Candour
compliance is causing some concerns due to a gap in process however
immediate actions are being looked at.

Mrs Marshall queried whether a separate report for maternity incidents
should be presented to the Board however further discussion is required
on the best way forward and Mrs Findley will pick this up with Mrs
Baxter.

Mrs Stabler requested further information on the open patient safety
alert and Mrs Findley highlighted that this related to ligature points and
a way forward has been discussed at the Executive Risk Management
Group and the new Head of Risk is working through this.

Mrs Crichton-Jones provided an update on the well-led performance
and highlighted that challenges continue within workforce however she
highlighted that the Trust has recorded its lowest level of sickness
absence for the past 12 months and is due in part to a new policy and
training being introduced by the interim Head of People Services.
Appraisal and core training rates are being addressed within the
quarterly Business Unit Oversight meetings.

GF/JMB

Page 10 of 15




Page 13 of 288

Mrs G Findley, Chief Nurse, presented the report for nursing and
midwifery staffing in June 2022, and also provided assurance of ongoing
work to triangulate quality and safety metrics against staffing and care
hours.

Mrs Findley reported that June continued with significant staffing
challenges due to a continued surge on Covid activity within the
organisation which has impacted on staffing resource and the clinical
operating model. Significant staffing challenges remain due to
vacancies however focused work around the recruitment and retention
of staff continues. Out of 138 vacancies, 104 are in progress which
include the international trained nurses.

Mrs J Baxter, Chief Operating Officer, highlighted that some new
student recruits will have also potentially accepted other posts and Mrs
Findley reported that they will be contacted to confirm.

Mrs A Stabler, Non-Executive Director, queried whether outputs of the
Task and Finish Group would be reported back and Mrs Findley
explained that feedback is being provided to the Executive Team.

Mrs Y Ormston, Chief Executive, expressed concerns in relation to
sickness absence in addition to vacancies and queried how this was
being managed. Mrs Findley reported that processes are in place
including a buddy system for wards. Mrs L Crichton-Jones, Executive
Director of People and Organisational Development, highlighted that a
new HR Analyst has recently come into post therefore advanced
workforce data is moving forward and will be available soon.

Mrs Marshall felt that it was important to highlight that the report did not
state that no patient harm had taken place due to staffing pressures and
Mrs Findley explained that the new Deputy Chief Nurse would be
looking into the triangulation of reports and should be able to provide a
more in-depth assessment of this by mid October 2022.

After consideration, it was:

RESOLVED: to receive the report for assurance and note the work
being undertaken to address the shortfalls in staffing.

Agenda | Discussion and Action Points Action
Item By
The Board acknowledged the work being undertaken to address the
pressures impacting on the Trust’s performance and after consideration,
it was:
RESOLVED: to receive the report for assurance.
22/102 | NURSE STAFFING EXCEPTION REPORT:
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Discussion and Action Points

Action
By

22/103

FREEDOM TO SPEAK UP (FTSU) GUARDIAN REPORT:

Mrs L Crichton-Jones, Executive Director of People and Organisational
Development, and Mr G Rowlands, FTSU Guardian, provided an update
of FTSU activity from 1 January 2022 (Q4 2021-22) to 16 June 2022
(Q1 2022).

Mrs Crichton-Jones reported that work has been undertaken to revise
the format of the report to highlight trends, patterns and themes in line
with national guidance and drew attention to the recommendations
within the report. She reminded the Board that training will be provided
via a future Board Development Session.

Mr Rowlands highlighted some of the activity which has taken place
over the past six months and reported that 14 concerns have been
raised within the current reporting period. Mrs Crichton-Jones explained
that the report is discussed by the People and Organisational
Development Committee and assurance can be provided to the Board
that this is be monitored and progressed.

Mr Rowlands also highlighted that the FTSU Guardian is actively
involved in staff induction, medical staff induction and the newly
introduced “Managing Well” programme and meets with the POD Leads
and Head of People Services on a monthly basis to ensure a close
working relationship and joined up approach to people issues. Mrs
Crichton-dones also thanked Mrs H Parker, Non-Executive Director
Lead, who also meets with the team on six-weekly basis.

Mrs A Stabler, Non-Executive Director, reported that some of the
concerns raised by maternity teams has been addressed and work has
been redistributed by the Head of Midwifery. She also highlighted that
these were raised during the Ockenden visit and the team were assured
that the Board are sighted on concerns.

Mrs M Pavlou, Non-Executive Director, queried one of the issues raised
in relation to a serious unsubstantiated concern and Mr Rowlands
explained that this was raised anonymously and no evidence was found.
Mrs Crichton-Jones confirmed that no further contact has been received
despite opportunities provided therefore this has been closed.
Following further discussion, it was:

RESOLVED: to receive the report for assurance.

Mr Rowlands left the meeting.

JBoy

22/104

WRES AND WDES 6 MONTHLY REPORT:

Mrs L Crichton-Jones, Executive Director of People and Organisational
Director, and Mr K Sohanpal, Equality, Diversity and Inclusion (EDI) and

Page 12 of 15




Page 15 of 288

Agenda
Item

Discussion and Action Points

Action
By

Engagement Manager, presented the report which provides an update
on progress against the Workforce Race Equality Standard (WRES) and
Workforce Disability Equality Standard (WDES) indicators. The
associated actions inform the Trust's Equality Objectives and
overarching Equality Diversity & Inclusion Work Plan for 2021 and
beyond.

Mrs Crichton-Jones highlighted that the Trust was identified as being in
the Top 10 within the national WRES report from NHS England for two
indicators across England for:

e Indicator 2 - likelihood of appointment from shortlisting
e Indicator 5 - harassment, bullying or abuse from patients,
relatives, or the public in the last 12 months

Mr Sohanpal drew attention to EDI work plan, appendix 1 of Agenda
Item 17, which is being monitored by the Human Rights Equality
Diversity and Inclusion (HREDI) Programme Board and have identified
key areas of focus to address the improvement areas. One of the areas
includes reverse monitoring and Mrs Crichton-Jones reported that this
approach was highlighted as best practice and will be progressed
further.

Mrs Y Ormston, Chief Executive, felt that there was still work to do in
particular around progressing the management profile and suggested a
more detailed discussion could take place within one of the Board
Strategy Sessions. Mr Sohanpal commented that there was also
external work to do around culture and work around culture
competencies will begin in September 2022.

Further training is also being explored and Mrs Ormston reported that
an HR Toolkit was being looked at and will discuss further with Mr
Sohanpal outside of the meeting. Mrs G Findley, Chief Nurse,
highlighted that there is an opportunity for the Trust to work with NHS
England/NHS Improvement in delivering a bespoke programme around
Ethnic Minority Band 5 and Band 6 posts.

The Board welcomed the opportunity to discuss this in more detail as
part of a Board Strategy Session and Mrs Ormston agreed that it was
important to highlight Board leadership.

Following consideration, it was:
RESOLVED: i) to receive the report for assurance and note the
ongoing EDI Action Plan.
i) tosupport the prioritisation of the EDI agenda across
their work within the Trust.

Mr Sohanpal left the meeting.

YO

JBoy

Page 13 of 15
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Agenda
Item

Discussion and Action Points

Action
By

22/105

CYCLE OF BUSINESS:

Miss Boyle presented the cycle of business which outlines forthcoming
items for consideration by the Board. This will provide advanced notice
and greater visibility in relation to forward planning.

Therefore the Board were encouraged to review the cycle of business
ahead of the next meeting in September 2022 and it was:

RESOLVED: to receive the cycle of business for information.

22/106

QUESTIONS FROM GOVERNORS IN ATTENDANCE:

Mrs A Marshall invited those Governors in attendance to ask a question,
noting that some questions had been received in advance.

Following Mrs Ormston’s patient journey story, Mr J Bedlington felt that
it was important for patients to be given more information around
wellbeing support. Mrs Ormston highlighted that every patient is
provided with third sector information including Macmillan support and
patients are also offered buddy support which she found extremely
beneficial.

Mr Bedlington also felt that there were some concerning issues within
the FTSU report and Mrs Crichton-Jones explained that work was
progressing to ensure good visibility of the report and Mrs Parker
highlighted that discussions are taking place to ensure the report
contains meaningful content and comparative data is expected to be
included in the future.

Mrs Marshall thanked the Governors for their questions and attendance
at the meeting.

22/107

DATE AND TIME OF THE NEXT MEETING:

The next meeting of the Board of Directors will be held at 9:30am on
Tuesday 27" September 2022.

22/108

CLOSURE OF THE MEETING:

Mrs Marshall declared the meeting closed and highlighted that this will
be Mrs J Bilcliff's last meeting as Group Director of Finance & Digital
and Deputy Chief Executive.

On behalf of the Board, Mrs Ormston thanked her for her support during
her time with the Trust and wished her well in the future.

Page 14 of 15
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RESOLVED: to exclude the press and public from the remainder of the
meeting due to the confidential nature of the business to
be discussed

Agenda | Discussion and Action Points Action
Item By
22/109 | EXCLUSION OF THE PRESS AND PUBLIC:

Page 15 of 15
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PUBLIC BOARD ACTION TRACKER

NHS

Gateshead Health

NHS Foundation Trust

Ntljtr‘:\rt?er Date Action Deadline EXE::(tjlve Progress
22/42 25/05/2022 | Trust Objectives — to review Board Committee terms of | 27/09/2022 JBoy To come back to Board for ratification
reference, cycle of business and BAF to ensure (September 2022)
relevant objectives and key topics are included
22/60 25/05/2022 | SIRO/Digital report — to arrange a digital session via | 27/09/2022 JBoy Digital Strategy and SIRO report to be featured
Board Strategy Session on November Board agenda
22/63 25/05/2022 | Well Led Action Plan — to be monitored via SMT with a | 27/09/2022 JBoy Closure report to be deferred to November 2022
closure report to September Board
22/97 27/07/2022 | BAF —to provide further instructions on completion and | 27/09/2022 JBoy Training session held with Non-Executive
reporting back to Committees Directors in September, with a further session
planned for those unable to attend
22/103 | 27/07/2022 | FTSU — to arrange training within future Board Strategy | 27/09/2022 JBoy On agenda for October session
Session
22/104 | 27/07/2022 | WRES/WDES - to discuss HR training toolkit 27/09/2022 YO/KS
22/104 | 27/07/2022 | WRES/WDES - to arrange EDI discussion to take | 27/09/2022 JBoy On agenda for October session
place within future Board Strategy Session
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 7

Report Title:

Declaration of Interests

Name of Meeting:

Board of Directors

Date of Meeting:

27 September 2022

Author:

Jennifer Boyle, Company Secretary

Executive Sponsor:

Yvonne Ormston, Chief Executive
Alison Marshall, Chair

Report presented by:

Kirsty Roberton, Deputy Director of Corporate Services
and Transformation

Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: Discussion: | Assurance: | Information:

X O O O

To approve the inclusion of the declaration of interest for
Mrs Kris Mackenzie, Group Director of Finance and
Digital, into the Board’s register of interests.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
O d O
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance

e Patient outcomes /
experience
Quality and safety
People and organisational
development

e Governance and legal

e Equality, diversity and
inclusion

In accordance with regulatory requirements and the
Trust’s own Constitution and Standing Orders, the Trust
is required to maintain a register of interests for its Board
of Directors. All new Board Members are required to
declare their interests on appointment, with the
declaration being formally presented to the Board of
Directors for approval and incorporation into the register.
This is governed locally through the Trust’s Conflicts of
Interest policy.

All new Board Members are also required to make a fit
and proper person self-declaration on appointment. This
is in accordance with Regulation 5 of the Health and
Social Care Act 2008 (Regulated Activities) Regulations
2014 and the Trust’s own Fit and Proper Person Test

policy.

Kris Mackenzie, Group Director of Finance and Digital,
joined the Board of Directors on 1 September 2022,
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having previously held the position of Operational
Director of Finance at the Trust.

Assurance can be provided that Kris Mackenzie has
completed both the declaration of interests and fit and
proper person declaration.

A family connection to Mrs Y Ormston, Chief Executive,
has been appropriately declared. Assurance can be
provided to the Board that safeguards have been put in
place to ensure independence, and safeguards were also
implemented throughout the recruitment process.

Independent fit and proper person checks against public
registers have also been conducted with no issues to
highlight.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board is requested to:

e Approve the inclusion of Kris Mackenzie’s
declaration of interest return in the Board’s register
of interests.

e Be assured that the self-declaration in respect of fit
and proper persons has been completed in
accordance with the Trust’s policy.

Trust Strategic Aims that the
report relates to:

Aim 1 | We will continuously improve the quality and
X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
O make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes
Aim 5 | We will develop and expand our services within
O and beyond Gateshead
Trust corporate objectives SA1.3, SA3.2
that the report relates to:
Links to CQC KLOE Caring | Responsive | Well-led Effective Safe
o ] X ] X

Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and DATIX
reference)

None directly

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes No Not applicable
| O
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 8

Report Title:

Constitution Update: Governors and Volunteers

Name of Meeting:

Board of Directors

Date of Meeting:

27 September 2022

Author:

Jennifer Boyle, Company Secretary

Executive Sponsor:

Alison Marshall, Chair

Report presented by:

Kirsty Roberton, Deputy Director of Corporate Services
and Transformation

Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision:

X

Discussion:

O

Assurance:

O]

Information:

O

To vote on a proposed constitutional amendment to
reclassify volunteers as public members with respect to
Foundation Trust membership.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
d O d
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

Governor Governance and Development Committee — 7
September 2022

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

o Equality, diversity and
inclusion

e Volunteers are currently classified as staff
members for the purposes of Foundation Trust
membership and Governor elections.

e This change was made in 2019 and a number of
unintended consequences have been identified in
respect of this change.

e This paper outlines the options available and
considers which approach would best protect and
promote volunteering and maximise the
opportunities for representation at the Council.

e |t is noted that there would be an impact on
existing Governors from both Option 1 and Option
2 and this options appraisal has been undertaken
impartially based on an assessment of appropriate
governance (as requested by those Governors
who may be affected).

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

It is our recommendation that Option 2 is approved, i.e. to
enact a constitutional change to recognise volunteers as
public members. The rationale of this is that it supports
public Governors to become volunteers whilst also
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increasing the chances of volunteers being elected as
Governors (which we believe is important given the
valuable support our volunteers provide to colleagues
and patients).

It is noted that the Governor Governance and
Development Committee supported the proposal to
recommend Option 2 to the Council of Governors.

Trust Strategic Aims that the | Aim 1 | We will continuously improve the quality and
report relates to: X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
O make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
O and beyond Gateshead

Trust corporate objectives SA1.2, SA2.1, SA2.2
that the report relates to:

Links to CQC KLOE Caring | Responsive | Well-led Effective Safe
O O X O O

Risks / implications from this report (positive or negative):

Links to risks (identify None identified.

significant risks and DATIX

reference)

Has a Quality and Equality Yes No Not applicable

Impact Assessment (QEIA) O O

been completed?
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Governors and Volunteers

1. Introduction

1.1. Prior to July 2019 the Trust’s volunteers were classified for the purposes of
membership as being within the public member category.

1.2. In July 2019 a constitutional amendment was made to recategorise volunteers
within the staff membership category. This meant that any volunteers who
wished to stand for election as Governors would then need to stand as staff
Governors, with both staff and volunteers being eligible to vote within staff
Governor elections.

1.3. Recently a number of implications of this constitutional amendment have become
apparent, and consideration needs to be made as to whether a further
amendment is required to reverse the original change. Most notably, the current
approach may reduce the chances of current volunteers becoming Governors (as
the staff category has become highly contested and staff members significantly
outnumber volunteer members within this category), and also prevent public
Governors becoming volunteers (as they would need to resign as public
Governors).

1.4. Itis noted that there are current Governors who will be affected by either
retaining the current position and also by any changes to revert back to the
previous position for volunteers. The Chair and Company Secretary have
discussed the situation with affected Governors, who have requested that the
issue be considered impartially and without specific reference to the individuals
currently in post.

1.5. This paper aims to provide an impartial assessment of the implications of both
options, with a version of this paper being considered at the Governor
Governance and Development Committee on 7 September 2022. As the election
for January 2023 seats at the Council is fast-approaching, this is a time-critical
issue.

1.6. Itis noted that constitutional amendments must be approved by both the Board
and the Council of Governors, as outlined within the Constitution:

18. Amendment of the Constitution
18.1 (1) The Trust may make amendments to this Constitution only if —

(a) more than half of the members of the council of governors of the Trust voting approve
the amendments, and

(b) more than half of the members of the Board of Directors of the Trust voting approve the
amendments.

(2) Amendments made under this section take effect as soon as the conditions in subsection 18.1
(1) (a) and (b) are satisfied

1.7. The Council of Governors meets the day after the Board of Directors and will
receive a verbal overview of the outcome of the vote at Board.
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1.8.

It is also noted that any amendments would be required to be presented to the
next Annual General Meeting / Annual Members’ Meeting in 2023 accordance
with the following provision of the Constitution:

14.9.4 Where an amendment is made to the constitution in relation to the powers or duties of

the Council of Governors -

(a) at least one member of the Council of Governors must attend the next annual meeting
of members and present the amendment, and

14.9.5

If more than half of the members voting approve the amendment, the amendment

continues to have effect; otherwise it ceases to have effect and the Trust must take such
steps as are necessary as a result.

2. Option 1 —retain current approach with volunteers classified as staff
Governors

2.1.

2.2.

2.3.

2.4.

2.5.

2.6.

2.7.

Under the current approach volunteers are classified as staff members in respect
of Foundation Trust membership. This sends a clear message about the
importance of volunteers and the value placed upon them by the Trust. In this
sense it embodies the ‘one team’ approach.

The current approach doesn’t require any amendment to our Constitution and the
forthcoming election can proceed as normal.

A number of risks have been identified with the current approach, which has
resulted in the consideration of whether a further constitutional change is
required.

A detailed discussion with the election company has identified that public
Governors cannot become volunteers during their tenure without resigning their
seats and re-standing as staff Governors during the next round of elections. This
relates to a clause within the Constitution, which mirrors the model Constitution
for NHS foundation trusts:

5.5.3 Apersonwho is eligible to be a Member|of the Staff Constituency (see paragraph 5.4.1
above) may not become or continue as a Member of any Constituency other than the
staff Constituency.

To-date the Trust has been incorrect in its approach here, but as this fact is now
clear, there is no option but to apply this rule. This is not consistent with the
Trust’s desire to encourage volunteering and effectively terminates the term of a
public Governor should they wish to become a volunteer.

Another implication of the current approach is that it may be less likely for
volunteers to be elected as Governors within the staff category. In the last
election the staff seats were highly contested, and a volunteer who stood as a
staff Governor came 6™ out of the 7 candidates, who were competing for 3 seats.

It is reasonable to assume that this would be a likely outcome at future contested
staff elections, given that the number of staff who are members of the Foundation
Trust will far outweigh the number of the volunteers. It is assumed that staff
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candidates would be more likely to be known to their colleagues and therefore
would be more likely to attract a higher proportion of votes.

3. Option 2 — reverse the previous amendment and include volunteers within the

3.1.

3.2.

3.3.

3.4.

3.5.

3.6.

public membership category

A change to move volunteers back into public membership would mean that
technically they would not be classified as staff members for the purposes of
Foundation Trust membership. Whilst in reality this would not result in any
notable changes (except for Governor election time), it is appreciated that this
may be perceived as being a negative indicator of the value placed on
volunteers. This would require some careful messaging to assure volunteer
colleagues that this was not the case.

Should a constitutional change be made, any volunteers in the staff Governor
category would be required to resign and stand for election as a public Governor
within their relevant constituency in the next round of Governor elections. This is
an unavoidable and unfortunate consequence of a change.

The benefits of Option 2 have already been articulated in respect to the
downsides of Option 1. The two key benefits are summarised here.

This option allows public Governors to become volunteers without resigning from
their role as Governors. In this sense it encourages rather than discourages
Governors to become volunteers.

This option also increases the chances of volunteers being elected, as staff seats
have become highly contested and the assumption is that staff members are
more likely to know and vote for their staff colleagues. Whilst it could be assumed
that volunteers are more likely to vote for fellow volunteers, there is a smaller
number of volunteers than there are staff. Volunteers who stand for public
Governor and refer to their volunteer roles in their nomination statements are
likely to attract votes from public members who recognise their commitment and
knowledge of the Trust.

The proposed changes to the wording of the Constitution under Option 2 is
included at Appendix 1.

4. Wider context

41.

4.2.

Benchmarking information was sought from the election company, Civica, to help
understand how the Trust compares to their other clients. It is understood that in
most other trusts volunteers are classified as public members. As candidates
tend to include information about their volunteering roles in their nomination
statements, it is Civica’s view that this usually results in good representation from
volunteers amongst public Governors.

The below table outlines the approaches taken by neighbouring trusts:

Trust

How volunteers are reflected in respect of FT membership

Newcastle Volunteers are within the staff membership category.
Hospitals NHS This is one protected seat for volunteers, which only volunteers can

FT

vote for.
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Trust

How volunteers are reflected in respect of FT membership

This guarantees volunteer representation at the Council, but it is
limited to one seat.

The standard clause in the Constitution prevents public Governors
becoming volunteers and retaining their seat, although this situation
has not arisen in recent years at Newcastle.

Northumbria
Healthcare NHS
FT

Volunteers not specifically referenced and therefore are within the
public membership category.

North East
Ambulance
Service NHS FT

Volunteers not specifically referenced and therefore are within the
public membership category.

South Tyneside
and Sunderland

Volunteers not specifically referenced and therefore are within the
public membership category.

NHS FT

Cumbiria, Volunteers not specifically referenced and therefore are within the
Northumberland, | public membership category.

Tyne and Wear

NHS FT

5. Recommendations

5.1.

5.2.

5.3.

5.4.

5.5.

It is our recommendation that Option 2 is approved by the Board of Directors,
i.e. to propose a constitutional change to recognise volunteers as public
members. The rationale of this is that it supports public Governors to become
volunteers whilst also increasing the chances of volunteers being elected as
Governors (which we believe is important given the valuable support our
volunteers provide to colleagues and patients).

An extraordinary meeting of the Governor Governance and Development
Committee was called on 7 September to consider this issue, and a version of
this paper was reviewed by the Committee. The Committee discussed and
debated the issue at some length, seeking to focus on the wider long-term
implications of the options, whilst acknowledging that regretfully both options
would have personal implications for some current committed and valued
Governors.

On balance the Committee supported Option 2 — i.e. the recommendation to
make a constitutional change to recognise volunteers as public members (and
thereby as public Governors). One of the primary reasons for this was that the
current approach (i.e. Option 1) prevents public Governors becoming volunteers
whilst retaining their Governor positions, and the Committee felt that this could
be detrimental to both encouraging volunteering amongst Governors and
encouraging volunteers to stand for Governor positions.

On this basis, the Committee will be recommending Option 2 to the Council, but
also recommends that the Trust takes a wider look at the make-up of
constituencies and Council composition next year to ensure that it remains fit
for purpose and reflective of system-working requirements.

In summary it is recommended that the Board of Directors approves Option 2 —
to enact a constitutional change to recognise volunteers as public members.
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APPENDIX 1

Current wording (i.e. Option 1)

The current wording within the Constitution in respect of the classification of volunteers as
members of the staff constituency is as follows:

5.5.1 Members of the Trust who are Members of the Staff Constituency are to be individuals:

(a) who are employed under a contract of employment by the Trust or a wholly-
owned subsidiary of the Trust; or

(b) who are registered Trust volunteers and

(c) who satisfy the minimum duration requirements set out in paragraph 3(3) of
Schedule 1 to the 2003 Act, that is to say:

(i) in the case of individuals described at (a) above:

(aa) who are employed by the Trust under a contract of employment
which has no fixed term or a fixed term of at least 12 months, or

(bb) who have been continuously employed by the Trust for at least
12 months;
(ii) in the case of individuals described at (b) above, who have served as a

volunteer for a continuous period of 12 months; and
(d) who are not disqualified for Membership under paragraph 6.4 helow; and who
have been invited by the Trust to become a Member of that Constituency and
have not informed the Trust that they do not wish to do so
5.5.2 The minimum number of Members required for the Staff Constituency is 2,000.
5.5.3 A person who is eligible to be a Member of the Staff Constituency (see paragraph 5.4.1

above) may not become or continue as a Member of any Constituency other than the
staff Constituency.

There is further mention of volunteers in the following paragraph:

6.2 The Council of Governors of the Trust is to include:
(a) 17 Public Governors
(b) 6 Staff Governors of whom a maximum of 2 may be staff volunteers|
(Q) 1 Clinical Commissioning Group Governor
(d) 1 Local Authority Governor
(e) 7 Partnership Governors

The number of Public Governors comprise more than half the total Membership of the Council.
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Option 2 — proposed changes to wording

The proposed change under Option 2 would be to remove reference to volunteers from the
Constitution entirely, as this would return the Trust to the previous position of volunteers
being classified as public members (noting that they would be required to register as
Foundation Trust members individually, as per previous arrangements).

The proposed change would be to remove the following:
e Paragraph 5.5.1 (b)
e Paragraph 5.5.1 (c) (ii)

Paragraph 6.2 (c) would be reworded to state: 6 staff Governors
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 9

Report Title:

Board Committee Terms of Reference

Name of Meeting:

Board of Directors

Date of Meeting:

27 September 2022

Author:

Jennifer Boyle, Company Secretary

Executive Sponsor:

Alison Marshall, Chair

Report presented by:

Kirsty Roberton, Deputy Director of Corporate Services
and Transformation

Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: Discussion: | Assurance: | Information:

X O O O

Following the approval of the Trust’s new strategy and
the corporate objectives for 2022/23, there was a Board
action agreed to review the terms of reference of the
main Board committees to ensure that core elements of
the strategy and objectives are included for assurance
purposes.

The purpose of this report is to enable the Board to
approve minor amendments to the terms of reference.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
(] O O
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

People and Organisational Development Committee

Please note these minor amendments have not been
formally presented to the other Board committees.

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

e FEquality, diversity and
inclusion

The Company Secretary has undertaken a review of the
terms of reference of the committees which have
responsibility for seeking assurance over the delivery of
the strategy and objectives, namely:

Digital Committee

Finance and Performance Committee

Quality Governance Committee

People and Organisational Development
Committee

Minor changes are proposed (highlighted in yellow),
which are presented to Board for ratification. It is noted
that in all terms of reference there was a pre-existing role
already articulated in relation to strategy and corporate
objective monitoring. It is not proposed to make the terms
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of reference too detailed and prescriptive, so only
significant new topics (such as health inequalities) are
proposed for specific inclusion.

Summary of changes:

Quality Governance Committee:

e Reference to seeking assurance over health
inequalities and Gateshead system contribution

e Reference to strategies within the remit of the
Committee.

Finance and Performance Committee:

e Reference to strategies within the remit of the
Committee.

e Transformation role description expanded to
include seeking assurance over major schemes
likely to impact upon operational and financial
performance (e.g. New Operating Model).

Digital Committee:

¢ No changes proposed to align to the strategy and
objectives.

¢ Minor amendment made to align quoracy to other
committees and reference the role of the Governor
observers.

People and Organisational Development (POD)
Committee (note the POD team have undertaken a wider
review of the terms of reference, resulting in a number of
these amendments):

¢ No specific changes required to align to the
strategy.

e Attendees revised to include senior managers,
including a senior manager from Finance to
provide cross-representation.

e Reference to the role of Governor observers
included.

e  Quorum amended in line with other committees.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board is requested to review and ratify the revised
terms of reference for the Board committees.

Trust Strategic Aims that the
report relates to:

Aim 1 | We will continuously improve the quality and
X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
X in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
X and beyond Gateshead
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Trust corporate objectives
that the report relates to:

All

Links to CQC KLOE

Caring | Responsive

O O]

Well-led
X

Effective Safe

O O

Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and DATIX
reference)

None directly

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes
O

No

Not applicable
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Committee m

Gateshead Health

Terms Of REference NHS Foundation Trust

Quality Governance Committee

Constitution and Purpose — The Quality Governance Committee is a formal committee of the Board with
delegated responsibility to monitor, review and make recommendations to the Trust Board with regard to
all aspects of quality of clinical care; quality and clinical governance systems; clinical risk issues, research &
development; and regulatory standards of quality and safety.

The Committee is authorised by the Trust Board of Directors to investigate any activity within its Terms of
Reference. Any decisions of the Committee shall be taken on a majority basis. All members of the
Committee have an equal vote. In the event of a tied vote, the Chair of the meeting will hold the casting
vote.

Date Adopted / Reviewed Revised February 2022 — approved by the Quality Governance Committee

March 2022 — ratified by the Board of Directors

Review Frequency Annually

Review and approval Quality Governance Committee

Adoption and ratification Trust Board

Membership The Committee shall be appointed by the Trust Board and shall consist of:
e 2 Non-Executive Directors — one with clinical / medical
expertise and knowledge to act as Committee Chair
e Medical Director
e  Chief Nurse
e Chief Operating Officer
e Director of People and Organisational Development
A Non-Executive Director shall be nominated as Deputy Chair for the
Committee.

Attendance

The following will be expected to attend the Committee on a routine basis:
e Deputy Director of Nursing, Quality and Safety

e Deputy Medical Director

e Deputy Director of Corporate Services and Transformation
e Head of Quality and Patient Experience

e Head of Risk and Patient Safety

Executive Directors and senior managers should ensure that a deputy
attends in their absence.
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Meeting frequency and
qguorum

Meeting organisation

Strategy, planning and risk

Other Executive Directors and Senior Managers may be invited to attend
meetings depending upon the issues under discussion.

Two nominated Governors will be in attendance at the Committee as
observers.

Meetings shall be held bi-monthly.

Additional extraordinary meetings of the Committee can be called by the
Chair in accordance with business need.

To be quorate there should be at least 1 Non-Executive Director and 2
Executive Directors present.

Members and regular attendees are expected to achieve 75% attendance
annually.

The Committee shall be supported administratively by the Corporate
Management Team secretarial body.

In accordance with the Trust’s Standing Orders, papers will be circulated
to members and attendees six days before the meeting wherever
possible, and no later than three clear days before the meeting, save in
emergency.

Minutes of the Committee’s meetings are held by the Corporate
Management Team secretarial body and are circulated (alongside the
agenda for the following meeting), to members and attendees.

Committee duties and responsibilities

To seek assurance over the delivery of the corporate objectives mapped
to the Committee for monitoring at the commencement of the financial
year. This includes seeking assurance over the Trust’s contribution to
tackling health inequalities and the contribution to Gateshead system
working to improve health and care outcomes to the local population.

To approve and seek assurance over the delivery of national and local-
level strategies relating to the remit of the Committee. This includes: the
Allied Health Professional Strategy; Nursing Strategy; Midwifery Strategy;
Cancer Strategy; Quality Strategy and Research and Development Strategy.

To review the sections of the Board Assurance Framework (BAF) mapped
to the Committee for oversight and assurance, triangulating the control
and assurance assertions on the BAF with the assurances and risks
identified during each meeting.

To review the quality / medical-related risks on the Organisational Risk
Register, seeking assurance over the effective management of these risks
towards the achievement of their target scores. The Committee will
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Patient experience

triangulate the risk registers against the assurances and risks emerging
from the meeting for completeness.

The Integrated Oversight Report will be used to provide an overview of
aspects of safety performance (in accordance with the metrics defined in
NHS England and Improvement’s Single Oversight Report) and enable
spotlight reporting on areas of greatest risk. This report includes maternity
and neonatal quality and safety indicators and is also reviewed by the
Board (resulting in monthly review of maternity metrics).

Seek assurance that the Trust has effective systems for safety, with
particular focus on quality, patient safety, staff safety and wider health &
safety requirements. This should also include routine assurance regarding
compliance with safe staffing levels.

Seek assurance over the robustness of procedures to ensure that adverse
incidents and events are detected, openly investigated, with lessons
learned being promptly applied and appropriately disseminated in the
best interests of patients, of staff and of the Trust.

To seek assurance that the Trust embeds learning from deaths and had a
robust process in place which complies with mandatory requirements.
To seek assurance that the Trust appropriately responds to requests and
requirements from coroners and other regulatory bodies in respect of
patient safety.

To gain assurance that the Trust has in place such systems of work and
controls that ensure medicines are effectively managed and complaint
with legislative requirements.

To gain assurance that the Trust has in place such systems of work and
controls that ensure medical devices are effectively managed and
complaint with legislative requirements.

To gain assurance that the Trust has in place systems of work and controls
that ensure infection prevention and control is effectively managed and
compliant with legislative requirements.

To gain assurance that safeguarding is compliant with national and local
requirements such that patients are safe in the Trust’s care.

On behalf of the Board the Committee will seek assurance on maternity
services at least quarterly. This report will include:

e Serious Incident key themes

e Maternity staffing for all relevant professional groups
e Clinical outcomes and compliance

e Essential training compliance

The Integrated Oversight Report will be used to provide an overview of
aspects of patient experience metrics (in accordance with the metrics
defined in NHS England and Improvement’s Single Oversight Report) and
enable spotlight reporting on areas of greatest risk.
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Clinical effectiveness,
leadership and training

Regulatory and governance

Seek assurance that the Trust has effective systems for delivering a high
quality experience for all its patients and users, with particular focus on
involvement and engagement for the purposes of learning and making
improvement.

To provide assurance to Trust Board that there are robust systems for
learning lessons from complaints, and action is being taken to minimise
the risk of occurrence of adverse events. This should include the sharing of
aspects of good practice identified through compliments and patient
feedback.

To seek assurance that the Trust is delivering high quality care for patients
with learning disabilities in accordance with nationally and locally
prescribed standards.

The Integrated Oversight Report will be used to provide an overview of
aspects of clinical effectiveness and outcomes (in accordance with the
metrics defined in NHS England and Improvement’s Single Oversight
Report) and enable spotlight reporting on areas of greatest risk.

Seek assurance that the Trust has effective systems for monitoring clinical
outcomes and clinical effectiveness, with particular focus on ensuring
patients receive the best possible outcomes of care across the full range of
Trust activities.

To seek assurance over the effective engagement of clinical leads in the
development and delivery of quality improvement initiatives.

To review the clinical audit plan and progress reports to support the
assurance process regarding effective clinical practice.

Through close working with the HR Committee, seek assurance that
statutory and mandatory training requirements relating to quality of care
and clinical practice are being fulfilled.

To monitor, scrutinise and provide assurance to the Trust Board on the
Trust’s compliance with core regulatory standards, including the Care
Quality Commission’s Fundamental Standards, quality-related elements of
NHS England and Improvement metrics and NICE guidance.

On behalf of the Board, take a lead role in seeking assurance that the
Trust’s annual Quality Report is compliant with regulatory requirements,
reflective of the main achievements and challenges during the year and
has been appropriately consulted upon.

To triangulate through assurance the robustness of quality-assurance
processes relating to all research undertaken in the name of the Trust and
/ or by its staff, in terms of compliance with standards and ethics, and
clinical and patient safety improvement processes.
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Sub-groups

Board reporting

Monitoring

To receive an annual assurance report on the compliance with the NHS
England and Improvement ‘Developing Workforce Safeguards’
requirements.

To receive for information and assurance Internal Audit reports pertaining

to the remit of the Committee.

To receive for information and assurance any reports from external

reviews pertaining to the remit of the Committee.

To review feedback from NHSI relating to quality and safety.

To review any material emerging regulatory guidance / requirements in
relation to quality and clinical matters on behalf of the Board.

Reporting and monitoring

The following sub-groups report into the Committee:

Mental Health Act Compliance Group

Nursing, Midwifery and AHP Professional Forum
Group Health and Safety Committee

Infection, Prevention and Control Committee
Safeguarding Committee

Mortality and Morbidity Steering Group
Safecare, Risk and Patient Safety Council

The minutes and summary of assurances and escalations documents are

received by the Committee as part of the flow of assurance through the

Trust’s governance structure.

The Committee will receive detailed assurance reports from the Mental
Health Act Legislation Committee.

An assurance report from the Committee will be presented by the Chair to

the next meeting of the Board of Directors.

Compliance with the terms of reference will be reviewed via an annual

self-assessment. This will inform any proposed revisions to the terms of

reference and the cycle of business.

The outcome of the effectiveness and terms of reference review is
presented to the Board of Directors following consideration by the
Committee.
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Committee m

Gateshead Health
Terms Of REference NHS Foundation Trust

Finance and Performance Committee

Constitution and Purpose — The Finance and Performance Committee is a formal committee of the Board
with delegated responsibility to monitor, review and make recommendations to the Trust Board with
regard to the detailed financial and operational performance of the Trust.

The Committee is authorised by the Trust Board of Directors to investigate any activity within its Terms of
Reference. Any decisions of the Committee shall be taken on a majority basis. All members of the
Committee have an equal vote. In the event of a tied vote, the Chair of the meeting will hold the casting
vote.

Date Adopted / Reviewed September 2021 — approved by Finance and Performance Committee

November 2021 — ratified by the Board of Directors

Review Frequency Annual

Review and approval Finance and Performance Committee

Adoption and ratification Board of Directors

Membership The Committee shall be appointed by the Trust Board and shall consist of:
e Two Non-Executive Directors

e  Trust Chair

e Chief Executive

e Group Director of Finance

e Chief Operating Officer
The Committee shall be chaired by a Non-Executive Director with relevant
skills and experience. A Non-Executive Director shall be nominated as
Deputy Chair for the Committee.

Attendance Executive Directors and senior managers should ensure that a deputy
attends in their absence.

Other Executive Directors and Senior Managers may be invited to attend
meetings depending upon the issues under discussion.

Meeting frequency and Meetings shall be held monthly and as required by the national planning
quorum timetable. Meetings shall be held prior to the Trust Board to support the
timely flow of assurance and items for escalation.
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Meeting organisation

Strategy, planning and risk

Finance

To be quorate there should be at least 2 Non-Executive Directors (one of
whom can be the Trust Chair) and 1 Executive Director present.

Members and regular attendees are expected to achieve 75% attendance
annually.

The Committee shall be supported administratively by the Corporate
Management Team secretarial body.

In accordance with the Trust’s Standing Orders, papers will be circulated
to members and attendees six days before the meeting wherever
possible, and no later than three clear days before the meeting, save in
emergency.

Minutes of the Committee’s meetings are held by the Corporate
Management Team secretarial body and are circulated (alongside the
agenda for the following meeting), to members and attendees.

Committee duties and responsibilities

To undertake detailed scrutiny of the adequacy of the Trust’s financial,
operational, capacity and demand estimates, forecasts and planning
assumptions (in line with the latest regulatory requirements), making a
recommendation to the Trust Board with respect to their approval.

To seek assurance over the delivery of the corporate objectives mapped
to the Committee for monitoring at the commencement of the financial
year.

To seek assurance over the delivery of national and local-level strategies
relating to finance and operations. This includes the delivery of the
commercial strategy and finance strategy (following Board approval), as
well as the approval and monitoring of the Transformation and Quality
Improvement strategy.

To review the sections of the Board Assurance Framework (BAF) mapped
to the Committee for oversight and assurance, triangulating the control
and assurance assertions on the BAF with the assurances and risks
identified during each meeting.

To review the Finance and Operations-related risks from the
Organisational Risk Register, seeking assurance over the effective
management of these risks towards the achievement of their target scores.
The Committee will triangulate the risk registers against the assurances
and risks emerging from the meeting for completeness.

To review and monitor the Trust’s contractual performance and
associated income, considering the implications of longer-term financial
strategy for the Trust, taking into consideration the outcomes reported to
the Committee from contract review meetings.

10
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Capital and investment

Performance

Subsidiary governance

To undertake detailed scrutiny of the monthly consolidated finance report
and financial regulatory returns. This includes seeking assurance over the
following areas:

e achievement of the financial and use of resources metrics
identified in the Single Oversight Framework and planning
guidance.

e Achievement of cost reduction programme (CRP) plans

e Budget versus actual performance, including forecasting where
appropriate

To review exception reports from business units and seek assurance over
recovery plans, in line with the accountability framework requirements.

To review a register of contracts and seek assurance over the performance
of those deemed to be material — financially or reputationally.

To receive quarterly reports and to monitor progress against the capital
plan and make any recommendations to the Trust Board as required.

To review the Trust’s Investment Strategy at least annually, making
recommendations for amendments to the Trust Board.

To review and discuss any significant initiatives, projects and issues that
impact financially on the Trust and that the Committee deem appropriate,
and make recommendations to the Board as necessary. This should be in
accordance with the Trust’s Scheme of Delegation.

Review of business cases in accordance with the delegated limits outlined
within the Trust’s Scheme of Delegation.

To receive assurance reports from the Supplies & Procurement Group
highlighting any areas of non compliance with SFIs and a summary of
single tender waivers.

Review the Integrated Oversight Report with a particular focus on
performance measures, seeking assurance over the plans in place to
deliver against targets and the actions in place to address those areas
reported as exceptions (including any major standalone performance
recovery plans). This review will include specific focus on the performance
metrics outlined in the NHS England and Improvement Single Oversight
Framework. Operations Directors should be invited to attend where
appropriate to support deep dive discussions into elements of
performance and operational service development within the Trust.

To monitor capacity, demand and delivery of national standards against
planned levels and make recommendations to the Trust Board where
required.

To seek assurance over the performance of the Trust’s subsidiary, QE
Facilities, against its contract with the Trust.

To monitor the impact of the subsidiary on group financial performance.

11
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Transformation

Regulatory and governance

Sub-groups

Board reporting

Monitoring

Via the Transformation Board reporting, seek assurance over the
transformation programme, including its plan, delivery and outputs. This
includes delivery of major transformational schemes which have a
significant link to operational and / or financial performance.

To receive for information and assurance Internal Audit reports pertaining
to the remit of the Committee.

To review feedback from NHSI relating to financial, operational and
planning matters.

To review any material emerging regulatory guidance / requirements in
relation to finance and operational matters on behalf of the Board.

Reporting and monitoring

The following sub-groups report into the Committee:

e Transformation Board

e  Supply Procurement Committee
The minutes and summary of assurances and escalations document are
received by the Committee as part of the flow of assurance through the
Trust’s governance structure.

An assurance report from the Committee will be presented by the Chair to
the next meeting of the Board of Directors.

Compliance with the terms of reference will be reviewed via an annual
self-assessment. This will inform any proposed revisions to the terms of
reference and the cycle of business.

The outcome of the effectiveness and terms of reference review is
presented to the Board of Directors following considered by the
Committee.

12
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Committee m

Gateshead Health

Terms Of REference NHS Foundation Trust

Digital Committee

Constitution and Purpose — The Digital Committee is a formal committee of the Trust Board with
delegated responsibility to develop, implement and review the Trust’s Digital Strategy and associated
transformation programme initiatives, as approved by the Trust Board with the objective of maximising
the contribution of digital solutions and services in the delivery of the Trust’s Strategic Plan and objectives.
Note the Committee does not have Group-wide responsibilities and is an assurance committee of the
Trust only.

The Committee is authorised by the Trust Board of Directors to investigate any activity within its Terms of
Reference. Any decisions of the Committee shall be taken on a majority basis. All members of the
Committee have an equal vote. In the event of a tied vote, the Chair of the meeting will hold the casting
vote.

Date Adopted / Reviewed December 2021 — Digital Committee

January 2022 — Board of Directors

Review Frequency Annually

Review and approval Digital Committee

Adoption and ratification Trust Board

Membership The Committee shall be appointed by the Trust Board and shall consist of:
e 2 Non-Executive Directors

e Group Director of Finance and Digital

e Medical Director
A Non-Executive Director shall be nominated as Deputy Chair for the
Committee.

Attendance

The following will be expected to attend the Committee on a routine basis:
e Chief Digital Information Officer

e Chief Clinical Information Officer

e  Chief Nursing Information Officer

e Head of Digital Transformation and Assurance
e Head of Digital Solutions and Technical Services

Executive Directors and senior managers should ensure that a deputy
attends in their absence.

13
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Meeting frequency and
qguorum

Meeting organisation

Strategy and planning

Operational service delivery
assurance

Regulatory and governance

Other Executive Directors and Senior Managers may be invited to attend
meetings depending upon the issues under discussion.

Two nominated Governors will be in attendance at the Committee as
observers.

Meetings shall be held bi-monthly. Meetings shall be held prior to the Trust
Board to support the timely flow of assurance and items for escalation.

To be quorate there should be at least 1 Non-Executive Director and 1
Executive Director present.

The Committee shall be supported administratively by the Corporate
Management Team secretarial body.

In accordance with the Trust’s Standing Orders, papers will be circulated to
members and attendees six days before the meeting wherever possible,
and no later than three clear days before the meeting, save in emergency.

Minutes of the Committee’s meetings are held by the Corporate
Management Team secretarial body and are circulated (alongside the
agenda for the following meeting), to members and attendees.

Committee duties and responsibilities

To seek assurance over the delivery of the strategic objectives mapped to
the Committee for monitoring at the commencement of the financial year.

To seek assurance over the delivery of national and local-level strategies
relating to the remit of the Committee, including the Trust’s Digital Strategy
and roadmap.

To seek assurance over the responsiveness and effectiveness of the digital
services in respect of user requests and issue resolution.

Seek assurance over the completeness and accuracy of clinical coding,
recognising the importance of coding in respect of both its quality and
financial implications.

To seek assurance that the Trust has in place appropriate arrangements for
ensuring that technology is secure and up-to-date and that IT systems are
protected from cyber threats in accordance with national requirements.

Seek assurance over the effectiveness of the Trust’s Information Asset
Owners and their roles in respect of key systems. This includes assurance
over data quality relating to the Trust’s systems and processes, the
completion of Data Protection Impact Analyses where required and
assurances regarding the clinical safety of systems.

14
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Risk management

Sub-groups

To seek assurance over performance against key information governance
standards and requirements, including Freedom of Information requests,
data breaches and information governance training.

To provide assurance to the Trust Board that the Trust is compliant with the
relevant Data Security and Protection toolkit standards and national
requirements.

To seek assurance over the appropriate storage and processing of records
across the Trust including compliance with the General Data Protection
Regulation requirements, local policy and subject access requests.

To receive for information and assurance Internal Audit reports pertaining
to the remit of the Committee, particularly in respect of audits completed
by the Technology Risk and Assurance arm of AuditOne.

To receive for information and assurance any reports from external reviews
pertaining to the remit of the Committee.

To review feedback from NHSI and the Information Commissioner relating
to digital technology and information governance.

To review any material relating to emerging regulatory guidance /
requirements with respect to digital and information governance matters
on behalf of the Board.

To review the sections of the Board Assurance Framework (BAF) mapped
to the Committee for oversight and assurance, triangulating the control and
assurance assertions on the BAF with the assurances and risks identified
during each meeting.

To review the digital-related risks on the Organisational Risk Register,
seeking assurance over the effective management of these risks towards the
achievement of their target scores. The Committee will triangulate the risk
registers against the assurances and risks emerging from the meeting for
completeness.

Reporting and monitoring

The following sub-groups report into the Committee:

o Digital Transformation Group

e Digital Assurance Group
The minutes and summary of assurances and escalations document are
received by the Committee at every meeting as part of the flow of assurance
through the Trust’s governance structure.

15
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Board reporting An assurance report from the Committee will be presented by the Chair to
the next meeting of the Board of Directors.

Monitoring Compliance with the terms of reference will be reviewed via an annual self-
assessment. This will inform any proposed revisions to the terms of
reference and the cycle of business.

The outcome of the effectiveness and terms of reference review is
presented to the Board of Directors following considered by the Committee.

16
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Committee m

Gateshead Health

Terms Of REference NHS Foundation Trust

People and Organisational Development Committee

Constitution and Purpose — The People and Organisational Development (POD) Committee is a formal
committee of the Board with delegated responsibility to monitor, review and make recommendations to
the Trust Board with regard to the development and delivery of the Trust’s People Strategy and other
strategic people-related matters.

The Committee is authorised by the Trust Board of Directors to investigate any activity within its Terms of
Reference. Any decisions of the Committee shall be taken on a majority basis. All members of the
Committee have an equal vote. In the event of a tied vote, the Chair of the meeting will hold the casting
vote.

Date Adopted / Reviewed September 2021 — approved by the People and Organisational
Development Committee

November 2021 — ratified by the Board of Directors

September 2022 — Reviewed by People and OD committee

Review Frequency Annually

Review and approval People and Organisational Development Committee

Adoption and ratification Board of Directors

Membership The Committee shall be appointed by the Trust Board and shall consist of:

e 2 Non-Executive Directors, one of whom shall chair the
Committee

e Executive Director of People and Organisational
Development

e  Chief Nurse

e Chief Operating Officer

e Medical Director

e A Non-Executive Director shall be nominated as Deputy
Chair for the Committee.

Attendance

The following will be expected to attend the Committee on a routine basis:
e Deputy Director of People and Organisational
Development
e lead AHP
e People and OD Heads of Service

17
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Meeting frequency and
quorum

Meeting organisation

Strategy, planning and risk

e Senior Finance representative (post to be agreed)

Executive Directors and senior managers should ensure that a deputy
attends in their absence.

Other Executive Directors and Senior Managers may be invited to attend
meetings depending upon the issues under discussion.

Two of the Trust’s Governors will routinely observe the Committee.

Meetings shall be held bi-monthly and as required by the national
planning timetable. Meetings shall be held prior to the Trust Board to
support the timely flow of assurance and items for escalation.

To be quorate there should be at least 1 Non-Executive Directors and 1
Executive Director present.

Members and regular attendees are expected to achieve 75% attendance
annually.

The Committee shall be supported administratively by the Corporate
Management Team secretarial body.

In accordance with the Trust’s Standing Orders, papers will be circulated
to members and attendees six days before the meeting wherever
possible, and no later than three clear days before the meeting, save in
emergency.

Minutes of the Committee’s meetings are held by the Corporate
Management Team secretarial body and are circulated (alongside the
agenda for the following meeting), to members and attendees.

Committee duties and responsibilities

To seek assurance over the delivery of national and local-level strategies
relating to people and organisational development matters. This should
include:

e People Plan (national) and local People Strategy

e Health and Wellbeing Strategy

e Leadership and Organisational Development Strategy

e Equality, Diversity and Inclusion Strategy

e Freedom to Speak Up Strategy
To seek assurance over the delivery of the corporate objectives mapped
to the Committee for monitoring at the commencement of the financial
year.

To undertake detailed scrutiny of the adequacy of the Trust’s workforce
and recruitment forecasts and planning assumptions (in line with the
latest regulatory planning requirements), making a recommendation to

18
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Leadership, culture, and
organisational development

Looking after our people

People supply and new ways

of working

the Trust Board with respect to their approval. Note this will require some
cross working with the Finance and Performance Committee.

To review the sections of the Board Assurance Framework (BAF) mapped
to the Committee for oversight and assurance, triangulating the control
and assurance assertions on the BAF with the assurances and risks
identified during each meeting.

To review the People and Organisational Development-related risks on
the Organisational Risk Registers, seeking assurance over the effective
management of these risks towards the achievement of their target scores.
The Committee will triangulate the risk registers against the assurances
and risks emerging from the meeting for completeness.

To review the annual NHS staff survey results and annual GMC staff
survey results, including any corresponding action plans, seeking
assurance on behalf of the Board that actions are being progressed.

To receive staff stories to support effective triangulation and a deeper
understanding of staff experience and culture within the Trust. This should
be thematic in nature and focus on assurance over shared learnings /
shared good practice.

To seek assurance that current and future leadership, training and
development plans are robust, cover mandatory requirements and
support career development within the Trust. This includes the receipt of
the feedback and any associated action plans from the Health Education
North East’s Annual Dean’s Quality Meeting (ADQM).

Maintain oversight of the Trust’s equality, diversity and inclusion
initiative, taking a leadership role in securing positive progress, monitoring
progress and visibly promoting EDI throughout the Trust. This includes
review and approval of a number of annual reports on behalf of the Board,
including:

e Equality annual report

e  Workforce Race Equality Standard (WRES)

o  Workforce Disability Equality Standard (WDES)

e Gender pay gap report
To receive for assurance bi-annual reports on Freedom to Speak Up
activity, themes and trends.

To receive for assurance the quarterly Guardian of Safe Working reports,
seeking assurance that rotas and working conditions are safe for doctors
and patients.

Note that reports under the ‘leadership, culture and organisational
development’ section, also link to the role of ‘looking after our people’.

Monitor the delivery of the workforce plan, seeking assurance over the
achievement of the plan and the management of any associated risks.
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People performance

Regulatory and governance

Sub-groups

Board reporting

Monitoring

Review the Integrated Oversight Report with a particular focus on people
measures seeking assurance over the plans in place to deliver against
targets and the actions in place to address those areas reported as
exceptions. This review will include specific focus on the people and
leadership metrics outlined in the NHS England and Improvement Single
Oversight Framework.

Review the People and OD Metrics report which provides more detailed
breakdowns of people-related metrics. This should be undertaken in
conjunction with the review of the Integrated Oversight Report.

To receive an annual assurance report on the compliance with Regulation
5 — Fit and Proper Persons (Directors).

To receive an annual assurance report on the compliance with the NHS
England and Improvement ‘Developing Workforce Safeguards’
requirements.

On behalf of the Board to review and approve the Framework of Quality
Assurance for Responsible Officers and Revalidation Annual Board Report
and Compliance Statement.

To receive for information and assurance Internal Audit reports pertaining
to the remit of the Committee.

To receive for information and assurance any reports from external
reviews pertaining to the remit of the Committee.

To review feedback from NHSI relating to people and leadership.

To review any material emerging regulatory guidance / requirements in
relation to people and organisational development matters on behalf of
the Board.

Reporting and monitoring

The People and OD Portfolio Board formally reports into the Senior
Management Team (SMT), although the Chair of the People and OD
Portfolio Board will also provide an update report to the Committee to
provide assurance over its core workstreams.

An assurance report from the Committee will be presented by the Chair to
the next meeting of the Board of Directors.

Compliance with the terms of reference will be reviewed via an annual
self-assessment. This will inform any proposed revisions to the terms of
reference and the cycle of business.
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The outcome of the effectiveness and terms of reference review is
presented to the Board of Directors following considered by the
Committee.
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process and the Operational Trust Winter Plan will
need to continue to evolve to meet winter pressures

e The winter of 2022/23 is expected to bring an
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alongside other winter viruses, the on-going costs
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and a parallel need to recover activity significantly
affected by the pandemic

e The Trust are collectively focused on using winter
planning to reduce impacts and provide mitigation to
ensure our patients continue to receive safe, effective
care and positive patient outcomes

o Staffing shortages, in particular nurse staffing
vacancies, continue to provide a challenging
environment for winter planning




Page 51 of 288

e The focus of our winter planning continues to be on
avoiding admissions, reducing length of stay and
ensuring timely discharges

e The Trust has worked collaboratively on winter
planning with EPRR and Integrated Care System
partners, the Regional Chief Operating Officer Group
and the Urgent & Emergency Care Network

The Draft Strategic Winter Plan 2022-23 is attached as
appendix 1 to this report.
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to do with this paper

The Trust Board are asked to review the Strategic Winter
Plan and to consider if it provides reasonable assurance
to support the work of the Trust during the Winter period
2022-23
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Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency
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within the draft Operational Winter Plan.
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acknowledged in existing Trust risk registers, that may
impact the trust concurrently if collectively realised

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes No Not applicable
O O




Page 52 of 288

NHS

Gateshead Health

NHS Foundation Trust

DRAFT

Winter Plan 2022-23

A strategic overview
September 2022

.

! /




Page 53 of 288

Contents

1. AIM aNd ODJECHVES....cccvi i e e e eee 3
2. INtroduction & OVEIVIEW........uuiiiiiicii e e 3
3. Covid-19-Organisational Learning ..........ccoeveuuiiieiiiinieeiieeeeiineeeeneeeeennns 5
4. Review of WINter 2021-22........cu oot 9
5. National Guidance & Good PractiCe ...........cccevivviiiiiiiiiiieccie e 10
6. Approach to Winter 2022-23 ..o 11
7. Purpose of the Internal Operational Winter Plan 2022-23................... 13
8. RISK MaAnNageMENL.........iiiiiii e e e 14
9. FIUPIANNING ...uiiiii e 14
10. Roles and ResponSIbIlItIES...........oveiiiiiiii e 15
11, COMMUINICALIONS ...utiiieeeeiiiie e e ettt e e e et e e et e e e e e et e e e e eeeann e e e eeennns 20
12. WOTKFOIrCE PIaN .....vviiiiieeis e 21
13. MEICAI COVET ...ttt e et e e e e eeees 25
IS U1 (0= Y PP 25
15. Clinical SUPPOIT SEIVICES ....ccuuiiieii e e e 26
16. COMMUINILY ©.ieieieeei e e e e et e e e e e e et e e e e e e e eann e 29
I LYol o =T o 1= P 30
18. Collaborative Operational Planning..........ccccocvviiiiiiiiiiiiieeein e, 31
19. QEF FacilitieS TeaM .......coeuiiiii e e 31
20. Transformation Portfolio ............ccooeiiiiiiii e, 32
P2 T = Tox = L = o 33
P22 O o] [ox 1] o] o 1R 34
Appendix 1 — Risk Management...........covvevieiiiiiiiiieciiee e 35
Appendix 2 - Financial Plan............coooiiiiiiii e 37

#GatesheadHealth Page | 2 Gateshead Health NHS Foundation Trust



Page 54 of 288

1. Aim and Objectives

The aim of this plan is to provide a strategic overview and assurance for winter planning arrangements
at Gateshead Health NHS Foundation Trust.

The following objectives have been identified to deliver our overall aim:

To identify and embed organisational learning from previous winter and covid-19 experiences
To set trust roles and responsibilities during the winter period

To establish a framework for winter surge and demand management

To identify and manage risks to enhance safety and patient experience

To provide appropriate staffing and resources during the winter period

To provide a costed budget to deliver our Winter Plan 2022-23

Winter 2022-23 covers the period from 28 November 2022 to 26 March 2023.

2. Introduction & Overview

Historically, winter impacts on the Gateshead population served by the Trust, our local communities and
the NHS are well known:

Increased fractures due to slips, trips and falls

Increase in respiratory viruses including influenza and respiratory syncytial virus (RSV)
Increased emergency admissions as a result of the deterioration of chronic health problems
Increased staff absences due to sickness

Potential transport difficulties

During the Covid-19 pandemic there was a notable reduction in other respiratory viral infections such as
influenza and RSV. As a result, the population, including our most vulnerable, have not been recently
exposed to these common circulating viruses.

As life begins to return to normal the co-circulation of Covid-19 variants and other respiratory viruses is
expected to further impact the UK this winter.

Despite the success of the Covid-19 vaccine rollouts, Winter 2022-23 is expected to once again be
particularly challenging as the NHS manages Covid-19 alongside other winter viruses. This increase in
demand for services will provide further pressure on a system that has never fully recovered from the
wider impacts of the pandemic.

These factors will impact the Trust’s ability to deliver a high-quality service over the winter months.
Robust planning, mitigation and forecasting are therefore required in order to reduce these impacts and
to ensure our patients continue to have a positive patient experience and receive safe, compassionate
and effective care.

e Winter 2022-23 will be made more complex by a continuing need to respond to and recover from
Covid-19 waves alongside the added requirement of managing a likely challenging flu season.

e The Trust provides a diverse range of services from Acute Medical and Surgical specialities,
Urgent and Emergency Care (UEC) provision, Diagnostic and Screening services, to Older
Persons Mental Health services consisting of inpatient beds, community and day care services
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and a wide range of Community Services. It is important our winter planning facilitates resilience
in all services to ensure that winter pressures are managed appropriately.

The Trust has continued to evolve with the challenges of Covid-19 and has taken a number of steps
over recent years to improve overall resilience. The Trust has:

e Made significant investment in workforce and estate to deliver a new operating model that
streamlines patient pathways and ensures patients are seen in the right place, at the right time,
by the right team. This includes urgent and emergency care services within the Emergency Care
Centre (ECC) which now includes an extended Same Day Emergency Care (SDEC) department
co-located to the emergency department.

e Committed to an extensive transformation programme two strands of which support delivery of
the new operating model namely Unscheduled Care and Elective and Planned Care. The
unscheduled care programme in particular which focuses on reducing avoidable emergency
admissions; reducing length of stay; and improved discharge are key to winter planning.

¢ Aligned the roles of senior medical, nursing and service managers in triumvirate teams to ensure
ownership of operational pressures including winter escalation in line with leading practice

e Reviewed and updated all related policies and procedures relating to operational site
management, incident response and the on-call framework to deliver the NHS England (NHSE)
Emergency Preparedness, Resilience and Response (EPRR) core standards

¢ Introduced Same Day Emergency Care (SDEC) in September 2021 and reviewed and revised
policies and procedures relating to admission, criteria to reside, length of stay, medically
optimised patients and discharge in order to support capacity in the hospital in and out of hours
and at weekends

¢ Introduced real-time performance dashboards to support operational decision making, ensuring
forecasting and planning assumptions are informed by available data and information

¢ Improved surge and demand management and regional Operational Pressures Escalation
Levels (OPEL) response via on-going dialogue with NEAS and other local health partnerships to
ensure focused collaborative working

e Trained and exercised on-call managers on the Trust Incident Response Plan, Operational Site
and On-call requirements at Operational, Tactical and Strategic levels

e Revised the Trust OPEL escalation procedures and multi-agency response arrangements

The Trust has co-operated and collaborated with winter planning for system partners via the Regional
Chief Operating Officer Group (COO Group) and Urgent and Emergency Care (UEC) Network the
Integrated Care System (ICS), Local A&E Delivery Boards (LAEDB), Gateshead Care System Board,
Integrated Care Partnership (ICP) and more recently the Integrated Care Board (ICB) in their transition
to becoming a Civil Contingencies Act (CCA) Category One response organisation.

To manage winter pressures the Trust works with health and care partners in Gateshead through the
Gateshead System Group (all partners) and Gateshead Care Partnership (Providers).

This partnership working emphasises the importance of:

e Accessible and responsive primary care to avoid admissions

e An adequate provision of social care including care homes, accommodation for patients to “step
down” into from hospital or “step up” into to avoid admission, and trusted assessor and discharge
to assess arrangements are in place

Effective patient transport to enable timely discharge

Community Services especially rehabilitation and rapid response to avoid admissions
Embedding early supported discharge processes

System wide working- reducing perceived or actual barriers to safe timely care provision
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This plan has included the use of national best practice such as those described in:

Transforming Urgent and Emergency Care Services, Safer, Faster, Better (v28 2015)
Good Practice Guide, focus on patient flow (2017)

Safer Patient Flow Bundle Emergency Care Improvement Programme (ECIP) (2019)
Hospital Discharge Service Requirements (NHS England 2020)

Heath and Social Care Act (2022)

Health and Social Care Act Regulations (2014)

NHS Long Term Plan (2019)

It also relates to other associated internal documents such as:

Covid-19 Outbreak Policy (v3 May 2022)

OPEL escalation Plan (January 2021)

Operational Site Management Procedures (September 2022)

Incident Response Plan (May 2022)

Influenza patient placement guidelines 2021-22 with COVID guidance incorporated
Covid-19 Excess Deaths Management Framework - NLRF (v4 March 2021)
Adverse Weather Plan

Discharge Policy

Opening a ward procedure

Individual Business Continuity plans

3. Covid-19-Organisational Learning

Points of learning from Covid-19 have included:

¢ On-going assessment on management and allocation of dedicated or hybrid wards to support
Covid, query Covid and non-Covid patients in particularly in relation to provision of front of
house services

e Increased infection control measures ranging from wearing Personal Protective Equipment
(PPE), donning and doffing requirements, to social distancing requirements throughout the
Trust
Enhanced cleaning regimes and therefore turnaround times of clinical estate

e Having a flexible and robust Covid outbreak policy that can be instituted quickly to minimise
spread of potential Covid cases

e Linking our winter, Covid escalation and recovery work with triggers and thresholds
determining operational delivery

e Ongoing risk assessment of our staff and in particular our Black, Asian and Minority Ethnic
(BAME) staff to reduce the risk of their exposure to Covid
Supporting staff shielding/previously self-isolating which impacts on staffing numbers

e Adopt patient testing requirements on admission and discharge or for symptomatic patients as
appropriate

e Following national guidance to ensure appropriate testing and tracing of staff
potentially exposed to Covid in line with national guidance.

e Assessing the need for use of 2 metres between beds which has reduced bed capacity, during
outbreaks

e Widespread disruption to social care, therefore a need to innovate in order to
support social care especially care homes

e Promoting Independence Centres have not reinstated intermediate care bed provision
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Discharge to assess model

Continuing health care funding has completely changed

The implementation of shielding requirements for patients

An on-going focus on managing care which was delayed by Covid-19 and has had an impact
on waiting times and referrals to treatment

Further shared learning can be identified via this link:
https://www.nhsemployers.org/case-studies/covid-19-shared-learning-nhs-trusts

Covid-19 cases and staffing availability
The number of peak cases in Hospital is demonstrated in the table and represented graphically below:

Covid Wave No: Date

Wave 1 Peak: 114 (11/04/2020)
Wave 2 Peak: 123 (07/11/2020)
Wave 3 Peak: 83 (16/01/2021)
Wave 4 Peak: 64 (24/07/2021)
Wave 5 Peak: 103 (23/01/2022)
Wave 6 Peak: 92 (17/04/2022)
Wave 7 Peak: 80 (24/07/2022)

Total Covid patients in hospital
140 -

Wave 1 Wave 2
Peak 114 Peak 123
120 +

100
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Staffing availability was also affected as in line with national guidance, staff shielded. At the highest point
the Trust had 266 staff, approximately 63% of sickness absence were absent due to Covid-19.

The number of staff COVID absences is demonstrated in the table and charts below (sourced from Covid

SITREP):
Covid Wave No: Date
Wave 1 Peak: 381 (12/04/2020)
Wave 2 Peak: 197 (15/11/2020)
Wave 3 Peak: 132 (24/01/2021)
Wave 4 Peak: 207 (18/07/2021)
Wave 5 Peak: 252 (09/01/2022)
Wave 6 Peak: 93 (27/03/2022)
Wave 7 Peak: 68 (10/07/2022)
Staff Absences
=—=Total COVID Absences ==(f which COVID Sickness ==0f Which COVID Self-Isolation ==0f Which COVID Shielding
400
Wave 1
50 Peak 381
Wave 5
300 Peak 252
Wave 4
Peak 207

250

Wave 2
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S

The Trust reviewed its Command Control and Coordination (C3) arrangements in November 2020 and
introduced a revised and robust Trust structure to manage Covid-19 response and to deal with day-to-
day escalation and impact management at operational, tactical and strategic levels. This structure was
supported by identified support cells providing key information to facilitate informed decision-making.

To facilitate a robust Covid-19 response and to build-in capacity for core business the trust took a
number of steps:

e Increased critical care capacity to 24 beds and redeployed staff
e Suspended elective surgery
e Created Covid and non-Covid areas

#GatesheadHealth Page | 7 Gateshead Health NHS Foundation Trust



Page 59 of 288

Suspended routine Community Services

Carried out estates work to increase capacity for oxygen supply and therapy
Implemented revised discharge arrangements

Revised the whole estate to ensure services were safe, this involved moving a number of
services within the Trust acute and community sites

The Trust support cells instigated internally and externally were.

Clinical Advisory Group (CAG)

Outbreak/Infection Prevention Control

Workforce Cell

Primary Care including supporting GP ‘hot sites’
Outbreak Control, led by the Director of Public Health

These cells were stood up as required in response to the different COVID 19 waves and stood down
when no longer required.

The Trust have embedded the learning from earlier phases and have well established Covid-19 systems
and processes. The trust is advocating following the national guidance that would be to screen any
symptomatic patient for Covid and Influenza — a document is to follow regarding patient screening in
light of the latest NHSE letter suggesting that the trust ‘pause’ all asymptomatic Covid testing on all
patients except the immunocompromised and hospice admissions whilst Covid prevalence rates are
low.

For Winter 2022-23, the Trust has identified pathways for Covid-19 positive and Query Covid patients as
part of our evolved approach to bed management. Thresholds and trigger points to support escalation
and de-escalation for Covid are now part of our core business escalation plans.

The Winter Plan 2022-23 is developed on planning assumptions from previous Covid-19 waves and
acknowledges the need for flexibility with predicted numbers and that the demand placed on our Trust
by extra elective requirements and the anticipated increased impacts from influenza above those in
Winter 2021-22 are key risk factors.

Caveats to the Winter Plan linked to Covid-19 include:

e Infection and admission rates are maintained at predicted levels

e The social care sector being able to maintain residents at home and accept discharges

e The potential impact on bed capacity if there are high levels of patients who do not meet the
criteria to reside

¢ No major changes in Infection, Prevention and Control (IPC) which would reduce our bed
base or staff availability

e No major staffing difficulties as a result of staff required to self-isolate
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4. Review of Winter 2021-22

Winter 2021/22 was one of the most challenging ever faced by the NHS and this winter is anticipated to
be equally challenging if not more severe.

The key features continued to be:

Management of Covid-19 variants and associated respiratory infections

Ongoing staffing pressures linked to Covid-19 absences

Staffing and budget pressures caused by the need to open beds over and above the winter
plan.

The Trust opened additional beds for a longer period than planned, with our winter wards
continually remaining open into the Summer of 2022 to meet the extra and unpredictable
demand.

Levels of performance below the nationally mandated targets and the exceptional situation of
a several breaches of 12 hour waiting times

Poor patient experience

Sustained stress on staff

Requests to other Trusts for mutual help on more occasions

Increased scrutiny by regulators and reporting to Trust Board

For the Trust this meant:

Average/Peak G&A Occupancy

Wave 1: 71.7% (Peak 89.53% - 18/06/20)
Wave 2: 85.9% (Peak 98.8% - 05/10/20
Wave 3: 85.79% (Peak 95.0% - 15/03/21)
Wave 4: 90.1% (Peak 97.6% - 25/07/21)
Wave 5: 92.6% (Peak 98.9% - 20/02/22)

With the North ICP agreed ways of working, these additional pressures were experienced widely across
the Northeast and in particular in some neighbouring Trusts. Consequently, with surge calls across the
region there was an unknown and therefore unplanned impact on increased activity in Gateshead which
led to patients in ambulances being diverted to us and impacting on our ability to respond.

Our Winter 2021/22 highlighted:

a) The need to work on a day-to-day basis at a senior level with ICP and ICS partners to plan for winter
and in the management of operational pressures

The establishment of a regional Chief Operating Officer Network supported by the regional
Urgent and Emergency Care Network reporting directly to the ICS

b) The need to strengthen our operational management of winter aligned with business continuity
planning and emergency response and resilience (EPRR)

Focus of the Chief Operating Officer (Accountable Emergency Officer) and Head of EPRR to
align the winter response through robust on-call, escalation and resilience planning

c) The need to review our structures and investment in operational capacity

#GatesheadHealth Page | 9 Gateshead Health NHS Foundation Trust



Page 61 of 288

d)

f)

5.

e Leadership to be provided by the Operational Directors and Divisional Managers within the
Medicine and Surgery Business Units

The severe staffing pressures in the nursing and medical workforce to be addressed:

e Recruitment to nursing posts early in the planning stages to ensure best use of medical
teams and ensuring processes are lean.

e Need for a revised on-call rota and robust management systems. A revised Incident
Management Plan, to strengthen our senior decision maker presence overnight and at
weekends

The requirement for our new operating model to take into account the most recent bed-modelling
and staffing availability. The enhanced Site Resilience Team to proactively manage planning by:

¢ Modelling from previous scenarios taken from actual activity and progressed through
different Phases of the Pandemic to ensure our staffing and bed capacity can flex to meet
that demand as best possible

A required focus on admissions, provision of extra beds, safely and effectively through improved bed
occupancy, reduced length of stay and better discharge processes

e Best practice relating to the above is being incorporated into our transformation programme
and winter planning requirements

National Guidance & Good Practice

Leading practice has been identified from sources including:

NHSE’s Emergency Care Intensive Support Team (ECIST)
The Royal College of Emergency Medicine

The Kings Fund

NHS England

Provider organisations such as NHS Providers

The leading practice the Trust will implement is:

e Working collaboratively with wider partners in Social Care, Ambulance Services, Primary
Care, the Voluntary Sector and Community Services to reduce avoidable presentations to
A&E, admissions and re-admissions. Taking into account the 6 key system priorities; -

o 111/999 Clinical advisory service

Fit to sit Standing Operating Procedures (SOP) and clinical supervision in waiting
areas

Primary care presence in Urgent Treatment Centre (UTC)

Managing internal hospital flow

Mental health provision in acute settings

Discharge and social care

o

O O O O

e The Trust will continue to broaden the scope on our Same Day Emergency Care
requirements to safely avoid admissions for those with ambulatory conditions
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e Further development/expansion of ‘Talk before you Walk’ to manage urgent activity more
effectively

e Challenge culture to reducing length of stay by setting an expected date of discharge on the
day of admission, utilising model hospital benchmarked length of stay (LOS) data and one
that the whole of the multi-disciplinary team (MDT) work together to realise

e Ensuring robust discharge transport arrangements are in place

¢ Closely and proactively monitoring and reviewing stranded, super stranded and patients who
no longer meet the criteria to reside

e Implement Red and Green Days approach

e Implement SAFER Care Bundle

e As part of discharge and caring for people at home, have Rapid Response health and care
services available

e Embed new discharge requirements published August 2020 (updated April 2022)
https://www.gov.uk/government/collections/hospital-discharge-service-guidance

Through the Trust’s Transformation Portfolio, the Trust are also working towards good practice with an
emphasis on:

¢ Embracing the available technology to ensure real time bed management is in place and utilising
a ‘command’ centre approach making informed decisions via the live dashboards

e Proactively managing capacity through forecasting, modelling and improved preparation and
planning through live dashboards

e Ensuring real time workforce information is available

6. Approach to Winter 2022-23

At the beginning of 2020 the Trust commenced a comprehensive piece of work to determine the future
operating model and clinically led estates strategy. This determined that medicine needed 404 beds in
the peak of winter, 104 for surgery. This work was presented to the Trust Board in June and July 2021
when significant capital and revenue investment was made to ensure Gateshead Health is not only
resilient but sustainable for the future. However, over the past two years all staff and services have
been expected to work in very different ways to meet the challenges of Covid and this has delayed
some of the proposed changes.

The revised operating model included changing urgent and emergency care pathways front of house. In
the new model that went live on 20th September 2021, same day emergency care was co-located with
the emergency department within the emergency care centre (ECC) to ensure patients were seen in the
right place at the right time with an emphasis on admission avoidance.

The emergency admissions unit increased from 24 to 48 beds within ECC with the aim of shortening
pathways of care and where possible avoiding longer stay admissions. Where patients are admitted to a
back of house ward, transformation programmes are looking at ward ways of working to reduce length
of stay and improved discharge processes.

In relation to back of house, the new operating model aimed to ensure medicine and surgery had the
right number of beds in the right locations in normal times and winter.

The Trust has an escalation plan in relation to beds with the aim of achieving 367 of the required 404
medicine bed capacity in the peak of winter (historically January) whilst also protecting surgical beds for
trauma and the surgical elective programme.
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The table below illustrates the escalation plan:

Winter escalation plan

Core Winter Nov- Dec- Jan- Feb- Mar-

beds beds 22 22 23 23 23

(normal | required (peak)
times) (peak)

Medicine 336 404 368 367 367 361 361
Surgery 94* 104 85** 85 89 100 100
Total 430 508 453 452 452 461 461

Surplus - - (56) - -
(deficit)

* Surgery currently running with a deficit of 10 beds due to displaced CEV patients
**reduction in beds due to building works associated with the new operating model

The Trust is limited in its estate to fully realise and deliver the number of beds required for winter. All
modelling assumes 92% bed occupancy.

Note that the shortfall in winter escalation beds detailed in the table above will be mitigated in part by
realising benefits of the Unscheduled Care Transformation Programme that focuses on reducing
avoidable emergency admissions; reducing length of stay and improving discharges before 12noon and
5pm along with NHSE funded schemes as follows:

Front of house team to prevent admission avoidance (5 beds) - addition of Occupational Therapists
and Prescribing Pharmacists to work with the existing team to work towards preventing patients from
being admitted by resolving underlying needs that do not require hospitalisation.

Weekend discharge support (8 beds) — additional Occupational Therapists, Physiotherapists,
Pharmacists, junior doctors and porters to extend Monday to Friday services into the weekend. Lack of
weekend intervention and support can extend the length of stay for patients and this scheme provides
the opportunity to understand the impact of having normal weekday provision at the weekend.

PTS vehicle — via QEF this is linked to the above two schemes in that once patients are identified for
discharge, they can be transported earlier in the day than may have otherwise have been the case.

Spot purchase of care home beds (11 beds) - This scheme will enable Gateshead patients to be
discharged more promptly and receive ongoing temporary nursing care out of hospital either while
waiting for a social care placement or receiving intermediate care support.

Virtual Wards” — for Respiratory (7 beds) and Acute Frailty (15) beds.

" funded for two years

The schemes listed above are funded as part of national planning for winter, when NHSE asked all
trusts in the region to bid against a funding allocation of around £12m to develop schemes which would
result in a reduced demand for winter beds for a six-month period. Funding was subsequently pared
back and provides cover for the five months from November 2022 to March 2023. NB virtual ward
funding is for two years to end March 2024. The schemes are designed to facilitate admission
avoidance and/or early discharge thereby notionally creating bed capacity.

NHSE have asked the Trust to develop a suite of metrics which will be monitored from November to
March to help determine the success of the schemes and therefore the potential for long term adoption
and funding.

#GatesheadHealth Page | 12 Gateshead Health NHS Foundation Trust



Page 64 of 288

Current position and Winter staffing recruitment

It is worth noting that at the time of writing this plan (September 2022) the Trust is in full escalation with
337 core medical beds open, 94 core surgical beds plus an additional 24 medical beds and 4 surgical
beds open. The Trust is at maximum capacity. The average cost of these additional beds for the
period April to August is £1.33m. Is it likely these beds will remain open on top of the winter beds
described above. The number of patients no longer meeting the criteria to reside is playing a significant
part in the position and we are working closely with colleagues in social care to remedy the situation.
The total average number of patients who do not meet the criteria to reside on a monthly basis is 44,
therefore utilising 28 escalation beds and 16 core beds. Applying the winter ward cost the monthly cost
of a bed totals £9,176 which results in the Trust spending a total of £2m for the period April to August
caring for patients who no longer meet the criteria to reside.

With regard to recruitment, operational teams are working hard to appoint to the workforce elements of
all of the escalation plans for winter. Whilst the majority of recruitment is for the winter ward within
medicine, additional posts in clinical support and screening and community services are included in the
plan. National shortage of professions and in particular nurses will make securing appropriate levels of
staffing challenging which in turn may impact on our ability to deliver the winter plan in its entirety. This
is likely to be the case for all Trust and is not exclusive to Gateshead Health. The Trust will skill mix
where possible and utilise non-ward based nurses as necessary in its plan.

7.Purpose of the Internal Operational Winter Plan 2022-23

Taking into consideration the learning from previous winters and the COVID pandemic, the internal
operational Winter Plan for 2022-23 sets out the framework within which the operational processes will
be implemented, and any surge in activity effectively managed.

It does not however contain the detailed daily operational site management and contingency plans or
the related procedures that will be implemented over the winter period to deal with regular business as
usual escalation. These existing plans will support and complement winter planning.

If the surge in activity is a result of seasonal flu, then the plan will work alongside the Trust’s Flu
escalation levels. If a result of pandemic flu, then the operational winter plan will work in conjunction
with the agreed influenza patient placement guidelines and outbreak policy.

The key aims of the operational winter plan are therefore to:

e Ensure the Trust has the ability to respond effectively and quickly to increased seasonal and
Covid demand whilst also maintaining recovery work

Maintain the highest standards of patient safety, quality of care and patient experience
Make the most efficient use of resources available

Ensure staff feel supported

Ensure key performance standards are met

Provide effective management of Covid and non-Covid beds and infection prevention and
control

Operating model for Covid and Influenza

From an IPC perspective the trust is advocating following the national guidance that would be to screen
any symptomatic patient for Covid and Influenza — a document is to follow regarding patient screening in
light of the latest NHSE letter suggesting that the trust ‘pause’ all asymptomatic Covid testing on all
patients except the immunocompromised and hospice admissions whilst Covid prevalence rates are low
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The national guidance with regards isolation/cohorting suggests anyone with Influenza A/Influenza B or
Covid would need to be either isolated in single room en suite accommodation or cohorted by organism
type. Based on previous trust approaches, this will be in speciality bases rather than in respiratory
isolation wards.

Operational arrangements

To ensure all operational staff work consistently and in accordance with agreed policy the OPEL
checklist and Action Cards have been updated to include clearer roles and responsibilities and
attendance at site management calls.

To proactively manage capacity and demand a series of Operational Site Resilience Huddles are held
daily to manage impacts, demand and surge. The escalation framework incorporates the OPEL triggers
and provides the Trust with Operational, Tactical and Strategic coordination and direction to manage
demand and a safe and timely patient journey.

The internal operational document applies to the whole of Gateshead Health NHS Foundation Trust and
will form part of the Gateshead ICS and regional ICB whole health economy winter plan. It will be
submitted to Trust Board, the Local A&E Delivery Board and will be scrutinised by the ICB, ICP, ICS,
and NHSE

8. Risk Management

There are a number of key operational risks to delivering this plan and the current mitigations are set
out in appendix 1. In addition, there are several external risks that are factors to the successful
delivery of the winter plan that may impact the trust concurrently. This includes:

Industrial action across various sectors including nursing

Negative impacts on population health of seasonal illness and cold weather
Disruption to Adult Social Care

Ambulance service pressure

Outbreaks of infectious disease

Agency caps with staffing frameworks

Increases in the cost of living

The detail of the likelihood and consequence of any impacts will be a dynamic process and will be
captured on the organisation risk register and will be continually monitored throughout the winter period.

At this time of writing (September 2022), there is a notice of ballot for potential Industrial Action across a
number of sectors including the nursing profession. A specific trust-wide task and finish group has been
implemented to enable planning and mitigate any risks and impacts in conjunction with this winter plan.

9. Flu planning

This year the Trust are looking to revert back to the very successful campaigns that delivered Flu
vaccinations to 80% of Trust staff prior to the COVID19 Pandemic

e The Flu campaign commences 10th October 2022 (this is due to Vaccine delivery dates)

e The Vaccine Committee including a wide range of representatives from across the Trust and
currently meeting on a monthly basis to consider the plans for both Flu Vaccine and Autumn
COVID 19 booster doses recommended for Health Care Workers
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e The plan is to look to give the flu vaccine and Covid booster dose both at the same time

This includes:

e Use of a booking system where staff will attend pre-booked appointments

e Plans to use the Occupational Health Department and PCAS unit as the base to deliver the
vaccinations on a daily basis

e Planning is reliant on a consistent supply of relevant vaccines to meet planned demand

e Trust staff, including some senior nurses, may be required to coordinate the clinics, supported by
the booking team, Pharmacy, Communications, IT, HCAs and admin, dependant on which
COVID 19 vaccine the Trust receive

e Staff can continue to inform the Trust they’ve received the Flu or booster vaccine at a
pharmacy/GP surgery/ supermarket

¢ Bank staff employed to visit wards and departments to offer the vaccines to staff in their
workplace

e Peer vaccinators to be used in the Community

e A full communications plan has been developed and will be implemented by the
Communications Team, commencing 2 weeks preceding the campaign/delivery

e Staff incentives will again be considered for teams achieving over 80%

o Level of uptake will be shared with all staff via QE Weekly/Screensavers/Flu page

e Business Units/Service Lines will be informed of their current level of uptake, and senior teams
asked to engage/encourage/communicate key messages

10. Roles and Responsibilities

To enable the winter plan to work effectively staff must be clear about their roles and responsibilities in
delivery of the plan.

Outlined below are the identified roles and responsibilities of key stakeholder’s instrumental in
supporting delivery of the winter plan.

Where a key stakeholder is unavailable (e.g. Leave) they are required to ensure clear arrangements are
in place to ensure continuity of their responsibilities/tasks by nhominating an appropriate deputy.

The following section outlines the known responsibilities for key stakeholders. As circumstances evolve
additional responsibilities may be added to reflect Trust and plan requirements.

Trust Board
The role of the Trust Board is to ensure that the winter plan is produced and is fit for purpose to meet
expected patient demand.

Chief Executive

The role of the Chief Executive is to ensure that there are robust winter planning arrangements in place,
that there is delegated responsibility to an Executive Director for the delivery and monitoring of the plan
and to ensure adequate resources are made available to implement it.

Chief Operating Officer

The Chief Operating Officer (COQO) has delegated responsibility from the Chief Executive for the
development, implementation and monitoring of effectiveness of the plan, alongside being the
Accountable Emergency Officer (AEQO). In addition, the Chief Operating Officer has the responsibility of
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bringing to the attention of the Chief Executive and other Executive Directors aspects of the plan that
require input from support service directorates.

The Chief Operating Officer has shared responsibility, along with the Medical Director and the Chief
Nurse, through the Executive triumvirate to ensure that the quality of care and patient safety is
maintained during times of increased patient activity and acuity throughout the winter period.

The Chief Operating Officer is also responsible for the development of appropriate communication
mechanisms in collaboration with ICS partners and the local COO network specifically relating to winter
management and escalation and will liaise with the Trust Communication lead as appropriate

Medical Director

The Medical Director has shared responsibility with the Chief Nurse and Chief Operating Officer of
ensuring the quality of care and patient safety and clinical outcomes is maintained during times of
increased patient activity and acuity during the winter period.

The Medical Director will ensure that when quality and safety risks occur, they are quantified and
escalated appropriately, and that mitigating actions are identified, implemented and monitored. The
medical director is responsible for ensuring clinical outcomes are maintained.

The Medical Director will continue to provide visible, professional, leadership to medical colleagues,
most specifically at times of increased pressure. The Medical Director will play a major role in liaising
with the ICB, Social Services and GPs and will provide leadership and support during any staff
vaccination programmes.

Chief Nurse

The Chief Nurse has shared responsibility with the Medical Director and Chief Operating Officer to
ensure the quality of care and patient safety is maintained at times of increased patient activity and
acuity during the winter period. The Chief Nurse must ensure that quality and safety risks are quantified
and escalated appropriately and ensure that mitigating actions are identified, implemented and
monitored. The chief nurse will be responsible for the monitoring of safe staffing in line with the safer
nursing tool kit recommendations and escalate to CEO and AEO when issues arise

The Chief Nurse will continue to provide visible professional leadership to Nursing, Midwifery and AHP
colleagues, most specifically at times of increased pressure, and provide leadership and support as
DIPC during planned staff vaccination programmes.

Managing Director QEF

The Managing Director for QEF will ensure that arrangements are in place to monitor the temperature of
clinical areas and take action to ensure safe temperatures are maintained; timely repairs are made and
contingency plans put in place to address winter issues; access to the hospital is clear and safe in the
event of snow and ice and the site is adequately gritted and that QEF support the actions to manage
winter pressures and surges in activity and ensure adequate provision of transport, portering and
domestic resources to support the delivery of operational services whilst also embedding a robust health
and safety culture.

Directors of Operations

The Directors of Operations are responsible for ensuring the development and operational management
and delivery of the winter plan and its related arrangements, including ensuring there are robust
processes in place for SITREP reporting. The Director of Operations will; , and will ensure teams are
fully aware of their roles and responsibilities in relation to winter; ensure that staff are identified and
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trained to fulfil appropriate on-call roles in relation to winter and surge management; provide Tactical
level support to ensure the site is managed appropriately and take a key role in Tactical on call rota

The Directors of Operations will ensure that, wherever possible patient flow occurs in a way to benefit
patients who are on an acute pathway and also support the teams who are delivering the pathways of
care across the health and social care economy so they are joined up to ensure that there is a seamless
transition of care into and out of hospital to and from different care settings; ensure services are
managed appropriately and performance standards are met and maintained; and escalate any concerns
which cannot be resolved by them to the Chief Operating Officer

Heads of Clinical Service

The Heads of Service will work with the Divisional Manager and Chief Matrons through the business unit
triumvirate to ensure best practice guidance and the trusts transformation plan is implemented and
adhered to. They will work to maintain flow and support the delivery of the winter plan and provide
visible clinical leadership during winter. They will ensure clear communication strategies are in place
with clinical leads and ensure the best practice for patient review, criteria led discharge and the safety of
patients is maintained.

They will also ensure that any risks to patient safety are identified and mitigated appropriately. Where
this cannot be achieved, they will ensure issues are escalated appropriately.

Divisional Managers

Divisional Managers will be responsible for ensuring their areas are staffed appropriately and escalate to
the Ops Director when they have exhausted all possibilities within their remit or when forecasted staffing
difficulties can be foreseen and remain unmitigated. They will proactively manage staff in relation to
demand and acuity. The Divisional Managers will work at tactical level to ensure patients are seen in the
right place, at the right time by the right team in a triumvirate with the Clinical Head of Service and Chief
Matron.

Consultants

Consultants will work with their clinical teams to ensure that patients are seen in a timely manner and
that they are discharged appropriately in line with their proposed EDD wherever possible. They must co-
operate with any changes made to deal with an increased influx of patients. It is expected that on-call
physicians will ensure that triage and escalation is delivered during times of increased activity and,
where possible, will work to support their colleagues to ensure every patient is reviewed.

Clinical Leads

Clinical Leads will work closely with the Service Line Managers (SLMs) and Matrons and their clinical
teams as the operational triumvirate to ensure that patients are reviewed and discharged in a timely
manner. This should ensure that patient flow in their respective areas does not adversely impact on
patient safety. Where appropriate, they will instigate additional ward rounds to ensure patients move
quickly and safely through their pathways of care.

In addition, they will ensure, as far as practicable, that there is sufficient medical cover to meet the
increased demand and complexity of patients. They will ensure that internal professional standards
remain in place over the winter period.

In Clinical Support, the Clinical Director will ensure services are running effectively to meet the service
demands and where necessary expedite tests/procedures to facilitate early diagnosis and possible
discharge.

The Clinical Lead will ensure that patients and staff within the Community Business Unit remain safe
and will support any mitigation of unforeseen clinical risk throughout the winter period. The Clinical Lead
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as part of Community Services will support partners across Gateshead’s wider system to ensure
patients with complex needs remain at home. Support in the prevention of unnecessary hospital
admissions and a safe discharge where possible to an agreed place of residence. The Clinical Lead will
also ensure that the COVID and Flu vaccination programme is delivered to the housebound and those
residing in Older Persons Nursing Care Homes in Gateshead.

Deputy Director of Nursing, Quality & Safety

The Deputy Director of Nursing will provide strategic oversite for all nursing resource and staffing and
provide clinical and professional support to the Head of Nursing, Chief Matrons and Matrons, to ensure
professional standards are maintained and clinical support is in place.

Head of Nursing
The Head of Nursing will provide clinical and professional leadership and collaboration with the Chief
Matron and Matrons to facilitate nursing resource to safely deliver the Winter Plan.

Chief Matrons

Chief Matrons will provide support to the Matrons to proactively and effectively manage resources to
deliver the winter plan. The Chief Matrons will ensure the quality and safety of patient care provision of
robust support to Matrons and oversee the management of clinical areas and prevention of excess
lengths of stay.

Under the instruction of the Operations Director or Senior Manager on call, the Chief Matrons are
responsible for the opening and closing of beds to meet fluctuation in demand and to monitor the quality
of care and safety of patients in line with the opening of beds procedure.

One or both Chief Matrons will escalate to relevant managers any issues relating to the implementation
of the plan and dial into the daily Site Resilience huddles (Mon-Fri), as well as providing leadership for
the matrons. They will ensure that any risks to patient safety as a result of winter are identified and
escalated appropriately and that safe staffing levels are met and will be further supported by an Equality
and Quality Impact Assessment.

The Matrons for Medicine and Surgery will proactively review all patients with a length of stay over 7
days and both Chief Matrons will review all patients whose length of stay exceeds 10 days.

Head of EPRR

The Head of EPRR will ensure sit-rep reporting is communicated externally on behalf of the Chief
Operating Officer; act as a point of contact for NHSE winter command room and communications
including surge; oversee the monitoring of the winter plans reporting to the Chief Operating Officer; and
be responsible for ensuring robust resilience is managed daily in relation to surges in activity along with
daily management of the Site Resilience Team.

In addition, the Head of EPRR wiill receive the cold weather alerts on behalf of the Trust and circulate as
appropriate; manage the on-call rota ensuring appropriate cover is available at all levels and any gaps in
the rota are filled; ensure Trust Business Continuity (BC) is maintained; and put in place escalation
arrangements to respond to BC, Critical and Major Incidents

Service Line Managers (SLMs) / Clinical Business Managers (CBMs)

The SLMs/CBMs for hospital teams and community services will work with their teams, clinical leads,
matrons and ward and clinical leads/managers through the triumvirate, to ensure that best practice and
transformation plans are implemented and the flow of patients, patient safety and patient experience is
maintained at all times and other services within their areas are managed effectively.
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They will ensure that, wherever possible, flow from Emergency Department (ED) to EAU and flow from
EAU to base wards occurs in a way to benefit patients who are on an acute pathway and support the
teams who are delivering the pathways of care across the health and social economy, so they are joined
up to ensure that there is a seamless transition of care into and out of hospital to and from different care
settings.

Site Resilience Team Manager and Site Resilience Team

The Site Resilience Team is the single point of contact for decisions regarding the allocation of beds in
collaboration with Ward Managers and Matrons for all acute and elective admissions to promote patient
flow and an optimum patient journey. The Team is responsible for maintaining a current bed state
ensuring the use of available electronic /systems and the functionality of the daily Site resilience
huddles.

They are also responsible for liaising with the ECC to ascertain their activity throughout the day, and to
plan the bed base for anticipated admissions. They will arrange the transfer of patients (in accordance
with the Transfer Policy) between wards in liaison with front of house managers and manage transfer
requests from external organisations.

Matrons/ Clinical Operational Managers (COMs, Community)

Matrons/Clinical Operational Managers will work with the Clinical Site Resilience Team to ensure
sufficient staff are available and appropriately deployed using Safe Care Live to meet the fluctuations of
patient acuity and dependency. They will prioritise appropriate available resource to monitor the flow of
patients. Where demand exceeds available staff, a dynamic risk assessment will be undertaken to
prioritise workload appropriately.

Identified Matron/Matrons will support the Registered Site Resilience Practitioner at site management
meetings and monitor the quality of care and patient safety at ward and community level as reported in
the daily shift reports. They will provide leadership to ward managers.

The Community Clinical lead and Clinical operation managers will work in partnership with Primary care
to prevent avoidable admissions and support timely discharge. The discharge liaison team will support
delivery of pathways 1-3 with attendance at the board rounds and links to the social work and placement
teams following trusted assessor and discharge to assess models.

Ward Managers/Team Leaders (Community)

Ward Managers/Teams Leaders (Community) will be responsible for ensuring their areas are staffed
appropriately each day but also forecast ahead to key holidays, ensuring sickness and annual leave is
managed appropriately and where necessary escalate to the Matron/COM whey they have exhausted
all possibilities within their remit or when forecasted staffing difficulties can be foreseen and remain
unmitigated. Proactively managing staff in relation to demand and acuity, they will be responsible for
ensuring all patients receive the best care possible. Ward managers need to ensure all patients have
an Estimated Discharge Date (EDD) and ensure the MDT work towards that date at each daily board
round

They will also ensure the new discharge requirements are adhered to. They will ensure that real-time
bed management information is actioned in Careflow and that nerve-centre information is in real- time.

IPC and Microbiology
The IPC Team and Microbiology will provide expert advice and support to wards and departments in line
with national guidance.
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The COVID-19 pandemic continues to dominate the IPC agenda. The IPC team and Microbiologists are
involved in the interpretation and dissemination of the guidance issued from national bodies, including
UK Health Security Agency (UKHSA) and NHS England. This supports operational effectiveness within
this organisation and the wider healthcare community.

IPC advice, support and guidance is provided throughout the organisation to: clinical and non-clinical
areas, clinical and non-clinical staff, visitors to the organisation, the fabric of the estate, QE site and all
other buildings utilised for service delivery.

The IPC team and Microbiologists to work with colleagues within GHNFT and others involved in
providing care to the wider Gateshead population, including Community Services, Primary Care, Mental
Health Providers, Care Homes and Community groups. The Consultant Microbiologist supports wider
Public Health requirements for the locality via the Gateshead Outbreak Control Board at Gateshead
Council.

Gateshead Health as part of the Gateshead system response to outbreak control and management that
has been established during Covid, works collaboratively to understand the prevalence, share
information, support PHE guidance working closely with microbiology consultants, DIPC and the ICB.

Out of hours on-call arrangements

Out of hours on-call arrangements have been reviewed in line with the EPRR Core standards and the
Trust On-Call, and Command, Control and Coordination (C3) structures put in place. This will ensure the
continued use of a robust escalation model deployed and in response to Trust impacts to bring
Operational, Tactical and Strategic on call managers and directors together to manage surge and
provide clear Trust direction.

To assist on-call teams, all policies, protocols, key contacts and procedures are stored on a Microsoft
teams channel for easy access when required.

The Operational Site Resilience Huddles, held a number of times daily, will ensure hands-on operational
day to day site management incorporating escalation plans and OPEL levels and appropriate actions
cards specific to role.

11. Communications

Internal Communications

The Trust Winter Plan will be cascaded through the internal communications channel as well as online
resources and updated on the intranet. Any ‘all staff’ urgent internal communications about winter and
surge will be determined by the Operational Site Resilience Huddles or the Trust Impact Management
Meeting (TIMM) and disseminated via appropriate channels.

External Communications

The trust is part of the regional communications network, which leads the #DoYourBit campaign. This
encourages people to take responsibility to protect themselves, each other and their communities and
focusing on messages around our recovery, flu vaccinations, surge plans and staying well over winter.

The campaign includes shared content which can be used across multiple channels, region-wide media
and advertising buy which enables us to amplify messages but also localise options where the Trust
need to.
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12. Workforce Plan

The following actions focus on preparedness, decision making and escalation processes to support
safer nursing and midwifery staffing as the winter period approaches. They build on NHSE guidance
issued in relation to COVID-19 workforce models and the fundamental principles for the nursing and
midwifery workforce as set out in the National Quality Board (NQB) Safe Sustainable and Productive
staffing guidance.

Planning

e The chief nurse will review all forecast staffing plans on a weekly basis or more frequently as
required by the operating context and changing circumstances. This will be supported by the
Deputy Chief Nurse and /or Head of Nursing and be responsive to support matrons managing
dynamic risk assessments.

e Any changes in staffing configuration should be subject to a Equality/Quality Impact Assessment
(EQIA) with final sign-off by the Chief nurse (Executive director of nursing) and countersigned by
the medical director as joint quality lead. (NHSi2021).

e The matrons will be collectively responsible for workforce planning, providing practice
safeguards, to ensure there is a Trust-wide effort to ensure staff with the right skills and
experience are redeployed throughout the winter period in order to care for patients.

e Collaborative working with matrons and People and Organisational Development (POD) (ie —
health roster clinical lead ) will identify what temporary workforce anticipated requirements are
required during activity peaks and consider steps such as block booking for hard to fill areas.

e Identification of available winter resource will be supported by clinical leaders and service
managers.

e Redeployment of any nursing staff should be voluntary where possible and individual risk
assessments will be undertaken with staff prior to any immediate, short or long term
redeployment.

Decision Making and Escalation
With reference to: NOB Safe Sustainable and Productive staffing guidance and Developing Workforce
Safeguards guidance.

¢ When implementing escalation plans, decisions regarding skill mix and nurse ratios will be
taken in conjunction with an assessment of patient acuity and dependency, professional
judgement and the environment of care.

e In preparation for periods of increased demand, matrons will ensure that staffing plans are
reviewed and signed off by the Chief nurse.

e Matrons will be responsible for staffing risk assessments on a shift by shift basis and concerns
and issues escalated in a timely manner via clearly established routes. Unresolved issues will
be escalated in line with local governance processes. A system wide discussion in and out of
hours should be taken to reach solutions wherever appropriate.

o Staff should be supported to discuss and raise concerns regarding staffing and their ability to
safely care for patients. Where concerns are raised, the matrons will support staff and mitigate
where possible.

Staff training and well being
e Professional nurse/midwife Advocates (PNA/PMAS) who are trained to provide confidential
restorative clinical supervision and support nurses in clinical practice will be available
throughout the winter period.
e Only in OPEL 4 will staff training be considered for stand down. Access to Professional
leadership and development days will continue throughout the winter period.
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Governance

The governance and delivery of the nursing winter staffing plan will be led with support from the Deputy
Chief Nurse and Operational Directors. The plan will be mobilised, implemented and monitored by the
Chief Matron/Matrons in the acute setting and the Clinical Lead for community services.

The following are already in place as part of Covid -19 recovery and winter planning

e Nurse recruitment - realigned to the new operating model, including induction and practice
development of internationally trained nurses and a system of review of domestic processes
for registered and Health Care Support Workers (HCSW).

e A continuation of the Trainee Nurse Associates programme and deployment of newly
registered Nursing associates.

e Real time staff monitoring through electronic systems, capturing acuity, staffing resource and
deployment

e Areview of flexible working initiatives

e Frontline support for clinical practice from Specialist nurses, Practice Education and Practice
Development were deemed appropriate through risk assessment.

This is particularly relevant as specific / clinical skills training will be scoped to support where necessary
deployment of specialist/non-ward-based nursing staff in the event of industrial action.

Specialist and Non- frontline (NWBN) clinical nurses - supporting winter pressures 2022-23
Historically, over the winter period Registered and un- registered Health Care support staff
(HCSW/HCA) from across the organisation are redeployed into nominated ward areas aligned to their
speciality to support the release of substantive ward-based staff to create an establishment for the
winter ward.

From mid-September 2022 until end of March 2023, specialist nurses will be required to spend time in
their areas to ensure familiarity within the clinical environment, supported by the practice development
team to refresh their clinical skills and undergo any necessary training to upskill knowledge and use of
systems. Thereafter they will be deployed into clinical practice, predominantly supporting their
nominated ward areas.

Specialist nurses will continue to contribute to the core nursing team on the ward, delivering the
fundamentals of care and also utilising their specialist knowledge, skills and experience, to support
patient safety and promote a positive patient experience. Working in the ward environment will enable
specialist nurses to support the Health and Well-being agenda, sharing their expertise as well as
offering professional leadership, clinical supervision and pastoral support to newly qualified and existing
staff. This year, more than ever, the Trust recognise that all staff are tired and depleted from the
continual demands of the global pandemic.

Learning from winter 2021 and noting our organisational learning from covid, planning has been
strategically led with collaboration from all business units to ensure the Trust make informed decisions
on risk. This is to support safe and effective deployment of staff across the trust and in particular support
areas in the business units that are subject to winter escalation and surge. This will continue to require a
collective trust-wide effort to ensure capacity and demand are managed.
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The fundamental areas of practice that specialist and non - ward based clinical staff can also contribute

to are;
RNs who work regular
bank shift and /or who have
Registered Tasks undertaken as part of been deemed competent
Nursing staff the registrant’s daily practice and or supported by
Practice Development
Personal care Phlebotomy,
Nutritional assistance. Cannulatiox, Undertake the role of the
Undertaking Point of care testing nurse in charge of a team of
observations. 2nd Catheterisation patients
checker for Use of e- systems
medications. Record Medical devices
keeping.
Escorting patients.
Communication sKills.

Each registrant /practitioner needs to ensure they are up to date with core skills, basic life support,
managing deteriorating patient skills and patient moving and handling. This will be supported by the
practice development team.

The business unit lead will collate RN availability and share this with the matron/ POD clinical lead. The
RN availability will be added to existing rosters to support safe and effective nurse staffing.

The matron responsible for Winter 2022 will report to the Chief Matron in Medicine and work closely
with other matrons and service line managers to support nursing resource to be deployed.

The Chief Matron/ matrons will attend the winter resilience meeting and report any issues regarding
nurse staffing allocations and actions taken.

Nurse staffing

The winter nurse staffing plan is challenging due to a number of factors including the availability of
appropriately trained registered staff to support surge requirements and the safe deployment of staff.
The winter ward requires active assessment of acuity, registered staff availability and skills and
knowledge of the staff deployed. It is essential to have the correct mix of experienced staff, bank and
agency and healthcare support staff to keep patients safe.

Leadership
An existing matron will be deployed to support the management of the winter ward and support safe
discharge.

Registered nursing

NHSE has mandated that staffing plans must be signed off by a senior nurse to ensure that safe staffing
levels are maintained. In Gateshead Health NHS Foundation Trust this will be the Chief Nurse or
deputy. The safe staffing levels will be determined in line with the staffing policy and any deficits will be
escalated in accordance with this policy. Registered staff may be required to move to support other

#GatesheadHealth Page | 23 Gateshead Health NHS Foundation Trust



Page 75 of 288

areas during periods of surge. Each individual’s skills and knowledge will be taken into account and no
professional will be asked to act outside their code of practice.

Any agency staff employed must be provided with an induction that covers trust wide systems and local
induction to the area they are supporting

Non-registered

20 Health Care Assistants have been recruited to support the winter plan. They are allocated to
nominated ward areas to allow experienced non registered nursing staff who have completed their care
certificate to be redeployed the winter ward to support the continuity and delivery of fundamentals of
nursing care. The nurse staffing establishment requirements are tabled in internal operational winter
plan. Where possible the deployment of staff will be flexible to ensure that staff are not disadvantaged
by moving to another area but will be based on the needs of the patient.

Administrative staff
A housekeeper and ward clerk will be deployed to support the important administrative function of the
winter ward.

Non frontline, specialist and Non-Ward Based Nursing (NWBN)

This group of staff will be offered top up training in the use of systems and technology to allow them to
be safely deployed to front line areas during periods of surge. The deployment of the nurse specialist
and NWBN will be coordinated by the winter matron and the practice development team and will take
account of the individual nurse’s skills and experience. The deployment will also take into account the
impact on the service that the nurse is currently working within.

Equality/ Quality Impact Assessment (EQIA)

An Equality and Quality Impact Assessment must be undertaken where there are changes in estate,
ward function, or staff roles including base line staffing levels, this must be reviewed by the matron and
signed off throughout the winter period (phase 1-4) by the Chief Nurse.

In September 2022, the matrons will work together with their ward managers/nursing teams to
coordinate the release of appropriately trained staff to support the winter ward and nurse staffing plan. It
is important that staff with the right skills and experience are deployed appropriately to the right place.
Workforce safeguards such as not redeploying staff who are still within their preceptorship period must
be maintained. Staff who are likely to be deployed to the wards for the winter period will be offered
bespoke support from teams such as Practice Development / Education, Health Roster and Vocera
systems management. Training will be coordinated by the Practice Development Team and the winter
matron. Each registered nurse is responsible for identifying their areas of need.

Assurance and Oversight
Daily operational pressure and staffing shortfalls are managed by the matrons in line with the staffing
policy at the operational site huddles. Out of hours the site resilience team support staff redeployment.

There is a weekly meeting between the Chief Matrons, the Head of Nursing and the Chief Nurse and
Deputy to identify and areas of concerns. Reporting of concerns is actively encouraged and managed
via the incident management structures, minimising any potential exposure of patients to harm and to
aid understanding the current staffing levels and its impact on patient care. A daily and weekly forecast
position is risk assessed and mitigated via operational discussions. Activation of staffing deployment
plans are clearly documented in the incident logs and assurance is gained that this is successful, and
that safe care is sustained

The monthly staffing report gives assurance to the Trust Board and Quality Governance committee,
showing where wards fall below 75% compliance with fill rates. Actions and risks are identified within the
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report. The Trust Board considers the impact of any significant and sustained staffing challenges on
their ability to deliver on strategic objectives and these risks are clearly documented in the board
assurance framework.

Health Roster and management of bank and Agency

Ward teams are expected to work within their establishments to manage effective safer staffing. Where
there are any acute sudden shortfalls, the matrons will support the ward managers with their planned
rosters to facilitate safe staffing. There is functionality within the health roster system to send shifts
directly to bank rather than via the bank team.

Community Staffing

The Community Division management team will ensure there are safe levels of appropriately skilled staff
to manage the complexity of the caseload. Community locality teams have a system of prioritisation of
“‘complex care interventions” that enable safer scheduling and therefore safer caseloads for community-
based teams and rapid response will utilise mobile working technologies.

The transformation work has enabled community to embed the right skills right time right place
principles into all the community teams however ongoing monitoring and review is heeded as the
discharge to assess model and changes to Continuing Healthcare (CHC) funding and packages of care
have impact on the demand for community intervention.

This needs to be done in parallel with the acute staffing rota’s and in conjunction with local partners eg
Local Authority (LA) and Primary Care. There will need to be investment to deliver the expectations of
primary care in terms of both flu vaccination and the COVID additional vaccinations which are required
for cohorts identified below. It has been confirmed that due to the schedules for vaccine release, it is
unlikely these will be able to be delivered concurrently.

In order to fully implement the discharge to assess model work has been undertaken to look at further
assessments being undertaken in the Community by Therapies staff and the introduction of discharge
coordinators to support this. The Discharge Liaison Nurse (DLN) team will continue to work 8am until
6.30 p.m. Monday to Saturday to continue to early supported discharge model implemented during
COVID. They will be supported on Sunday by the Trusted Assessor function within the Rapid Response
team.

13. Medical cover

The new operating model agreed by the Board includes the provision of additional medical staff
(Consultant and Junior) within Medicine to ensure the delivery of safe, high-quality care across the
inpatient wards.

14. Surgery

During the new operating model works, beds will need to flex within Surgery to be able to accommodate
the required demand during the winter period.

Maintaining Elective Recovery

The suspension of elective surgery during the pandemic has resulted in the Trust accumulating a
significant backlog of elective cases with associated risk to patient safety due to lengthening delay to
surgery. The North ICP recovery and accelerator programme has mandated that activity is maintained
consistently over a 12-month period in order to reduce the waiting times for the Trusts elective patients.
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All trusts must achieve their planned activity levels on a month-by-month basis otherwise the whole
region will fail to achieve the target required to secure the financial incentive arrangements.

In previous years the Trust surgical winter plan has been based around a scheduled reduction in
elective in-patient activity to free up bed capacity to support an increase in unscheduled activity. For
Winter 2022-23 in order to maintain our elective recovery trajectory it is essential that there is a plan in
place to mitigate against the need to board medical patients into surgical beds and in doing so protect
planned elective activity for as long as possible during the winter months.

Surgery escalation plan

In previous years the surgical services winter escalation plan would reconfigure the footprint and
condense the bed base. When escalation necessitates the previous plan would reduce the footprint to
94 beds. This year surgery will only have 89 beds and will start the winter period below this number,
meaning any further reduction in the winter planning would put the elective programme, and potentially
emergency/cancer work at risk. The Trust will work towards mitigating this shortfall in numbers by
implementing initiatives ensuring full focus is given to reduction in length of stay.

Use of the Independent Sector

The Trust has been working in collaboration with other ICS partners throughout the pandemic to
optimise the use of independent sector capacity. The national contract remains in place facilitate access
to independent sector facilities, however the terms of the contract with individual providers are not as
favourable compared with winter 2020-21. This does constrain access primarily due to requirement of
practicing rights for individual consultants. The Trust has access to Nuffield Hospital in Newcastle for a
limited amount of elective orthopaedic work within Trauma and Orthopaedics (T&O). However, this is
focused on low acuity patients and at this point in time is suitable for only a small number of patients on
the elective waiting list. It is anticipated that this resource will enable the Trust to continue with both day-
case and inpatient elective work during periods of significant escalation.

Critical Care

The Trust’s Critical Care Department (CCD) is commissioned to provide up to 12 flexible beds to
accommodate a mix of level 2 (HDU) and Level 3 (ITU) patients. Due to the onset of Covid 19, the unit
prepared for an extreme surge of up to 26 ventilated patients in April 2020, in response to modelling
provided by the North East, North Cumbria (NENC) Critical Care network and Newcastle University. An
escalation plan was implemented to increase physical capacity providing 16 spaces in the main
department to accommodate covid patients (identified as red CCD) A non-covid ‘yellow’ critical care
patents was established on ward 21 which had been upgraded with enhanced oxygen supply and had
space to accommodate up to 10 patients.

The unit retracted back to the main department in August 2021. The main CCD department has now
been reconfigured to facilitate physical separation into two areas for purposes of infection control. The
level 3 side of the unit can accommodate up to 7 patients; the level 2 side of the unit can accommodate
up to 6 patients. There is a central area which can house 3 patients which can be flexed to either the
level 2 or level 3 side of the unit to match demand depending upon the nature of the surge (i.e covid, flu
etc) .

15. Clinical Support Services

Diagnostic

All 7 diagnostic modalities prioritise inpatients throughout the winter period to minimise the length of
hospital stays and to ensure effective use of bed capacity. Ultrasound (US), CT and MRI do this by
allocating increased capacity throughout the day to inpatient scans which would be allocated to
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outpatients at other times of the year. The modalities also reflect the position and needs of A&E and
Emergency Assessment Unit (EAU) to support patient flow.

Service hours

CT and X-Ray 24hrs 7 days a week

MRI 8-8 7 days a week

US 8-8 Monday to Friday and 8-4 on weekends

Interventional Radiology and Venous Access Team 9-5 Monday to Friday
Medical Physics 9-5 Monday to Friday

General Operating Model

Prioritise services based on staffing resources available and reflecting competing demands in
the Department as defined in the Business Continuity Plan.

Implement rapid prioritisation of outpatient work across all modalities to ensure sufficient
capacity for urgent, A&E and inpatient demand

If necessary assess risk and cease non urgent scans and procedures

Cross cover staffing between modalities to ensure priority scans and procedures are
maintained including; inpatient and A&E, cancer and other urgent scans, theatres, biopsies,
drainages and chemo lists

Review the use of off-site facilities at eg Blaydon and Tranwell for CT, MRI, US and X-ray,
which are routinely used for outpatients, to prioritise scans for vulnerable patients off site to
reduce cross infection and free up capacity on site for inpatients

Maintain reporting turnaround times by increasing reporting capacity with outsourcing
companies

Ensure a full staffing compliment going into winter period

Consultant duty and on-call rotas will focus on urgent needs

Maintain agreed patient flow throughout the department for covid/non covid patients
Actively encourage all staff to have flu and booster covid jab when required

Nursing and Vascular access and interventional Radiology Services

The services will prioritise VAT and IR inpatient procedures to facilitate timely discharges, creating
additional capacity for biopsies/drainages as required; nursing capacity to deliver prep and recovery for
diagnostic procedures in CT such as VAT connections and contrast injections; forward plan to stand
down routine work to release staff to support in ward areas/critical care; increase venous access support
where appropriate to support ART teams, wards and patient discharge with CT, MRI and X-ray to
ensure cover provided and support available; and maintain current patient flow for COVID/non COVID
and continue with Trust approved swabbing process for all procedures

Phlebotomy

The Phlebotomy Department will aim to deliver full services across wards and outpatient settings. The
Department will complement the phlebotomy done by ward staff where urgent bloods are needed;
maintain good staffing levels through agreed annual leave cover and use of bank staff and; prioritise
staffing to support to pressure points in the Trust to and to assist in the delivery of escalation areas.

Endoscopy Capacity

Review of endoscopy lists to front load activity in December carving out capacity in January for cancer
and urgent patient appointments only. Non-medical Endoscopists will be able to free up limited capacity
for senior medical staff to support patient flow during the pressured post-Christmas period

Therapy Cover
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The current Physiotherapy and Occupational Therapy workforce will continue to deliver service as usual
managing referrals from across the Trust. Due to funded staffing establishments weekend cover is
limited and provides cover for urgent assessments and interventions only. Therapy services continue to
work across the Business Units to deliver transformational change, which may provide additional
opportunities to support new workforce models and patient pathways to reduce length of stay. Any
increased requirement for therapy staff to support enhanced respiratory or critical care provision over
the Winter period will significantly reduce patient services that currently support timely discharges.
Therapy services continue to explore opportunities to over recruit newly registered staff as newly
qualified therapists graduate in August/ September.

In addition to existing provision Occupational Therapy Staff will be supporting new models of service
including escalation area, frailty and weekend working model. Over recruitment of 5 Occupational
Therapists plus Therapy Assistant staff has been actioned which will support winter demand and provide
opportunity to backfill roles to support the different operational models.

Pharmacy Cover
The Pharmacy department currently has a well-established 7-day service, offering comprehensive
operational, clinical, medicine supply and pharmacy on call services.

Many of the successful pilot schemes the Trust have trialled over the last 4 winters have now been
developed into ‘business as usual’ services. This year there it is hoped to bolster the Pharmacy staffing
resource to the admissions areas, and to the dispensary.

Community Services have access to a Macmillan pharmacist Monday to Thursday to support palliative
and End of Life (EOL) patients in the community and on St Bede’s, they are available for advice and
support or face to face consultations.

The Trust has an established agile and home working capability to allow staff required to isolated due to
COVID, to provide remote patient care from home, using a range of hardware and software enablers.

Management of Outpatient Department
The Outpatient Department will maintain the delivery of outpatient clinic facilities, within available
resources, to meet the needs of the clinical specialties. This will be achieved by the following:

e Proactive management of available clinic capacity to ensure best use of available resource

e During staff shortages/inclement weather, liaise with clinical service leads regarding flexibility
for consolidating clinics to the main site to flex staff usage

e Assess staffing levels across the 9 locations during periods of site escalation, to determine
staffing requirements and alternative options for cover

e Assess and prioritise availability of offsite clinic provision at Blaydon Primary Care Centre for
vulnerable patients/additional capacity/flexibility

¢ Inthe event of clinics have to be cancelled at short notice due to outpatient nursing staff
shortages or site unavailability, liaise with specialty admin teams and clinical leads to ensure
they are able to contact patients quickly to re-book appointments and prioritise patients
depending upon clinical need

In the event that outpatient clinics are de-escalated or stood down to prioritise staff elsewhere in the
Trust to support the Medical or Surgical Business Units, the Outpatient Department will:

e Allocate appropriately risk assessed nursing staff to support wards to mitigate staffing
shortages and site pressures.

e Work with clinical service leads to support additional clinics/ re- provision of clinics due to site
pressures.
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e Within resource capabilities, flexibly support evening and weekend/ad hoc clinics to maintain
priority clinics such as 2 week wait clinics and waiting list demands/cancellations due to site
pressures.

Pathology demand from increasing winter iliness
Pathology planning for winter pressures include:

e The laboratory has procured a stock of Covid/Flu multiplex assays to provide rapid Covid/flu
testing for patients presenting with respiratory symptoms over the winter season. The
turnaround time on this test is 60 minutes and will be available 24/7. This is in addition to the
standard Covid test for all admissions

e Point of care services are available in acute locations to provide blood gas analysis including
in A&E and EAU, there is a laboratory back up service in place

e A point of care device for Full Blood Count is also available in A&E

e The main laboratory equipment has sufficient capacity to service the additional demand
from increasing winter illness

Excess Death Management

Gateshead Health manage mortuary services in Gateshead, South Tyneside and Sunderland Hospitals;
agreements between the coroners, provides resilience. In instances where a site reaches capacity, the
deceased can be transported and stored across the three mortuary facilities.

In instances where excess deaths are anticipated, the Trust can escalate temporary facilities which can
be located adjacent to the main mortuary facilities

16. Community

The following are the initiatives and service changes that will be in place to support system pressures
during Winter 2022-23.

e The use of mobile devices and access to live clinical records in the patient home enhances
patient safety and team efficiency and responsiveness

e Community services are in the third year of delivering the Hospice at Home service. The team
support timely discharge and /or step-up support for palliative patients. The impact over winter
should be specifically the support this service can provide in timely discharge for patients at
the end of life which has been problematic in past winters. The team generally has 30 patients
cared for at home, half of work are hospital discharge and half admission avoidance.

e Rapid Response service has implemented the 2hr crisis response service from April as per
government guidance and has been working closely with NEAS regarding pathways and with
SDEC. The team will continue to build pathway developments expanding out of hospital care
and treatment to avoid more efficiently hospital attendances and admissions

e  Frailty Nurses will work Front of House (FoH) and be part of any new FoH frailty model as
well as with new/developing SDEC pathways particularly related to falls

e 7 day-a-week therapy-cover in community to continue into winter

e Falls car to continue into winter months ongoing discussions with ICB regarding funding and
model

e Community service staff input, and support increased to cover across all Promoting
Independence Centres (PICs) to support LA staff

e Discharge team offer support working hours, 8am-8pm, 7 days.
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e Community services manage wound care clinics over 7 days for ambulatory patients,
previously seen by primary care available over 3 sites. This will ensure no patents
unnecessarily attend ED for routine dressing changes

¢ Immunisation programme of house bound and care home patients against Influenza and any
COVID 19 to be carried as per plan in negotiation with ICB and primary care once the vaccine
is available.

e Health care support is across all elderly care homes in Gateshead. The Certified Nurse
Practitioners (CNPs) have been key to supporting the care homes and providing daily contact
to help problem solve as well as clinically supporting residents care plans and the GP link on
ward rounds

e Locality MDTs working in the main virtually have been implemented across all 5 locality
areas. These MDTs include health and care staff from the trust and LA as well as primary
care colleagues. The aim is to reduce admissions and LoS with better coordinated support
within the community

e Adult Speech and Language Team (SLT) will prioritise patients due to their clinical need with
the potential of flexing the team to support prompt discharge where appropriate in line with
SLT clinical standards

Working in collaboration with Gateshead Council, there will be an increase in capacity in the PRIME
service to increase discharges on Pathway 1 supporting medically optimised patients to return home in
a timely manner and reduce ongoing care needs in a care market with limited capacity. This will be a
minimum of 14.5 FTE roles utilising Better Care Fund funding and will be in place for the Winter 2022-23
period

17. Discharge

The Trust has been working towards a home first principle in line with national guidance. There are
ongoing challenges in sourcing packages of home-based social care within Gateshead at present.
Therefore, patients are being offered an alternative out of hospital placement for Gateshead residents.

In line with established principles:

e  Working with patients and their families discharge planning will start on admission

e Discharges will continue to be categorised 0-3 with (0O being non-complex ward based co-
ordinated discharges (estimated 50%) pathways 1-3 need to be referred to the Discharge
Liaison Nurse (DLN) team (estimated 45% will be pathway 1, <4% pathway 2 ,<3% pathway
residential or nursing care)

e The acute service should not be deciding which pathway the patient will follow they need
referral to the Discharge team as part of the integrated system support if the patient has any
ongoing needs/support or intervention- this service will be available 8am-8pm 7 days a week
throughout winter

e A DLN team member will attend board rounds to support and identify any patients with
complex needs post discharge

e EOL care patients suitable for home (requiring care up to 12 weeks) will be referred to the
Hospice at Home service via the Discharge team

e The principle of discharge to assess model is embedded in the Hospital Discharge and
Community Support and Guidance (updated July 2022) and will operate to ensure no delays
to those patients requiring on going health requirements via the trusted assessor model

e Community services will work with partners to embed the new continuing health care
guidance
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e There is a need to continue the follow up phone calls to all discharged patients as has been
established and continued throughout Covid- this will have a resource implication, Age UK
currently supporting until 31.03.2023.

e Re-enablement and rehabilitation will be provided by community services but will need
resourcing appropriately with the right time right pace right skills principles

e A protocol will be developed to manage patients who do not accept the care offered to them
to enable discharge as previous “Choice” principles are no longer relevant

The Unscheduled Care Programme has been working throughout the year to identify support which
would enable discharge to happen more smoothly, Additional Therapy resource to reach out into the
Community and dedicated discharge co-ordinators are proposed for the wards

Working in collaboration with Gateshead Council, there will be a review of the discharge pathway to
incorporate Health and Social Care pressures with a re-baseline of activity data utilising the Bolton
outcomes model. The purpose of the review is to assess capacity and demand and ensure flow through
the system with a focus on home first and prevention / reablement. The review will take start in Autumn
2022 and conclude during the Winter 2022-23 period.

18. Collaborative Operational Planning

There will continue to be multi-agency Regional Surge Meetings which will increase in frequency as
pressures increase over the winter period. These will be chaired by the North of England
Commissioning Support (NECS) Surge Team and will include Trust UEC representation and the Site
Resilience Team Manager, to ensure the Trust are sighted and integral to any system wide response to
challenges that arise in admission/ discharges or transfers of care.

19. QEF Facilities Team

Facilities team plans for winter will be responsive to the increased level of activity and the additional
risks during this period. Queen Elizabeth Facilities (QEF) will look to provide additional front-line staffing
specifically within the response team for winter period within Domestic services. However, at very
severe pressure it may be necessary for the Trust to support the deployment of staff with domestic skills
and knowledge e.g., housekeepers to support domestic response teams.

In addition, domestics will redeploy staff from lower risk areas to high-risk areas to maintain quality,
standards and support patient flow decisions. Requests to escalate will be made via existing escalation
routes. Communication of the impact of redeploying resources will be actioned by the Trust
Communication Team. It is essential that clear routes of communication are followed, and domestic
resources are used effectively.

The pre-existing escalation plan will continue to link with existing Trust command and control structure.
Learning from last year’s plans identified the advantages for deploying additional Vocera units to ensure
timely and accurate communication to front line supervision to integrated between the Trust and QEF.

Contingency stocks for linen and laundry will be increased to provide a level of resilience for adverse
weather.

Medical engineering and medical devices will need to be guided with clear details on expected patient
numbers and requirements to ascertain additional demand for medical devices. Medical Engineering will
be available 24/7 with an On Call engineer available out of hours, contactable via the switchboard.
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Medical Engineering will attend bed management meetings when requested to support patient flow
decisions and manage the deployment and retraction of assets (medical devices and beds) across the
estate.

Depending on the prevailing weather conditions the Estates team will implement the Winter
Maintenance Plan/Adverse Weather Plan to deploy resources in accordance with the agreed Plan
priorities.

20. Transformation Portfolio

The trust has been implementing a New Operating Model as a key part of the trust transformation
portfolio. The new operating model has included the reconfiguration of services in line with activity
modelling carried out on current and forecasted activity but also based on current practice such as the
current length of stay, patient pathways and discharge processes. The model therefore has defined the
bed base required in both medicine and surgery along with the safe staffing plan in which to staff those
areas. It also included the support required from clinical support and community services in order to
fully realise the benefits of the new model.

The changes to the proposed model are considered essential to address longstanding issues and risks
relating to the current configuration of our services but also to allow the Trust to proactively and robustly
respond to the challenges presented by the post-covid recovery and to assure long term sustainability
and resilience of the Trust.

The overall aims of the new operating model project are to:

e Enhance urgent and emergency care pathway front of house to deliver alternatives to inpatient
admissions using ‘Home First’ principles and meet national requirements to increase the number
of patients through same day emergency care (SDEC). This will reduce our bed base
requirements over time and prevent avoidable admissions for patients and reduce the risks to
patients that being in hospital can bring e.g. deconditioning, delirium, HCAI etc.

o Fulfil the requirement of 336 beds for medicine in ‘normal’ times rising to 404 in winter and 104
beds for surgery to prevent the need to board patients and maintain our elective recovery

e Consistently maintain a bed occupancy level of below 92% to maintain flow through the hospital

e Support consistent delivery of the elective recovery / acceleratory programme and in doing so
assure the long-term sustainability of elective surgical services within the Trust.

e Ensure the correct numbers of staff with the right skills are in the right place at the right time and
improve recruitment and retention, improve patient safety, reduce falls, pressure damage and
patient experience

o Allow for the delivery of our transformation programme, to reduce our length of stay, avoidable
admissions and bring the areas where the Trust are outliers from our peers back in line or better
still excel and support our route map to outstanding

Supporting the new operating model are the Unscheduled and Elective Care Programmes. The
Unscheduled care programme is focusing on the delivery of three key objectives:

1. Reducing avoidable emergency admissions
2. Reducing length of stay
3. Improving discharges (including before 12 noon and before 5pm)
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A Discharge Rapid Process Improvement Workshop (RPIW) in partnership with the Local Authority was
completed in July 2022 and the outcomes of an audit of work on discharges before 12 noon and before
5pm will be produced.

The Elective care programme is focusing on outpatients, theatres and diagnostics aiming to improve
efficiency and productivity. The main aim of this work is to ensure the continued ability to provide
sustained elective activity by ensuring the appropriate staffing levels are in place.

Enabling work is being undertaken to ensure the digital requirements to enable the key changes to ways
of working are aligned and embedded as part of the transformation programmes with some examples of
the roll out of nerve centre and continuous improvement of data capture and live dashboard to support
patient flow.

A workforce programme is established which is supporting recruitment and the development of new
roles to develop a sustainable workforce

21. Financial Plan

The Trust is expecting to spend £2.256m on its response to winter pressures over the period November
to March. This includes a dedicated winter ward to be staffed by a mix of substantive staff, bank and
agency locums as a consequence of national and regional supply issues. The Trust initially planned to
spend £2.046m which has been uplifted to £2.256m due to the increase in costs relating to the pay
award and NIC contributions. The detailed supporting information is included as Appendix 2 to this
report.

For comparison, the Trust spent £2.101m on winter in the financial year 2021/22.

This plan assumes the opening of additional beds both on a dedicated winter ward and in escalation
areas as detailed in the below table.

Nov- Dec- Jan- Feb- Mar-

Core 22 22 23 23 23

Medicine 336 368 367 367 361 361
Surgery 94 85* 85 85 100 100
Total 430 453 452 452 461 461

*85 Beds due to building work associated with the new operating model

The bed number modelling informing the financial forecast reflects necessary adjustments in
relation to other NHSE winter capacity monies in 2022/23 as detailed below:

Value
of
Scheme
Additional Winter Capacity Schemes: (E)
Front of house team to support admission
prevention 114,730
Spot purchase of care home beds 388,800
Additional PTS vehicle for discharge via QEF 46,200
Weekend discharge support teams 186,340
Total 736,070
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22. Conclusion

In conclusion, the Trust has identified that Winter 2022-23 is expected to be particularly challenging and
anticipate the need to respond to unprecedented demand for services. However, our winter planning
has allowed the Trust to forecast pressures, to provide mitigation and to assure our patients that they
will continue to receive safe and effective care.
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Appendix 1 — Risk Management

Risk Assessment

Area of Risk

Potential that patient numbers
exceed the levels of demand
forecasted to include Covid-19
admissions

Risk that insufficient qualified
staff are recruited and retained
to meet the anticipated need or
that during the winter period
seasonal viruses take their toll
on staff affecting numbers

Objective Affected

Patient safety

Meeting demand
Performance targets not
met

Staff overwhelmed

Patient safety

Meeting demand
Performance targets not
met

Staff overwhelmed

Mitigating Action Taken
All available physical bed capacity has been identified and every effort made to
recruit staff to support these

In the event that demand exceeds identified the escalation process requires the on-
call service line manager and director to take decisions based on staffed bed
capacity and the planned programme. Where necessary this may include decisions
to reduce the elective programme or to seek mutual aid, as per OPEL checklists

Every effort has been made through the year as part of a rolling recruitment
programme to attract as many qualified staff as are needed

More use is being made of AHPs where recruitment is not as challenged as qualified
nursing. Non ward based nursing plan to support ward areas

All wards will be assessed for safe staffing levels on a daily basis. Staffing plans are
updated at site huddles and reported to the site management meeting. DATIX
submission to be made in accordance with escalation SOP

All staff are encouraged to have their flu vaccination to reduce the risk of
illness and ongoing health and wellbeing offers to promote attendance

Risk that the national access
targets will not be met

Contractual obligations
Patient Safety, quality of
care and experience
adversely affected

Every effort has been made to ensure that the trust has the physical and staffing
resources to allow it to meet the national 4hour standards and local ambulance
handover targets. This is tracked through the site huddles

Investment in the patient flow team and discharge capacity is specifically
targeted at ensuring patients are moved through the system to support the
front of house teams

Performance escalation meetings will be held as required to ensure organisational
effort is targeted at delivery of the targets
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Area of Risk

Risk to the elective programme
(increased medical outliers and
reduced elective activity) and
impacton RTT

Objective Affected

o Patient access

o Patient safety

o Patient experience

o Performance targets

Mitigating Action Taken

In planning the winter capacity every effort has been made to ensure sufficient medical
capacity to support anticipated demand but there remains the potential for periods of
peak demand to impact on the elective programme

Increased costs of providing
capacity and associated
financial risk

o Delivering financial
balance

o Organisational
sustainability

All proposals have been scrutinised by Executive Team and agreed to be critical to
the delivery of the winter programme

Risk that to cover any increased

level of staff illness additional
costs will be incurred through
bank or agency costs

o Delivering financial
balance and quality

o Organisational
sustainability

All staff are encouraged to have their flu vaccination. Policies are in place to minimise
risk of spreading infection among staff but beyond this there is little pre-emptive action
that can be taken

Process for use of agency and monitored?

System pressure not
managed, leading to
increased diverts

to QEH, leading to
increased risk of
overcrowding in ED and
ambulance handover delays,
A&E 4 hour waitbreaches

o Patient safety

o Quality of carte

o Patient experience

o Performance targets

Regional surge management team in place to support with regional pressures

Winter 2019/20 showed exceptional pressures in the Central ICP and increased
demand on other NHS Services

Use of flight deck, build relationships across ICP and NEAS, accurate and timely use of
OPEL, communication is effective and timely
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Appendix 2 - Financial Plan

Scheme

Paediatric Winter Beds
Sub-Total Surgical Business Unit

Physiotherapist

Occupational Therapy

Pharmacist Prescriber COE Complex Discharge Support
Clinical Pharmacy Technician

Phlebotemy

X-ray 24/7 front of house

Sub-Total Clinical Support & Screening Business Unit

Winter Ward - Winter Matron
Winter Ward - Ward Manager
Winter Ward - Senior Sister
Winter Ward - Staff Nurse

Winter Ward - Staff Nurse

Winter Ward - Healthcare Assistant
Winer Ward - Housekeeper
Winter Ward - Admin (Clerk)
Winter Ward - CT1s Junior Medical
Ward 3 - CT1s Junior Medical
Ward 21 - CT1s Junior Medical
Winter Ward - Registrar

Winter Ward - Consultants

Winter Ward - Non Pay

Winter Ward - Incentive Payment
Escalation Beds - Ward 22
Escalation Beds - Ward 22
Escalation Beds - Ward 24
Escalation Beds - Ward 24
Escalation Beds - Ward 25
Escalation Beds - Ward 25
Discharge Lounge - Staff Nurse
Discharge Lounge - Healthcare Assistant
Sub-Total Medicine Business Unit

COVID vaccine delivery - 3 months only

COVID vaccine delivery - 3 months only

Income from PCNs for COVID Vaccinations - ESTIMATE
Occupational Therapist

Continuation of Care Home Support

Discharge Liasion Nurses in Hub 6 months secondment
Therapy Assistants to Suport RR Rehabilitation
Sub-Total Community Business Unit

Additional Porters

PTS Staff Day Shift

Pay Award

QEF Margain

4 x 4 vehicle x 2 for 181 days £90 per day
PTS vehicle for 6 months

Sub Total QEF

Excess Deaths Portakabin - Hire
Excess Deaths Portakabin - Installation

Total Cost

Funding held in reserve
Increased for pay award & NIC incease

Financial Shortfall

Notes

Band

Band5/6

Band 6
Band 6
Band 8a
Band 5
Band 2
Band 5

Band 8A
Band 7
Band 6
Band 5
Agency
Band 2
Band 2
Band 2
Agency
Agency
Agency
Agency
Agency

Band 5
Band 2
Band 5
Band 2
Band 5
Band 2
Band 5
Band 2

Band 5
Band 3

Band 7
Band 7
Band 6
Band 3

QFOA
QFOA

WTE Period

1.12 Janto Mar 23
1.12

1.00 Nov to Mar 23
1.00 Nov to Mar 23
1.00 Nov to Mar 23
2.00 Nov to Mar 23
2.00 Nov to Mar 23
1.00 Nov to Mar 23
8.00

1.00 Nov to Mar 23
1.00 Nov to Mar 23
2.00 Nov to Mar 23
12.11 Nov to Mar 23
12.11 Nov to Mar 23
22.50 Nov to Mar 23
1.80 Nov to Mar 23
1.00 Nov to Mar 23
3.00 Dec to Mar 23
2.00 Nov 22
2.00 Nov 22
2.00 Nov to Mar 23
1.00 Nov to Mar 23
Nov to Mar 23
Nov to Mar 23
3.95 Nov to Mar 23
2.42 Nov to Mar 23
3.95 Nov to Mar 23
2.42 Nov to Mar 23
3.95 Nov to Mar 23
2.42 Nov to Mar 23
3.55 Nov to Mar 23
1.77 Nov to Mar 23
87.95

2.86 NovtoJan23
1.00 NovtoJan23

Nov to Jan 23
0.20 Nov to Mar 23
4.00 Nov to Mar 23
2.00 Dec to Mar 23
2.00 Dec to Mar 23

12.06

4.00 Nov to Mar 23
2.00 Nov to Mar 23
Nov to Mar 23
Nov to Mar 23
Janto Mar 23
Nov to Mar 23
6.00

22 weeks

115.13

22-23 PYE
£
13,420
13,420

18,706
18,706
25,727
30,483
20,443
17,795
131,860

25,743
22,022
41,633
226,910
440,738
335,821
19,795
10,997
89,126
14,854
14,854
101,297
136,053
69,077
30,453
74,013
36,119
74,013
36,119
74,013
36,119
54,166
19,465
1,983,402

26,155
6,747
-26,035
4,634

0
37,412
19,181
68,094

0

0
3,605
4,123
16,290
0
24,018

36,164

2,256,958

-2,045,720
-2,256,958

Nov-22
£

3,741
3,741
5,145
6,097
4,089
3,559
26,372

5,149
4,404
8,327
45,382
88,148
67,164
3,959
2,199

14,854
14,854
20,259
27,211
13,815
6,091
14,803
7,224
14,803
7,224
14,803
7,224
10,833
3,893
402,622

8,718
2,249
-8,678

927
0

3,216

721

825

1,546

7,233

440,988

-409,144
-451,392

-10,403

Dec-22
£

3,741
3,741
5,145
6,097
4,089
3,559
26,372

5,149
4,404
8,327
45,382
88,148
67,164
3,959
2,199
22,282

20,259
27,211
13,815
6,091
14,803
7,224
14,803
7,224
14,803
7,224
10,833
3,893
395,195

8,718
2,249
-8,678
927

0
9,353
4,795
17,364

721

825

1,546

7,233

447,709

-409,144
-451,392

-3,682

Jan-23
£
4,473
4,473

3,741
3,741
5,145
6,097
4,089
3,559
26,372

5,149
4,404
8,327
45,382
88,148
67,164
3,959
2,199
22,282

20,259
27,211
13,815
6,091
14,803
7,224
14,803
7,224
14,803
7,224
10,833
3,803

395,195

8,718
2,249
-8,678
927

0
9,353
4,795
17,364

721
825
5,430
6,976

7,233

457,613

-409,144
-451,392

6,221

Feb-23
£
4,473
4,473

3,741
3,741
5,145
6,097
4,089
3,559
26,372

5,149
4,404
8,327
45,382
88,148
67,164
3,959
2,199
22,282

20,259
27,211
13,815
6,091
14,803
7,224
14,803
7,224
14,803
7,224
10,833
3,803

395,195

927

0
9,353
4,795
15,075

721
825
5,430
6,976

7,233

455,324

-409,144
-451,392

3,932

Mar-23
£
4,473
4,473

3,741
3,741
5,145
6,097
4,089
3,559
26,372

5,149
4,404
8,327
45,382
88,148
67,164
3,959
2,199
22,282

20,259
27,211
13,815
6,091
14,803
7,224
14,803
7,224
14,803
7,224
10,833
3,893

395,195

927

0
9,353
4,795
15,075

721
825
5,430
6,976

7,233

455,324

-409,144
-451,392

3,932

Total
£
13,420
13,420

18,706
18,706
25,727
30,483
20,443
17,795
131,860

25,743
22,022
41,633
226,910
440,738
335,821
19,795
10,997
89,126
14,854
14,854
101,297
136,053
69,077
30,453
74,013
36,119
74,013
36,119
74,013
36,119
54,166
19,465
1,983,402

26,155
6,747
-26,035
4,634

0
37,412
19,181
68,094

0

0
3,605
4,123
16,290
0
24,018

36,164

2,256,958

-2,045,720
-2,256,958

Pay scales effective from April 2022. NI and Superannuation all at 2022-23 rates. For the winter ward - 50% of posts costed at mid-point of
scale / point of employee if known, assuming member of staff pays superannuation. 50% of posts costed at agency rates.

#GatesheadHealth

Page | 37

Gateshead Health NHS Foundation Trust
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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 11i

Purpose of Report

Decision: | Discussion: | Assurance: | Information:
O O X O

Committee Reporting
Assurance:

Finance and Performance Committee — 26 July 2022

Name of Meeting:

Trust Board

Date of Meeting:

27 September 2022

Author:

Miss J Boyle

Executive Lead:

Mrs J Bilcliff and Mrs J Baxter

Report presented by:

Mr M Robson, Chair of Committee

Matters to be escalated to
the Board:

No items identified for escalation

Executive Summary:
(outline assurances and
gaps including mitigating
actions)

Cancer 62 Day Recovery Plan

The Committee received an update from Mrs D Renwick,
Associate Director of Planning and Performance and Mrs
H Routh, Director of Operations, Surgery on the above
and noted the Cancer 62 day recovery plan, the
performance for the 62 day standard and also key parts of
the pathway (2ww, 28 day and 31 day).

The Committee agreed partial assurance.

Integrated Oversight Report

The Committee received a report which covers the
reporting period for May and June 2022. The Committee
noted the key areas of pressures within the report and
received partial assurance as there are still some
outstanding issues.

Financial Revenue Report

The Committee received a report and noted that for the
period April to June the Trust has reported an actual deficit
of £2.887m after adjustments for donated assets and gain
& losses of asset disposal. The Committee were not
assured on this report.

Supply Procurement Minutes

The Committee received a verbal update as there were no
minutes available as there had been no recent meetings of
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the Supply Procurement Committee. The Committee
noted that there would be an internal investigation and
were therefore not assured.

Corporate Objectives — F&P

The Committee received a report and noted that 3
corporate objectives have been mapped to the Finance &
Performance Committee. These are strategic objectives
and will not be monitored monthly. The Committee agreed
partial assurance due to the gaps and noted that this will
develop going forward. The Committee agreed the
corporate objectives.

Board Assurance Framework

The Committee received a report and noted the new format
of the Board Assurance Framework. The Committee noted
the key issues and that there are still gaps in control and
assurance.

Recommended actions for
Board

The Board is requested to note the assurances and risks
identified by the Committee and be mindful of this when
reviewing and discussing related agenda items.

Trust Strategic Aims that the
report relates to:

(Including reference to any
specific risk)

Aim 1 | We will continuously improve the quality and
O safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
O engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes
Aim 5 | We will develop and expand our services within
X and beyond Gateshead
Financial As outlined in the Finance Report paper on the agenda.
Implications:

Links to Risks (identify
significant risks and DATIX
reference)

Risks identified on the Organisational Risk Register
include:

e FIN 2873 - Risk that the Trust is unable to form a
suitable capital plan and programme due to
reduced levels of CDEL available. (9)

e FIN 2874 - Risk that we are unable to formulate a
coherent financial plan due to uncertainty
surrounding the financial framework. (3)

People and OD Implications:

Workforce planning assumptions will form part of the
annual plan submission.

Links to CQC KLOE

Caring | Responsive | Well-led | Effective Safe
X X X] X X
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Trust Diversity & Inclusion
Objective that the report
relates to: (including
reference to any specific
implications and actions)

Obj.1

The Trust promotes a culture of inclusion where
employees have the opportunity to work in a
supportive and positive environment and find a
healthy balance between working life and
personal commitments

All patients receive high quality care through
streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers

Leaders within the Trust are informed and
knowledgeable about the impact of business
decisions on a diverse workforce and the differing
needs of the communities we serve
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F&P Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 11i

Purpose of Report

Decision: | Discussion: | Assurance: | Information:
O O X O

Committee Reporting
Assurance:

Finance and Performance Committee — 30 August 2022

Name of Meeting:

Trust Board

Date of Meeting:

27 September 2022

Author:

Miss J Boyle

Executive Lead:

Mrs K Mackenzie and Mrs J Baxter

Report presented by:

Mr M Robson, Chair of Committee

Matters to be escalated to
the Board:

No items identified for escalation

Executive Summary:
(outline assurances and
gaps including mitigating
actions)

Echo Recovery Plan Update

The Committee received an update from Ms E Scott,
Service Line Manager, Medicine on the above and noted
the current Echo performance, challenges and action plan
to support with recovery and making the department
sustainable. The Committee agreed partial assurance.

Integrated Oversight Report

The Committee received a report which covers the
reporting period for June and July 2022. The Committee
noted the key areas of pressures within the report and
were not assured on this item.

Financial Revenue Report

The Committee received a report and noted that for the
period April to July the Trust has reported an actual deficit
of £3.322m after adjustments for donated assets and gain
& losses of asset disposal. The Committee were not
assured on this report.

Supply Procurement Committee Update

The Committee received a verbal update as there were no
minutes available from the Supply Procurement
Committee to share with members. The Committee noted
that an investigation should be being undertaken by
Internal Audit and that work is continuing on this issue.
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Capital Plan Update

The Committee received a report and noted the Trust has
an approved CDEL of £8.419m, which has been increased
to £8.846m due to the carry forward of decarbonisation
grant of £0.427m. The revised capital programme totals
£9.824m an over commitment of £0.978m. To date the
Trust has underspent so far due to the delay on the New
Operating Model, and there may be a risk of some slippage
on this. The Committee received full assurance.

Update on New Operating Model

The Committee received a detailed report which updates
members on the progression of delivery of the various
components of the New Operating Model, namely Estates,
Workforce and Transformation Plans. Members noted that
there has been an increase in the overall costs from the
initial Business case. The Committee received partial
assurance.

Sustainability Report

The Committee received a verbal update and noted the
main issues and that good progress is being made. The
Committee received partial assurance.

QE Facilities Financial Update

The Committee received a report which provides a
summary of trading performance, profit and loss and
statement of financial position. The Committee received
full assurance.

Board Assurance Framework

The Committee received a report and noted that this may
be discussed at the next Board meeting and that there are
some gaps that have been identified and more information
will be provided for the next meeting.

Recommended actions for
Board

The Board is requested to note the assurances and risks
identified by the Committee and be mindful of this when
reviewing and discussing related agenda items.

Trust Strategic Aims that the
report relates to:

(Including reference to any
specific risk)

Aim 1 | We will continuously improve the quality and
O safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
O engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes
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Aim 5 | We will develop and expand our services within
X] and beyond Gateshead

Financial
Implications:

As outlined in the Finance Report paper on the agenda.

Links to Risks (identify
significant risks and DATIX
reference)

Risks identified on the Organisational Risk Register
include:

e 3093 — There is a risk that the Trust does not
achieve its financial and capital plans due to the
challenging level of CRP, increasing inflation and
risk around achievement of ERF. Resulting oin the
failure to deliver sustainable services and deliver
objectives.

People and OD Implications:

Workforce planning assumptions will form part of the
annual plan submission.

Links to CQC KLOE

Caring | Responsive | Well-led | Effective Safe
X X X] X X

Trust Diversity & Inclusion
Objective that the report
relates to: (including
reference to any specific
implications and actions)

Obj.1 | The Trust promotes a culture of inclusion where

O employees have the opportunity to work in a
supportive and positive environment and find a
healthy balance between working life and
personal commitments

Obj. 2 | All patients receive high quality care through

X streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers

Obj. 3 | Leaders within the Trust are informed and

O knowledgeable about the impact of business
decisions on a diverse workforce and the differing
needs of the communities we serve
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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda ltem: 11ii

Purpose of Report

Decision: Discussion: | Assurance: | Information:

O O X X

Committee Reporting
Assurance:

Quality Governance Committee August 2022

Name of Meeting:

Trust Board

Date of Meeting:

August 2022

Author:

Mrs A Stabler, Non-Executive Director

Executive Lead:

Dr G Findley, Chief Nurse

Report presented by:

Mrs A Stabler, Non-Executive Director

Matters to be escalated to
the Board:

Looked After Children Annual Report— The CCG completed
a review of our service and have not as yet shared the
outcome / report with the Trust. The Committee want to
request further escalation by the Board to the Integrated
Care Board (ICB) noting the increased activity and the
capacity of the service to continue to deliver the required
outcomes for looked after children.

Executive Summary:

Items received for assurance:

Assurances from Strategic, SafeCare Risk and Safety
Council

The Committee acknowledged two issues to escalate to
QSG:

e CAS alert notices specifically the discrepancy in
those noted as open on the IOR and number noted
as open on our internal system.

e The respiratory team presented an audit which
highlighted gaps due to pressure on the team. It was
noted that the current levels of respiratory illness
within the Trust are at the peak winter point and
agreed to escalate these two issues to the
Committee.

Integrated Oversight Report

The Committee acknowledged that a number of patient
safety alerts were not closed on our internal system but are
closed in the national system which has been raised via the
SafeCare Council because there is now a discrepancy
between the IOR and the internal system. A plan is in place
to have this resolved the discrepancy by the next Safe Care
Council meeting.

Based on the above, the Committee agreed that a partial
level of assurance had been provided from this report.
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Objective Delivery Report
The Committee acknowledged the four corporate objectives
mapped to the Committee for assurance purposes.

The Committee agreed that a partial level of assurance had
been provided from this report noting that there is a plan in
place but are yet to see delivery.

Maternity Assurance Report

The Committee acknowledged that the maternity service
has performed a full gap analysis on the final report from
Donna Ockenden and the six monthly midwifery staffing
review has been completed. The maternity IOR is being
developed and will be presented at either QSG or Board.
One maternity S| was reported, and a full review has been
completed identifying a diagnostic referral pathway was not
followed. The review concluded no risks identified and
agreed to downgrade from a Sl.

The Committee agreed that a full level of assurance had
been provided from this report noting that we know where
the gaps are and plans are in place.

Patient Experience Annual Report

The Committee acknowledged that 280 complaints were
received and acknowledged within three working days in
line with the NHS Complaints Regulations with 279
complaints closed and 78% were classed as upheld. It was
noted that we are working through the backlog of complaints
learning from compliance and has been shared within the
report.

Further assurance was requested on the 40 complaints that
had been reopened.

The Committee agreed that a partial level of assurance had
been provided from this report noting the gaps in complaints
and associated backlogs.

Mental Health Update

The Committee acknowledged the demand in older
person’s mental health has remained stable and obtaining
data on waiting times remains challenging. Bed occupancy
has increased and vacancies has reduced.

The Committee agreed that a partial level of assurance had
been provided from this update noting that the practice
needs modernising.

Serious Incident Report

The Committee acknowledged a total of 19 serious
incidents were reported during Q1 2022/23, 9 of which were
related to inpatient falls and 7 related to delays in diagnosis.
It was noted that there are a backlog of incidents from the
pandemic and some investigations remain outstanding due
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to vacancies in the team, but posts have been recruited with
new members joining shortly.

The Committee agreed that a partial level of assurance had
been provided from this report noting that we do not have
the learning and to make sure this is being implemented.

Safe Staffing Report

The Committee acknowledged that there are no reports of
wards having less than 75% fill rates for Health Care
Assistants. It was noted that there are new students starting
in September and internationally trained nurses due to
undertake the OSCE examination in September.

The Committee agreed that a partial level of assurance had
been provided from this report noting the recruitment
system in place but acknowledging the numbers recruited
cannot be guaranteed until staff commence in post. It was
also acknowledged that the duration of the preceptorship
arrangements will impact.

Health and Safety Quarterly Report

The Committee acknowledged there are ongoing recurrent
group issues of breaches in statutory reporting
requirements of 15 days post employee accident resulting
in ongoing issues of late RIDDOR. It was noted that COSSH
training was brought to the Executive Risk Management
Group in August for further discussions. It was noted there
is a shortfall in the number of staff training in areas including
First Aid, COSSH and Fire Wardens.

The Committee agreed that a partial level of assurance had
been provided from this report.

Safeguarding Progress Report

The Committee acknowledged the key performance
indicators and that the quarterly dashboard is circulated to
the ICB then monitored against those performance
indicators.

The Committee agreed that a partial level of assurance had
been provided from this report.

ECIST Feedback

The Committee acknowledged that recommendations have
fed into the work of the Unscheduled Care Programme
Board who meet monthly with an action plan and there has
been a specific focus on discharge and standardisation of
board rounds to facilitate home today, home tomorrow.

The Committee agreed that a partial level of assurance had
been provided from this report.




Page 98 of 288

New CQC Framework

The Committee acknowledged that it was agreed by SMT to
be put forward for the new CQC inspection framework and
will find out the outcome in September. It was noted that the
new framework is being classed as a single assessment
framework and CQC will gather evidence from six domains.

Looked After Children Annual Report

The Committee acknowledged that 483 children were in the
looked after system at the beginning of the year which is an
increase of 45 children and the CCG have completed a
review of the service but have not received a copy of the
review. It was noted that end of the end of March 2022, there
were 237 children placed outside the borough of Gateshead
compared to 203 for the previous year.

The Committee agreed that a full level of assurance had
been provided from this report noting the content and
pressures on the team.

Nursing Strategy

The Committee received the above report of the draft
nursing strategy for 2022-2027 for consideration which has
been developed in consultation with staff and on the
pathways to excellent principles six development areas.

Audit Final Reports

The Committee acknowledged the audit reports for
Performance Targets — Data Quality, Quality Governance
Framework, Controlled Drug Security and Pharmacy
Medicines Assurance Report.

The Committee agreed that a full level of assurance had
been provided from the Pharmacy Medicines Assurance
Report.

Items received by the Committee for information:

¢ Mental Health Act Compliance Minutes — May and June
2022

Recommended actions for
Board

Board are asked to note the work of the Committee and the
assurances received and note the areas of risk identified but
note the actions in place to resolve.

Trust Strategic Aims that
the report relates to:
(Including reference to any
specific risk)

Aim 1 | We will continuously improve the quality and
X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
O engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
O make the best use of resources

Aim 4 | We will be an effective partner and be ambitious in
O our commitment to improving health outcomes
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Aim 5
X]

We will develop and expand our services within
and beyond Gateshead

Financial
Implications:

None to Note

Links to Risks (identify
significant risks and DATIX
reference)

ORR Risks, 2879 — Maternity, 2779 CQC Compliance/
Improvement, 2868 — Further wave of Covid, 2880

People and OD
Implications:

Gaps in workforce in nursing, midwifery and mental health.

Links to CQC KLOE Caring | Responsive | Well-led | Effective Safe
X X X X X
Trust Diversity & Inclusion Obj.1 | The Trust promotes a culture of inclusion where
Objective that the report O employees have the opportunity to work in a
relates to supportive and positive environment and find a
healthy balance between working life and personal
commitments
Obj. 2 | All patients receive high quality care through
X streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers
Obj. 3 | Leaders within the Trust are informed and
O knowledgeable about the impact of business
decisions on a diverse workforce and the differing
needs of the communities we serve
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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda ltem: 11iii

Purpose of Report

Decision: | Discussion: | Assurance: | Information:

O O X O

Committee Reporting
Assurance:

Digital Committee Assurance Report from Meeting held
on 8 August 2022

Name of Meeting:

Board of Directors

Date of Meeting:

27 September 2022

Author:

Mr A Moffat, Chair of the Digital Committee

Executive Lead:

Mrs K Mackenzie, Group Director of Finance and Digital

Report presented by:

Mr A Moffat, Chair of the Digital Committee

Matters to be escalated to
the Board of Directors:

No specific matters to escalate to the Board for further
action.

Executive Summary:
(outline assurances and
gaps including mitigating
actions)

Organisational Strategic Objectives

The report showed how the existing digital objectives
mapped to the updated and new (22/23 and beyond)
Trust strategic objectives. For the existing objectives the
progress against each was clearly indicated and as such
this element was rated as fully assured in respect of the
21/22 objectives. With regards to the new objectives it
was noted that further development was needed to
ensure they were SMART and therefore this was rated as
partially assured.

Digital Strateqy Roadmap

It was noted that Digital Transformation Group (DTG) was
reviewing the prioritised digital roadmap and a change
control process to ensure the finite resource capacity is
focussed on the appropriate deliverables. The Digital
Roadmap was judged to be fully assured as the list is
complete, although refinements are required around
providing an indication if resourcing is available.

EPR Systems Strateqy — Outline Business Case

The committee reviewed the Electronic Patient Record
(EPR) Systems Outline Business Case (OBC). It was
noted that recommendation was for option 2- a ‘single
integrated care record’. This OBC has been shared with
Senior Management Team and Clinical Policy Group; and
will now follow the business case process. It was
recognised there is a significant funding gap with the
OBC that would require external funding sources — in
order to deliver the benefits identified; but also that there
are additional funding requirements needed to exploit the
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existing systems currently in operation in the Trust. A
rating of full assurance was awarded to the OBC but the
Committee is not fully assured in terms of funding
availability.

Service Key Performance Indicators

An updated KPI report was presented to provide digital
performance assurance. It was noted this had previously
been reviewed at Digital Assurance Group and any
operational escalations reported for action at SMT - prior
to submission to the Digital Committee. A rating of
partially assured was awarded as there is still an item
outstanding and clarity was required in terms of setting
targets. It was noted that significant progress has been
made to date and that the work undertaken is of good
quality.

Data Security and Protection Toolkit

The DSPT was submitted with a score of 97% across the
33 areas of compliance, it was noted this has been
verified by internal audit. An action plan was submitted to
close the area on which the trust was non-compliant —
namely having an appropriately trained information
security specialist within the organisation. A rating of
partial assurance was given as this action is due to be
completed in February 2023.

Internal Audit Reports

There are a number of open audit actions, none of which
are overdue against previously prolonged delivery dates;
however due to fairly extensive delays in anticipated
completion, a rating of partial assurance was awarded.

The Docstore audit was rated partially assured due to the
risk identified around the provision of support and
ongoing development required by Newcastle Hospitals.

The actions arising from the Dionach review were
considered but it was noted these are due for formal re-
assessment by the company. Until the work is completed
the report was considered partially assured.

Sub-Group Reporting

Assurance reports were received from the Digital
Transformation Group and the Digital Assurance Group.
As no gaps in assurance were identified, full assurance
was awarded.

Recommended actions for
the Board of Directors

The Board is requested to take assurance from the work
of the Committee and note the assurances, actions and
decisions of the Committee in framing related items on
the Board agenda.
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Trust Strategic Aims that the | Aim 1 | We will continuously improve the quality and
report relates to: X safety of our services for our patients
(Including reference to any Aim 2 | We will be a great organisation with a highly
specific risk) O engaged workforce
Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources
Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes
Aim 5 | We will develop and expand our services within
O and beyond Gateshead
Financial None to note
Implications:

Links to Risks (identify
significant risks and DATIX
reference)

There are no significant risks on Datix relating to the
business conducted at this meeting.

People and OD Implications:

None to note.

Links to CQC KLOE Caring | Responsive | Well-led | Effective Safe
O O X O X
Trust Diversity & Inclusion Obj.1 | The Trust promotes a culture of inclusion where
Objective that the report O employees have the opportunity to work in a
relates to: (including supportive and positive environment and find a
reference to any specific healthy balance between working life and
implications and actions) personal commitments
Obj. 2 | All patients receive high quality care through
O streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers
Obj. 3 | Leaders within the Trust are informed and
O knowledgeable about the impact of business

decisions on a diverse workforce and the differing
needs of the communities we serve
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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda ltem: 11iv

Purpose of Report

Decision: | Discussion: | Assurance: | Information:

O O X O

Committee Reporting
Assurance:

People and OD Committee — September 2022

Name of Meeting:

Trust Board

Date of Meeting:

27 September 2022

Author:

Ferne Clements, Head of People Planning, Performance
& Quality

Executive Lead:

Lisa Crichton-Jones, Director of People & OD

Report presented by:

Ruth Bonnington, Non-Executive Director

Matters to be escalated to the
Board:

No items identified for escalation

Executive Summary: (outline
assurances and gaps including mitigating
actions)

The key agenda items discussed were as follows:

Items referred from F&P Committee - Staffing
Position in Theatres

Partial assurance was received as further interventions
and engagement required.

Growing the workforce — Absence & Supply

The committee were partially assured reflecting the
amount of work underway but had hoped to see a
reduction in Nursing vacancies but the gap has grown.
Further modelling to include forward Ilook and
benchmarking.

Update report from POD Portfolio Board
The Committee were partially assured due to lack of
progress on the Junior Doctors mess.

Strategic Objectives

Understanding the work ongoing across the People and
OD portfolio the committee were partially assured noting
actions to be reviewed.

People & OD Metrics

A presentation was shared highlighting the key areas of
focus within each of the ‘Heads of portfolios. The
committee were partially assured.

EDI

The Annual report was shared alongside the latest
WRES/WDES submission. The committee were partially
assure as actions identified.
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GMC Survey

The group were partially assured due to lack of progress
on the Junior Doctor mess and hot food provision out of
hours.

Guardian of Safeworking Annual & Q1

The Guardian of Safeworking presented the Annual and
Q1 report. The committee were partially assured due to
lack of progress on the Junior Doctor mess.

Board Assurance Framework
Partial assurance was received, BAF to be updated.

People and OD Organisational Risk Register
The group were partially assured understanding the
workforce risk is to be reviewed, both score and narrative.

Recommended actions for
Board

Note main assurances against the strategic People and
OD themes detailed and key associated risks.

Trust Strategic Aims that the
report relates to:

(Including reference to any
specific risk)

Aim 1 | We will continuously improve the quality and
O safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X] engaged workforce

Aim 3 | We will enhance our productivity and efficiency
O to make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
O and beyond Gateshead

Financial
Implications:

No significant new financial implications to highlight to
the Board.

Links to Risks (identify
significant risks and DATIX
reference)

Three risks from the organisational risk register were
reviewed:

2764 — Right People, Right place, Right skills — 16
2765 — Leadership and OD — 12

2759 — Health & Wellbeing — 12

People and OD Implications: | As set out
Links to CQC KLOE Caring | Responsive | Well-led | Effective Safe

X X X X X
Trust Diversity & Inclusion Obj.1 | The Trust promotes a culture of inclusion where

Objective that the report
relates to: (including
reference to any specific
implications and actions)

X employees have the opportunity to work in a
supportive and positive environment and find a
healthy balance between working life and
personal commitments

Obj. 2 | All patients receive high quality care through

O streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers
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Leaders within the Trust are informed and
knowledgeable about the impact of business
decisions on a diverse workforce and the
differing needs of the communities we serve
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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda ltem: 11v

Purpose of Report

Decision: | Discussion: | Assurance: | Information:
O O X O

Committee Reporting
Assurance:

Audit Committee Assurance Report from Meeting held on
1 September 2022

Name of Meeting:

Audit Committee

Date of Meeting:

1 September 2022

Author:

Miss J Boyle, Company Secretary

Executive Lead:

Mrs K Mackenzie, Group Director of Finance and Digital

Report presented by:

Mr A Moffat, Chair of the Audit Committee

Matters to be escalated to
the Board of Directors:

The Audit Committee escalated the lack of
implementation of overdue Internal Audit
recommendations, noting that several due dates had
already been extended a number of times.

Executive Summary:
(outline assurances and
gaps including mitigating
actions)

Executive Risk Management Group — Update

The Committee received the update report and was fully
assured regarding the work of the Group. In particular it
was noted that the Group had reviewed the strategic risks
for 2022/23, as well as the output of the Board’s risk
appetite and maturity discussions.

Board Assurance Framework (BAF)

An overview was provided of the process and controls in
place for the development of the 2022/23 BAF and its
review at the Board and its committees. Recognising that
the new format of the document continues to embed, a
rating of partial assurance was provided pending the
delivery of training on the BAF to Members.

Internal Audit Work Plan 2022/23

The Committee approved the Internal Audit work plan
subject to some final amendments to reflect some
discrepancies in Director leads and deadline dates for the
presentation of final reports to the Audit Committee.

Internal Audit Progress Report

The report provided a summary of the 8 internal audits
recently completed across the Group. The Committee
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were satisfied with the outcomes of these audits and the
resulting recommendations.

The report also detailed the audit actions currently
classified as overdue, including those where due dates
had been amended through discussion with action
owners. The Committee expressed concern over the
number of overdue actions, particularly in relation to long-
standing actions, and it was agreed to undertake a piece
of work to review and assure Committee members over
progress, as well as to escalate this issue to the Board.

As such a rating of partial assurance was awarded.

External Audit Annual Report

The report provided assurance that the audit for 2021/22
was fully completed. This included an unqualified opinion
on the financial statements, confirmation that
consolidation schedules were consistent with the financial
statements, as well as confirmation that no significant
weaknesses had been identified in relation to value for
money. The audit certificate had been issued.

As such, a rating of full assurance was awarded.

Counter Fraud Progress Report

It was noted that there were two outstanding tasks from
the workplan, with assurance provided that they would be
completed in time for the December 2022 Audit
Committee. The Annual Report would also be presented
at this time.

The Counter Fraud Workplan 2022/23 was approved by
the Committee and assurance was provided that an
investigation had been completed and closed during the
period.

A rating of partial assurance was awarded, noting the
delays in the completion of the final workplan tasks whilst
also recognising the positive progress made in respect of
enhancing the format and style of the Counter Fraud
reports.

Schedule of Losses and Special Payments

The Committee approved the losses and special payments
register for the period 1 April 2022 to 30 June 2022 and
was fully assured.

Recommended actions for
the Board of Directors

The Board is requested to take assurance from the work
of the Committee and note the assurances, actions and
decisions of the Committee in framing related items on
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the Board agenda. The Board is requested to review the
escalated item relating to overdue internal audit actions.

Trust Strategic Aims that the | Aim1 | We will continuously improve the quality and
report relates to: X safety of our services for our patients
(Including reference to any Aim 2 | We will be a great organisation with a highly
f k
specific risk) O | engaged workforce
Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources
Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes
Aim 5 | We will develop and expand our services within
O and beyond Gateshead
Financial None to note
Implications:

Links to Risks (identify
significant risks and DATIX
reference)

There are no significant risks on Datix relating to the
business conducted at this meeting.

People and OD Implications:

None to note.

Links to CQC KLOE Caring | Responsive | Well-led | Effective Safe
O O X] O X
Trust Diversity & Inclusion Obj.1 | The Trust promotes a culture of inclusion where
Objective that the report O employees have the opportunity to work in a
relates to: (including supportive and positive environment and find a
reference to any specific healthy balance between working life and
implications and actions) personal commitments
Obj. 2 | All patients receive high quality care through
O streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers
Obj. 3 | Leaders within the Trust are informed and
O knowledgeable about the impact of business
decisions on a diverse workforce and the differing
needs of the communities we serve
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Operational performance

Delayed discharges
remain problematic
(circa 3 general and
acute wards of
medically optimised
patients)

Staffing pressures

Key headlines

Front of house
continues to have
significant pressures

RTT have continued
focus on increasing
capacity to reduce

patient backlogs and

waiting times. 75% of

patients waiting less

than 18 weeks in July

& August

Community teams
continue to support by
keeping patients in
their own home saw
45,264 in August
averaging 1,460 per
day.

August combined
elective activity is
97%

NHS

Gateshead Health
NHS Foundation Trust

#GatesheadHealth

Gateshead Health NHS Foundation Trust
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Operational performance

Urgent and emergency care

* Footfall and patient numbers decreased in August from July however
daily attendances are more than last year

* 4-hour performance is at 74.5% (77.5% last month)

* Bed occupancy increased from 95.1% in July to 96% in August

« Ambulance delays have decreased since last month

» Delayed discharges still a significant issue

A&E Indicators Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22

Attendances: Type 1| 5431 6098 | 6090 | 6051 | 5686
Attendances: Type 3| 3323 3618 | 3569 | 3356 | 3319
Total Attendances| 8754 | 9716 | 9659 | 9407 | 9005
Total Breaches| 2164 2148 | 2212 | 2116 | 2292

Ambulance Arrivals and handover delays | Apr-22 | May-22| Jun-22 | Jul-22 | Aug-22

No. Patients arriving by Ambulance| 1619 | 1803 | 1733 | 1748 | 1760

Trust Total - % seen in 4 hours | 75.3% | 77.9% | 77.1% | 77.5% | 74.5% Y% ﬂf hﬂndm‘ers <15 Minutes 44.1% 46]% 45 . 1% &2 .5% 45 .8%
National Rank (Accute trusts - Lower is better)| 23 20 19 16 29
12 hour trolley waits (DTA breaches)| 71 4 11 18 32 Number Df »30 Minute Brea'l:hes 72 26 40 63 45
Volumne in department > 12hours| 252 108 193 213 318 Number ﬂf }50 Minute Brea{:hes 62 10 17 37 36

A&E >12hour waits (target <2%)| 2.88% | 1.11% | 2.00% | 2.26% | 3.53%

Gateshead Health NHS Foundation Trust #GatesheadHealth
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Performance benchmarking NHS!

Gateshead Health

NHS Foundation Trust

GHFT Benchmarking Figure GHFT Benchmarking Position
is | M I A
May | June | July | Aug | Sep Rank out of: RankI.S ay | June | July ug | Sep
IOR [ IOR | IOR | IOR | IOR betterif:| |OR | IOR [ IOR | IOR | IOR
139 - All Type 1

A&E 4 hour waiting time target| 75.3%|77.9%|77.1%|77.5%|74.5% Lower | 23 20 19 16 29

NHS Providers

Latest weekly PTL: patients waiting >
104 weeks

Latest weekly PTL: patients waiting >
52 weeks

Latest weekly PTL: patients waiting >
62 days for cancer treatment

0 0 0 0 0 8 Providers in ICS | Lower 1 1 1 1 1

50 60 73 75 58 | 8 Providersin ICS | Lower 2 2 3 3 2

63 65 57 68 64 | 8 ProvidersinICS | Lower 1 1 1 1 1

139 - top 20 under

62 day backlog as % of waiting list| 8.7% | 9.1% | 9.3% |10.2%| 8.3% .
NHSE/I scrutiny

Higher | 73 75 69 59 83

Latest update:

 The Trust remains in a relatively strong position against
available benchmarking data. While in 3 of the 5 metrics, we
are staying static and achieving the best rank for 2 indicators

Gateshead Health NHS Foundation Trust #GatesheadHealth



Our People

Slight improvement on
Appraisal rates
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Core skills
increased to
78.1%

Recruitment

remains a top
priority

NHS
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Gateshead Health

G e n e ra I u pd ateS NHS Foundation Trust
provider Collaborative /1CS / CEB (GeneralUpdate |

* Visits:
»  Strategy Roadshow at the QE
- ICB » Following the death of Her Majesty the Queen, we »  Official opening of the new maternity theatre

* New Governance arrangements held a day of mourning and had the bank holiday «  Meetings
at place currently being discussed whilst continuing to deliver clinical services in line +  Business Unit Quarterly Oversight Meetings
and proposals being submitted to with our internal EPRR Plan. +  New recruits induction meeting
ICB by 15t October 2022 * Hosted a visit from l.\l.HSE/I to learn best practice as «  Meeting with Unison representative

+ ICB event took place to discuss we have befen identified as one of Fhe best *  Director of Flnange and Digital interview panel
. ) performers in some of the metrics in Urgent and ¢ F1 doctors induction
|mpr_o_vement in System . Emergency care —specifically ambulance handovers « International recruits induction
Resilience and preparation for «  The CQC will conduct a medicines management +  Meeting with the Chief Executive of Gateshead Council
winter — our winter plan is on the inspection in the Trust on 27th and 28th September. «  EDI meeting with Sam Allen and Tracie Joliff
agenda This visit is part of a pilot which focuses on this one +  Gateshead leaders planning meeting

+ Provider Collaborative specific area only. *  Pathology Network meeting

o ; ; *  Provider Collaborative Board
A Strategic Session on the *  Fortnightly ICS Chief Executive calls
deve_IOpment of the_NENC *  Objective-setting with Executive Directors
Provider Collaborative Estates +  North & NC ICP Meeting
Strategy took place focusing on . Testing plans event
population health and the estate «  Planning and Development
requirements to deliver the future *  SMT Development Session
NHS services in the region

Gateshead Health NHS Foundation Trust #GatesheadHealth
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 13i

Report Title:

Corporate Objectives Delivery Update

Name of Meeting:

Board of Directors

Date of Meeting:

27 September 2022

Author:

Executive Directors

Executive Sponsor:

Executive Directors

Report presented by:

Kirsty Roberton, Deputy Director of Corporate Services
and Transformation

Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision:

O]

Discussion:

O

Assurance:

X

Information:

O

To provide assurance over the plans to support the
achievement of the corporate objectives for 2022/23

Proposed level of assurance
— to be completed by paper

sponsor:

Fully
assured
O
No gaps in
assurance

Partially
assured

Some gaps
identified

Not
assured
O
Significant
assurance gaps

Not
applicable
O

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

Board committees have considered the objectives which

have been mapped to them.

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

e FEquality, diversity and
inclusion

e The Board of Directors approved the corporate
objectives in May 2022.

e Corporate objective delivery action plans have
been developed by the Executive Director owners
of each of the objectives since this time.

e They have been reviewed by the relevant Board
committee.

e This report presents an overview of the progress in
the form of the updated action plans demonstrating
the delivery of each of the 11 corporate objectives
in place for 2022/23.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board is requested to review the accompanying
action plans and the summary contained within this
report, being assured that progress is being made
towards the delivery of the corporate objectives, whilst
noting an element of risk in relation to some sub-actions.
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Trust Strategic Aims that the | Aim 1 | We will continuously improve the quality and
report relates to: X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
X in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
X and beyond Gateshead

Trust corporate objectives All

that the report relates to:

Links to CQC KLOE Caring | Responsive | Well-led Effective Safe
X X X X X

Risks / implications from this report (positive or negative):

Links to risks (identify Risks which may pose a threat to the delivery of the

significant risks and DATIX corporate objectives are recognised via the Board

reference) Assurance Framework (ltem 13ii).

Has a Quality and Equality Yes No Not applicable

Impact Assessment (QEIA) O O

been completed?
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Corporate Objective Delivery Update

1. Introduction

1.1.  The Board of Directors approved the Trust’s corporate objectives for 2022/23 at

the May 2022 meeting.

1.2. It was agreed that Executive Leads would populate corporate objective action
plans which would be presented to Board committees to provide frequent
assurance over the progress made in delivering the identified actions which
support the overall delivery of each of the 11 corporate objectives.

1.3. This report brings the corporate objective action plans together to provide an
overall snapshot of progress in delivering the corporate objectives.

2. Summary of progress

2.1. The following table summarises the progress made towards the delivery of the
actions which in turn support the delivery of the corporate objectives. Note that
actions can be both identified as ‘some risk’ and ‘work in progress’, and
therefore the total number of status updates can exceed the number of actions.

Objective Total no Some
of sub- risk
actions

SA1.1 Continue to improve our 4 1

maternity services in line with the

wider learning from the Ockenden

review

SA1.2 Continuous Quality 3 3

improvement plan

SA1.3 Digital where it makes a 6 1

difference

SA2.1 Protect and understand the 9 5

health and well-being of our staff by

looking after our workforce

SA2.2 Growing and developing our 8 3

workforce

SA2.3 Development and 9 1

Implementation of a Culture

Programme (2-3 year Programme)

SA3.1 Improve the productivity and 3 3

efficiency of our operational services
through the delivery of the New
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Objective Total no Some

of sub- risk

actions
Operating Model and associated
transformation plans
SA3.2 Achieving financial 4 0 4 4 0
sustainability
SA4.1 Tackle our health inequalities 5 0 0 5 0
SA4.2 Work collaboratively as part of | 5 0 0 2 3
Gateshead Cares system to improve
health and care outcomes to the
Gateshead population
SA5.1 We will look to utilise our skills | 1 0 0 1 0
and expertise beyond Gateshead

2.2. In summary there are currently no overdue sub-actions, although a number are
considered at risk. There are 9 sub-actions which have been completed,
demonstrating that progress is being made towards corporate objective
achievement.

2.3. Board committees will continue to monitor the delivery of the action plans, with
the next update due to be presented at Board in January 2023.

3. Recommendations

3.1. The Board is requested to review the accompanying action plans and the
summary contained within this report, being assured that progress is being
made towards the delivery of the corporate objectives, whilst noting an element
of risk in relation to some sub-actions.
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Strategic Aim

Committee

List Objectives

1. We will continuously improve the quality and safety of our services for our patients

Digital

SA1.3 Digital where it makes a difference

- " . - EXpectea
L . Action Some [ Work in Action | Completion
Objective Summary of Actions How Start Date | End Date | Overdue 3 P Outcomes/ Comments/progress
Owner Risk | Progress | Complete Date
e | ing digitisati f i h Achi t
SA1.3 Dlgltal where _ncreasmg |g! sation ot our servm_es where Agree digital priorities that support the Trusts transformation ¢ |evetn.en . . . .

. it adds value, increases safety and improves AA Apr-22 Sep-22 4 of the Digital [Agreed at Digital Tranformation Group, to be shared at Senior Management Team in Sept

it makes a ) . programme
the patient experience Strategy

difference Increasing digitisation of our services where
it adds value, increases safety and improves |Develop a digital workplan detailing the prioritised milestones AA Apr-22 Oct-22 Following agreement of priorites, focus now on resourcing allocation. Concerns demand will be higher than capacity
the patient experience
Investing in the skills our people and patients . .

Develop a digital service workforce development plan AA Dec-22 Mar-22 3 Not started
need to use these tools
Investing in the skills our people and patients . . . . .
Develop a digital skills and inclusion plan for staff and patients AA Dec-22 Mar-22 3 Not started
need to use these tools
Make the best use of the systems and data to . Lo .
) . . Develop a data quality plan and indicators that provide assurance on T o .
continuously improve the clinical care . DT Apr-22 Mar-22 3 Some digital indicators developed and built into DAG reporting
R clinical systems use
provided
Make the best use of the systems and data to
continuously improve the clinical care Develop a systems exploitation plan for the core systems DT Nov-22 Mar-22 3 Not started
provided
Heart of England NHS Foundation Trust Confidential 20/09/2022

Page 1
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Strategic Aim

Committee

List Objectives

3. We will enhance our productivity and efficiency to make the best use of our
resources & 5 We will develop and expand our services within and beyond Gateshead

Finance and Performance

to utilise our skills and expertise beyond Gateshead

SA3.1 Improve the productivity and efficiency of our operational services through the delivery of the New Operating Model and associated transformation plans; SA3.2 Achieving financial sustainability; SA5.1 We will look

N . Action Some . . Completion o~
Objective Summary of Actions How Owner Start Date End Date Overdue Risk Work in Progress |Action Complete DZte Exp Outcc I es Comments/progress
SA3.1 Improve the Improvement in the
.. . . . . . . |moniitored through the New Operating Model (NOM) programme . T . The programme is a 2-3 year programme however timescales for
pl‘OduCthlty and eff|C|ency Zzed:::je?:;e:ez;ﬁ;f_’:tl}itIr;gn’\iﬂr:d:lttI:nnifeorm::fls:]mpar:gz::;;:i;:!I board and Trust Transformation Board. KPI's to be monitored through IMB Apr-22 Mar-23 2 3 Responswe indicators in the delivery of each element available
of our operational services € an imp VP the IOR Integrated Oversight Report |Update paper to be presented to the Board in September 2022
through the delivery of the - — — - -
New operating Model and r::ll:srzdes ates changes refating to the new operating mocel are working collaboratively with QEF and Business units to realise plans JMB Apr-22 Mar-23 2 3 Update paper to be presented to the Board in September 2022
associated transformation
Workf hall hi b fi d to Peopl. d OD C it
plans Realising the recruitment to the new operating model working collaboratively with POD and Business units to realise plans IMB Apr-22 Mar-23 2 3} orkiorce ¢ a» eng.es ave been relerre .o eople an ommittee
by F&P and being discussed at Sept Committee
SA3.2 Achieving financial Achievement of the annual
sustainabilit . . Through internal and external discussion and assessment of the environment. ~ ~ financial Ians
Yy Development of a 3 year financial strategy for Gateshead To be drafted and then consulted on by the senior finance team. KM Aug-22 Dec-22 2 3 P
The development of the

Full assessment of the underlying recurrent position to inform the X . P

i ial strat Review of current spending patterns and recurrent / non recurrent forecast JF Aug-22 Oct-22 2 3 |°nger term Stl’ategy to

inancial strategy

manage recurrent position
N . N N . Financial accountability framework, robust budgetary monitoring and
Inyear actl(;ns tcr aThleve / meet the financial plan for 2022/23 in both reporting to F&P. Robust assessment of capital priorities (financially) and in KM Apr-22 Mar-22 2 3
revenue and capita CRP
Heart of England NHS Foundation Trust Confidential 20/09/2022

Page 1
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Strategic Aim

2. We will be a great organisation with a highly engaged workforce

Committee

People and OD

List Objectives

SA2.1 Protect and understand the health and well-being of our staff by looking after our workforce;

SA2.2 Growing and developing our workforce; SA2.3 Development and Implementation of a Culture Programme
(2-3 year Programme)

Quantity
o . Action Some . . Completion A ,
Objective Summary of Actions How Owner Start Date End Date Overdue Risk Work in Progress |Action Complete Date Exp Outcc es Comments/progress
Delivery of the Health and
Review aer a.ssess the HWB respor\ses in the staff survey: ) Wellbeing Strategy and Taltget figures have been selected to be ambltl‘ous, achlevab!e and )
My organisation takes positive action on health and well-being from T ultimately take Gateshead from above the national average in scoring
60.2% to 65% Future Priorities to a leading organisation. The new health and wellbeing strategy
My immediate manager takes a positive interest in my health and well- DJ Aug-22 Jan-24 2 creates action and commitment towards positive action. Managing
being from 67% to 71% Well provides an in-road into standardising manager approach, while
My organisation is committed to helping me balance work and home new policy on promoting attendance is in place to support work/life
life from 44.7% to 50% balance.
Support and promote seven campaigns annually: #BeatTheBlues At the start of each year the health and wellbeing team confirms key
(January), International Women's Day (March), Stress Awareness campaigns for the year ahead, before meeting monthly to agree on
Month (April), Mental Health Awareness Week (May), Walking Month DJ Jan-22 Jan-23 3 support/coverage of other relevant events. Further campaigns may
(May), World Menopause Day (October), International Men's Day also be added reactive to arising needs or in order to help obtain other
(November) objectives - such as the Better Health at Work Award.
Updated Appraisal Form includes a question within the final checklist
Relaunch HWB conversations and monitor uptake via appraisal returns ) Aug-22 Aug-23 > asking appraisees to confirm that a HWB Conversation has taken place.
and increase returns from 49% in staff survey to 85% This will be captured within ESR, which will allow central monitoring
although this is unlikelv to be rolled out in time to see a direct
SA2.1 Protect and Launch and promc?te ||st§n|ng space, monitor usage and seek feedback Listening Space launched August 2022, with an events calendar
from users on their experience KG Jul-22 Dec-22 3 currently in development.
understand the health and reports from ID system on usage for baseline v P )
We"-bemg of our staff by Delivery of the HWB strategy . Steam vendors now in situ, with issues surrounding stock levels
. Provide access to hot food 24/7 TP .
looking after our rectified.
Workforce Ensure KPIs for waiting times for occupational health services are met MSK clinics in place and meeting 10 day KPI, currently carried out by Clinical
and strive to exceed these: Ergonomics team. Newly appointed Physio will start mid-September due to
Counselling (Contact made within 5 days) CH Oct-22 Oct-23 2 notice period. The clinics will then need set up. Counselling KPI currently being
MSK clinics (10 working days) met with the use of Talk Works, plan to employ an additional part-time in-
Physiotherapy (10 working days) house counsellor. Recruitment process started in July 2022
Vaccine Committee established, with both flu and covid programmes
being delivered through this channel. Confirmation on delivery dates
Deliver a successful campaign and ensure 85% of staff are vaccinated CH Oct-22 Jan-23 2 & . & . . . K
for both flu and covid vaccines received and planning currently
underway re: delivery of the programme.
G| d t the network of HWB ambassad
royv an. support the network o ambassadors DJ Jul-22 Jan-23 8] Work underway to review and continue to develop this support offer.
audit action
Reduction in sickness absence
new suite of metrics for managers
differentiate between covid and non covid absence CcS Apr-22 Dec-22 2
review new policy in 6 months time
Roll out training for managers
Heart of England NHS F d Trust Confidential 20/09/2022 Page 1
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Impro.vements in the WRES/WDES for delivering improved staff To be inserted from WRES/DRES action plan Deve|opment of a PEOP|E
experience
E strategy; Reduced workforce
Improve understanding of why people leave LH Jul-22 Oct-22 gaps; lmprOVEd responses to |people Analyst in post . Dashboard in development
staff survey
. Retire and Return Process under review
Develop retention plans FC Oct-22 Mar-23 Nurse Rotation Programme being scoped
Data shared with WSP
Develop a comprehensive strategic workforce plan FC Apr-22 Mar-23 Next steps mapped and dates in diary to review data and do a Deep Dive
into ECC
A reduction in vacancy rates and staff turnover Roll out across the trust to be scoped
SA2.2 Growmg and Programme dates and Membership revisited
deve]oping our workforce T&O testing complete - Go live date deferred until all of Medicine is Live
Roll out of E-Rostering for Medical Workforce PM Apr-22 Mar-23 3 Foc'us' areas
- Medicine
- Job Planning
- Leave
Deliver 10 Managing well cohorts L&D Apr-22 Mar-23 10 cohorts have been delivered, with 106 participants up to w/c 16/8/22
Increase in annual staff survey % of staff experiencing opportunities for
. v P 8 opP Achieve 85% compliance for Appraisal and core skills SMT Apr-22 Sep-22
career and skills development.
Maximise Apprenticeship levy. and reduce expiring funds SN Apr-22 Mar-23 Significant reduction in expiring funds. Apprenticeship strategy will be
) incorporated into People Strategy
. - . Scoping currently underway, which includes an internal mapping exercise
glinp::;‘;:j SNt:gS: ;:l(‘gil;r:nistia)iirqui/l:rrocir:gge Plan, complete Stage 1 LF Jun-22 Jun-23 Programme Plan to be to ensure all existing work is captured within the programme.
: ifi FEnoanement activities have also beaun
Programme Plan to be developed and ratified at Transformation Board developed and ratified at
zLi;ﬁ:::;zr:vr:ri;::ZEE:S:ZT;:::" Board via monthly Highlight Reports LF Jun-22 Jun-23 Transformation Board Underway and being incorporated into the wider plan.
Launch the new Trust Vision, Values, Behaviours and underpinning Strategy. HF Jan-22 May-22 Launch and embEddmg of Complete
strategy, values and
. N -~ Embed the values and new behavioural framework within the revised Appraisal . calas
Launch and embedding of strategy, values and behaviours within the
. g . eY - process, ensuring they also feature within development and talent LF/SN Jun-22 Jun-23 behaviours within the pe°p|e Underway and being incorporated into the wider plan.
people infrastructure i.e. appraisals, policies, development plans R . . .
conversations. infrastructure i.e. appraisals,
Introduce value-based recruitment across all roles within the organisation. FC May-22 Jun-23 pOIICIeS’ development plans, Pilot currently underway and being incorporated into the wider plan.
recruitment
Launch the Leading Well development programme and deliver to a new cohort sG Sep-22 Jun-23 Launch planned for 12 September 2022, with a monthly delivery plan in
h th . lace.
SA2.3 Development and eachmon Improvement in annual/pulse |°
i i i ingi survey results — particularl
|mp|ementat|on of a roll?rtr‘tri:'ilrE‘D f:ag:g:r:nzn:;t:onléwnh 30 teams across the Trust, bringing focus sc Aug-22 Aug-23 ; Yy P ‘ Yy Launch planned for September 2022
Culture Programme (2.3 Improvement in annual/pulse survey results — particularly in the area of P € 628 i in the area of psychologmal
hysiological safety measures i i
year Programme) Py 8 Y Engagement score within the Annual Staff Survey to be within the top 20% of Apr-22 Aor-23 SafetV measures Work underway “.) t?egln scoping our approach to collea.gues
benchmark group. LF pr-: pr- engagement. This is currently in its infancy and a plan is yet to be
our : developed.
Increase the 2022 Annual Staff Survey response rate by at least 8 percentage N L )
points, which would equate to a 55% response rate and align with the 2021 LF Sep-22 Nov-22 Recognised within the comm§ and engagement plan and shared ‘.Mth
increase in engagement SMT for awareness and ongoing support throughout the survey window.
Heart of land NHS F dation Trust Confidential 20/09/2022 Page 2
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Strategic Aim
Committee

List Objectives

1. We will continuously improve the quality and safety of our services for our patients & 4 We will be an effective partner and be ambi

ious in our commitment to improving health outcomes

Quality Governance Committee

SA1.1 Continue to improve our maternity services in line with the wider learning from the Ockenden review; SA1.2 Continuous Quality improvement plan;
part of Gateshead Cares system to improve health and care outcomes to the Gateshead population

SA4.1 Tackle our health inequalities; SA4.2 Work collaboratively as

Gty ] 5
L . Action Some Completion
Object of Acti How Start Date End Date Overdue 9 Work in Progress |Action Complete E ted Outs / Comments/progress
- Y Owner Risk 9! P Date [
SA1.1 Continue to improve Delivery of the 19 safety
. . . understand where we have gaps against the immediate and essential baseline gap analysis of Immediate and essential actions to be H Apr-22 Jul22 L. di Gap analysis completed and assurance provided to the Quality
our matermty services in actions in the second Ockenden report completed pI‘IOI‘ItIeS an |mprovement Governance Committee in August 2022
line with the wider in the maternity metrics
i Use Birth Rate plus to establish th ber of midwit ired t i i
learning from the Monitor the midwifery and support staffing levels within the service se Birth Rate plus to establish the number of midwives required to LH Apr-22 Mar-23 2 3 outlined and reported in the
. provide safe services
Ockenden review lopP
E that maternity theatre i iatel issioned and
Implement second maternity theatre o;:::d at maternity theatre Is appropriately commissionec an KH/AR Apr-22 Dec-22 Second maternity theatre opened in mid-August
Implement the IEAs in the second Ockenden report monitor |mplfmentat|on of IEAs at the SafeCare, Risk and Patient GF Apr-22 Mar-23 3
Safety Council
SA1.2 Continuous Quality |, iement the Quality Account Priorities Develop a Quality Account implementation action plan GF Apr-22 Mar-23 2 3 Quality Account Priorities
improvement plan achieved
Monitor thg implemel"\tation plan for “fe Quality Account Priorities at oF Apr-22 Mar-23 2 3
SafeCare, risk and Patient Safety Council
Governors are involved in the assessment of the Quality Account for Invite the governors to comment about progress towards the delivery of the oF Mar-23 Mar-23 2 3 Meeting held with one of the public Governors to obtain feedback on the
2022/23 quality account priorities current process and discuss suggestions for 22/23
SA4.1 Tackle our health The delivery of an agreed
inequalities Restoring NHS services inclusively: where performance reports will be health inequalities action
q broken down by patient ethnicity and index of multiple disadvantage Scoi se to look at available data through ¢ collecti q nitial . rted to the Health | Jities Board. Health
. . R A coping exercise to look at available data through current collection on g g nitial scoping reported to the Health Inequalities Board. Heal
quintile, focusslng on uanarranted variation in referr.al rate§, w.altlng lists careflow and nerve centre. AB Apr-22 Mar-23 8] plan Inequalities workshop planned for 11 October 2022
for assessment, diagnostic and treatment pathways, immunisation,
screening and late cancer presentations.
Mitigating against 'digital exclusion' ensuring providers offer face to face
care to patients who cannot use remote services and ensure more Included in the dat . llbe t {ew DNA and link with the | .
complete data collection to identify who is accessing face to face 'Tc u _? In the data scoping will be to rewe.w andfink wi © learning AB Apr-22 Mar-23 3
disability team and also the MECC community teams.
/telephone/video consultations is broken down by patient age, ethnicity,
disability status
Ensuring data sets are complete and timely - to continue to improve data collection
on ethnicity and other protected characteristics, across primary care/ outpatients, |Ensure data collection for ethnicity and protected characteristics are recorded AB Apr-22 Mar-23 3
A&E, mental health, community services, waiting list minimum dataset (WLMDS)
Accelerating preventative programmes, covering flu and covid 19
vaccinations, annual health checks for people with severe mental illness ) . . )
and learning disabilities. Supporting the continuity of maternity carers and Introduction of the acute tobacco service for acute and maternity patients.
. . - N N Working with the community and acute learning disability teams to introduce AB Apr-22 Mar-23 3
targeting long term health condition diagnosis and management. Focus on the diamond pathway.
Acute tobacco Service, Alcohol navigation posts, healthy weight including
foodbanks
Strengthening leadership and accountability - Supporting our workforce to MECC training for staff includi tal heafth " i Icohol,
access training and wider support offer including MECC, health inequalities raining for staftincluding, mental health, smoking cessation, alcohol, AB Apr-22 Mar-23 3
healthy weight, cancer and 5 ways to wellbeing.
framework,
SA4.2 Work collabo ratlvely En.surs we play a key role in the development and delivery of the system Ensure we have Senior leadership roles as members of the GH system JVB Apr-22 Apr-22 Delive ry of Gateshead Cares Senior leaders confirmed as representatives
riorities . ey .
as part of Gateshead Cares P priorities and action plans
system to improve health  [pian Joint sessions with all GH system partners to identify priorities session planned an took place April 2022 JMB Apr-22 Apr-22 Session took place in April 2022
and care outcomes to the
. Hatching ideas involved in GH partners in the development of our strategy -
Gateshead population Ensure the trust strategy aligns to that of the wider system presentation of same being presented to GH system and H&WB board in JVB Apr-22 Sep-22 Presentation delivered to HWB on 9 September
September 2022
Ensure there are trust representatives on each workstream Ensure workstreams are presented widely to SMT and Trust Board JVB Sep-22 Dec-22 3 workstreams receved to be included on next SMT for wider discusson
" . " A . . - Wider governance of the ICB and system working at place is being
Establish governance and reporting on the delivery of system priorities to :lﬂlrk wnth T;ustdsecretary to agree governance and reporting of system priority IMBIJB Sep-22 Mar-23 3 discussed and a proposal will be available before submission to the Sept
the Trusts Management team and Board lelivery to Boar Board for agreement
Heart of England NHS Foundation Trust Confidential 20/09/2022
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 13ii

Report Title:

Board Assurance Framework 2021/22

Name of Meeting:

Board of Directors

Date of Meeting:

27 September 2022

Author:

Jennifer Boyle, Company Secretary
Executive Directors

Executive Sponsor:

Gillian Findley, Chief Nurse

Report presented by:

Kirsty Roberton, Deputy Director of Corporate Services
and Transformation

Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: Discussion: | Assurance: | Information:

O u X O

This report provides the Board with the current Board
Assurance Framework 2021/22 for review and
assurance, following scrutiny by each of the mapped
Board committees.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
O O (]
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

Executive Directors
Board Committees

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

e FEquality, diversity and
inclusion

¢ A new format BAF has been designed for 22-23 in
response to feedback from the Board and Internal
Audit.

e The BAF was formally approved by the Board in
July 2022.

o BAF extracts relating to the corporate objectives
within each committee’s remit have been
presented to committee meetings for review and
triangulation against the controls and assurances
considered as part of the business of the
committee.

e The current contents of the BAF should be
triangulated against the assurance, risks and
issues discussed during the Board meeting to
determine whether its content remain accurate.

e The BAF key is as follows:
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Description

Not yet started

Started and on track no risks to
delivery

Plan in place with some risks to
delivery

Off track, risks to delivery and or
no plan/timescales and or
objective not achievable

Complete

e Itis noted that so far there has been no movement
in the overall BAF risk scores for each summary
risk, although it is recognised that the new BAF
has only been reviewed at 1 to 2 meetings of each
committee.

e Itis acknowledged that the new BAF is still
embedding, and this was reflected in discussions
on the BAF control environment at the Audit
Committee in September 2022. This was reflected
in the partial assurance rating the Committee
assigned to the BAF.

e A training session has now been held with Non-
Executive Director colleagues, with a further
session to be scheduled for October. A narrative
guide is also in development.

Recommended actions for The Board is requested to review the BAF, noting that it is

this meeting: under continuous review and update at the relevant
Outline what the meeting is expected | Board committees.
to do with this paper

Trust Strategic Aims that the | Aim 1 | We will continuously improve the quality and
report relates to: X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
X in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
X and beyond Gateshead

Trust corporate objectives This relates to all corporate objectives, assisting in the
that the report relates to: management and mitigation of risks which may pose a
risk to delivery.

Links to CQC KLOE Caring | Responsive | Well-led Effective Safe
O O X O O

Risks / implications from this report (positive or negative):
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Links to risks (identify
significant risks and DATIX
reference)

Risks identified on the BAF itself.

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes

No

Not applicable
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Quality Governance Committee BAF (SA1.1, SA1.2, SA4.1)

Strategic objective:

SA1.1 Continue to improve our maternity services in line with the wider learning from the Ockenden review

Executive Owner:

Chief Nurse

Board Committee Oversight:

Quality Governance Committee

Date of Last Review:

August 2022 QGC meeting (with further changes proposed by the Chair of QGC in September 2022 — shown in red)

Summary risk

This is a risk that the Trust is unable to
implement the recommendations and
improvement actions outlined in the Ockenden
reviews due to resource capacity, impacting
upon the quality of maternity services and a
decline in performance against the maternity
metrics in the IOR.

Risk score graph will appear here once 2
reviews have been completed by the
Quality Governance Committee

CURRENT RISK SCORE TARGET RISK SCORE
Likelihood Impact Score Likelihood Impact Score
2 4 8 2 4 8

Links to risks on the ORR:

COO0 2868 - New Operating Model - Risk to the delivery of the new operating model resulting in adverse impact on performance &

recovery plans (16)

CEOL2 3029 - Covid - Risk of further waves/continued endemic Covid, which could impact operational delivery across the whole

Trust. (16)

POD 2764 - Workforce - Risk of not having the right people in right place at the right time with the right skills. (16)

Controls Gap in controls and corrective action Owner Timescale Update Action
status
Maternity workforce plans developed, with some Vacancies in midwifery posts remain, although | Chief Nurse October 2022 In the process of recruiting
specialist roles already appointed to recruitment is ongoing students due to quality in
September 2022
Face to face training has resumed Third Midwifery Continuity of Care team not Chief Nurse June 2022 Roll-out delayed to June to enable
yet in place support to the acute unit due to
pressures.
Aug — decision made not to
progress with 3™ team at present
time. Gap and action suggested
for removal from BAF
Estates strategy in place and work commenced Maternity and neonatal records not yet fully Chief Nurse March 2023 Neonatal Badger implementation

on maternity estates improvements

integrated and digitised

has begun
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Action plans in place for Maternity Incentive
Scheme and Ockenden

Gap analysis undertaken against Ockenden
reports

Assurance (Level 1: Operational Oversight)

Gaps in assurance and corrective action

Owner

Timescale

Update

Action
status

Performance is monitored within the
department at governance meetings

Maternity forms part of the Surgery Quality
Oversight Meetings where performance is
overseen by the exec team

Action plans for Maternity Incentive Scheme and
Ockenden monitored at Maternity and SBU
Safecare

Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

Ockenden assurance report to Board in March —
Ockenden one year on

Maternity metrics now feature in the IOR which
is reported to every Quality Governance
Committee and Board Meeting.

Note - Process amended so that an independent
IOR for maternity will be presented on a monthly
basis at either QGC on behalf of the board or
trust board

Maternity assurance report presented at every
Quality Governance Committee meeting

Ockenden assurance report to Board in May
2022

Patient safety walkabouts with Executive
Directors and Non- Executive Director held
monthly

Assurance (Level 3 — external)

Feedback received from regional team regarding
Ockenden evidence submission

Maternity Voices Partnership provide regular
feedback to the unit on patient experience
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Friends and Family test score results are positive
and provide good assurance over the quality of
care
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Strategic objective: SA1.2 Continuous Quality improvement Plan

Executive Owner: Chief Nurse

Board Committee Oversight: Quality Governance Committee

Date of Last Review: August 2022 QGC meeting (with further changes proposed by the Chair of QGC in September 2022 — shown in red)

Summary risk

Pressures on performance, people and finance, Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
coupled with changes in the local and national reviews have been completed by the Likelihood Impact Score Likelihood Impact Score
health economy and structures may place Quality Governance Committee 3 4 12 2 4 8

significant risk on the ability of the Trust to
achieve national quality standards and deliver
the Quality requirements

Links to risks on the ORR: MEDIC 2982 - Risk of delayed transfers of care and increased hospital lengths of stay (16)
POD 2764 - Workforce - Risk of not having the right people in right place at the right time with the right skills. (16)
CEOL2 3029 - Covid - Risk of further waves/continued endemic Covid, which could impact operational delivery across the whole

Trust. (16)
IMT 3090 - Digital Quality - risk of inconsistent use of systems resulting in poor quality care and impact on quality (8)
Controls Gap in controls and corrective action Owner Timescale Update Action status
Gap analysis undertaken against CQC standards Quiality strategy in development Chief Nurse | December On track
2022
Core standards action plan has been developed Nursing strategy in development Chief Nurse | September As per the Enabling Strategy On track
2022 paper to Board this is due at

QGC for approval in October.

Clinical audit programme in place

Quality Governance Committee and sub-groups
in place

Equality and Quality Impact Assessment (EQIA)
programme in place

Transformation and Quality Improvement
Programme in place

Datix and incident reporting systems in place to
record risks and incidents and capture learnings
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Assurance (Level 1: Operational Oversight)

Gaps in assurance and corrective action

Owner

Timescale

Update

SafeCare meetings in each operational business
unit

A need to verify that SafeCare meetings are in
place for each operational business unit —a
review of business unit governance is ongoing

J Boyle

October 2022

Review is underway, with draft
findings to be collected in
September 22.

Quality is a key component of the Quarterly
Oversight meetings

Action status

On track

Compliance Manager is in post and has action
plan for compliance

Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

IOR includes quality metrics mapped to the key
lines of enquiry — reviewed by the Quality
Governance Committee and Board bi-monthly

Patient and staff stories presented to Board at
every meeting

Clinical audit outcomes reported to Quality
Governance Committee

Assurance (Level 3 — external)

CQC process audit by AuditOne — outcome
awaited

AuditOne audits from 2021/22 — NICE Guidance
(good) and Duty of Candour (good)
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Strategic objective:

SA4.1 Tackle our health inequalities

Executive Owner:

Medical Director

Board Committee Oversight:

Quality Governance Committee

Date of Last Review:

August 2022 QGC meeting (with further changes proposed by the Chair of QGC in September 2022 — shown in red)

Summary risk

There is a risk that due to competing pressures
(such as financial constraints and the need to
meet national operational targets) the Trust
does not deliver on its health inequalities action
plan, resulting in continued decline in health
within the local population

Risk score graph will appear here once 2

CURRENT RISK SCORE

TARGET RISK SCORE

reviews have been completed by the

Likelihood

Impact

Score

Likelihood

Impact

Score

Quality Governance Committee 5

2

10

4

2

Links to risks on the ORR:

POD 2759 - We are not able to appropriately support the health and wellbeing needs of our workforce (12)

CEOL2 2880 - Risk that Place/ICS/ICP strategy and plans do not fully align with our objectives and aspirations to tackle health

inequalities. (9)

Controls Gap in controls and corrective action Owner Timescale Update
Health Inequalities Lead and SRO identified Health Inequalities action plan in Deputy September Priority areas identified to
development Director of 2022 support production of action
Corporate plan
Services and
Transformation
Health Inequalities Board established with Embed role of Chief Operating Officer as a key | Chief December COO is regular member of the
members including the Director of Public Health member of the Gateshead Cares System Operating 2022 Gateshead Cares System Board
for Gateshead Board Officer
Waiting lists record deprivation score index and Lack of knowledge and expertise. Maintain Medical December 22
data sets also record ethnicity strong links with ICS team and Gateshead Director

Director of Public Health

Trust engagement in Making Every Contact
Count

Action
status
On track

Complete

On track

Engagement in Gateshead Cares System Board

Engagement with Gateshead Citizens’ Advice to
provide support to patients and staff
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Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update
IOR does not yet include health inequalities Deputy September 22
metrics Director of
Performance
and Planning
Health Inequalities Board reporting to SMT Deputy August 22 Formal reporting to start
not yet fully established Director of following next meeting
Corporate
Services and
Transformation
Reports to Board on agreements and Chief September Minutes of System Board to be
collaborations required as a result of Operating 2022 shared via the Reading Room
partnership working with Gateshead system Officer
Assurance (Level 2: Reports / metrics seen by To amend QGC cycle of business to Deputy October 2022
Board / committee etc) incorporate health inequalities reporting Director of
Corporate
Services &
Transformation
/ Company
Secretary

Presentations to the Board of Directors on
health inequalities by the Trust lead, ICS lead
and Director of Public Health for Gateshead —
provides assurance over commitment and
progress to-date

Action
status
On track

On track

On track

On track

Reports to Board on the Citizens’ Advice
collaboration and outcomes — last report
November 2021

Assurance (Level 3 — external)

Feedback from ICB and Place Based Partners on
Health Inequalities work and outcomes

10
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Strategic objective:

SA4.2 Work collaboratively as part of Gateshead Cares system to improve health and care outcomes to the Gateshead population

Executive Owner:

Chief Operating Officer

Board Committee Oversight:

Quality Governance Committee

Date of Last Review:

August 2022 QGC meeting (with further changes proposed by the Chair of QGC in September 2022 — shown in red)

Summary risk

There is a risk that health and care outcomes for
the population of Gateshead are not improved,
so the Gateshead Care priorities and action plan
fail to collectively deliver (noting the Trust’s
ability to influence but not fully control the
outcomes)

Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
reviews have been completed by the Likelihood Impact Score Likelihood Impact Score
Quality Governance Committee 4 3 12 2 3 6

Links to risks on the ORR:

CEOL2 2880 - Risk that Place/ICS/ICP strategy and plans do not fully align with our objectives and aspirations to tackle health

inequalities. (9)

MEDIC 2982 - Risk of delayed transfers of care and increased hospital lengths of stay (16)
CEOL2 3029 - Covid - Risk of further waves/continued endemic Covid, which could impact operational delivery across the whole

Trust. (16)
Controls Gap in controls and corrective action Owner Timescale Update Action
status

Joint session planned with the system to review Membership of Gateshead Cares Board does N/a N/a N/a N/a
priorities and set objectives for 22/23 not include representatives from areas such as

education and housing, which contribute

towards health outcomes. Note this is not in

control of the Trust
Senior representation secured at Gateshead Greater visibility of GHFT’s new strategy coo September On September 2022 agenda
Cares meetings required. The Chief Operating Officer will seek 2022 Presentation to HWB on 9t"

to ensure this is considered as part of the
agenda

September to show case our
strategy and links to HWB

Trust developed strong relationships with key
stakeholders and can influence the agenda

11



Page 135 of 288

Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update
A requirement to include updates on C00/Co September On SMT draft cycle of business.
partnership working on the SMT and Exec Sec 2022 Exec team cycle of business being
Team cycles of business developed
To identify reports to include health outcomes | COO October 2022

to go to committee and Board

Action

status

Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

Assurance (Level 3 — external)

12
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People and OD Committee BAF (SA2.1, SA2.2, SA2.3)

Strategic objective:

SA2.1 Protect and understand the health and well-being of our staff by looking after our workforce

Executive Owner:

Executive Director of People and OD

Board Committee Oversight:

People and OD Committee

Date of Last Review:

July 2022

Summary risk

There is a risk that the Trust is unable to provide | Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
appropriate levels of support to staff from a reviews have been completed by the XX | Likelihood Impact Score Likelihood Impact Score
health and wellbeing perspective due to Committee 3 4 12 2 4 8
resource and capacity constraints and an
increase in demand post-pandemic.
Links to risks on the ORR: POD 2759 -We are not able to appropriately support the health and wellbeing needs of our workforce (12)
Controls Gap in controls and corrective action Owner Timescale Update Action
status
Health and wellbeing programme Board Delivery of the HWB Strategy AV Mar 23 (o]}
track
Health and wellbeing team established Launch and promote Listening space KG Dec 22 (o]}
track
Health and wellbeing conversations launched for Deliver Flu & Covid Vaccination Campaign CH Jan 23 Vaccination Committee On
all staff established and plans for both Track
programmes developed.
Partnership with Gateshead Citizen’s Advice to Grow Health and Wellbeing ambassador DJ Jan 23 Not
provide additional support to staff network Started
Reduction in sickness absence cs Dec 22 (o]}]
track
Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update Action
status
POD Quality Meeting Compliance with health and wellbeing DJ Dec 22 Check incorporated within newly
conversations unknown designed Appraisal Form, which
will allow ESR reporting on
completion. Launch planned for
Nov 2022.

13
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Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

Health and wellbeing metrics reported to POD
Committee

Health and wellbeing metrics reported in IOR at
Board

Assurance (Level 3 — external)

14




Page 138 of 288

Strategic objective:

SA2.2 Growing and developing our workforce

Executive Owner:

Executive Director of People and OD

Board Committee Oversight:

People and OD Committee

Date of Last Review:

July 2022

Summary risk

Risk of not having the right people in right place Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
at the right time with the right skills due to lack reviews have been completed by the Likelihood Impact Score Likelihood Impact Score
of workforce capacity, resources and expertise People and OD Committee 4 4 16 2 4 8
across the organisation
Links to risks on the ORR: 2764 - Risk of not having the right people in right place at the right time with the right skills (16)
Controls Gap in controls and corrective action Owner Timescale Update Action
status
Task and finish group well established and phase People Strategy AV Dec 22 People Strategy timeline in place
1 of work complete. Phase 2 establishing to Retention Strategy FC Mar 23 and discussions underway within
coordinate recruitment and retention activity, Apprenticeship Strategy SN Dec 22 POD, using Hatching Ideas data
inc reporting and agency controls
International recruitment — first international Further development of metrics FC Dec 22 HR analyst in post, first suite of
recruits arrived, programme established new metrics produced for PODC
(sept), next iteration in plan
Comprehensive Workforce Plans FC Mar 23
Agency controls working group AV /JF Dec 22 Fortnightly meeting in place,
DOPOD meeting with Business
Units in Oct re vacancies and
agency reduction plans
Recruitment process streamlined (RPIW) E-Rostering for Medical Workforce PM Mar 23 Ongoing
Managing Well and Leading Well programmes Embedding new absence management policy, DB Dec 22 Training underway, policy agreed,

fully operational

policy training and robust absence
management practice

guidance for managers agreed,
refreshed case review approach in
place.

15
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Assurance (Level 1: Operational Oversight)

Gaps in assurance and corrective action Owner Timescale Update Action
status

Staffing Task and Finish Group BU Dashboard LH OCT 22 In draft currently On track
Nursing Workforce Group (People Portfolio Medical Staffing Dashboard LH OCT 22 In draft currently On track
Board approach)
POD Management Meeting and SMT Nurse/HCSW Dashboard LH OCT 22 In draft currently On track
Assurance (Level 2: Reports / metrics seen by
Board / committee etc)
POD Metrics to POD Commitee Metrics being further developed LH Nov 22

POD Portfolio Board

Assurance (Level 3 — external)

Returns to NHSE/i

16
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Strategic objective:

SA2.3 Development and Implementation of a Culture Programme (2-3 year Programme)

Executive Owner:

Executive Director of People and OD

Board Committee Oversight:

People and OD Committee

Date of Last Review:

July 2022

Summary risk

There is a risk that the Trust’s culture does not
reflect the organisational values.

Risk score graph will appear here once 2

CURRENT RISK SCORE

TARGET RISK SCORE

reviews have been completed by the

Likelihood

Impact

Score

Likelihood Impact Score

People and OD Committee 3

4

12

2 4 8

Links to risks on the ORR:

POD 2759 - Workforce health & Wellbeing - Risk of adverse impact to staff health and wellbeing due to internal and external

pressures (12)

Controls Gap in controls and corrective action Owner Timescale Update Action
status

Trust-wide engagement programme that Programme Manager to be confirmed. Risk LF Dec 2022 To be confirmed following

resulted in the launch of a new vision and being raised at June Transformation Board, conversation with sponsor

behaviour framework. with suggested mitigations.

Trust values have been reviewed as part of the Change Team not yet formed and awaiting TBC (PM) July 2022 On track

wider engagement programme and remain the agreement at Board to change the approach

same. away from a board set-up to a team set-up.

Agreement to establish a Culture Programme, Detailed project plan for Stage 1 and 2 LG Dec 2022 Plan underway based on Hatching [ReLR{ETd

overseen by the Transformation Board and required. Idea’s recommendations. Full

sponsored by the CEO. project plan awaiting steer from

sponsor.

SRO agreed and confirmed.

Agreement to deliver the NHSE Culture &

Leadership Programme.

Existing team of Cultural Ambassadors that can

support the programme.

Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update Action
status

Operational Oversight to be agreed YO July 2022

17
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Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

Transformation Board

POD Portfolio Board

Assurance (Level 3 — external)

18
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Finance and Performance Committee BAF (SA3.1, SA3.2, SA5.1)

Strategic objective:

SA3.1 - Improve the productivity and efficiency of our operational services through the delivery of the new operating model and

associated transformation plans

Executive Owner:

Chief Operating Officer

Board Committee Oversight:

Finance and Performance Committee

Date of Last Review:

September 2022 (note this doesn’t reflect any updates agreed at the September meeting)

Summary risk

There is a risk that the Trust is unable to deliver
to the require standards against the responsive
indicators within the Integrated Oversight Report
due to capacity and demand and workforce
pressures, lack of progress with associated
transformation plans and the response to Covid

Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
reviews have been completed by the Likelihood Impact Score Likelihood Impact Score
Finance and Performance Committee 3 5 15 3 3 9

Links to risks on the ORR:

MEDIC 2982 — risk of delayed transfers of care and increased hospital lengths of stay (16)
CEOL2 3029 - Risk of further waves/continued endemic Covid, which could impact operational delivery across the whole Trust. (12)
POD 2764 - Workforce - Risk of not having the right people in right place at the right time with the right skills. (16)
COO0 2868 - New Operating Model -Risk to the delivery of the new operating model resulting in adverse impact on performance &

recovery plans (16)

Controls

Gap in controls and corrective action

Owner

Timescale

Update

Action
status

PMO team in place and supporting operational
business units in transformation projects

Elective and Planned Care Recovery Programme
Board in place

Winter and Surge weekly planning meetings in
place

Expansion of the Hospice at Home team to
support discharges

Assurance (Level 1: Operational Oversight)

Gaps in assurance and corrective action

Owner

Timescale

Update

Chief Operating Officer meets with senior team
on a weekly basis for performance meetings

Operational business unit governance
structures in place but query whether there is
consistency — review underway

Company
Secretary /
Head of

September 22

Review ongoing with draft findings
due in September 2022

Action
status

On track

19
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Quality &
Patient Exp.

Weekly meetings with the local authority to
review discharges and challenges

Transformation Programme Board meets
fortnightly to review progress in respect of the
new operating model workstream

Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

Quarterly Oversight Meetings in place

Integrated Oversight Report reviewed at Board
committees, with F&P Committee reviewing
responsiveness domain and undertaking deep
dives where required.

Transformation Board meets monthly with a
suite of project update reports to provide
assurance over key related workstreams, such as
the new operating model

Assurance (Level 3 — external)

External review of discharges underway —
outcome not yet available

ECIST review undertaken

External review of waiting list integrity provided
good assurance

20
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Strategic objective:

SA3.2 Achieving financial sustainability

Executive Owner:

Group Director of Finance and Digital

Board Committee Oversight:

Finance and Performance Committee

Date of Last Review:

September 2022 (note this version does not reflect any updates agreed at the meeting)

Summary risk

There is a risk that the Trust does not achieve its | Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
financial and capital plans due to the challenging | reviews have been completed by the Likelihood Impact Score Likelihood Impact Score
level of CRP, increasing inflation and risk around Finance and Performance Committee 5 4 20 3 3 12
achievement of ERF.
Links to risks on the ORR: -
Controls Gap in controls and corrective action Owner Timescale Update Action
status
Agreed budgets in place for each business unit Finance team not yet fully established and Group December
reconciled to balanced position and agreed therefore support is prioritised to ‘core Director of 2022
financial plan. business’ — recruitment underway Finance
Financial accountability framework in place Cost reduction programme in development but | Group August 2022 Workshop held with SMT on 30/06
plans not yet fully formulated Director of
Finance
Regular meetings with ICS to discuss system New business case process is still embedding Group September Keep under review with regular
position, required actions and inflationary Director of 2022 feedback from SMT to business
pressures Finance case owners to enhance quality
and scrutiny prior to SMT
presentation
Target CRPs agreed for all business units and SFIs and scheme of delegation require Group September Revised timescale of December
included in agreed budgets updating to reflect changes in the governance Director of 2022 2022 to deliver this update —
structure and decision-making Finance / approval sought to amend
Company timescale accordingly
Secretary
New business case process launched in April 22. Increased use of waivers during the pandemic. | Group September
A review is being undertaken by the Director of 2022
Operational Director of Finance to strengthen Finance
controls.

21
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Oversight meetings in place with each business
unit to hold to account, CRP and accountability
framework key item

Close monitoring of activity information and
assessment of ERF achievement

Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update
Month end finance closure and related ICS regional DOF meetings not happening — Group TBC Dependent upon external
procedures therefore regional position is unknown Director of developments — will be kept under
Finance review
Monthly budget meetings held between business System Oversight Framework external Group TBC Dependent upon external
units and assigned financial management monitoring and assurance arrangements not Director of developments — will be kept under
support leads yet defined Finance review
Oversight / hold to account meetings Specific reporting line for CRP achievement / Group August 2022 Discussions underway re: role of
assurance not identified. Director of Transformation Board.
Finance Discussions remain underway to

finalise CRP reporting lines

Action
status
Not yet
started

Not yet
started

Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

Achievement against revenue and capital plan
reviewed for assurance at Finance and
Performance Committee

Revenue and capital report received for
assurance at Board of Directors

Assurance (Level 3 — external)

Internal audits provide assurance over financial
systems and controls — accounts receivable
(good), accounts payable (reasonable), capital
planning and monitoring (good), waivers
(reasonable).

ICS monitoring framework

22




Page 146 of 288

Strategic objective:

SA5.1 We will look to utilise our skills and expertise beyond Gateshead

Executive Owner:

QEF Managing Director

Board Committee Oversight:

Finance and Performance Committee

Date of Last Review:

September 2022 (note this version does not reflect any updates agreed at the meeting)

Summary risk

There is a risk that the Group will miss
opportunities to utilise skills and expertise to
generate income for reinvestment in patient
care and staff wellbeing, resulting in increased
pressures on existing funding.

Risk score graph will appear here once 2 | CURRENT RISK SCORE

TARGET RISK SCORE

reviews have been completed by the Likelihood

Impact Score

Likelihood

Impact

Score

Finance and Performance Committee 3

3

2

3

Links to risks on the ORR:

POD 2759 - We are not able to appropriately support the health and wellbeing needs of our workforce (12)

CEOL2 3029 - Risk of further waves/continued endemic Covid, which could impact operational delivery across the whole Trust. (12)

Controls Gap in controls and corrective action Owner Timescale Update Action
status

Regular meetings in place with external partners Trust commercial strategy in development QEF MD October 2022 Workshop held with SMT in early

to discuss opportunities September

Monthly strategy meeting in place in QEF to

discuss opportunities

QEF commercial strategy in place

Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update Action
status

Weekly senior management meetings in QEF
with reporting to QEF Board

Commercial divisions within QEF report to QEF
Board on progress made

Assurance (Level 2: Reports / metrics seen by
Board / committee etc)

QEF quarterly reporting to F&P Committee

23
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QEF reporting to Board twice per year

Assurance (Level 3 — external)

24
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Digital Committee BAF (SA1.3)

Strategic objective:

SA1.3 Digital where it makes a difference

Executive Owner:

Group Director of Finance and Digital

Board Committee Oversight:

Digital Committee

Date of Last Review:

August 2022

Summary risk

There is a risk that the Trust is not able to access | Risk score graph will appear here once 2 | CURRENT RISK SCORE TARGET RISK SCORE
/ utilise digital technologies to greatest effect reviews have been completed by the Likelihood Impact Score Likelihood Impact Score
impacting upon the ability to drive Digital Committee 3 5 15 1 5 5
improvements in service provision and patient
care and increasing the risk of critical system
failure.
Links to risks on the ORR: 1636 — risk of exposure to critical cyber vulnerabilities - 10
Controls Gap in controls and corrective action Owner Timescale Update Action
status
Digital strategy in place Digital strategy to reflect the new Trust Chief Digital December Digital strategy refresh On track
strategy - in development Information 2022 underway aligned to corporate
Officer objectives

Digital re-prioritisation and engagement Digital workforce capacity tracker to inform Chief Digital October Current digital delivery work On track
exercise to ensure digital work plan is realistic planned delivery of digital initiatives —in Information 2022 plan continues to be monitored
based on current resource development Officer and will be updated as new

priorities are agreed.

This will be reviewed against

the digital capacity available to

deliver.
Digital Transformation and Digital Assurance None Chief Digital April 2022 DTG meets monthly to review Complete
Groups in place Information work plan progress

Officer DAG meets bi-monthly to

provide assurance on Digital
Services

25
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Significant stakeholder engagement to seek Digital Communications and Engagement Chief Digital February Comms and Engagement [\ [o]
views on digital aspirations and challenges strategy to be refreshed Information 2023 Strategy was developed to Started
within the Trust to inform future developments Officer support GDEFF programme, this
will be revisited and socialised
to ensure stakeholders are able
to inform future developments
Engagement of Channel 3 Consulting to lead None — OBC developed Chief Digital July 2022 OBC completed and submitted Complete
options appraisal and the outline business case Information into business case process —
development for further development of the Officer/Nominated meeting 23 Aug
electronic patient record (EPR). Exec Lead (Clinical)
Clinical Safety resource in place to oversee and Clinical safety resource and refreshed best Chief Digital October Draft outline business case
manage best practice process practice process not yet fully in place —in Information 2022 developed to highlight resource
development Officer/Nominated need submitted into business
Exec Lead (Clinical) case process — meeting 23™
Aug.
Safehands commissioned to
support review of best practice
process.
Assurance (Level 1: Operational Oversight) Gaps in assurance and corrective action Owner Timescale Update Action
status
Review of outline business case for EPR to be CPG and SMT supportive of OBC, needs Chief Digital August 2022 | Complete — OBC shared with Complete
undertaken by Clinical Policy Group and Senior approval through business case process Information CPG and SMT
Management Team to ensure full clinical Officer
ownership and technical assurance.
Approval to proceed with Clinical Systems OBC Source of funding for OBC Chief Digital October Awaiting outcome from On track
Information 2022 business case process
Officer
Assurance (Level 2: Reports / metrics seen by Gaps in assurance and corrective action Owner Timescale Update Action
Board / committee etc) status
Digital roadmap reviewed by Digital Committee None Chief Digital Every Pressures on workforce capacity [OIRiz:I¢4
at each meeting Information meeting
Officer
Digital & Data Strategic objectives update report None Chief Digital Every Being updated to reflect the On track
reviewed by Digital Committee Information meeting Trust strategy
Officer

26
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Digital & Data KPIs reported to Digital None Chief Digital Every KPIs routinely reported through

Committee Information meeting DAG and Committee
Officer

SIRO report presented to Board None Chief Digital June 2023 Submitted in June 2022.
Information Reviewing the need to do this
Officer separately from the DAG report

AuditOne outstanding actions — progress report None Chief Digital Every Report monitored monthly with

presented to Digital Committee Information meeting progress tracked and slippage
Officer justified

Assurance (Level 3 — external) Gaps in assurance and corrective action Owner Timescale Update

AuditOne reports — Docstore IT General None — all external digital reports presented | Chief Digital Every Reports reviewed and actions

Controls (reasonable), Cyber Incident Response to Digital Committee Information meeting monitored at each meeting

Planning (reasonable), Health Information Officer

Exchange (good), Outpatient Digital Programme

(substantial), DSP Toolkit follow-up (moderate).

Global Digital Exemplar Fast Follower None Chief Digital March 2022 Complete — Trust awarded

accreditation Information HIMSS 5 and Fast Follower
Officer status.

On track

On track

On track

Action
status

On track

Complete

27
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An assessment of risk management maturity and review
of risk appetite was undertaken by the board of directors
at a board strategy session in June 2022.

The risk management maturity assessment results are
presented in this paper for formal board agreement. They
acknowledge that improvements have been made and
demonstrate stronger performance in some areas than
others, as well as scope for improvement across all
areas. These will be considered in developing the Risk
Management Strategy and action planning for the coming

year.

Risk Appetite was reviewed with 4 of 5 areas remaining
the same, however the appetite for risks that may affect
quality has been increased to ‘seek’ reflecting the
challenging decisions that may be required to deliver
strategic objectives.
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Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board are asked to:

Approve the risk management maturity levels

agreed.

Approve the risk appetite statements and levels.

Trust Strategic Aims that the | Aim 1 | We will continuously improve the quality and
report relates to: X safety of our services for our patients
Aim 2 | We will be a great organisation with a highly
X engaged workforce
Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources
Aim 4 | We will be an effective partner and be ambitious
X in our commitment to improving health outcomes
Aim 5 | We will develop and expand our services within
X and beyond Gateshead
Trust corporate objectives All
that the report relates to:
Links to CQC KLOE Caring | Responsive | Well-led Effective Safe
O O X X X
Risks / implications from this report (positive or negative):
Links to risks (identify N/A
significant risks and DATIX
reference)
Has a Quality and Equality Yes No Not applicable
Impact Assessment (QEIA) m m

been completed?
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Risk Management Maturity & Risk Appetite

1. Executive Summary

An assessment of risk management maturity and review of risk appetite was
undertaken by the board of directors at a board strategy session in June 2022. This
builds upon the work undertaken in April 2021.

The risk management maturity assessment results demonstrate stronger performance
in some areas then others, as well as scope for improvement across all. While these
do indicate an improvement against the previous year, as the assessment tool this year
is more detailed, they are not directly comparable. Potential areas for improvement will
be considered in the developing Risk Management Strategy and action planning.

Risk Appetite was reviewed with 4 of 5 areas remaining the same, however the
appetite for risks that may affect quality has been increased to ‘seek’ reflecting the
challenging decisions that may be required to deliver strategic objectives.

2. Risk Management Maturity
2.1. Background

A board workshop was held in April 2021, considering the risk appetite and risk
management maturity of the organisation. This was a starting point for the Board to
consider risk management maturity and utilised a simple visual sliding scale and
overarching statements, with risk management maturity agreed to sit between level 2
(risk aware/ happening) and level 3 (risk defined/working).

Risk Enabled
Risk Managed

Risk Defined
Risk management
Risk Aware :I Enterprise wide o el
Stretegi d approach to risk Eoprelily
T‘ egl.es an 2 embedded in the
policies in place management operations
Risk Naive . and developed and B
Scattered sild . .
com nunicated. communicated
based approath N )
No formal . Risk appetite
to risk .
approach lefined

. managemen
developed for risk

management

While discussion and agreement of risk maturity level was beneficial, being based on
such a simple visual did not aid the organisation in identifying our strengths or where
we may be best placing our resources to improve our overall risk management
maturity. While we successfully undertook some work this was based on a well led self-
assessment, internal audit, and peer review.

Our aim at the time was stated to be to reach Risk Enabled within three years and the
risk management strategy and plan would be developed to enable us to deliver this.
The strategy development was delayed due to further pandemic activity, however
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improvements were made as a result of feedback from the well led self-assessment,
internal audit and peer reviews.

2.2. Risk Management Maturity Assessment Tools

Consideration of a more detailed maturity assessment to help to identify areas for
improvement was undertaken and while there is no risk management maturity
specifically for the NHS or even healthcare in general, various models are available.
These range from simple scale overviews as above, statements and suggestions for
different areas (eg leadership, processes etc.) to in depth questionnaires and evidence
review, each is subjective and is better informed if undertaken by a wider group.
However, while each model may differ, the overall levels do provide some consistency
and having considered assessment levels on a few different models these do begin to
provide a consistent overall theme.

2.3. Risk Management Maturity Assessment

This year's assessment has been undertaken based on the ALARM national
performance model for risk management. The model breaks down risk management
activity into seven areas, five considered ‘enablers’ and two ‘results’, with innovation
and learning running throughout.

People

Processes and Risk Handling Outcomes and

f f Strategy & Policy
S el Tools and Assurance Delivery

Partnerships, Shared
Risks & Resources

Innovation & Learning

A maturity matrix with overarching statements for each area, at each of the maturity
levels, was used to aid assessment, as well as an outline of the elements to consider
within each area and suggested evidence, supported by identified evidence from a
desktop self-assessment and potential areas for development.

Assessed at one of 5 levels ‘

Level Risk Management is engaging (risk naive) with the organisation

1

Level Risk Management is happening (risk aware) within the organisation

2

Level Risk Management is working (risk defined) for the organisation

3

Level Risk Management is embedded (risk managed) and integrated within the
4 organisation

Level Risk Management is driving (risk enabled) the organisation

5
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In advance of a workshop, the directors had an opportunity to consider the detail of
each area, including coverage of the area, the type of evidence that would support this,
as well as information provided from a self-assessment, providing suggested evidence
in place and potential areas for improvement. Within the workshop, members voted on
each area, with discussion, questioning and challenge, reaching agreement on an
overall maturity level for each area.

The results of the assessment are shown in the following table with the overall
descriptor of that level.

Enablers Level 1 Level 2 Level 3 | Level 4 Level 5 | Selected level
descriptor
Leadership Engaging | Happening | Working | Embedded | Driving | Risk Management is
and & Working championed by the CE.
Management The Board and senior

managers challenge the
risks to the organisation
and understand their
risk appetite.
Management leads on
risk management by

example.
Policy and Engaging | Happening | Working | Embedded | Driving | Risk management
Strategy & Working principles are reflected

in the organisation's
strategies and policies.
Risk framework is
reviewed, developed,
refined and
communicated

People Engaging | Happening | Working | Embedded | Driving | People are encouraged
& Working and supported to take
managed risks through
innovation.

Regular Training and
clear communication of
risk is in place.

Partnerships Engaging | Happening | Working | Embedded | Driving | Approaches for

and Shared & Working addressing risk with

Resources partners are being
developed and
implemented.

Appropriate tools are
developed and
resources for risk

identified.
Processes Engaging | Happening | Working | Embedded | Driving | A framework of risk
& Working management processes

in place and used to
support service
delivery.

Robust business
continuity management
system in place.

Results

Risk Handling | Engaging | Happening | Working | Embedded | Driving | Evidence that risk

and & Working management is being
Assurance effective and useful for

the organisation and
producing clear
benefits.

Evidence of innovative
risk-taking.
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Outcomes and | Engaging | Happening | Working | Embedded | Driving | Very clear evidence of
Delivery & Working very significantly
improved delivery of all
relevant outcomes and
showing positive and
sustained improvement.

Once approved this information will be reflected in the risk management strategy and
policy and updated on the intranet, as well as being communicated to managers across
the group. As it does not directly affect the escalation of risk, there are no changes to
governance processes.

3. Risk Appetite

3.1. Background

Risk Appetite was initially set for the first time in April 2021, against the 5 categories
outlined in the Good Governance Institutes (GGI) matrix. Subsequently the datix
system has been updated to enable the category of risk to be reflected and reports
grouping risks by category.

3.2. Risk Appetite Review 2022

The appetite levels set in 2021 were considered within a board workshop, with all but 1
level remaining the same.

The 4 categories with no changes are;

Category Risk Appetite |Risk Appetite Statement
Level

Sub-categories

Financial/ Efficiency Open We have a Moderate risk appetite for financial/VfM  Appetite - 10
(Moderate) risk. This means we are prepared to take risks which Tolerance 8-

Financial may have a financial impact, enabling our eagerness 12

Efficiency to innovate and grow whilst ensuring we minimise the Escalation

Business Continuity possibility of financial loss, however would not take 15+

risks that impact on the future financial stability of the
organisation. However within commercial arms of the
organisation we may have a higher appetite for
financial/ VM risk which brings with it opportunity and
beneficial outcomes, such risks would be assessed
on a case by case basis.

Regulatory/ Open We have a Moderate risk appetite for Appetite - 10

Compliance (Moderate) Compliance/Regulatory risk. This means we are Tolerance 8-
prepared to take risks which may result in the 12

Compliance - possibility of some regulatory challenge, providing Escalation

CQC,SFI that by doing so we are doing what is best for our 15+

IG, Fraud, Legal patients and/or staff and are reasonably confident we

could challenge this successfully. The regulator and
the potential sanction that could be imposed would be
key within our risk assessments.

Reputation Seek We have a High risk appetite for reputational risks.  Appetite - 15
(High) This means we are prepared to take actions and Tolerance 12-
Public decisions in the best interests of our patients and 20
Partners staff to ensure quality and sustainability which may  Escalation
have an adverse effect on the reputation of the 15+

organisation to some stakeholders.
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People and Open We have a Moderate risk appetite for people and Appetite - 10
Resources (Moderate) resource risks. This means we are prepared to take Tolerance 8-
limited risks with regards to our workforce. At the 12
Resources current time we are focussing on the basics, helping Escalation
Wellbeing, Safety our staff to recover and recuperate, and increase 15+

overall wellbeing. While innovation in this area will be
important going forward this will only be explored
where any impact on our staff was minimal.

Within our Commercial Arms, there may be a higher
risk appetite and this would be explored on a case by
case basis.

With 1 category, Quality Outcomes, the board discussion reflected an agreement to
increase the appetite level from ‘open’ to ‘seek’ reflecting the challenging decisions that
may be required to deliver strategic objectives.

The appetite and tolerance ‘risk scores’ have been set lower than the Reputation category.

Risk Appetite |Risk Appetite Statement

categories
Previous Quality Open We have a Moderate risk appetite for Quality Outcome Appetite -
Level Outcomes (Moderate) risks. This means we are prepared to accept the 10
possibility of a short-term impact on quality outcomes Tolerance
Safety with potential for longer-term rewards. We support 8-12
Effectiveness risks relating to innovation to deliver improved services Escalation
Experience and outcomes for our patients and staff. 15+
New Quality Seek We have a High risk appetite for risks which may have Appetite -12
Level Outcomes (High) an impact on quality, being eager to innovate and Tolerance
choose options offering potentially increased benefits. 8-15
Safety This means we are prepared to take actions and Escalation
Effectiveness decisions in the best interests of our patients and staff 15+
Experience to ensure longer term quality and sustainability.

4. Recommendations
The Board are asked to:

= Approve the risk management maturity levels agreed.
= Approve the risk appetite statements and levels.
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To ensure the Board and Committees are clearly sighted
on those risks that have an organisational -wide impact,
the organisational risk register is compiled by the
Executive Risk Management Group of those risks that
impact on the delivery of strategic aims and objectives.

This includes risks included within the Board Assurance
Framework (BAF) as well as risks identified by the Group
for inclusion as having an organisational impact and impact
on delivery of strategic aims and objectives.

The supporting report shows the risk profile of the ORR,
includes a full register, and provides details of review
compliance, and risk movements.
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One Chief Operating Officer (COO) Risk- 2868 Risk to the
delivery of the new operating model resulting in adverse
impact on performance & recovery plans has increased in
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e People and organisational
development

e Governance and legal

e FEquality, diversity and
inclusion

One Surgical Business Unit (SBU) Risk 2869, relating to
reduced service provision due to Covid-19 has been
removed from the ORR.

One Chief Executive Officer (CEO) risk- 3029 has been
reduced from 16 to 12 due to the decreasing levels of
covid -19 waves.

Risk and action review compliance shows improvement,
and this is reflective of the improvements being observed
across the wider trust registers.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board are asked to:

e Review the risks and actions and discuss and seek
further information relating to risks as appropriate.

e Take assurance over the ongoing management of
risk.

Trust Strategic Aims that the
report relates to:

Aim 1
X

We will continuously improve the quality and safety
of our services for our patients

Aim 2
X

We will be a great organisation with a highly
engaged workforce

Aim 3
X

We will enhance our productivity and efficiency to
make the best use of resources

Aim 4
X

We will be an effective partner and be ambitious in
our commitment to improving health outcomes

Aim 5
X

We will develop and expand our services within and
beyond Gateshead

Trust corporate objectives
that the report relates to:

Each risk is linked to a corporate objective, see report.

Links to CQC KLOE

Caring
O

Responsive | Well-led Effective Safe

O X O O

Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and DATIX
reference)

Included in report

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes No Not applicable
O O
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Organisational Risk Register

Executive Summary

To ensure the Board and Committees are clearly sighted on those risks that have an
organisational -wide impact, the organisational risk register is compiled by the Executive
Risk Management Group of those risks that impact on the delivery of strategic aims and
objectives.

This includes risks included within the Board Assurance Framework (BAF) as well as risks
identified by the Group for inclusion as having an organisational impact and impact on
delivery of strategic aims and objectives.

The supporting report shows the risk profile of the ORR, includes a full register, and
provides details of review compliance, and risk movements.

This report covers the period 15 July 2022 to 15t September 2022 (extraction date for this
report).

Organisational Risk Register — Movements
New risks added to the ORR in the period;

e Risk (CEO) 3029 - There is a risk that there will be further waves of Covid, or
continued endemic Covid, which could have an effect across the whole Trust (and
the wider health and social care system) leading to workforce shortages,
operational pressures because of the need to segregate covid positive patients,
cancellation of some elective work, difficulty maintaining flow of care for patients
presenting acutely and deflection from Trust “business as usual” activities and
development / improvement work. (CRR 12)

e Risk (NMQ) 3089- Risk of quality failures in patient care due to external causes
such as delayed discharges and external pressures (CRR 12)

¢ Risk (Digital) 3090- Digital Quality - risk of inconsistent use of systems resulting in
poor quality care and impact on quality (CRR 08)

Risk 3029 above is a strategic risk relating to Covid, and as a result 2 existing risks related
to Covid have been removed from the ORR. These are:

e Risk (COQ) 2869 - There is a risk of unintended harm to patients, due to the impact of
reduced service provision, delayed treatment and pathway starts as a result of Covid
19. This may result in patients accessing treatment who are more unwell than
otherwise would have been, longer stays in hospital and longer recovery periods. (CRR
16)

e Risk (POD) 2963 - Risk that uncertainty relating to next steps for covid vaccine for NHS
staff - staff may leave roles/ employment impacting on service delivery and further staff
pressures/ wellbeing, impact on recruitment. (CRR 9)
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One risk has been reduced in the period:

e Risk (CEO) 3029 - Risk of further waves of Covid-19.
This risk has now been reduced from 16 to 12 due to stabilisation of covid waves,
with smaller waves of less pathogenic disease.

One risk has been closed, having been merged into risk 2868 which is on the BAF and
ORR;

e Risk (COQ) 2744 - Risk of low or inadequate staffing to operate effective and
efficient service provision as a result of covid surge and response.

Following ERMG meeting in August 2022, one further risk has been closed;

e Risk (Finance) 2964- Risk that there is insufficient and formal oversight on the 4 GP
practices currently hosted by the trust. Tender not awarded. No longer an issue.

A further 2 risks have been removed in period:

e Risk (POD) 2765 - No Leadership and OD strategy in place across the trust.
Current risk rating reduced from 12 to 9 with the introduction of the Leading Well
approach.

e Risk (NMQ) 2779- The trust fails to meet The CQC’s Fundamental standards.
Recent Improvements have been observed in Clinical environmental audit data.

One risk has been escalated in score;

e Risk (COQ) 2868 - Risk to the delivery of the new operating model and associated
transformation plans due to the increase in activity and reduced workforce capacity
(potentially due to covid waves), resulting in adverse impact on key performance
and recovery plans.

Subsequent linked risks to the above are as follows:
o 3029 Covid - Risk of further waves/continued endemic Covid, which could
impact operational delivery across the whole Trust
o 2764 Risk of not having the right people in right place at the right time with
the right skills.

Risk and action review compliance is currently at 64% and 71% consecutively, and this is
reflective of the improvements being observed across the wider trust registers.

Recommendations
The Board are asked to:

e Review the risks and actions and discuss and seek further information relating to
risks as appropriate.
e Take assurance over the ongoing management of risk.



Page 162 of 288

Organisational Risk Register Report NHS
~/ Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health

Comparison Date: 14-Jul-2022 NHS Foundation Trust

Buziness Intelligence

Risk Profile (Current/Managed)

People & Quality
Resources Outcomes

Regulation
Finance & &
Efficiency Compliance,

Reputation

F n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 1 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report
~/ Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health

Comparison Date: 14-Jul-2022 MHS Foundation Trust

Resources Resources/Skills
Wellbeing Demand 1
People &
Resources
[ Resources [ Demand
I Wellbeing I Resources/Skills
Sub Category cause RisksupCat  RiskCause  No.Risks
Effectiveness External/Partnership 1
External/Partnership 2
Safety
Systems/Processes 1
Quality
Outcomes
Il Effectiveness [ External/Partnership
[ Safety [ Systems/Processes
Business Continuity External/Partnership 1
Fm?':'ce & Digital Systems/Processes 1
Efficiency
Il Business Continuity Il External/Partnership
[ Digital I Systems/Processes
Regl"lat'on Delivery of Objectives External/Partnership 3

&
Compliance,
Reputation

[0 Delivery of Objectives [ External/Partnership

F n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 2 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Comparison Date: 14-Jul-2022

Risk Description

Handler
BU

Service Line

Next Review Date
BAF / Risk Register
Objectives

2868 27/04/2021
Joanne Baxter
Chief Operating Officer

New Operating Model - Risk to the
delivery of the new operating model
and associated transformation plans
due to the increase in activity and
03/10/2022 reduced workforce capacity

BAF COO EPRR FPC ORG QGC (potentially due to covid waves),
SA3.1 Improve the productivity  resulting in adverse impact on key
and efficiency of our operational performance and recovery plans.
services through the delivery of

the New Operating Model and

associated transformation plans

[ nformation

oy helaF el poidfe i

DIRLDatix

Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Current Controls

EPRR incident response and surge plans in
place

Reconfiguration from previous waves and
learning applied.

Workforce management plans in place and
monitoring of staff absences available
Current model for managing covid within
the clinical environment is being changed in
line with national guidance.

Annual review and establishment of safe
nursing staffing levels.

2.Safe staffing report (nursing)produced and
forecasting robust.

3.Workforce bank in place (see linked risk)
4.Expanded Agency usage (process for
approval)

5.Critical staff payment offer approved and
in place.

6.Workforce absence etc captured via ESR/
healthroster

7.New operating model aligns staffing
requirements to activity and service plans.
8. Volunteers - recruitment and use
9.Deployment Hub to improve use of
available resources

NHS

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Linked Risk ID / Description

Action Due

triangulations of incidents
and low staffing

Shelley Dyson

31/07/2022

active recruitment to Lisa Crichton-Jones
vacanices

30/09/2022

international recruitment Lisa Crichton-Jones
programme

30/09/2022

WLI rate for theatre staffing Helen Routh
to be determined
30/09/2022

De-escalation Nicola Bruce
(Completed
28/06/2022)

Review of temporary staffing Joanne Baxter
solutions
(Completed
02/09/2022)

Key: CRR - Current Risk Rating PRR - Previous Risk Rating
IRR - Initial Risk Rating TRR - Target Risk Rating

organisation to support workforce planning
along with regional and national supply
pressures, resulting in failure to deliver
current and future services that are fit for
purpose

3029 - Covid - There is a risk that there will
be further waves of Covid, or continued
endemic Covid, which could have an effect
across the whole Trust (and the wider
health and social care system) leading to

2764 - Workforce Capacity & Capability - 16
Risk of not having the right people in right

place at the right time with the right skills

due to lack of workforce capacity,

resources and expertise, across the

workforce shortages, operational pressures
because of the difficulty maintaining flow of
patients presenting acutely and deflection
from 'business as usual' activities and
development / improvement work.

Page 3 of 18.
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Date
Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

2764 17/11/2020
Ferne Clements
People and OD
Human Resources
30/09/2022

BAF ORG HRC

SA2.2 Growing and developing

our workforce

[ nformation
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Comparison Date: 14-Jul-2022

Risk Description

Workforce Capacity & Capability -
Risk of not having the right people in
right place at the right time with the
right skills due to lack of workforce
capacity, resources and expertise,
across the organisation to support
workforce planning along with
regional and national supply
pressures, resulting in failure to
deliver current and future services
that are fit for purpose

DIRLDatix

Current Controls

Task and finish group established to
coordinate all strands of work relating to
staffing

International recruitment on track
Domestic recruitment actively pursued and
monitored

Over recruiting to HCSW positions to fill
some of the Registered Nurse vacancies
Recruitment process streamlined (RPIW)
Refreshed dataset provided to The Whole
System Partnership on 01 March 2022. (to
enable workforce planning)

Health and Care academy development
being overseen by Transformation Board.
Updates provided on a monthly basis.

SMT discussions on longer term strategic
supply pipelines for Registered Nurses have
commenced, inc Registered Nurse degree
apprentices and Trainee Nurse Associates.

Workforce planning to be

Action
Owner

Ferne Clements

scoped and future

resource/ways of working

identified.

31/12/2022

CRR -
IRR -

Key:

Current Risk Rating
Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating

Gateshead Health

. NHS Foundation Trust

Linked Risk ID / Description

2761 - Risk of a lack of strategic direction
and collective ownership on the people
agenda within the organisation due to the
Trust's People Strategy being out of date.
Capacity and delivery impacted due to
covid. Resulting in the ability to set clear
and appropriate priorities and the potential
to not deliver on the national NHS People
Plan, and the People Strategy not being at
heart of the trust and delays in progressing
immediate actions .

2765 - Leaders in the organisation may not
lead with an expected level of competence
due to lack of leadership and OD strategy.

2768 - Reduction in staff competence, non
compliance with legislation and guidance,
learning and staff not supported with
experience at work, career development
and retention.

2868 - New Operating Model - Risk to the
delivery of the new operating model and
associated transformation plans due to the
increase in activity and reduced workforce
capacity (potentially due to covid waves),
resulting in adverse impact on key
performance and recovery plans.

20

Page 4 of 18.
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Date
Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

2982 06/12/2021

Amy Muldoon

Medical Services

Medical Services - Divisional
Management

02/09/2022

BU_DIR COO ORG

[ nformation

oy helaF el poidfe i

Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Comparison Date: 14-Jul-2022

Risk Description

Risk of delay in transfer to
community due to lack of social care
provision and intermediate care
beds, due to there is currently
increased numbers of patients
awaiting POC up to 30 patients in
medical wards. This delay adds
significant pressures to acute bed
availability, escalation beds being
required and significant risk of
problems with flow through hospital
impacting A&E breach standards and
risk of patients being delayed within
ambulances, resulting in Risk of:
patients remaining in hospital when
medically optimised creating risk to
these patients as well as other
patients as bed capacity not able to
meet demand. Due to: Resulting in:
patient harm or death, patients
deconditioning and increased risk of
failed discharge secondary to this.
Staff health and wellbeing, job
dissatisfaction and poor performance
due to pressures.

DIRLDatix

Current Controls

Daily meeting with LA to examine capacity
in out of hospital system and match with
demand for discharges.

Target discharges of 40 per week to keep
pace with demand.

Monitoring of Delayed transfers of care
twice weekly meeting

Escalation of delays of care to the
community BU and social services at twice
weekly meetings.

Monitoring of any levels of harm - Datix
incidents.

Monitoring of Breach levels and times.
Monitoring of Ambulance delays.
Monitoring increased LOS of medically
optimised patients.

Escalation of patients requiring social
services support raised weekly at Discharge
Systems group which includes Social
services management and CCG
representative.

Medically Optimised meeting 2x week,
passed to IPC/CCG

ECIST work

Pilot on 2 wards re improving discharges.
Further social care provision for discharge
purchased and in place from beginning of
June 2022

Gateshead Health

. NHS Foundation Trust

Action
Owner TRR |Linked Risk ID / Description

Joanna Clark

System leadership post for
discharge created and to be

recruited to 31/10/2022

RPIW to unblock obstacles  Joanna Clark
to same day discharge
(Completed

02/08/2022)

CRR -
IRR -

Key:

Current Risk Rating
Initial Risk Rating

PRR -
TRR -

Previous Risk Rating

i : Page 5 of 18.
Target Risk Rating
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Organisational Risk Register Report
V4 Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health

Sinees e aemee Comparison Date: 14-Jul-2022 . NHSFoundation Trust

Risk Date
ID Identified Risk Description Current Controls Ow TRR |Linked Risk ID / Description

Action Due

Service Line
Next Review Date
BAF / Risk Register

Objectives
2759 16/11/2020 Workforce Health & Wellbeing - Risk I Health and Wellbeing team established with Relaunch Health and Amanda Venner
Amanda Venner of adverse impact to staff health and Regional funding secured to fund the team wellbeing check ins
People and OD wellbeing due to internal working until June 2023. 31/08/2022
:grg;nzziszources condltlolnfs and pr:ssurez as w.eII as Pal:(t.nerehd wnh Talk(}Norks to”.prowde. Increase the number of Amanda Venner
/09/ extgrna ac.tors (deman . patlle.nt talking t e'rszples. and counselling .serwces to Mental Health first aiders
BAF ORG HRC acuity, staffing levels, covid, civil reduce waiting times for counselling and 30/09/2022
SA2.1 Protect and understand unrest) resulting in increasing psychological support services.
the health and well-being of our physiological and psychological harm. Occupational health referral systems(self Engagement on HWB Amanda Venner
staff by looking after our referral and management referral)and Strategy to be undertaken
workforce process in place. during May 2022, with (Completed
Occupation Health external review strategy finalised and agreed 31/08/2022)
completed, with improvement plan now in June 2022
being implemented. Listening Space Amanda Venner
Occupational Health Metrics discussed at
POD.QuaIity‘meeting. (Completed
Physio appointed 31/08/2022)

24/7 catering/vending solution now in place
and usage is positive
Schwartz rounds commenced

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 6 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Date
Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

2945 14/09/2021
Debbie Renwick

Chief Operating Officer
Planning & Performance
08/08/2022

BU_DIR ORG

3029 04/04/2022
Mr Andrew Beeby

Chief Executive Office
Medical Directorate
16/11/2022

BAF BU_DIR ORG QGC
SA1.2 Continuous Quality
improvement plan

[ nformation
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Comparison Date: 14-Jul-2022

Risk Description

Covid - There is a risk that there will
be further waves of Covid, or
continued endemic Covid, which
could have an effect across the whole
Trust (and the wider health and social
care system) leading to workforce
shortages, operational pressures
because of the difficulty maintaining
flow of patients presenting acutely
and deflection from 'business as
usual' activities and development /
improvement work.

DIRLDatix

Risk of ineffective and inefficient 15
management of services due to

availability and access to appropriate

and timely business intelligence to

deliver and improve services

Current Controls

Programme of work established to work on
improving access to Bl and improve board
reporting along with service line access to
quality performance and workforce data
Project Manager appointed to lead on this
work with support from NECS.

Programme involves 3 projects

Static reporting — Look back - this is what
we achieved

Live reporting — this is how we are doing
now and where we need to intervene to
prevent poor performance

Forecasting — these are the trends to be
able to plan services much more effectively
to meet demand the later two points need
further development

Some Bl available in sitreps and excel
format

Business continuity and EPRR governance
and resilience plans

Staffing resilience and backup

Service delivery plans

IPC planning/ escalation/ reduction of PPE/
distancing

Estate flexibility and planned escalation/
covid wards

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Linked Risk ID / Description

¢ Work with the BU
managers looking at what is
available and start to build
what is needed and get rid
of what is not used/helpful

Debbie Renwick

31/08/2022

¢ Improve data quality by Debbie Renwick
working with teams and
provide resilience to teams  30/09/2022

doing the RTT etc

project groups established
and PID developed and plans

David Thompson

developed for delivery 30/09/2022

* Assess what is currently Michael Smith
available and set up in

yellow fin under relevant (Completed
business units 15/07/2022)

Key: CRR- Current Risk Rating PRR - Previous Risk Rating
IRR - Initial Risk Rating TRR - Target Risk Rating

2868 - New Operating Model - Risk to the 20
delivery of the new operating model and
associated transformation plans due to the
increase in activity and reduced workforce
capacity (potentially due to covid waves),
resulting in adverse impact on key

performance and recovery plans.

Page 7 of 18.
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Date
Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

3089 25/07/2022
Gillian Findley

Nursing, Midwifery & Quality
Quality Governance
14/09/2022

BAF BU_DIR ORG QGC

SA1.2 Continuous Quality
improvement plan

[ nformation
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022
Comparison Date: 14-Jul-2022

Risk Description

Quality - There is a risk of quality 15
failures in patient care (patient

safety, patient experience and
effectiveness) due to external causes

such as delayed discharges and

pressures from other Trusts resulting

in patient harm, regulatory action,

and reputational impact

DIRLDatix

Current Controls

Daily report provided detailing all delayed
discharges within the Trust. regular

meetings now established with social care.

Discharge liaison staff available to support
wards and facilitate earlier discharge.

NHS

Gateshead Health

NHS Foundation Trust

Acti
TRR |Linked Risk ID / Description

Action Due

Key: CRR- Current Risk Rating
IRR - Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating

2779 - The Trust fails to meet the CQC
Fundamental Standards resulting in
potential regulatory action, harm to
patients, decline in ratings, and resulting
reputational damage.

2982 - Risk of delay in transfer to 16
community due to lack of social care

provision and intermediate care beds, due

to there is currently increased numbers of
patients awaiting POC up to 30 patients in
medical wards. This delay adds significant
pressures to acute bed availability,

escalation beds being required and
significant risk of problems with flow
through hospital impacting A&E breach
standards and risk of patients being delayed
within ambulances, resulting in

Risk of: patients remaining in hospital when
medically optimised creating risk to these
patients as well as other patients as bed
capacity not able to meet demand.

Due to: Resulting in: patient harm or death,
patients deconditioning and increased risk
of failed discharge secondary to this. Staff
health and wellbeing, job dissatisfaction
and poor performance due to pressures.

Page 8 of 18.
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Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health
Sinees e aemee Comparison Date: 14-Jul-2022 NHS Foundation Trust

Date
Identified Risk Description Current Controls TRR |Linked Risk ID / Description

@ Organisational Risk Register Report NHS
V4

Action Due

Service Line
Next Review Date
BAF / Risk Register

Objectives
1636 10/11/2014 UCRF RO1/R03/R20/R23 Malware AV on all end points Manage replacement of End Jon Potts 5
Dianne Ridsdale such as Ransomware Compromising AV up to date of life Network Hardware
Digital Unpatched Endpoints, Servers, ATP in place site wide 30/07/2022
IT Equipment or due to Lack of . NHSQ& Microsoft gro.up policy templates Complete Cyber Essential Jon Potts
07/09/2022 Hardened Build Standards. There is a Ongoing updates routinely planned as they Plus Accreditation
DIGC MDMG ORG risk ?f potenvtl'al exposure to are relleased. 31/03/2023
published critical cyber Patching regime

vulnerabilities. Laptops, workstations
and medical devices compromised by
ransomware or botnets, due to
endpoints being susceptible to
compromise through the use of
obsolete, old, or unpatched
operating systems and third party
software, including Java. Endpoints
often not monitored for patch status.
Endpoints compromised more easily
through dangerous browser plugins
(such as Java, Flash), or unsupported
browsers. Servers compromised by
ransomware, due to servers
susceptible to compromise through
the use of obsolete, old, or
unpatched operating systems and
software. Servers often not
monitored for patch status. Due to
failure to maintain all Digital assets,
including installing Operating system
patches, AV patches or other
software and hardware updates
across the IT estate, including
network equipment and medical
devices. Resulting in potential harm
to patients, data leaks, impacts on
service delivery.

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 9 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Comparison Date: 14-Jul-2022

Gateshead Health

NHS Foundation Trust

Risk Date
ID Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

2880 30/04/2021
Mr Andrew Beeby
Chief Executive Office
Medical Directorate
16/11/2022

BAF ORG QGC

3090 25/07/2022
David Thompson

Risk Description

Health Outcomes - Risk that
Place/ICS/ICP strategy and plans do
not fully align with our objectives and
aspirations to tackle health
inequalities due to different
approaches resulting in slow or no
progress against health inequalities.

Digital Quality - If our digital systems
are not implemented fully and staff

Current Controls

Being involved with ICS / ICP / Place in the
development of work (co-production)
Health Inequalities Board established.

- Systems team in place - experts in clinical
system functionality

Oowi

Action Due

Andrea Adams

TRR |Linked Risk ID / Description

2929 - There is a risk of disrupted or
delayed implementation of the Trusts

Digital are not appropriately trained, there - Delivery methods in place to support 30/09/2022 digital strategic objectives - due to lack of
Systems is a risk that the inconsistent use of digital change digital resource, clinical resource,
11/10/2022 systems could result in poor quality - Clinical change team involved in business reprioritisation of workload (e.g.

BAF BU_DIR DIGC ORG QGC
SA1.3 Digital where it makes a
difference

3093 25/07/2022
Kris MacKenzie

care and impact on quality.

Finance — There is a risk that the
Trust does not achieve its financial

Finance and capital plans due to the
Finance challenging level of CRP, increasing
25/08/2022 inflation and risk around

BAF BU_DIR FPC ORG
SA3.2 Achieving financial
sustainability

achievement of ERF. Resulting in the
failure to deliver sustainable services
and deliver objectives

change processes (limited capacity)

- Ability to deliver online training via
captivate means staff can choose to be
trained at a time that suits them

Review of clinical change
requirements

pandemic), supplier failure, financial
constraints - resulting in failure to achieve
the desired outcomes.

Changes in CRR - Current/Managed Risks

[ nformation
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DIRLDatix

Key: CRR- Current Risk Rating
IRR - Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating

Page 10 of 18.
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Date
Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

2868 27/04/2021
Joanne Baxter
Chief Operating Officer

03/10/2022

BAF COO EPRR FPC ORG QGC
SA3.1 Improve the productivity
and efficiency of our operational
services through the delivery of
the New Operating Model and
associated transformation plans

[ nformation

oy helaF el poidfe i

Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Comparison Date: 14-Jul-2022

Risk Description

New Operating Model -Risk to the delivery of the
new operating model resulting in adverse impact on
performance & recovery plans

DIRLDatix

Current Controls

EPRR incident response and surge plans in
place

Reconfiguration from previous waves and
learning applied.

Workforce management plans in place and
monitoring of staff absences available
Current model for managing covid within the
clinical environment is being changed in line
with national guidance.

Annual review and establishment of safe
nursing staffing levels.

2.Safe staffing report (nursing)produced and
forecasting robust.

3.Workforce bank in place (see linked risk)
4.Expanded Agency usage (process for
approval)

5.Critical staff payment offer approved and in
place.

6.Workforce absence etc captured via ESR/
healthroster

7.New operating model aligns staffing
requirements to activity and service plans.
8. Volunteers - recruitment and use
9.Deployment Hub to improve use of
available resources

Key: CRR- Current Risk Rating PRR -
IRR - Initial Risk Rating TRR -

triangulations of incidents and low
staffing

active recruitment to vacanices

international recruitment
programme

WLI rate for theatre staffing to be
determined

De-escalation

Review of temporary staffing
solutions

Previous Risk Rating
Target Risk Rating

Gateshead Health

NHS Foundation Trust

Action Latest Progress
Owner TRR |Note

Shelley Dyson 6 risk reviewed and 16
actions updated

31/07/2022

Lisa Crichton-Jones

30/09/2022

Lisa Crichton-Jones

30/09/2022
Helen Routh

30/09/2022

Nicola Bruce

(Completed
28/06/2022)

Joanne Baxter

(Completed
02/09/2022)

Page 11 of 18.
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~ Organisational Risk Register Report
:. i/ 4 Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health

Business Irtelligence Comparison Date: 14-Jul-2022 NHS Foundation Trust
Risk Date Actlon Latest Progress
ID Identified Risk Description Current Controls Owner TRR |Note
Handler Action Due
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives
3029 04/04/2022 Covid - Risk of further waves/continued endemic Business continuity and EPRR governance and Risk downgraded to
Mr Andrew Beeby Covid, which could impact operational delivery resilience plans 12
Chief Executive Office across the whole Trust. Staffing resilience and backup
Medical Directorate Service delivery plans
16/11/2022 IPC planning/ escalation/ reduction of PPE/
BAF BU_DIR ORG QGC distancing
SA1.2 Continuous Quality Estate flexibility and planned escalation/
improvement plan covid wards

Risks Moved to Managed in Period

Risk Date Actlon
ID Identified Risk Description Current Controls Owner TRR
Handler Action Due
BU
Service Line
Next Review Date
BAF / Risk Register
Objectives
(1]

Risks Closed in Period

r n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 12 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

5 [elers= Comparison Date: 14-Jul-2022

i Date
Identified Risk Description Current Controls
Service Line
Next Review Date
BAF / Risk Register
Objectives

2964 28/10/2021 There is a risk that there is insufficient and formal 8 Some informal oversight by Medical Director
Jacqueline Bilcliff oversight on the 4 GP practices currently hosted by / Chief Nurse and COO.

Chief Executive Office the trust

Chief Executive Office

16/06/2022

BU_DIR ORG

Risks Added in Period

Risk Date

ID Identified Current Controls

CRR
- Outline business case developed for digital i3 DELETED
strategic direction
- Achievement of HIMSS EMRAM level 5 in
Jan 22 - digital maturity level

Risk Description

Handler

:]V]

Service Line

Next Review Date
BAF / Risk Register
Objectives

3094 25/07/2022 Digital Transformation - There is a risk that we fail to
Nick Black deliver digital transformation and cyber resilience
Digital due to a lack of investment resulting in the failure of
Informatics Project long-term strategies and delivery of sustainable
25/08/2022 services.

BAF BU_DIR DIGC ORG

SA3.1 Improve the productivity

and efficiency of our operational

services through the delivery of

the New Operating Model and

associated transformation plans

- Reprioritisation of current digital portfolio DELETED
plan to ensure current staffing are managing
80% BAU and 20% transformation

- Workforce capacity plan in place to inform
requests for change and new work requests

- Review of in flight projects underway to
inform way forward for lower priority work -
stop/contain/delay

- Cyber Information Security Group in place to
review more granular plans around cyber
resillience

[ nformation
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= Key: CRR- Current Risk Rating PRR - Previous Risk Rating
a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Closure Details

Action Due

(Open Actions)

6 tender not awarded
- no longer an issue

Action Due Date Added to ORR

Nick Black Duplicate of risk 2929
(Completed 25-07-2022
11/08/2022)

Dianne Ridsdale

(Completed

11/08/2022)

Page 13 of 18.

Action
Owner TRR |Latest Progress Note
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Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health

Sinees e aemee Comparison Date: 14-Jul-2022 NHS Foundation Trust

Action
Owner TRR | Latest Progress Note

Date Added to ORR

6 changed to current risk
following discussion with
GF. Review date updated in
line with policy.

@ Organisational Risk Register Report NHS
v/

Date
Identified Risk Description

Current Controls

Service Line

Next Review Date
BAF / Risk Register
Objectives

3089 25/07/2022 Quality - There is a risk of quality failures in patient 1 Daily report provided detailing all delayed
Gillian Findley care (patient safety, patient experience and discharges within the Trust. regular meetings
Nursing, Midwifery & Quality effectiveness) due to external causes such as now established with social care. Discharge
Quality Governance delayed discharges and pressures from other Trusts liaison staff available to support wards and
14/09/2022 resulting in patient harm, regulatory action, and facilitate earlier discharge.

BAF BU_DIR ORG QGC reputational impact
SA1.2 Continuous Quality

improvement plan

I 25-07-2022
3092 25/07/2022 Estate infrastructure — There is a risk that we are k{33 Capped annual Capital Budget 6 Unfortunately this is a
Rob Anderson unable to invest in our estate infrastructure due to Long term clinical lead estates strategy recurrent risks due to the
QE Facilities the costs of sustainable investment not being met current financial restraint's.
Estates by the centre (national CDEL (capital departmental A options have been
25/08/2022 expenditure limit), capital being a scarce resource in explored however it comes
BAF BU_DIR FPC ORG the current climate and larger centrally funded down to the capital budget
SA3.1 Improve the productivity schemes a rarity) and having only limited internally is the budget which is
and efficiency of our operational generated resources resulting in being unable to closely managed though
services through the delivery of  deliver sustainable services in a fit for purpose the capital steering group
the New Operating Model and  environment. and the capital approvals
associated transformation plans process

25-07-2022

3090 25/07/2022 Digital Quality - If our digital systems are not

David Thompson implemented fully and staff are not appropriately
Digital trained, there is a risk that the inconsistent use of
Systems systems could result in poor quality care and impact
11/10/2022 on quality.

BAF BU_DIR DIGC ORG QGC

SA1.3 Digital where it makes a

difference

Review of clinical change Andrea Adams 4  Strategic risk review - new
requirements strategic risk added.
30/09/2022 Formally agreed in ERMG
25/7/2022

- Systems team in place - experts in clinical
system functionality

- Delivery methods in place to support digital
change

- Clinical change team involved in business
change processes (limited capacity)

- Ability to deliver online training via captivate
means staff can choose to be trained at a
time that suits them

25-07-2022

F = Key: CRR- CurrentRisk Rating PRR - Previous Risk Rating Page 14 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Date
Identified

Service Line

Next Review Date
BAF / Risk Register
Objectives

3091 25/07/2022
Rob Anderson

QE Facilities

Facilities

25/08/2022

BAF BU_DIR COO FPC ORG

Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022
Comparison Date: 14-Jul-2022

Risk Description

Business Development - Risk that we lose business
or miss out on business opportunities to support
growth due to averse risk taking or lack of resources
to invest in developing plans or business cases,
resulting in services becoming unsustainable.

SA5.1 We will look to utilise our

skills and expertise beyond
Gateshead

3093 25/07/2022
Kris MacKenzie

Finance

Finance

25/08/2022

BAF BU_DIR FPC ORG
SA3.2 Achieving financial
sustalnablllty

[ nformation

oy helaF el poidfe i

Finance —There is a risk that the Trust does not
achieve its financial and capital plans due to the
challenging level of CRP, increasing inflation and risk
around achievement of ERF. Resulting in the failure
to deliver sustainable services and deliver objectives

I:J RLDatix

Current Controls

Key:

CRR -
IRR -

Current Risk Rating
Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating

NHS

Gateshead Health

NHS Foundation Trust

Action
Owner TRR | Latest Progress Note

Date Added to ORR

This is a risk that is all ready
being tracked Teated and
managed thorugh the QEF
Corporate risk register RR 6
risk number QEFCR 010

All new business/tender
submissions are required
to be signed off by either
the Managing Director or
Director of Finance prior to
submission. No new bids
negotiated in Isolation.

No authorisations to be
approved out side of the
scheme of reservations and
delegations.

Finance element of all new
tenders submitted are
signed off by QEF finance.
Successful award
monitored as part of the
monthly finance meeting
with the departmental lead

25-07-2022

New strategic risks agreed
as part of strategic risk
review. Formal agreement
at ERMG 25/07/2022

25-07-2022

Page 15 of 18.
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Organisational Risk Register Report NHS
Reporting Period: 15-Jul-2022 to 01-Sep-2022 Gateshead Health

s Intelligence Comparison Date: 14-Jul-2022 NHS Foundation Trust
Risks Removed in Period

Risk Date Action
ID Identified Risk Description Current Controls Owner TRR |Latest Progress Note

Handler Action Due Date Removed from ORR
BU

Service Line
Next Review Date
BAF / Risk Register

Objectives
2765 17/11/2020 Leaders in the organisation may not lead with an M Head of Leadership, OD & Staff Experience in Initial Roll out and review of the Laura Farrington Following review of
Laura Farrington expected level of competence due to lack of post, with wider OD team now in position. leading well programme strategic rsiks, risk
People and OD leadership and OD strategy. Leadership & OD Programme Board 30/09/2022 removed from ORR/BAF
Workforce Development underway, Yvith Exec spons.or ir'1 place. Pilot of Leading Well 3 day Laura Farrington and linked to 2764
30/11/2022 POD Committee updated via wider POD programme
BU_DIR Strategic update. 31/10/2022 26-07-2022
2.4P Develop a leadership and Leading Well approach agreed by SMT in May
OD Strategy with clear outcomes 2022 Leadership & OD Strategy Laura Farrington
31/12/2022
2779 01/07/2020 The Trust fails to meet the CQC Fundamental 40 CQC readiness action plan Ensure any areas of improvement  Jane Conroy 6 Reviewed 25/08/22 -
Jane Conroy Standards resulting in potential regulatory action, Inspection action plans from last inspection are in place Monthly paper presented
Nursing, Midwifery & Quality harm to patients, decline in ratings, and resulting Nursing Strategy and Safe Staffing planning & 28/09/2022 to August's Safecare
Quality Governance reputational damage. delivery Develop a route map to Jane Conroy Founcil a.nd paper for
28/09/2022 Governance Framework Outstanding information to August's
BU_DIR Risk Management systems and processes 28/09/2022 QGC about new CQC
1.10P Develop Route Map to Health & Safety Governance and processes monitoring approach.
CQC Outstanding NICE guidance governance processes Improvements seen in
Learning Disability Support processes environmental audit data.
Cancer Services delivery plans Plan in place for "Your time
Scheduled audits of operational safety to shine" visits in
elements. September.

25-07-2022

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 16 of 18.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022
Comparison Date: 14-Jul-2022

Risk Review Compliance Risk Action Compliance

Current/ Managed Risks Current / Managed Risks

[ <=30 days overdue
Il >30 days overdue
I \Within review date

Movements in CRR

T e

Health Outcomes - Risk that Place/ICS/ICP
2880  strategy/plans do not align with our objectives to

Chief Medical tackle health inequalities

Executive X
Office Directorate Covid - Risk of further waves/continued endemic

3029  Covid, which could impact operational delivery across
the whole Trust.

New Operating Model -Risk to the delivery of the new
2868  operating model resulting in adverse impact on

Chief performance & recovery plans

Operating
Officer Planning &
Performance

Risk of ineffective and inefficient management of
2945  services due to availability and access to appropriate
and timely BI.

UCRF RO1/R03/R20/R23 - Malware such as
IT 1636  Ransomware Compromising Unpatched Endpoints,
Digital Servers and Equipment

Digital Quality - risk of inconsistent use of systems

Syst 3090 Lo ; i i
ystems resulting in poor quality care and impact on quality

Finance —There is a risk that the Trust does not

Finance Finance 3093 . e . .
achieve its financial and capital plans.

F = Key: CRR- Current Risk Rating
rmation a Ix- IRR - Initial Risk Rating
depper i oiedmd sopdifenis

[ <=30 days overdue
Il >30 days overdue

Actions planned (not yet
- due)

PRR - Previous Risk Rating
TRR - Target Risk Rating

Gateshead Health

NHS Foundation Trust

Page 17 of 18.
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Organisational Risk Register Report

Reporting Period: 15-Jul-2022 to 01-Sep-2022

Comparison Date: 14-Jul-2022
Y N
s oo [0 [msomamn | waom [mazom| 1o |

Bus=in

Medical
Medical Services - Risk of delayed transfers of care and increased
- S 2982 .
Services Divisional hospital lengths of stay
Management
Nursing, Qualit Quiality - Risk of quality failures in patient care due to
Midwifery & Y 3089  external causes such as delayed discharges and
K Governance
Quality external pressures.
Workforce health & Wellbeing - Risk of adverse impact
2759 to staff health and wellbeing due to internal and
Peopleand  Human external pressures
oD Resources
Workforce - Risk of not having the right people in right
2764 . ) . . .
place at the right time with the right skills.

F = Key: CRR- Current Risk Rating
rmation a Ix- IRR - Initial Risk Rating

oy helaF el poidfe i

Previous Risk Rating
Target Risk Rating

Gateshead Health

NHS Foundation Trust

Page 18 of 18.
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 14

Report Title:

Consolidated Finance Report — Part One

Name of Meeting:

Trust Board

Date of Meeting:

27" September 2022

Author:

Mrs Jane Fay, Acting Operational Director of Finance

Executive Sponsor:

Mrs Kris Mackenzie, Group Director of Finance & Digital

Report presented by:

Mrs Kris Mackenzie, Group Director of Finance & Digital

Purpose of Report
Briefly describe why this report is being
presented at this meeting

Decision: Discussion: | Assurance: | Information:

] X X u

The purpose of this paper is to provide assurance
against corporate objectives and address financial
risks

Proposed level of assurance — to
be completed by paper sponsor:

Fully Partially Not Not
assured assured assured applicable
(Il O O
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered by:
State where this paper (or a version of it)
has been considered prior to this point if
applicable

Not applicable

Key issues:
Briefly outline what the top 3-5 key points
are from the paper in bullet point format

Consider key implications e.g.
e Finance
e Patient outcomes / experience
e Quality and safety
e People and organisational
development
Governance and legal
o FEquality, diversity and inclusion

For the period April to August 22 the Trust has reported an
actual deficit of £1.545m after adjustments for donated
assets and gain & losses of asset disposal.

This is an improvement of £2.833m from the deficit
reported at the end of July mainly due to the inclusion of
£2.594m elective recovery fund income (ERF) for the
period April to August 22.

The reported deficit is an adverse variance of £2.864m
from the Trust’s planned surplus totalling £1.320m.

For the period April to Aug 22 the Trust has spent £2.047m
(22%) of its approved annual capital programme totalling
£9.326m.

Recommended actions for this
meeting:

Outline what the meeting is expected to
do with this paper

The recommendation to Board is to receive the report,
discuss the potential implications and record partial
assurance as a direct consequence of the reported year to
date position.

To note the summary of performance as at 31st August
2022 (Month 5) for the Group (inclusive of Trust and QE
Facilities, excluding Charitable Funds).
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Trust Strategic Aims that the
report relates to:

Aim1 | We will continuously improve the quality and
X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
O engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
make the best use of resources

Aim 4 | We will be an effective partner and be ambitious in
O our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
O and beyond Gateshead

Trust corporate objectives that the
report relates to:

Financial sustainability

Links to CQC KLOE

Caring
O

Responsive | Well-led Effective Safe
O X | O

Risks / implications from this report

(positive or negative):

Links to risks (identify significant
risks and DATIX reference)

3093

Has a Quality and Equality Impact
Assessment (QEIA) been
completed?

Yes No Not applicable
|

([l
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1. Introduction

1.1 The purpose of this report is to provide a summary of financial performance as at 315t August
2022 (month 5) for the Group (inclusive of the Trust and QE Facilities, excluding Charitable
Funds).

2 2022-23 Financial Framework
2.1 The financial framework for 2022-2023 is underpinned by the following principles:

o A continuation of the block contract values agreed in H2 2021-22 with an inflation uplift of
1.7% inclusive of a (1.1%) efficient target and an additional 0.7% for excess inflation
released as part of the second round of financial planning.

o Activity growth of 2.3%

o System funding inclusive of specific allocations for COVID, urgent care capacity and
maternity investment funding

o The continuation of the Elective Recovery Fund (ERF) to support activity recovery in
addition to system financial envelopes, with indicative ERF’s baselines included in funding
proposals to achieve financial thresholds equivalent to 104% of weighted 19-20 activity
baselines

o Additional funding streams outside of system envelopes to fund COVID pathology testing
with the vaccination programme being funded on a staff member vaccinated basis

o An Integrated Care System requirement to achieve a breakeven position

2.2  The Trusts 2022-2023 financial plan reports a surplus of £1.610m inclusive of the achievement of
£10.939m cost reduction programme (CRP) target and ERF income totalling £6.226m.

2.3 Reporting for August is against the Trusts 2022-2023 financial plan submission.
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Income and Expenditure

The Trust has reported an unadjusted deficit of £1.260m for the period April to August 2022 and
an adjusted deficit of £1.545m following the adjustments for donated assets and profit/loss on
disposal of assets.

This is a year-to-date adverse variance of £2.865m against the Trusts financial plan as detailed
on the Trust Statement of Comprehensive Income (SOCI) as presented in Table 1.

For the month of August 2022 the Trust has reported actual income of £32.091m, and an in-
month favourable movement of £2.600m against the Trusts plan mainly due to the recognition of
ERF income for the first time totalling £2.594m for the period April to August. The recognition of
ERF is in response to ICB confirmation that despite not achieving ERF income targets funding
will not be retracted for the first two quarters of 2022-23.

Total year to date income is £149.795m and a favourable variance of £2.344m from the year-to-
date plan. The year-to-date variance is mainly due to more income than planned for pass
through drugs £0.500m, income for specific developments not included in the plan £0.702m,
education & training income £0.500m and a one-off grant to fund the Trust de-carbonisation
scheme £0.428m.

For the month of August 2022 the Trust has reported actual operating expenditure of £29.975m
and in-month adverse variance of £1.167m against the Trusts plan mainly due to the non-
achievement of the CRP target across pay and non-pay totalling £0.688m and an over-spend
against drugs of £0.333m and premises expenses of £0.157m.

Total year to date operating expenditure is £149.383m and an adverse variance of £5.345m from
the year-to-date plan. The year-to-date variance is mainly due to the non-achievement of the
CRP target across pay and non-pay totalling £4.713m and an over-spend against drugs of
£1.041m and premises expenses of £0.895m. These over-spends are offset by an underspend
against depreciation and a non-recurring benefit relating to the release of provision for bad debts.
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v

August 22-23

Operating
Operating Income from Patient Care activities
Income From NHS Care Contracts
Income From Local Authority Care Contracts
Private Patient Revenue
Injury Cost Recovery
Other non-NHS clinical revenue
Total Operating Income From Patient Care activities
Other Operating Income
Education and Training Income
R&D Income
Top up Income
Funding outside of System Envelope
Other Income
Donations & Grants Received
Total Other Operating Income

Total Operating Income
Operating Expenses
Employee Expenses - Substantive
Employee Expenses - Bank
Employee Expenses - Agency
Employee Expenses - Other

Total Employee Expenses
Purchase of Healthcare - NHS bodies
Purchase of Healthcare - Non NHS bodies
Purchase of Social Care
NED's
Supplies & Services - Clinical
Supplies & Services - General
Drugs
Research & Development expenses
Education & Training expenses
Consultancy costs
Establishment expenses
Premises
Transport
Clinical Negligence
Operating Leases
Other Operating expenses
Cost Improvement Programme
Reserves

Operating Expenses included in EBITDA
Depreciation & Amortisation - Purchased / Constructed
Depreciation & Amortisation - Donated / Granted
Depreciation & Amortisation - Finance Leases
Impairment & Revaluation
Restructuring Costs

Operating Expenses excluded from EBITDA

Total Operating Expenses

(Profit)/Loss from Operations
Non Operating

Non-Operating Income
Finance Income
Total Non-Operating Income
Non-Operating Expenses
Finance Costs
Gains / (Losses) on Disposal of Assets
PDC dividend expense
Total Finance Costs (for non-financial activities)
Other Non-Operating Expenses
Misc. Other Non-Operating expenses
Total Non-Operating Expenses

(Surplus) / Deficit Before Tax

Corporation Tax

(Surplus) / Deficit After Tax
(Surplus) / Deficit After Tax from Continuing Operations

Remove capital donations / grants I&E impact
Gain on disposal of assets

Impairements - AME

Loss on disposal of DHSC assets

Remove net impact of consumables donated from other
DHSC bodies

Adjusted Financial Performance (Surplus) / Deficit

(320,909)| (26,741)| (29,238)| (133,705)| (134,994) (1,289) 1,208
(90) (7) (15) (35) (73) (38) (30)
(735) 61) (60) (305) (265) 40 38
(290) (24) (72) (120) (206) (86) (38)
(850) 1) (67) (355) (295) 60 56
(322,874) (26,904)  (29,451)] (134,520) (135,833) (1,313) 1,234
(7,631) (636) (767) (3,180) (4,057) (877) (745)
(527) (44) (70) (220) (357) (137) (111)

0 0 0 0

(3,910) (326) (57) (1,630) (1,166) 464 195
(18,609)|  (1,551) (1,744) (7,752) (7,955) (203) (10)
(366) (30) 0 (150) (428) (278) (308)
(31,043)]  (2,587) (2,639)]  (12,932)]  (13,963) (1,031) (978)
(353,917)|  (29,491)]  (32,001)] (147,452)] (149,796) (2,344) 256
221,172 18,237 18,248 91,070 89,652 (1,418) (1,429)
7,150 625 671 3,197 4,902 1,705 1,659
3,653 335 809 1,715 4,541 2,826 2,352
1,187 99 71 495 349 (146) (118)
233,162] 19,296 19,799 96,477 99,444 2,967 2,464
6,076 506 513 2,530 2,777 247 240
2,348 196 553 980 1,755 775 418
0 0 0 0 0 0 0

188 16 14 80 68 (12) (10)
24,096 2,008 1,983 10,043 10,508 465 490
3,225 269 248 1,345 1,251 (94) (73)
18,339 1,529 1,915 7,645 8,951 1,306 920
0 0 () 0 9 9 9

1,089 91 118 455 732 277 250
143 12 76 60 191 131 67
3,209 268 353 1,340 1,478 138 53
17,041 1,420 1,577 7,100 7,995 895 737
1,628 136 126 680 640 (40) (30)
7,923 660 561 3,300 3,202 (98) 1
2,604 217 68 1,085 406 (679) (530)
3,967 331 271 1,655 1,705 50 109

0 0 0 0 0 0 0

0 0 0 0 0 0 0
325,038| 26,955 28,175 134,775 141,110 6,335 5,115
8,238 687 638 3,435 3,158 (277) (228)
366 30 29 150 143 @) (6)
13,569 1,131 1,130 5,652 5,651 ™) 1)
61 5 3 25 (679) (704) (702)

0 0 0 0

22,234 1,853 1,800 9,262 8,273 (989) (936)
347,272 28,808 29,975 144,037 149,383 5,346 4,179
(6,645) (683) (2,116) (3,415) (413) 3,002 4,435
(105) 9) (49) (45) (192) (147) (107)
(105) (9) (49) (45) (192) (147) (107)
589 49 70 245 321 76 55

0 0 0 0 0 0 0

3,156 263 263 1,315 1,315 0 0
3,745 312 333 1,560 1,636 76 55

0 0 0 -

3,745 312 333 1,560 1,636 76 55
(3,005) (380) (1,832) (1,900) 1,030 2,930 4,383
1,395 116 83 580 230 (350) (317)
(1,610) (264) (1,749) (1,320) 1,260 2,580 4,065
(1,610) (264) (1,749) (1,320) 1,260 2,580 4,065
0 0 (29) 0 285 285 313

0 0 0 0 0 0 0

0 0 0 0 0 0 0

0 0 0 0 0 0 0

0 0 0 0

(1,610) (264) (1,778) (1,320) 1,545 2,865 4,378

Table 1: Trust Statement of Comprehensive Income
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Cost Reduction Programme (CRP)

Included in the Trusts 2022-23 financial plans is an annual CRP requirement of £10.939m with
£5.379m planned to be achieved by August 22. As at August £0.666m has been achieved with a
year-to-date adverse variance of £4.713m. On a full year effect recurring basis, a total of
£1.145m has been achieved.

22-2
3 22-23YTD 22-23 FYE .
22-23 Annual Target  22-23 YTD Target YTD i : % FYE Achieved of
. Variance Achieved
£000's £000's Achieved : : Target
, . £000's £000's

Business Unit £000's
Chief Executive (87) (43) 0 (43) 0 0.0%
Chief Operating Officer (120) (59) 0 (59) 0 0.0%
Clinical Support & Screening (2,627) (1,303) 0 (1,303) 0 0.0%
Community (898) (445) (26) (419) (62) 6.9%
Director Of Nursing (387) (192) 0 (192) 0 0.0%
Estates & Facilities (134) (56) 0 (56) 0 0.0%
Finance & Information (473) (245) 0 (245) 0 0.0%
Medical Director (17) (8) 0 (8) 0 0.0%
Medicine & Elderly (2,131) (1,057) 0 (1,057) 0 0.0%
People & Organisational Development (164) (81) (57) (24) (81) 49.2%
Surgical Services (2,414) (1,197 (100) (1,096) (241) 10.0%
Trust Financing (1,488) (692) (483) (210) (762) 51.2%
Total (10,939) (5379)  (666)  (4,713) (1,145) 10.5%

Cash and Working Balances

Group cash as at 1st April 2022 totalled £55.586m. The cash position of £57.717m as at 31°
August is equivalent to an estimated 60.47 days operating costs (51.32 days July) and
represents a £8.731m increase from July 2022. The Trust received settlement of its £5.7m debt
with the UK Health Security Agency in respect of the de-commissioned pillar 2 COVID pathology
testing service together with payment from an NHS Foundation Trust in respect of the provision
of Pathology services.

The liquidity metric has improved by 0.70 days against July to +12.46 days driven by a £0.619m
increase in the working capital balance, this is 2.00 days better than plan (10.46 days).

The balance sheet is presented in Table 2.
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Table 2 — Statement of Position

Statement of Position - August 2022

2022/2023 2022/2023
August Movement

2022/2023 2022/2023

July 2022 s August 2022 August
G)r/oup ;z)zuzp f’:n“;:t:” gQEF 202% FT
£000's £000's £000's £000's £000's
Assets
Non-Current Assets
Investments 80 80 0 80 16,824
Property, Plant and Equipment, Net 136,790 136,577 (213) 1,292 135,285
Trade and Other Receivables, Net 2,006 2,015 9 814 1,201
Finance Lease - Intragroup 42,047 0
Trade and Other Receivables - Intragroup Loan 0 0 0 11,668
Total Non Current Assets 138,875 138,671 (204) 44,232 164,978
Current Assets
Inventories 4,623 4,567 (56) 2,676 1,891
Trade and Other Receivables - NHS 14,478 6,947 (7,531) 548 6,399
Trade and Other Receivables - Non NHS 5,505 6,366 861 1,750 4,617
Trade and Other Receivables - Other 0 0 0 0
Prepayments 5,461 5,043 (417) 594 4,450
Cash and Cash Equivalents 48,986 57,717 8,731 5,734 51,983
Other Financial Assets - PDC Dividend 488 488 0 488
Accrued Income 3,237 2,213 (1,025) 1,611 601
Finance Lease - Intragroup 409 0
Trade and Other Receivables - Intragroup Loan 2,421
Total Current Assets 89,732 83,341 564 13,321 72,850
Liabilities
Current Liabilites
Deferred Income 11,217 8,403 (2,814) 191 8,212
Provisions 3,896 3,896 0 320 3,576
Current Tax Payables 4,336 4,436 100 397 4,039
Trade and Other Payables - NHS 2,324 2,016 (307) 797 1,219
Trade and Other Payables - Other 9,167 8,914 (253) 2,388 6,526
Trade and Other Payables - Capital 287 7 (280) 0 7
Other Financial Liabilities - Accruals 35,054 36,955 1,902 7,795 29,160
Other Financial Liabilities - Borrowings FTFF 999 999 0 0 999
Other Financial Liabilities - PDC Dividend 1,052 1,315 263 0 1,315
Other Financial Liabilities - Intragroup Borrowings 0 0 2,421 0
Finance Lease - Intragroup 0 0 0 409
Total Current Liabilities 75,286 66,941 (1,389) 14,309 55,462

NET CURRENT ASSETS (LIABILITIES) [ 144a7] 1600|1953 [ es)|[ 17,388

Non-Current Liabilities

Deferred Income 2,018 2,018 0 1,719 299
Provisions 3,123 3,123 0 0 3,123
Trade and Other Payables - Other 0 0 0 0 0
Other Financial Liabilities - Accruals 0 0 0 0 0
Other Financial Liabilities - Intragroup Borrowings 0 0 0 11,668 0
Other Financial Liabilities - Borrowings FTFF 13,011 13,011 0 0 13,011
Finance Lease - Intragroup 0 42,047
Total Non-Current Liabilities 18,152 18,152 0 13,387 58,480

TOTAL ASSETS EMPLOYED [ sl wsmews| iz [ eawr| [ izew]

Tax Payers' and Others' Equity

PDC 145,470 145,470 0 0 145,470
Taxpayers Equity 0 0 0 0 0
Share Capital 0 0 0 16,824 0

Retained Earnings (Accumulated Losses) (20,194) (18,445) 1,749 21,355 (39,801)

Other Reserves 0 0 0 0 0
Revaluation Reserve 9,795 9,795 0 0 9,795

Misc Reserve 99 99 0 0 99

TOTAL TAXPAYERS EQUITY 135,170 136,919 1,749 38,180 115,564

TOTAL ASSETS EMPLOYED
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Capital

The Trusts 2022-2023 CDEL limit had been set at £8.419m, with contributions from capital grants
of £0.427m and donated assets of £0.480m increasing capital resources to £9.326m as
summarised in the below table: -

CDEL £000's

Net Depreciation* 7,605
Internal Cash 464
Donation - Decarbonisation 427
Donated Assets 480
PDC 350
Total 9,326

* After Principal Loan Repayments of £0.999m

Capital spend up to the end of August was £2.047m, £0.966m below plan. Expenditure in the
period was in respect of the Maternity Theatre, building maintenance, New Operating Model,
small schemes and schemes from the 2021/22 programme which were carried forward.

Risk

There are a number of risks that must be noted alongside consideration of the reported financial
position:

activity is not delivered in line with planned trajectories, leading to reduced access to ERF
funding.

efficiency requirements cannot be achieved due to ongoing operational pressures resulting from
COVID, demand on unscheduled care and capacity to deliver transformation programme

financial mitigations (Trust and ICB) assumed in plan are not realised in line with expected
figures.

cost implications associated with winter and non-funded escalation beds due to delayed
discharges, not yet quantifiable.

capital schemes are not in place in a timely basis to enable capacity required to manage surge.

the capital plan may be impacted by short notice, non-recurrent funding made available
nationally.

Kris Mackenzie, Group Director of Finance & Digital
17t September 2022
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is being presented at this
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To summarise performance in relation to key NHS standards,
requirements and KLOE’s to outline the risks and recovery plans
associated with COVID -19. This report covers the reporting period
of June and July 2022.
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in bullet point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and
organisational
development

e Governance and legal

o FEquality, diversity and
inclusion

Key points highlighted in the IOR:

Safe (pages 7 - 13 of IOR)

6 serious incidents reported in August, open and under investigation,
with 1 one open patient safety alerts not completed by deadline. No
Never Events in the past 18 months.

A total of 77 Medication errors were reported in August.

64 patients (83%) were deemed no harm 12 patients (15%) low
harm and 1 patient (1%) moderate harm. Representing a positive
reposting safety culture.

The trust has had zero incidence of Healthcare Associated MRSA
BSI in the preceding 12 months and no further Community cases
since December 2021. 13 Healthcare associated CDI cases since
April 2022, 6 of which were in July. 5 Healthcare Associated E. coli
during August 2022 — 4 HOHA and 1 COHA. 1 COHA P. aeruginosa
BSI during August 2022, and 3 Healthcare Associated Klebsiella
BSI.

Effective (pages 14 — 16 of IOR)

Hospital Standardised Mortality Ratio (HSMR) continues to show
more deaths than expected for this indicator. There was a
deterioration in the average number of long stay patients (LOS 21+)
from 73 in July to 88 patients in August. Readmissions within 30
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days remains high — impact analytical impact assessment suggests
this in due to changes in counting and recording in SDEC. A detailed
clinical deep dive is also underway as additional assurance.

Responsive (pages 17 — 32 of IOR)

UEC: Front of house performance measures continue to
demonstrate both system and site pressures:

e 4-hour performance is at 74.5% placing the Trust 29" out of 139
NHS Type 1 providers (77.5% & ranked of 16" last month)

e 32 patients waited longer than 12 hours to be admitted

e 12 hour waits in department to discharge increased to 318 or
3.53% (207 in July)

¢ Ambulance handover delays are 45: 30-60 and 36: >60 mins

¢ Bed occupancy increased from 95.1% in July to 96% in August.

Indicative activity in August levels were overall below planned
levels, with combined elective activity at 97%.
e Day cases: 102%
Elective inpatients: 76%
New outpatient attendances: 102%
Follow-up attendances: 94%
Diagnostics 110%

RTT:

¢ Increases in the patients waiting for treatment represents an
increase in the RTT waiting list from 11,949 to 12,361.

o 52 week waiters are above planned levels —with 87 waiters over
a plan of 30.
1 78 week waiter at the end of August

e July RTT <18 week waiter’s performance at 75.8%
June RTT <18 weeks waiter’s indicative performance at 74.9%

Diagnostics: DM01 6-week performance 75.1 % June, 76.6% and
75.8% in August. Pressures in Audiology and echocardiology
continue.

Cancer: Performance measures:

e 2week wait performance at 89.1% July, 84.2% indicative for
August

o Faster Diagnosis Standard at 76.5% July, 80.6% indicative for
August.

e 31 day standard at 98.0% July, 97.2 % indicative for August

e 62-day cancer at 63.2 % July, 56.7% indicative for August

e 62-day waiters 64 are slightly below planned for levels of 65, but
increased from 60 in June.

¢ 104 day waiters reduced to 9 end August, from 17 end of July.

Duty of candour: Duty of Candour compliance still demonstrating
concern for Jun-Aug, August compliance has improved to 83% from
July 2022 but remains below the 100% compliance required.

Well led (pages 33 — 35 of IOR)
Overall sickness absence levels reduced to 4.5% in August, with
reductions in QEH (4.7%) and QEF (3.5%). Special cause variation

(improvement) observed since previous IOR report for Data Quality
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Maturity Index, no longer triggering concern and is therefore
removed from this report and monitored through usual process.

Benchmarking (page 8 of this report)

The Trust remains in a relatively strong position against available
benchmarking data. Table in page shows a worsening position in
relation to our benchmarked position for A&E 4 hour standards and
an improved position against the backlog of 62 day cancer waiters.

Recommended actions

for this meeting:
Outline what the meeting is
expected to do with this paper

This report seeks to provide assurance in respect of the priority
objectives to 3.8 deliver operational transformation to improve
productivity and efficiency.

The recommendations to the Board are to receive this report,
discuss the potential implications and record as limited/partial
assurance as a direct consequence of the workforce challenges,
impact on activity recovery, long waiting times and performance.

Trust Strategic Aims
that the report relates
to:

Aim 1 We will continuously improve the quality and safety
X of our services for our patients

Aim 2 We will be a great organisation with a highly
X engaged workforce

Aim 3 We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 We will be an effective partner and be ambitious in our
X] commitment to improving health outcomes

Aim 5 We will develop and expand our services within and
O beyond Gateshead

Trust corporate
objectives that the
report relates to:

3.8 (F&P) Deliver operational transformation to improve productivity
& efficiency
3.9 (F&P) Develop smart integrated reporting framework

Links to CQC KLOE

Safe
X

Caring Responsive | Well-led Effective

X X X X

Risks / implications from

this report (positive or negative):

Links to risks (identify
significant risks and
DATIX reference)

o Activity & Elective Recovery (2560, 2884,2869)
Emerging increase in referrals rates — Breast, T&O and urology)
UEC performance and flow
Ambulance Delays
12 Hour Trolley waits
Cancer rising referral rates (breast) Gynae transfers
Workforce fatigue and health and well being
Staffing and workforce gaps in key areas (2956, 2942, 2514,
2946, 2938, 2953, 1675)
¢ Backlog reduction:
Cancer — Urology, Gynaecology (2514), LGI
Echocardiology (2730)
e Outpatient face to face capacity

Has a Quality and
Equality Impact
Assessment (QEIA)
been completed?

Yes No Not applicable
O O
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INTEGRATED OVERSIGHT REPORT — AUGUST COMMITTEES

1. Introduction

1.1 This report summarises performance across key NHS standards, requirements and KLOE'’s
outlining the risks and ongoing recovery plans associated with COVID -19. This report covers
the reporting period of July and August reporting performance predominantly retrospectively
where data is validated, signed off and submitted, as highlighted below. Where indicative
data is provided in IOR it is identified.

IOR Data Item Reporting Period Data Quality
section Sign Off
Safe Sl’s August e
Safe Open Safety alerts August b
Safe Medication errors August b
Safe Infection, Prevention and Control | August bl
Effective HMSR Jan 21 to Jul 22 b
Effective SHMI Nov 19 to Apr 22 e
Effective Long Lengths of Stay August CDS e
Responsive | Community August b
Responsive | A&E Submitted August e

RTT July (provisional) o
Responsive Early indications for August

RTT PTL Health Inequalities August **
Responsive | Cancer July(provisional) **
Responsive | Diagnostics Early indications for August | **
Recovery Activity August **
Well Led Sickness, Appraisals, training August rk
*** Signed off Unlikely to change, ** Subject to validation * snapshot position

1.2 Trust Corporate Objectives relating to this report and overseen by the following Committees
are:

Quality Governance Committee:

e 1.8 Achieve accreditation of Nursing and Midwifery excellence programme
e 1.10 Supporting the route map to CQC Outstanding

People & OD:

e 2.5 Strengthen approaches to people related quality, performance & governance
measures

Finance & Performance Committee:

o 3.8 Deliver operational transformation to improve productivity & efficiency
o 3.9 Develop smart integrated reporting frameworks

2. Key issues & findings
21  Safe

21.1 Trustlevel SI's (page 7): Six incidents have been reported in August, an increase of 1 from
July, totalling 31 to date in this financial year. Five incidents in August resulted in
severe/major harm and one incident relating to discharge resulted in death/catastrophic

4
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21.2

213

214

2.2

2.21

222

2.2.23

consequences. To date there have been 3 reported incidents which resulted in catastrophic
consequences. Themes include discharge, failures in reviewing and reporting tests and
delays in diagnostics.  Falls related incidents continues to be the highest reason behind
Trust incident reporting accounting for 46% of incidents to date, followed by diagnosis 18%
and test related incidents at 14%.

Patient Safety Alerts (page 8): One open patient safety alert.

Medication Errors (page 9): Reporting 77 medication errors in August equates to 10.54
medication errors per 1000 FCE’s. 64 patients (83%) were deemed no harm 12 patients
(15%) low harm and 1 patient (1%) moderate harm. Symptomatic of a positive Reporting
safety culture and supports the many positive initiatives currently undertaken by the team
including:

o Investment in high-risk medication areas - e.g. specialist diabetes and endocrinology
pharmacist (now chairs our new diabetes safety board), medicines safety lead
pharmacy technician (helping to support messaging relating to reporting and allowing
'support to report’).

o F1 teaching in medicines safety including safety culture and reporting.

o Medicines safety roadshow (surgical business unit) - raising awareness and
supporting teams, culture of you said we did.

o Breakout session delivered at Trust patient safety conference - supporting learning
culture.

o ECC - 'pharmacy at 4 initiative' - weekly medicines learning session with ECC
medical team, strong pharmacy team presence and feedback culture. Highest rates
of reporting here.

Infection Prevention & Control (page 10-13): Reporting in this month’s IOR has been
redesigned to capture a more comprehensive set of metrics, and ensure data being
presented is set against the IPC trajectories set by NHSE. Headlines from the slides: The
trust has had zero incidence of Healthcare Associated MRSA BSI in the preceding 12 months
and no further Community cases since December 2021. The incidence of nosocomial cases
in August reflects the national reduction in prevalence. Learning from previous outbreaks
advised to minimise onward transmission. The Trust has reported 13 Healthcare associated
CDI cases since April 2022 against the CDI threshold for 2022/23 of 32, 6 of which were in
August (4 hospital and 2 community onset). The Trust has reported 5 Healthcare Associated
E. coli during August 2022 — 4 HOHA and 1 COHA. The Trust has reported 1 COHA P.
aeruginosa BSI during August 2022, and 3 Healthcare Associated Klebsiella BSI.

Effective

HMSR (page 14): Continues to show more deaths than expected with an HSMR of 107.9
(Jun 22- July22) a decrease from 110.9 in the last report. The SHMI is at 0.99, and is within
expected range.

Long Length of Stay Patients (page 14) - During August the Trust averaged just over 88
patients staying in hospital with a longer length of stay greater than 21 days. Representing
an increase from 73 in July and 68 in June.

Readmission Rates within 30 days (page 16): Figure remains high but has reduced again
in the latest month. This quality measure looks at the number of patients who were readmitted
with 30 days is now triggering concern. Readmission rates are an imperfect absolute
measure as readmissions can occur due to avoidable or unavoidable reasons. Work
continues to understand the clinical reasons contributing to the increase whilst extracting the
extremely valuable learning from patient level reviews. An analytical review suggests that the
increase is due to the changes in recoding from ambulatory care to SDEC, therefore this
work is being undertaken alongside a report being written around the impact of SDEC.



Page 193 of 288

2.3 Responsive

2.3.1 Urgent and Emergency Care (pages 17-20): Footfall and patient numbers decreased in
August to 9,005 from 9,407 in July, although daily attendances averaged 32 per day more
than August 2021. ED performance highlights in the month include:

* 4 hour performance is at 74.5% in August, deteriorating from 77.5% in July

= At 74.5% this placed the Trust 29th out of 139 NHS Type 1 providers, which is a
deterioration from 16" last month

= 32 patients waiting longer than 12 hours to be admitted, up from 18 in July (June:4)

= 12 hour waits in department from arrival to discharge increased from 213 in July to
318 in August.

= 318 is equal to 3.53% of all attendees, and above the 2% target

= Ambulance delays reported: 45 between 30-60mins (down from 63 in July) and 36
delays >60 mins (down from 37 in July)

= 2" pest performing Trust in NENC & NY re: Ambulance delays

= High volumes of ambulance and regional diverts received in July (31) and August (25)

= Bed occupancy levels increased from 95.1% in July to 96% in August.

=  One third of blocked beds in August were occupied by patients living out of out of the
Gateshead area.

= Acuity of patients in hospital is high. HED benchmarking tool indicates that the Trust
is averaging a high Charlson co-morbidity score of 6 (placing the acuity of patients in
the top decile with an increased risk of death within 1 year of admission).

2.3.2 Staffing pressures across the site, resulted in an Executive decision made on the second
week in August to close the escalation beds. The impact of closing the escalation beds with
a peak of 77 residing who were medically optimised and no longer met the criteria to reside,
resulted in exceptionally high 12-hour trolley waits and longer waits in urgent and emergency
care for an admission bed. The hospital remains under significant pressure with ED, Urgent
and Emergency Care, inpatient ward areas and Community continuing to care for patients
with increased acuity. The Trust was at Opel level 3 for 15 days in August with limited beds,
staffing pressures, higher volumes of ambulance diverts and delayed discharges continuing
to be a challenge.

The average daily patient delay rate has increased from 44 patients in April to 57 patients in
August. The Trust is still experiencing significant volumes of beds blocked, circa 3 General
& Acute wards of patients residing in hospital who are medically optimised and are fit to go
home. Out of area discharges also remain problematic, accounting for one third of beds
blocked during August.

2.3.3 Community Teams (page 21): Continue to support secondary care services by keeping
patients in their own home. Community teams, including children’s services saw 45,264
contacts in August, averaging 1,460 per day. The Rapid Response team responded to 71
two-hour crisis response referrals and achieved an indicative compliance rate of 82.1% for
patients referred within 2 hours, achieving the 70% compliance rate in August. The
requirement is to achieve this standard by Q3 2022)

2.3.4 Elective activity and recovery (pages 22-23): The expectation is to reach 104% of activity
value of the 2019/20 plan. August (draft) combined elective activity is at 97% of 2019/20
baseline activity, which is below planned levels and an overall on July’s activity. Overnight
elective activity increased to 76% from 68% of baseline year. Day case treatments have
increased from 85% to 102% in August. Outpatient attendances are at 102% for new 94%
follow-up attendances.

2.3.4.1 Early financial indications demonstrate that the Trust has not met the value of activity (year
to date) to meet elective recovery funding (ERF). However, the ICB have now formally
notified Trust’s to include ERF within income calculations for the first six months of 2022/23
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2.3.6

237

following national and regional concerns raised concerning achievement of activity levels and
pressures in M1-M6.

The Trust’'s elective recovery programme has been severely impacted by workforce
pressures in recruitment and retention. Delivery of planned activity levels has been
precarious throughout the year due to reduced theatre staffing levels. The theatre staffing
team is currently running with a 19% vacancy rate, 3.6% of staff on maternity leave, 9.2%
sickness rate and a 17% attrition rate. Mitigating actions include WLI’s and continued use
of bank and agency in the short-term. Longer term solutions include revised
payment/incentive schemes in-line with the ICB patch.

Patient Initiated Follow-up (PIFU) attendances improved to 3.5%, above planned levels of
2.6%. The Trust achieved 25.15% of remote outpatient appointments against the
transformational requirement of 25%.

Diagnostic activity levels improved to 110% in August. Modalities achieving their activity
targets include CT 127%, colonoscopy 115%, flexi-sigmoidoscopy 122% and gastroscopy
124%. Echocardiology activity delivered is at 89%, a slight decrease from July.

RTT (page 21): Continued focus on increasing capacity to reduce patient backlogs and
waiting times.

Reduced activity levels in Q1 continuing into July & August and increased referrals
particularly in surgical specialties have increased the number of patients waiting for hospital
treatment from 11,336 waiting at the end of April to 12,361 at the end of August® indicative.
Weekly reviews of the PTL demonstrate a week on week increase of patients waiting and a
corresponding growth in over 52-week waiters, increasing from 52 at the end of April to 71 in
May, 58 in June and subsequently 77 in July and 87 in August (indicative).

Performance measures demonstrate that around 75% of our patients are waiting less than
18 weeks in July and August. Trust performance remains above latest national average of
61% at the end of July, and ICB NENC average of 73.8%.

‘Super September’ provides continued focus upon validation, clinical prioritisation, reviewing
outpatient capacity and maximising utilisation rates by preventing DNA’s. Providing a
particular focus on patients with long waits or who continue to choose to wait longer for care,
where offers for care and treatment have repeatedly been declined. Weekly patient level
reviews continue to with a focus on long waiters and proactive care management.

Health inequalities RTT (page 26) highlights the initial performance monitoring reporting
indicators for the RTT waiting list: 61% female 39% male split, white British account for 74%
of the waiters, with 23% not stated. The profile of the wating list remains the same and
across the Index of Multiple Deprivation (IMD) ‘Did not attend’ or DNA rates have increased
since the pandemic; patients living the most deprived wards are more likely to not attend for
outpatient appointments — current rate at 13%.

Diagnostics (page 24): Performance for the Trust remained fairly static at 75.8% in August.
Whilst performance is between NENC regional average of 79% and national average of
72.1% there have been a notable improvements across a number of modalities. Shadow
monitoring against the 2023/24 standard of 95% pushes all modalities into achieving the
standard — with Echocardiology and audiology as the exceptions. Revised plans and
recovery trajectories aim for echocardiology to be compliant against the 6 week standard by
February 2023. A business case to support Audiology recovery was agreed by SMT on the
11" August, recovery trajectories will be published when revised capacity is confirmed.

Cancer (pages 28-31): Continued focus on clinical prioritisation and increasing capacity to
reduce patient backlogs and waiting times.
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2.5

2.5.1

In August performance against the 2week standard of 93% has fallen to 84.2%. Particular
capacity/performance pressures are evident in Lower Gl (45.3% in August) lung (67.2% in
August). Lower GI 2 week wait referrals have gradually increased by on average 75 patients
per month or 136%.

Faster diagnostic standard Trust achieved 75% target in August with 80.6% and for quarter
one at 78.1%. There are performance risks across the challenged tumour groups of Gynae,
Lower GlI, Urology and Upper Gl and haematology. However, Breast, Testicular and now
lung exceed the 75% target in August. Implementation of the Faster Diagnosis Best Practice
Timed Pathways will support the Trust in achieving this target across the remaining tumour
sites. The Trust exceeds NENC average performance of 73.3% and the national averages
of 70.4%.

The trust is performing well in the 31day standard measuring the taken from diagnosis to
treatment. The Trust has achieved this standard throughout the year and both subsequent
treatment standards have been achieved. All specialties achieved this standard in July and
August except Gynae and Lower GI. NOTE: July and August performance is indicative data
and is subject to change following sharing of information between Trusts. The Trust continues
to perform well above NENC and national averages.

62-day cancer treatment - The Trust reported 64 patients waiting over 62 days on a 2ww
classic pathway in August (representing an in month decrease of 4 patients from 68 in July).
The Trust continues to support the ICS wide provision of cancer services and difficulties
persist in gaining access to treatments across shared pathways.

Performance against 62-day cancer treatment target improved from 53.6% in June to
67.0% July (indicative), performance risks across most specialties to achieve 85% with the
exception of Breast. Challenged specialties continue to be Gynae, Lower Gl and Urology,
Haematology & Lung.

Performance is below NENC average (60.6%) and all English Providers (59.9%).

Verbal Duty of Candour (page 32): Duty of Candour compliance for August has improved
slightly to 83% but still remains below the 100% level of compliance required. The numbers
of incidents requiring DOC remain low, there are 4 cases reported as non-compliant
incomplete and 7 cases where there is still time to gain compliance.

Well Led

Workforce (pages 33-35): Sickness absence levels (in August) improved to 4.5% from 6.1%
in July. Both QEH and QEF demonstrate improvements of 4.7% and 3.5%. Trust level
appraisal compliance increased to 65.8% from 62.9% in July, but continues below the 85%
target. Core training data also continues to display special cause variation and is outside of
expected levels with performance at 78.9% August (demonstrating a positive improvement
trend from 68.5% in April).

Benchmarking
The table below has been adapted from previous reports to give an indication of trend in the

benchmarking position the Trust is achieving. The table below provides the position and
indication of trajectory based on the data in the last 4 IOR reports, including this month:
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GHFT Benchmarking Figure GHFT Benchmarking Position
May | June | July | Aug [ Sep Rankis | May | June | July | Aug | Sep | Trajectory
Rank out of: :
10R 10R I0R I0R I0R betterif: [ |OR I0R I0R I0R 10R |(May to Sept)
e 139 - All Type 1
A&E 4 hour waiting time target| 75.3%|77.9%|77.1%|77.5%(74.5% ; Lower | 23 20 19 16 29 |[Worsened
NHS Providers
Latest weekly PTL: patients waiting > 0 0 0 0 0 | 8 ProvidersinICS | Lower 1 1 1 1 1 |Nochange

104 weeks

Latest weekly PTL: patients waiting >

50 60 73 75 58 | 8 ProvidersinICS | Lower 2 2 3 3 2 |Nochange
52 weeks

Latest weekly PTL: patients waiting >
62 days for cancer treatment

63 65 57 68 64 | 8 Providers inICS | Lower 1 1 1 1 1 |Nochange

62 day backlog as % of waiting list| 8.7% | 9.1% | 9.3% |10.2%| 8.3%

139 - top 20 under

X Higher | 73 75 69 59 83 | Improved
NHSE/I scrutiny

2.5.2 The table shows the Trust remains in a relatively strong position against available

3.1

VI.

VII.

benchmarking data. While in 3 of the 5 metrics we are staying static and achieving the best
rank (position 1) for 2 indicators. The table also shows a worsening picture in relation to our
benchmarked position for A&E 4 hour target. However, for 62-day cancer backlog the
methodology has changed nationally — now backlogs <150 are excluded from rankings for
the top 20, meaning GHFT can not enter the top 20. The ‘Top 20’ trust rankings are adjusted
with a number of trusts excluded — those ranked in the table this are not adjusted and
represents our position nationally for all Trusts.

Recommendations

The Board are recommended to note the content of this report, in summary:

The Board should note that volume of SI's and the direction of the trend aren’t triggering
concern. Five incidents in August resulted in severe/major harm and one incident relating
to discharge resulted in death/catastrophic consequences.

Medication errors reported in August have peaked, the Board should note that this is an
indication of the positive safety reporting culture as the volumes of low and no harm
account for 99% of the reported incidents.

Workforce challenges in recruitment and retention prevail across the Trust, work continues
to include oversight and management of the challenges by the operational teams.

Discharging patients and pressures across the Trust continue to impact on the Trust’s
ability to maintain patient flow. Beds blocked due to patients no longer meeting the criteria
to reside coupled with increasing ambulance conveyances from patients living out of the
areas has again resulted in more delayed discharges and more beds open against
planned levels which will ultimately impact on Trust expenditure.

Whilst activity levels have increased in month, key points of delivery still remain below
planned levels. Resolving theatre staffing pressures remains a key priority and continues
to impact on the Trust’s ability to deliver planned levels in the elective care recovery
programme. Lower levels of activity during the year combined with increased referral
rates in surgical specialties have resulted in an increase in in the RTT waiting list and in
the number of RTT 52w long waiters. Whilst challenged cancer pathways continue to
demonstrate pressures in against 2 week waits and 62 day treatment measures, the Trust
is in August highlighted across the region as has achieved cancer targets against Faster
Diagnostics and 31 day treatment targets, with an overall reduction of long waiters

Diagnostic activity continues to perform well, and the Community Diagnostic Centre
continues to support ICS improvement trajectories. Improvement trajectories for echo
cardiology forecast compliance in this modality in February 2023.

The Trust has not achieved planned levels of activity to attain ERF against the 104% value
attributed to ERF, (elective recovery funding) assumed in the financial plan. The ICB
have recognised pressures across the patch, Trusts can now account for the income in
the plan.

9
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Overall rating for this trust Good @
Are services safe? Good @
Are services effective? Good @
Are services caring? Outstanding ﬁ
Are services responsive? Good @
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Are resources used productively? Requires improvement @
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KLOE Summary: Indicators triggering concern or displaying Special NHS|
Cause Variation Gateshead Health

NHS Foundation Trust

Indicators triggering variation or failing targets are summarised below — with spotlights referenced within the report.
All indicators are now detailed in the appendices of this report.

Safety Responsive

2 of 8 applicable indicators triggering 22 of 36 applicable indicators triggering
SPC/underachieving against targets SPC/underachieving against targets

Well Led

12 of 13 applicable indicators triggering
SPC/underachieving against targets

Caring
0 of 1 applicable indicators triggering
SPC/underachieving against targets

Integrated Oversight Report 4 #GatesheadHealth



KLOE Summary NHS)

Gateshead Health
NHS Foundation Trust

Responsive

Safe * Total number of Trust reportable SI’s: 6 are « UEC: August 22 Performance against the 4 hour standard is 74.55%. Overall activity remains

reported in month, open and under investigation (16.15%) below pre-covid levels. Footfall through UEC decreased again to 9,005 in August from
There is currently one open patient safety alert

not completed by deadline

No Never Events in the passed 18 months
Medication errors per 1000 FCEs. 77 medication
errors reported in August 2022, 10.5 per 1000 FCEs
trigger special cause variation for concern.

9,407 attendances in July. August activity is on average 32 attendances per day more than last year,
(12.6% increase). The latest national benchmarking data (August — performance of 74.5%) places
the Trust at 29th of 139 Type 1 providers. The Trust reported 45 30-60 minute and 36 over 60
minute ambulance delays in August. The Trust also reported 32, 12 hour waits from decision to
admit to leaving ED and 318 (3.53%) 12 hour waits in the ED (from registration to left department).

* RTT: July 22 Performance against the 18 week standard is 75.76% with an increase of patients on

* The Trust Hospital Standardised Mortality Ratio the RTT waiting list from 11.604 to 11,949 and a increase to 77 patients waiting over 52 weeks, one
(HSMR) continues to shows more deaths than of which was waiting for 78 weeks.
expected for this indicator.

* The Summary Hospital Level Indicator (SHMI) + Cancer: 2ww Cancer referrals remain higher than pre-pandemic levels which creates challenge in
shows deaths within the expected range. achieving the 2 Week Wait Standard. The indicative Trust position against the target in August is

* The Long Length of stay greater than 21 days 84.6%, below the 93% standard. In August 1,231Two week wait referrals were received which

indicator has triggered special cause variation.
There was a deterioration in the average number of
Long stay patients (LOS 21+) from 72.7 in July to

88.5 in August. . . o . .
. Readmissions within 30 days displays special Cancer: 62 day treatments The Trusts position against the 62 day standard showed a slight

cause variation (high) between September 2021 to improvement in performance in July reporting performance at 65.4% with Breast, Haematology and
May 2022 Testicular tumour sites above the performance standard of 85%.

shows an increase of 32.4% in comparison to the same period last year and up by 52.5% on the
same period in 2019.

+ Diagnostics: The Trust failed the diagnostic standard in July reporting 76.63% of patients seen with
: * There are no caring indicators triggering 6 weeks of referral. Echocardiography continues to be the main challenge at 29.07% and Audiology
Carl n g concern. is also reported below target at 57.21% and highlighted as an area of concern.

| B[

» Duty of candour: It has been identified that there is a need for refresher training or new staff
training for DOC and this is being provided monthly by the patient safety and legal team. However a
buddy system would also be a helpful addition until staff are comfortable in undertaking DOC.
Review and emails to staff shows that the verbal DOC is predominantly completed and a note
written in the medical notes, however this information is not then transferred into DATIX.

Core training performance increased to 78.9%

Appraisals increased to 65.8%

» Sickness Absence rates decreased to 4.6% above
target however below the 18 month average

Well Led

Integrated Oversight Report 5 #GatesheadHealth
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The following section includes detailed reports for a
range of key measures, reported for each domain.
These metrics might include indicators triggering
concern or displaying Special Cause Variation and

spotlights requested specifically by Committee or
Board.
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Serious Incidents reported to StEIS

Safe l NHS

Gateshead Health
NHS Foundation Trust
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Aim: to ensure SI's are identified, reported and investigated appropriately.
Identifying and sharing learning to prevent future occurrence.

Operational Definition: Serious Incidents and never events as defined
NHS Improvement’s Never Events Policy and framework (Jan 2018)
reported on to STEIS.

Health care are adverse events, where the consequences to patients,
families and carers, staff or organisations are so significant or the potential
for learning is so great, that a heightened level of response is justified.
Serious Incidents include acts or omissions in care that result in;
unexpected or avoidable death, unexpected or avoidable injury resulting in
serious harm - including those where the injury required treatment to
prevent death or serious harm, abuse.

Consequence: of Failure: Patient safety, quality, Trust reputation, scrutiny
from regulators.

There were 6 SI’'s declared in August — themes are listed below:
Death / Catastrophic

» 1 x Discharge - inappropriate (Death / Catastrophic)

Severe / Major Harm

» 2 x Fall on same level - cause unknown (Severe / Major Harm)
« 2 x Fall from height - toilet (Severe / Major Harm)

» 1 x Stillbirth >5009g (Severe / Major Harm

Integrated Oversight Report
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Report by exception: Patient Safety Alerts not completed by Safe NHS
deadline Gateshead Health

Detail on this measure is included as there are patient safety alerts currently open which were not completed by NHS Foundation Trust
the deadline in the last 18 months

Background

The Central Alerting system produces a range of alerts, and the Trust receives these via a central email
address for review, appropriate circulation and action. Previously on this report only those labelled as
National Patient Safety Alerts have been reported on, and tracked for completion in the graph.

Number of NHS England or NHS Improvement patient safety
alerts outstanding in most recent monthly snapshot

In the graph, NatPSA remaining open beyond timescales for completion the deadline was 25th
November 2021. No assurance has been identified that this alert can be closed to date. This
information is drawn from the National MHRA site.

NatPSA/2021/009/NHSPS Infection risk when using FFP3 respirators with valves or Powered Air
Purifying Respirators (PAPRs) during surgical and invasive procedures.

NB** it should be noted that the information above is derived from a national data base and is not
congruent with the information held in Ulysses at a Trust level

The incidents showing as overdue on the national system re incongruent with those shoeing as overdue
internally- work is ongoing to reconcile these differences

'\"l«'\' '».-L'» ’1,\’ ’1«\' ’),'\’ A Ay Ay AV AV AV AV AV 4V r\/r\:\/

< N N A I N
®®v9®®\0 \°\§'<—,®O$°Q®\’b<&@’b¢?@@\° DRSS

Recommendation

» Reconciliation of internal and national databases, determination of what types of alerts require
reporting for the IOR going forward

» Review of systems for data related to patient safety to ensure system expertise and the ability to
triangulate data.

Source: https://www.cas.mhra.gov.uk/Help/AlertComplianceData.aspx

Integrated Oversight Report 8 #GatesheadHealth
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Report by exception: Medication errors per 1000 FCEs Safe NHS)

Detail on this measure is included because special cause variation indicates a shift in performance. Gateshead Health

Medication errors per 1000 FCEs
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Special cause variation (deterioration) displayed in August 2022 with 10.5 medication errors per
1000 finished consultant episodes (FCEs). Medication errors remained between the upper and
lower process limits between July 2021 and February 2022, however the rate of medication
errors triggered in August 2022 at 10.5 per 1000 FCEs, Matching the upper process limit.

Background
Medication error rates are monitored each month as part of a set of safety metrics, there is

currently no national benchmarking of this metric. This is monitored based on comparison of the
Trust incident trends.

Assessment
A total of 77 medication errors were observed in August 2022.
64 No harm, 12 low harm; 1 moderate harm.

This represents an increased level of reporting with low numbers leading to harm. Indicating a
positive safety culture for the reporting of medication related incidents.

50% represented prescribing errors which is an increase in the usual 30% seen during quarterly
data analysis. This may reflect the recruitment of junior medical staff within this month.
29% relate to the administration of medicines which is not out with expected numbers.

The Med 1 business unit is commended for high rates of incident reporting. Transition of care
represents a safety critical point for patients and their medicines and where high volumes of
prescribing occur. Recent safety initiatives in this area have supported the increase of reporting
of medicines incidents including weekly MDT learning events, clinical supervision and feedback
to prescribers.

Actions

Further analysis of Q2 incidents by the Trust Medicines Safety Officer for presentation and
action at Medicines Governance Group.

Recommendations

Trust continues to support the reporting of all incidents and near miss events so that
opportunities for learning can be identified

Integrated Oversight Report
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Infection Prevention & Control — Healthcare Associated | Safe | NHS
Infections - MRSA & nosocomial COVID-19

Gateshead Health

NHS Foundation Trust
The Trust adopts the national aspiration of a zero MRSA blood stream infections (BSI).

The trust has had zero incidence of Healthcare Associated MRSA BSI in the preceding 12 months and no further Community cases since December
2021
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Nosocomial COVID 19 cases
All Healthcare associated COVID cases are reported and investigated through the DATIX system.
The incidence of nosocomial cases in August reflects national reduction in prevalence. Learning from previous outbreaks advised to minimise onward transmission.
Integrated Oversight Report
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Infection Prevention & Control - Healthcare Associated Safe l NHS|
Infections - Clostridiodes Difficile Infection Gateshead Health

NHS Foundation Trust

The Trust has reported 13 Healthcare associated CDI cases since April 2022 against the CDI threshold for 2022/23 of 32.
The 6 Healthcare Associated cases in August include 4 Hospital onset — Healthcare Associated (HOHA) and 2 Community onset — Healthcare
Associated (COHA) cases.
Clostridiodes difficile infection - Community Associated Clostridiodes difficile infection - Healthcare Associated
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Infection Prevention & Control — Healthcare Associated
Infections - MSSA & E Coli

All Healthcare associated BSI are
reviewed and actions are initiated
if necessary.

NHS England has not set an
Healthcare Associated MSSA BSI
threshold for 2022/23

The Trust has reported 3
Healthcare Associated MSSA BSI
during August 2022

NHS England has set the Trust a
threshold of 68 Healthcare
Associated E. coli BSI for
2022/23

The Trust has reported 5
Healthcare Associated E. coli
during August 2022 — 4 HOHA
and 1 COHA. The increase in
community E.coli BSI is possibly
associated with the period of
significantly hot weather.
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Infection Prevention & Control — Healthcare Associated

: : Safe [.‘Z:g
Infections - P. aeruginosa & Klebsiella spp. Gateshead Health
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Report by exception: Effective — Hospital Standardised Mortality
Ratio and Summary Hospital-Level Mortality Indicator

HSMR
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Gateshead Health
NHS Foundation Trust

Effective

Deaths in scope

Deaths reviewed by
Medical Examiner

Deaths reviewed by
Ward Team

Learning Disability
Deaths reviewed at
Mortality Council

Severe Mental
lliness deaths
reviewed at
Mortality Council

Patients received a
Mortality Council
Review

1186

99.9%

39.9%

42.9%

12.5%

4.7%

The scores below relate to reviews undert
Mortality Council review score supercedes

aken by either the Ward Based Team and /or Mortality Council.
Ward Based Team review score where both have taken place.

Hogan 1 - Definitely
Not Preventable

Hogan 2 - sSlight

Hogan 3 - Possibly

Hogan 4 - Probably

of
Preventabiliy

(Less
than 50:50)

(more
than 50:50)

Hogan 5 - Strong
Evidence
Preventable

Hogan 6 - Definitely
Preventable

Potentially

avoidable deaths

I 97.4%

2.4%

0.2%

0.0%

0.0%

I 0.0%

0.0%

Good Practice

NCEPOD Score 1

NCEPOD Score 2
Room for

NCEPOD Score 3
Room for

NCEPOD Score 4
Room for
Improvement Clinical

Clinical Care

o isati Care

and O
care

NCEPOD Score 5
Less Than

Y

NCEPOD score 6
ient data

87.7%

1.0%

9.5%

1.6%

I 0.0%

0.2%

The Trust HSMR is 107.9 and remains with a banding of 'More Deaths than Expected' for the most recent available period.
The Trust SHMI is 10.99 and remains with a banding of ‘As Expected’

Background - The HSMR and SHMI are measurement tools that considers observed hospital deaths (and deaths within 30 days of discharge for the
SHMI) with the an expected number of deaths based on certain risk factors identified in the patient group. The HSMR is risk adjusted on palliative care
coding whereas the SHMI is not.

Assessment - Mortality indicators show the Trust deaths relative to the expected deaths per the statistical models for HSMR and SHMI. The HSMR is
showing 'More Deaths than Expected however the recent trend is encouraging and the indicator is close to returning to deaths within the expected range.

The SHMI is showing deaths are within the expected range with the latest figures below the national average of 1.00.
The Trust continues to trigger for patients with a Congestive heart failure diagnosis on admission. Mortality alerts are assessed and discussed at the
mortality and morbidity steering group.

Mortality review data for the last 12 months demonstrates that 97.4% of deaths reviewed were definitely not preventable.

Cases scoring more than Hogan 1 are subject to a review at Mortality Council, the majority of these cases are also patient safety incidents and would go
through the Trusts Serious Incident Panel. Since the inception of the Medical Examiner Service in September 2020, all deaths are reviewed and cases
may be escalated for additional investigations i.e. Mortality Council, patient safety investigation.

A process has now been finalised for the review of Severe Mental lliness (SMI) deaths using the NHSE criteria. Two extraordinary meetings of the
Mortality Council have been arranged (29" September and 4t October) to review the backlog of 20 cases. Cases will then be added to the agenda as
they arise thereafter.

Actions

« Potential issues identified with clinical coding shared with the clinical coding team for further investigation.

» Task & Finish Group set up to incorporate the Medical Examiner Review into the level 1 process. A large proportion of deaths are expected and well
managed, particularly in the Medical Business Unit. Changing the process will release capacity and allow the ward teams to concentrate their efforts
on reviewing the deaths where is the most learning and areas for improvement. First meeting took place on 16t February, very well attended,
agreement to change process and action plan development to achieve this. Action plan is on track, work ongoing with the systems to ensure capture
of data and allow for reporting. Medical Examiner reviews will now be reported in terms of level 1 reviews. UPDATE — new process to go live on 3
October 2022.

» Two additional Mortality Council meetings have been scheduled to review heart failure deaths — 15 cases have been reviewed 12 x Hogan 1 and 3 x
Hogan 2. 7 x NCEPOD 1, 4 x NCEPOD 3 and 4 x NCEPOD 4. Learning identified in terms of NCEPOD 3 and 4’s was 1) delays in discharges as a
result of delays in obtaining social care packages, 2) recognition of patient dying, 3) reduced access to obtaining ECHOs and telemetry and
appropriateness of placing patients in wards were there is limited access to monitoring 4) ECGs not documented within patient notes 5) Senior
decision making and handover 6) Referrals to heart failure team — completed reviews undertaken and action plan developed

» Explore the use of HIE to ensure all comorbidities are captured more efficiently in the initial clerking document in order to be coded appropriately, lead
for Great North Care Record, he is going to take it back to the HIE — completed full access to HIE is available

* Review the admission document to ensure all differential diagnoses can be added and coded appropriately. Completed September 2021

Recommendation - Continue to inform & note actions undertaken at Mortality and Morbidity steering group and Quality Governance Committee via the
Integrated Oversight Report and Mortality Paper.

Integrated Oversight Report
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Report by exception: Long Length of Stay Patients

Long length of stay patients
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Situation The average number of patients in hospital with 21+ days LOS is currently

triggering special cause variation (concern). A reduction since January 2022 is observed
however the 2022 figures are above the upper process limit.

The ECIST existing target of 59 is subject to either pass or fail based on common cause
variation.

There was a continued deterioration in the average number of Long stay patients (LOS
21+) from 72.7 in July to 88.5 in August.

Background

An expectation that the daily average number of patients staying 21+ days would not
exceed 59.

Assessment

Complex high acuity patients requiring multi faceted treatment plans genuinely do require
longer lengths of stay in hospital — these patients are deemed as meeting the right to
reside in hospital criteria. However, patients who no longer meet the criteria to reside (and
are medically optimised) are usually more complex discharges where external delay

factors such as limitations on packages of care and the ability to place patients into a care
homes are the usual reasons behind the delays.

Long lengths of stay patients continue to be reviewed as part of the Improving the patient
journey task & finish group as a number of workstreams are affected. A specific

workstream to review the super stranded patients - length of stay over 21 days as part of
the second priority.

Recommendation

Review as part of Discharge workstream under the Urgent and Emergency Care Board

15 #GatesheadHealth




Report by exception: Readmissions within 30 days Effective NHS

Gateshead Health

Latest benchmarking data available April 22 NHS Foundation Trust
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Situation

Special cause variation (high) observed in 30 day readmissions from September 2021 to April 2022.

Background

Emergency readmissions — where patients are readmitted to hospital in an emergency within 30 days of discharge — are frequently used as a measure of poor patient outcomes. However, it is not this simple. Some emergency readmissions may result from potentially
avoidable adverse events, but others may be due to unrelated or unforeseen causes of admission. Some may relate to changes in the way that hospitals run services — for example, through the increased use of frailty and ambulatory care units. And others might be a
consequence of our ageing population and the increase in the number of people living with multiple chronic conditions. Despite the complications in interpreting what this means for the quality of care, publishing data on emergency readmissions is the first step in
understanding why they are happening. The measure considers the % of patients who are readmitted as an emergency within 30 days of discharge. It is calculated by dividing the total number of patients readmitted as an emergency within 30 days of discharge, by the
total number of discharges per month.

Assessment
% of readmissions has been above the mean since September 21. Most recent month has seen reduction to 13.05%, having been around 14% in previous 2 months (chart 1). Charts 2 and 3 show our benchmarked performance against some other local Trusts (the ones
we have data for). Until September GHFT were benchmarking favourably, however in September there was a significant jump that other Trusts did not.

Most recent benchmarking data (April 22) shows Surgery accounts for 46.3% of discharges, and 31.8%% if readmissions, while Medicine accounted for 49.8% of discharges and 67.9% of readmissions, meaning medicine continue to account for a disproportionate high
number, and increasing, number of re-admissions. Both General Medicine and General Surgery have account for the most discharge and re-admission activity, have proportionately more re-admissions that discharges and have seen their proportion of re-admissions each
month increase since September, most notably in General Medicine.

Specialities accounting for the top 5 highest proportion of readmissions: General Medicine - discharge percentage 24.1%, accounting for 49.2% of all readmissions. Gastroenterology - discharge percentage 11.6%, accounting for 7.5% of readmissions. General
Surgery - discharge percentage 11.2%, accounting for 13.4% of readmissions. Clinical oncology - discharge percentage 8.6%, accounting for 3.0% of readmissions. Gynaecology - discharge percentage 7.8%, accounting for 4.3% of readmissions.

Recommendation

Working continues to understand the reasons behind the headline performance figures, and what may have impacted to cause the sudden increase seen in September 2021. Trending was created to identify speciality areas which disproportionately impacted
performance, in order do focussed case audit work in these specialities (by Audit and operational staff) to help better understand the influencing factors. This work will also consider any relevant learning from the SDEC analysis being undertaken in, given the correlation
between the local increase in our performance value and the start of SDEC in September 2021.
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UEC Measures
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Situation

Context:

Footfall and patient numbers
decreased in August to 9005 from
9407 in July, although daily
attendances averaged 32 per day
more than August 2021 (representing
an increase of 12.6%)

4 hour performance 74.5%, reduction
from July at 77.5% - latest national
benchmarking data places the Trust at
29th of 139 Type 1 providers

The target for 12 hr dept times of no
more than 2% of all attendances has
not been met since May and
increased to 3.53% in August from
2.26% in July (318 actual patients)
Overall time in the department
remains high, (non-admitted 2 hours
32 minutes, admitted 7 hours 28
minutes)

32 x 12 hour trolley breaches
recorded in the month, increase from
18 in June. Figures have increased
each month since May — Tuesdays
remain problematic.

Urgent and Emergency Care remains
under pressure with increased and
sustained activity levels, along with
long waits for beds

Trust average daily bed occupancy
remains high increasing from 95.1% in
July, t0 96.0% in August

The Trust was at OPEL 3 for 14 out of
31 days in August.
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UEC Measures - Ambulance Handover Delays

Responsive [lZZE

Gateshead Health

1. No. of ambulance delays
2. No. of ambulance diverts

NHSI SOF Operational Performance & National Operational Standards

Background NHS Foundation Trust
The NHS Long Term Plan set out a vision to reduce Ambulance delays. Ambulance delays are risky as they delay
assessment and treatment for those waiting in an ambulance queue. Delays can compromise safety in the
community by reducing the number of ambulances available to respond to emergencies.

: There is now greater focus on reducing ambulance delays following AACE publication of clinical review which
Ambulance Arrivals and handover delays | Apr-22 {May-22| Jun-22 | Jul-22 | Aug-22 | |MonthlyTrend| | states that the review should take 15 mins with no patients waiting more than 30 minutes. In 2022/23 an
expectation of 65% of handovers should take place within 15 minutes, 95% within 30 minutes and 100% within 60
minutes.
No. Patients arriving by Ambulance| 1619 | 1803 | 1733 | 1748 | 1760 /\'_
Situation
% of handovers <15 Minutes| 44.1% | 46.7% | 45.1% | 42.5% | 45.8% /\/ A noticeable increase in handover delays can be observed from July 2021. Special cause variation is observed for
30-60 minute delays with the number of delays above the mean for seven consecutive months between October
Number of 30 Minute Breaches 72 26 40 63 45 \/\ 2021 and April 2022. This decreased slightly in August 22, with 45 reported. Over 60 minute delays is displaying
common cause variation with 36 delays in August 22. Despite the increase the Trust is still a high performer in the
Number of 560 Minute Breaches 62 10 17 37 36 \_/_ region, which may account for the high volumes of ambulance diverts the Trust undertakes.
Ambulance handover delays 30-60 minutes Ambulance handover delays 60 minutes +
@) 50 &
80
100 817 = 20 . 62
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80 o o 72 63 60 ,
55 55 @ 50 4 37 36
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UEC activity heatmap — last 3 months

Gateshead Health

NHS Foundation Trust

Gateshead UEC and Acute Activity - Daily June - Aug 22
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Pressures

Handover Delays
Provider
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Ambulance Diverts (QEH) recieved and Trust
Diverts supported

31

25

Apr-22 May-22 Jun-22 Jul-22 Aug-22

. Diverts received s Diverts supported

NHS

Gateshead Health
NHS Foundation Trust

Situation

e Trustis 2" top performing Trust in the (ICS) region for 30-60m
Ambulance hand-over times.

e Ambulance diverts received have increased to 31 in July and 25
in August.

e Patients who no longer meet the criteria to reside remain
problematic, peaking at 77 patients per day (average 57
patients)

e In August, out of area patients account for 1/3 of the patients &
1/3 of blocked beds (majority are pathway 1’s)

e Estimated cost of blocked beds in August is £1.2m across all
pathways.

e Additional beds are open over planned levels to accommodate
patients who we are unable to discharge.

Context:

* Highest bed occupancy levels in ICS (2" highest NENC& NY)

* Site pressures continue with beds blocked due to difficulties
discharging patients

* The Trust receives more ambulance diverts due to regional
pressures: 1/3 of beds were blocked by out of area patients.

Ambulance Diverts (QEH) from originating hospital

120

Patients Residing in Hospital Who Do Mot Meet the Criteria to Reside

Aug22 BB % Patients discharged who did not meet the criteria to reside
22 350
_—
Jul-22 e 300
29
m 1 250 £
Jun-22  e— 4 26
e——— ] 200
23
May22 =0T 150
e 5 100
Apr-22 50
& 0
0 5 10 15 20 25 30 35 X o . Jan Feb March April May June July Aug
Total number of patients who do not meet the criteria to reside
. i = = = End of Jan Target
W South Tyneside MNSEC ®Darlington ®SRH ®RvVI ®UHND (| . Linear [Total numbsr of patients who do nat mest the criteria to reside) momim2 3
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L Rage217of288
Community Teams and Rapid Response NHS

Gateshead Health

Community Teams MNHS Foundation Trust

Community teams work with patients from birth to end of life to provide Total Community Contacts .

care to patients in their place of residence, clinic or education setting. The
aim is to provide care close to home, avoiding admission, support early

discharge and support patients to reach their maximum potential and 35000
independence in all areas of life. Services are split into 3 areas: 20000 V”/\
I —

——Planned Care —Unplanned Care ——Children and Wraparound Services

Planned Care 25000
- Locality Nursing and community COVID vaccination teams 20000
15000
Unplanned Care
- Rapid Response, Community Stroke Rehabilitation team and Falls 1oooo
team plus Strength and Balance and Pulmonary Rehabilitation. 5000 _—
o

Children and Wraparound Services

- Children’s Community Nursing and Therapy teams (Occupational
therapy, Physiotherapy and Speech and Language), Continence team,
Podiatry and Adult Speech and Language.

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22
Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22
Planned care 29247 | 29181 | 30548 | 31232 | 31055 | 27739 | 27134 | 30418 | 31771 | 35205 | 32527 | 32394 | 32359
Unplanned care 6283 | 6043 | 5878 | 6042 | 5932 | 5635 | 6316 | 6901 | 6238 | 6819 | 6114 | 6128 | 6109
Children & Wraparound ser\ 5056 | 5877 | 6243 | 6962 | 5620 | 6239 | 6370 | 6907 | 5983 | 7329 | 6525 | 5928 | 6796

Total

The graphic (right) provides activity data for each of the areas above, for e

the past 12 months.

Rapid Response . Rapid Response Waiting Time Performance
Rapid Response is a 24/7 service providing a nursing and therapy service who require unplanned and 150 S
rehabilitation assistance in Gateshead. The aim is to supports patients in the community to prevent admission
with the 2 hour crisis response service, facilitate early discharge and promote independence in activities of daily 100 B0%
life FO%
20 B2
NHS E/I has implemented the following Community health services Two hour crisis response standard:
Improve outcomes through reaching patients in crisis in under 2 hours where clinically appropriate. Providers will 60 =
be required to achieve, and ideally exceed in the majority of cases, the minimum threshold of reaching 70% of 2 ao=s
hour crisis response demand within 2 hours from the end of Q3. Ela] 0%
20%
Monthly updates have been provided in the IOR since April around 2 hour performance, on an individual monthly 20
basis. The graphic (right) collates monthly validated monitoring data for this measure since April. With the o
exception of April and the most recent month of August, the 70% target has not been met. Between April and o e
July overall performance trajectory has been downwards month on month. Improvement was noted in August to fpres MEas Jumes Jues fuees
66.7% however activity was |0W6I’ than previous months. mmm Moo RR 2 hr cohort Mo within RR 2 hr Target 0w ithin 2 Hours
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Elective Care Activity & Recovery NHS|

Trust’s should deliver an activity plan to the value of 104% of pre-covid income generated from elective activity. Gateshead Health
The Trust submitted ‘a stretch’ activity plan to deliver 100% over overnight Elective Activity, 104% Daycases with an Outpatient follow-up NHS Foundation Trust
reduction plan to take full advantage of opportunities to transform the delivery of services. Moving away from non-value outpatient follow up

activity and progressing clock stopping activity (predominantly inpatients) to reduce long waiters, Zero 52 week waiters by the end of March 2023.

Elective Activity Apr-22 [May-22| Jun-22 | Jul-22 | Aug-22 | |Monthly Trend All activity Inpatient
Combined Daycase, Elective & Outpatient Combined Daycase & Elective
Total - Comined Elective Activity “N\/ | | 1506 150%
100% WMW 100% Ww‘v‘ . 2 il o
Daycase /\/ 5';.: - 53: r——
Elective Overnights _/\/ SS3883838333333335 SRS NRNRRES SR8883588333333333353533333353%
y S S E P S R Y P R R R PR T L
Outpatlent - New /\/ —4— Activity Achieved +«+«s Plan —#— Activity Achieved «+ -+« Plan
Outpatient - Followup /\/
) Elective Inpatients Daycase
Total Qutpatient /\/ 150% 1s0%
Indicative 100% e 100% o -
AM W cesert
- . . 50% 50%
August Activity: (DRAFT) - Activity is below planed levels, however F v
has improved across the board from July activity: B o UL A
IR R i B B U L Seggngg gl flagolaolel oo alol g ol
ective activiey 979 $ES353555533255 5585552555533 | 25535385585 525523555588525533
ComeaI;ecda:eesc:Igzeo/aCtIVIty 97 /° —#— Activity Achieved +++++ Plan —#— Activity Achieved ++++sPlan
° (]
* Elective inpatients 76% New Follow-up
* New Outpatients 102% Attendances
- FU Outpatients 94% 300% 150% Attendances
Other key requirements:
» The Trustis reporting 25.15% of all outpatient attendances
conducted remotely, which is in-line with 25% expectation.
+ 3.5% of all OP recorded as Patient Initiated Follow-Up — which is
above planned levels of 2.6% and the expectation.
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L Rage2190f288
Activity & Recovery - Diagnostic NHS

The expectation is to deliver 120% ICS diagnostic activity across the ICS. Trusts are expected to deliver as much as they can to support elective Gateshead |"|EE|'|Z|'I
recovery. Overall August activity levels are at 110% of activity in same period 19/20, Endoscopy: 142% of activity in same period 19/20, NHS Foundation Trust
Echocardiography: 89% of activity in same period 19/20.

Diagnostic Activity Delivered | Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 Monthly Trend As part of a national initiative to manage diagnostic risk, the Trust is
required to review and clinically prioritise (as with inpatient waiters) all

Total - Total (100%) | 100% | 112% | 110% | 102% | 110% | | /" " | | waiters over 6 weeks.

CT(120%)| 122% | 122% | 131% | 121% | 127% | | _ " \_~
Colonoscopy (100%)

Non Obs Ultrasound (100%) When Community Diagnostic Centre* modality activity is included —
percentages are increased in excess of the required 120% activity

levels. July reports CT at 162% and MRI at 184%.

The diagnostic modalities most at risk are echocardiology with a
higher proportion of waits over six weeks (slide 26)

Flexi Sigmoidoscopy (100%)

Gastroscopy (100%) 108% | 109%

Echo (100%)
Indicative
S . . . MRI Activity inc. Community Diagnostics
CT Activity inc. Community Diagnostics y Y & Echo
3500 180% | 1890 200%
0
164% 168% 162% 160% | 1600 = 176% 1 150 | 140%
3000 154% ° ° 160% | 120% A
1405 | 1400 156% L00%
2500 127% 1200 140% . \
©120% 20%
120% b
2000 e - - —_— 100% | 1000 _— 105% 100% | 60%
= - 0, 800 = - -— - - - .- .- 1
1500 80% 0% 40%
1000 60% oo 60% 20%
40% 400 40% %4+
O000O0-d - oo
°0 20% | 200 20% R R R R R R R R R
x> Ma+E >20CO==>CcoWa+E >0C0==>Cc= W0
0 0% 0 0% o323 0f00celarms2S0of00calams33
2= 0248 2= 020 "8 2=
Apr May Jun Jul Aug Apr May Jun Jul Aug <z = 29z = LE<z <
T QEH CTCDC == emem (T Baseline (2019/20) e m MR| QEH MRICDC == === MRI Baseline (2019/20) == Activity Achieved #++++ Plan
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Referral to Treatment

RTT % Within 18 weeks
(92%)

General Surgery

Gynaecology

Trauma & Orthopaedics

Urology

Paediatrics

Cardiology

Gastroenterology

General Medicine

Geriatric Medicine

Respiratory Medicine

Rheumatology

Other

Indicative

Waiters at month end

11336 | 11542 | 11604 11949 12361

Responsive

e

NHS

Gateshead Health
NHS Foundation Trust

Trust’s RTT performance

* August 74.9% indicative, compared with July 74.9% however well below the 92% target

* At 75.9% Trust performance was above latest national average 63.5% in May, and ICB average of 74.9%
» Total waiting list increased from 11,949 in July to 12,361 in August (indicative)

» 52 week waiters continues to increase since June. August figure 87 indicative (detail by specialty below)
» 1 patient waiting over 78 weeks end of August (indicative) under a General Surgery speciality

Main Risks

» Outpatient capacity to review the backlog

» Theatre capacity / Theatre workforce

» Staffing pressures

» Capacity for autism assessments in Paediatric 52 week patients

Risks: Continues Increases in > 52 weeks over planned levels from 77 July to 87 in August (indicative)
* T&O 29 (+4), Paediatrics 13 (+1), General Surgery 11 (+3), Gynaecology 2 (+1), Cardiology 3 (+3), Respitory
medicine 7 (+3), Other 8 (+4)

General Surgery
Gynaecology| Actual
Trauma & Orthopaedics| Actual
Urology| Actual
Paediatrics| Actual
Cardiology| Actual
Gastroenterology| Actual
General Medicine| Actual
Respiratory Medicine| Actual
Other

Indicative

RTT incomplete waliters 52 weeks or more
{(submitted month end)

—-—‘_‘--‘—‘—'—l—-__

o
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Actual over 52 week walters

—Over 52 week walters plan

Expectation for both 52 and 78 week walters

— e FEwee ko walters plan

Actual ever 78 week walters
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Health Inequalities Data: RTT Waiters (Aug)

NHS!

Gateshead Health
NHS Foundation Trust

Performance Monitoring & Assurance

Data and intelligence has a crucial role in supporting and informing the
development and delivery of Health Inequality plans. Recognising that good
quality data is vital to understanding and improving health and care
outcomes for the whole population: our data and Bl plans are to:

Expand our current reporting arrangements to include a comprehensive
set of DQ measures covering: quality, completeness and scope across
multiple datasets. Highlighting data issues and gaps to prioritise
improvement.

Develop regular (monthly/quarterly/annual) reporting which will bring
together existing and developing (local & national) measures of health
inequality covering deprivation, sex, age and ethnicity. These reports will
service to signpost and highlight key messages — whilst evidencing
change.

Develop Bl dashboards to empower operational teams in support of
Access requirements

Quantify and report on the impact of actions to reduce health inequalities.
Explore investment opportunities in wider systems such as Population
Health Management PHM to explore opportunities beyond reporting
activity based reporting and move into access and outcome measures to
support local discussions to promote equality and reduce health
inequalities to enable informed health decisions and actions.

RTT Weeks Waited by Intended Management Age Profile by Gender
M Not Specified
u Total
ot u (blank)
700 Mal
w00 2% ale
M Female
500 200
200 150
300 100
200 50
100 0
o | | |||||||||I|I|||I|I||||.|.. R 16 21 26 31 36 41 46 51 56 61 66 71 76 8L 8 93 97 2 8 13
OMUVONWLNO=EIT™NOMUOIOINNO=" ANLD=ENMOMNNOWL =00 NN
-4-4-<NNNmmmm¢¢¢mmwwhhwwm§wnwamwa§
. ~ ) o . o
Waiters by IMD 1= Most Deprived %, 61% waiters are female / 39% male
%, . .. . .
NULL, 74
10 = Least Deprived Patients living in the most deprived wards
o DA
account for 17% of RTT waiting list.
o Patients who registered as white British account
o " . o
=2 for 74% of the RTT waiting list (23% are
m3
-a unknown/not stated)
-e . . .
- More RTT waiters than pre-pandemic (similar
"6 /
- profile)
10 DNA rates have increased since the start of the
—o ) . .
oL pandemic. Patients from the most deprived areas
1 0, H 0,
have higher DNA rates (13%) - increase of 3%
since 2019/20
Ethnic Originby IMD 1| 2 |3|al|s]| s 7 8 9 10 | now | S ic Oriel it Grand
iginby Total Ethnic Origin by RTT Weeks Waiting 0-17 18-25 | 26-39 | 40-51 52+ Total
otal
Mixed White and Asian 1 3 5 0 0 0 1 0 1 0 0 11 Mixed White and Asian 6 1 3 1 0 11
\White Irish 3 3 3 2 4 0 3 1 1 0 0 20 White Irish 15 2 2 1 o 20
\White British 1513 [ 1275 | 1530 | 942 [ 894 | 336 644 660 491 248 33 8566 White British 6363 947 808 300 147 8565
Not Stated 360 | 371 | 402 | 315| 263 | 122 218 211 178 76 40 2556 Not Stated 1906 307 232 79 30 2554
Mixed White and Black Caribbean 0 1 1 3 0 2 0 0 0 0 7 Mixed White and Black Caribbean 7 0 0 0 0 7
Mixed White and Black African 2 6 3 1 0 0 0 0 0 0 0 12 Mixed White and Black African 6 2 2 1 1 12
Indian or British Indian 6 3 3 3 2 2 0 2 1 0 0 22 Indian or British Indian 12 1 4 2 3 22
Chinese 7 1 2 2 1 0 0 2 0 1 0 16 Chinese 14 2 o 0 o 16
Black African or Black British African 9 5 2 3 0 0 0 0 0 0 0 19 Black African or Black British African 13 4 1 1 o 19
hi or British i 9 3 | 2)2)2] 1 1 1 0 0 0 21 |[Bangladeshi or British Bangladeshi 15 4 1 1 ) 21
Asian - other 4 3 8 7 2 0 1 4 2 1 0 32 Asian - other 23 a a 1 o) 32
Any other White background 34 26 19 |12] 3 2 4 7 6 2 1 116 Any other White background 81 16 13 4 2 116
Any other mixed background 11 2 6 0| 4 0 0 0 3 0 0 26 Any other mixed background 19 1 3 3 o 26
Any other ethnic group 28 14 1417112 1 3 1 3 0 0 83 Any other ethnic group 65 10 7 o 1 83
Any other Black background 1 0 1 2|0 0 0 0 0 0 0 4 Any other Black background a4 o 0 o 0 4
Pakistani or British Pakistani 4 2 6 1 2 1 3 2 0 1 0 22 Pakistani or British Pakistani 16 3 2 o) 1 22
Black Caribbean or Black British Caribbean 1 2 1 0 0 0 0 0 0 0 0 4 Black Caribbean or Black British Caribbean 2 2 o 0 0 a4
Not Set 0 Not Set o
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Maximum 6-week wait for diagnostic procedures

Responsive

Gateshead Health

MNHS Foundation Trust

Trust’s Diagnostic performance is overall stable with some significant modality

improvements.

* 75.1% in June to 76.6% in July to 75.8% in August

» Trust performance is below NENC average of 79% and above national average of 72.1%

» Total waiting has decreased from 6,050 in April to 5,574 in August . Volumes of patients
waiting > 6 weeks decreased from 1508 in April to July 1452 and August 1350

» Echocardiology and Audiology continue to contribute to risk in achieving this standard.
Echocardiology recovery plan aims to recover the long waiters by February 2023.

Diagnostic waiters <6
weeks (99%)

Barium Enema
CT

MRI
Non-Obstetrc Ultrasound

Audiology

Urodynamics

Colonoscopy

Flexi-Sig

Gastroscopy

Dexa

Echo Cardiology

Cystoscopy

ORI T

6 week diagnostic

100.0%E
95026
90096
85,096
B0.0%:
TS50
FO0%sE
65089
60.0%:
55.0%:
SOU0e%E

B —

01/03/21

01/0421
01/05/21

01/06/21

01/07/21

01/08/21
01/08/21
01/10/21

— — -
- :‘ L)
— — =
— ——— —_
— —
= (=] =

01/02/22
01/03/22

01/04/22
01/05/22
01/06/22
01/07/22
01/08/22

Echocardiology 6 Week Performance Recovery Trajectory:

Month
End
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23

Waiters Waiters 6 weeks +

1,294
1,143
828
646
499

744
505
194
62
5

Waitersunder6 Performance

550
638
634
584
494
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Cancer Standards - 2 Week Waits

Breast

Gynae

Lower GI

Testicular

Urology
Haematology

Lung

Upper Gl

Indicative

Responsive

Gateshead Health
NHS Foundation Trust

Simsiomene sren| saase [ oz [ sssesmsse [ sore] [—~

Trust’s 2 week wait Cancer performance

» Relatively stable performance averaging 87.8% over quarter 1, and latest month July achieving 89.1%, slight increase
from 88.8% in June

*  89.1% in July still below the 93% requirement

Tumour Update:

« Breast, Haematology and Testicular tumour sites exceeding the 93% target. Pressures in July in all other tumour sites .
Clinic attendances in July were overall above pre COVID levels, capacity issues still prevail related to rising demand,
outpatient capacity remains problematic for some specialities and workforce pressures across the services prevail.

Referrals continue to increase:
* Ingeneral up 22% on pre covid referrals: Breast (34%) and lung (21%) , Lower GI (136%) referrals

Risks

» Referral pathway management: pro-forma review, choice delays and timely capacity release
» Capacity / summer holidays and shared pathways (urology/lung )

» Outpatient capacity

»  Workforce pressures across tumour groups (lung)

2wWw
120.0%

110.0%
100.0%

90.0%

80.0%
70.0%
60.0%
50.0%
40.0%

May-...

Jun-21
Jul-21

Mar-
Apr-21

Aug-...
Sep-21

Oct-21

Nov-...
Dec-21

Jan-22
Feb-22

Mar-...

Apr-22

May-...
Jun-22

Jul-22
Aug-...

volumes as a % of 2019/20
Activity r -22 |May-22| Jun-22 | Jul-22 g-22

121% 125% 104% 134%
Breast 102% 122% 151% 126% 138%
Gynae 110% 141% 154% 129% 169%

Lower Gl 108% 114%[ 88% 60% 115%
Urology 1 87% 132% 1 96% @ 117%  141%
Haematology 125% 144% 129% 100% 186%
Lung 138%  102% 1 68% 133%

- 98%
Upper Gl 80% 101% 106%| 84% 110%
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Cancer Standards - Faster Diagnosis

Responsive

Gateshead Health
MNHS Foundation Trust

28 day
90.0%

85.0%

80.0%

75.0%

70.0%

65.0%

60.0%

55.0%

50.0%

Apr-21

Feb-21
Mar-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Trust’s 2 Faster Diagnosis performance:
» Trust achieved 75% target in June July & August with 75.6% and for quarter 1 at 78.1%.

Tumour Update:
» Historically Trust was achieving this target — performance deterioration from March 2022

» Performance Risks across most specialties - Particular challenged specialties include Lung, Gynae, Lower Gl,
Urology and Upper Gl

* However Breast, Testicular & now lung tumour sites exceeding the 75% target
* Lung are the first to go-live with Best Practice Timed Pathways
* Implementation of BPTP in the remaining tumour groups is underway

Risks

» Capacity / summer holidays
* Endoscopy capacity

* Shared pathways

» TP biopsy capacity (urology)

Breast

Gynae

Lower GlI

Testicular

Urology __—

Haematology

Lung _/V

Upper GI

Symptomatic Breast |
Indicative
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Cancer Standards - 31 Day Waits

Gateshead F_Iealth

Responsive

Trust’s 31 day cancer performance:

Tumour Update:

Risks

st
Trust’'s Cancer performance for July is 98% against the 31 Day standard, and both subsequent treatment standards
have been achieved in July.

NOTE: June and July is indicative data* and is subject to change following sharing of information between Trusts
« August data is not yet finalised re: shared breaches across shared pathways.

31 Day All specialties achieved this standard in June - except Gynae — which did not meet the standard since April
All tumour sites achieved subsequent treatment regimes

Capacity / summer holidays and shared pathways (gynaecology)
Theatre workforce pressures

Gynaecology — supporting ICS wide cancer treatments

31 day

110.0%

105.0%

90.0%

85.0%

80.0%
— — —l —l
o q
Ko} = = >

© Q.

L s < 2

Jun-21

Jul-21
Aug-21

‘ @ Breast

1000 %
95.0%

N~ uroton

Gynae \/-
Lower GI .

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22
Feb-22

Mar-22

Apr-22
May-22

Jun-22

Haematology

Indicative

Jul-22
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Cancer Standards - 62 Day Waits Responsive NHS

Trust’s 2 62 day cancer performance Gateshead Health
» 52.4% for quarter 1, improvement from 53.6% to 67.0% indicative for July MHS Foundation Trust

* The Trust reported 68 patients waiting over 62 days on a 2ww classic pathway (177 on all pathways) in July

« Within the operational guidance ‘Systems are being asked to plan to restore >62-day backlogs to the relative backlog using
urgent suspected cancer referral volumes seen in Q3 2019/20 compared to the overall national backlog for the w/e 16th
February’; for Gateshead this was a position of 55 however due to the pressures supporting the ICS the Trust submitted a
plan of 70 at July 2022, reporting 68 for the month, the plan has been met.

* The number of long waits (> 104 days) on a 62 day (2ww) pathway at the end of July had increased to 17 patients (68 on all
pathways)

Tumour Update:
» Performance Risks across most specialties to achieve 85% with the exception of Breast.
+ Challenged specialties continue to be Gynae, Lower Gl and Urology, Haematology & Lung

Risks
» Capacity / summer holidays and shared pathways (urology/lung )

=

=

0

Urological

Apr22  May22 22 k22 Aug?? Sep2  Od-22 Nov22  DecX Other

W Planned number -»62 day patients 1 Actual number - »62 day patients
Indicative _ TotalNo.Patients| 74 | 57 [ eo | es [ ea |
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* Theatre capacity Breast 4 2 1 7
¢ Gynaecology Gynaecological 15 4 11 5
Haematological 8 4 1 3 (o]
. . . Lower Gastrointestinal 5 3 6 6 8
Patients waiting >62 days against plan — c 7 3 2
Upper Gastrointestinal 7 8 5]
N2y w
75 Urological 14
70 88 Other
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4 Gynaecological
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Report by exception: Duty of Candour Verbal Compliance

Responsive

NHS!

Gateshead Health
NHS Foundation Trust

Verbal Duty of Candour Compliance Situation
Verbal Duty of Candour compliance is displaying special cause variation for concern in June, July, and August 2022
120.0%
Background
110.0% @ Duty of Candour is governed by the Health and Social Care act 2008 (Regulated Activities) Regulations 2014: Regulation 20.
S LT e e Verbal Duty of Candour (stage 1): Regulation 20 and underpinning statute, stipulates that an individual (or other appropriate person) must be
0,
1000% @000 0000 ——0 notified “as soon as reasonably practicable” after a notifiable patient safety incident has occurred. Notifiable is further defined as requiring three
90.0% ® ° ® criteria to be met in the reasonable opinion of a health care professional. Once determined as notifiable, the enactment should occur verbally
L4 within 10 working days. Current Trust processes for Duty of Candour require review to ensure consistent compliance with defining notifiable patient
R e e safety incidents, as within the current process there is potential for enacting Duty of Candour on non-notifiable incidents which should be managed
under ‘Being Open’ professional duty only.
70.0% [ )
60.0% ® Assessment
’ Duty of Candour compliance for August has improved slightly from July 2022 however, remains below the 100% compliance required. The
50.0% numbers of incidents requiring DOC are slightly higher than in July, however, there is only 1 case reported as non compliant but complete- this
relates to an incident regarding complications during surgery. It should also be noted that 4 of the verbal DOC due were still in time at the time of
40.0% reporting. There is one outstanding Notification letter at the time of writing.
- — — - — i i i i — (ol Q] N (] (o] (o] (o] (]
NN NN N NN N NN N N NS N N
% é_ S & —5 o o 48 O T é é_ ) —'3 o0 It has been identified that there is a need for refresher training or new staff training for DOC and this is being provided monthly by the patient
S < g 3 = 3( & O é’ 8 g ¢ S < g 3 = 2: safety and legal team. However a buddy system would also be a helpful addition until staff are comfortable in undertaking DOC.
Review and emails to staff shows that the verbal DOC is predominantly completed and a note written in the medical notes, however this
epe  as . information is not then transferred into DATIX
Notification letter Compliance
160.0% Actions
. » All Business units must ensure they record DOC enactment in DATIX it is the responsibility of the staff undertaking DOC to do this. Work is
140.0% ongoing to align the system recording DOC enactment in line with determination that this incident is notifiable and legal duty of Candour
120.0% e e e e, e e e e applies, and to simplify and stream line the recording within DATIX
100.0% ) ) ) ) ) Trust Verbal DoC Compliance
80.0% o ® : a m Compliant Non-Compliant - Complete m Still Time m Non-Compliant - Outstanding
U ry 35
e O ©
60.0% - ot - £ =
g 25
40.0% e =
o 20
20.0% § 15 s —__
6
0.0% 10 — —
S R R B B B B B~ IR B R
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 5 6
LL 3> = O+ > 0 c 0 = v > ¢ = o -
T 2 & 5 3 3¢ 882 s 90 & 28 5 3 3 5 8 8 8 3 = & § § = & 8 s 8§ § 8§ 85 08
S < s S5 L vw O 20 -~ ud s < s S < = z < = = io = = = 3 = = Z z Z = = e
= = = = = = A S = = = &£ = = = = = =
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Report by exception: Well led — Sickness Absence

Detail on this measure is included because the target will either be achieved or failed based on variation within the

performance.

Staff sickness - Total Trust

NHS!

Gateshead Health
NHS Foundation Trust

Well Led
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Staff sickness - QEH
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Staff sickness - QEF
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Situation

« Common cause variation displayed for the Trust overall and both QEH and QEF for
the latest month

» Current performance of 4.6% represents a fail of the Trust target.

Background

» Absence levels continue to contribute to overall pressures in relation to supply and the
focused management of sickness absence remains a strategic priority.

Assessment

» Following the launch of the Promoting and Supporting Attendance Policy in June 2022
absence rates increased slightly in July but reduced in August 2022.

Actions

« The Promoting and Supporting Attendance policy was launched on 1st June with a
refresh and amendments confirmed from 06" September 2022 and a training
programme for managers has commenced and will be updated to reflect changes.

» The POD advisory teams are running clinics for managers and working closely with
teams to manage absence. Managers guidance has been prepared and discussions
with staff side are ensuring a collaborative and supported approach to supporting
attendance is embedded

» Case reviews with POD Advisory Team are being redesigned

*  New model of delivery and refocused approached is being discussed with the POD
Advisory team.

Recommendation

» Continue support and roll out of the new approach as per the policy.

» Continue to monitor sickness levels at POD committee, SMT and operational
Business Unit & Corporate meetings.

» Launch new model of delivery with the Business Units and POD Advisory teams
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Report by exception: Well led — Core training

Detail on this measure is included because the target is no longer being met and special cause variation indicates a

shift in performance.

NHS!

Gateshead Health
NHS Foundation Trust

Well Led

Core Training - Total Trust
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Situation

A shift in core skills compliance is observed between April 2021 and April 2022 with special
cause variation (deterioration) triggering.

The latest two months are triggering special cause variation for improvement

QEH figure displaying common cause variation for August 2022
QEF figures displaying special cause variation (improvement) from March to August 2022.

The indicator is flagging to consistently fail the target based on current performance and
monthly variation.

Background

Core training covers those programmes which are recognised as core or essential training for
all employees. However the need to respond to the significant demands on staff and services
as a result of the pandemic and recovery, has meant this was not as high a priority in some
services.

Assessment
Current compliance is at 78.9% against an 85% target which is a sustained improvement

Actions

Recovery plans were requested and have been received. Compliance is increasing slowly
however we have seen sustained improvement. Numbers for face to face have now been
increase in line with covid protocols and allow for additional training capacity. This will aid in
speeding up the compliance figures.

New portlets added to ESR homepage to support staff in accessing training and to act as
reminders

Recommendation

Review, management and oversight at Senior Leadership Team and continued management
by operational teams.
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Report by exception: Well led — Appraisals

Detail on this measure is included because the target is consistently not met

Appraisals - Total Trust
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S

Gateshead Health
NHS Foundation Trust

Situation

Appraisal compliance consistently fails the 85% target, with this target not being achieved
during the past 18 months.

Background

Rates of Appraisal in operational business units remain at a lower compliance than

corporate services, with Ward based services such as Medicine and Surgery having the
lowest rates of appraisal compliance.

Assessment

Compliance rates are monitored via ESR and reported to business units as part of the
suite of workforce metrics that are produced. Current compliance is 65.8% against an 85%
target which is a slight improvement. Services remain under significant pressures from

staffing, however work to improve compliance continues, with support from the POD
teams.

Actions

POD continue reporting monthly to line managers, with the aim of reducing the volume
of information, and include additional data about appraisals due in the next 90 days.
The aim is to encourage managers to make realistic plans for the coming months.
Work continues to provide support by updating ESR on behalf of managers and the
new Education, Learning & Development Group, which has now been established, will
oversee a wider review of the process, with an aim to launch a new document and
process by the end of Sept 2022.

Targeted training of appraisers by L&D has stared in the BUs with the support of the

POD leads to increase the understanding of the process and requirement of the action
to be input onto ESR.

Recommendation
Review, management and oversight at Senior Leadership Team and continued

management by operational teams.

Integrated Oversight Report

34 #GatesheadHealth
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The Trust board are advised that a copy of this report will
be shared with the regional chief nurse Margaret Kitching
and her team, the LMS, MVP, ICB, along with key
findings and learning points from the whole region to
facilitate shared learning and collaborative working.
Findings will be shared as requested with the national
maternity team through national governance architecture.
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Following our visit the regional team recommendations
were to consider how the maternity service can:

- Continue audit to demonstrate embedding and
sustainability of interventions and support QI
methodology

- Consider investment in audit/guidelines personnel to
support above and support ongoing assurance

— Consider how you can involve service user voice in
triumvirate and maternity safety champions meetings
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e Equality, diversity and
inclusion

- Work on embedding MVP co-production and
involvement in governance, guidelines, complaints and
information materials

- Consider gaps to the RCM Midwifery leadership
manifesto in relation to what is currently in place within
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We will continuously improve the quality and safety of our
services for our patients
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X X X X X
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been completed?

Yes No Not applicable
O




Page 233 of 288

Ockenden Next Steps Assurance and Support Visit Gateshead Health NHS
Foundation Trust on 16th June 2022

1. Executive Summary

The Regional Maternity team visited Gateshead Maternity services to assess compliance
with the 7 immediate and essential actions from the first Ockenden report published
December 2020.

The visit was supported by LMS teams, CCG teams and the MVP. This visit was intended
to be supportive.

Purpose

The Insight Visit Team used an appreciative enquiry and learning approach to foster
partnership working to ensure that the actions taken to meet the initial 7 IEA’s within
Ockenden recommendations were in place and becoming embedded in practice.

Key findings
Exceptionally friendly, open and honest MDT. Good working relationships were evident:

e Leadership team have been transparent, open and responsive to all support offered

e All grades of staff engaged with team and were happy to talk

e The organisation views each person as an individual with their own needs.
Including women, families and staff

e Aware of need to ‘close the loop’ with audits, Badgernet has been a great asset to
this element

e Good communication and feedback with all staff groups, especially around ‘closing
the loop’ with complaints and escalations. Good relationship from ward to board

e The NED safety champion is visible and known by all staff. Also, evidence of
communication of the role of the safety champions in all areas

e Examples of improving and learning from feedback from incidents and action
relating to patient complaints

e Examples of learning and quality improvements shared

e Positive learning culture evident

e MVP coproduction evident

2. Introduction

In the first Ockenden report there were outlined the Local Actions for Learning, (LAfL) and
7 Immediate and Essential Actions, (IEAs) to be implemented at the Trust and across the
wider maternity system in England. The second report builds upon the first report in that
all the LAfL and IEAs within that report remain important and must be progressed.

There are a further 15 IEA/recommendations which will be further subdivided into actions
from this second report for the system and an equal number of Local Actions for the Trust
under investigation.

The National team expectations are that designated Regional maternity teams led by the
Chief midwives will conduct assurance and support visits to Maternity units in England at
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least annually to ensure that the 7 IEA’s from the first report are embedded into maternity
services as culture and practice to prevent repetition and failure to learn from previous
investigations and prevent the need for these in the future.

3. Key issues / findings

Exceptionally friendly, open and honest MDT. Good working relationships evident:

e Leadership team have been transparent, open and responsive to all support offered

e All grades of staff engaged with team and were happy to talk

e The organisation views each person as an individual with their own needs.
Including women, families and staff

e Aware of need to ‘close the loop’ with audits, Badgernet has been a great asset to
this element

e Good communication and feedback with all staff groups, especially around ‘closing
the loop’ with complaints and escalations. Good relationship from ward to board

e The NED safety champion is visible and known by all staff. Also, evidence of
communication of the role of the safety champions in all areas

e Examples of improving and learning from feedback from incidents and action
relating to patient complaints

e Examples of learning and quality improvements shared

e Positive learning culture evident

e MVP coproduction evident

Details of Regional team findings in relation to each of the 7 immediate and essential
actions can be found in the attached document.

4. Solutions / recommendations
A copy of this report will be shared with the regional chief nurse Margaret Kitching and her
team, the LMS, MVP, ICB, along with key findings and learning points from the whole
region to facilitate shared learning and collaborative working.

Findings will be shared as requested with the national maternity team through national
governance architecture.

The maternity service will embed the 7 IEA’s into our quality improvement audit cycle.
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NHS

England
North East
and Yorkshire

August 2022

Re: Ockenden Next Steps Assurance and Support Visit Gateshead Health NHS Foundation Trust on 16
June 2022

Dear Yvonne Ormston and Gill Findley

We visited your services to assess compliance with the 7 immediate and essential actions from the first
Ockenden report published December 2020. The visit was supported by LMS teams, CCG teams and the
MVP. This visit was intended to be supportive.

The Insight Visit Team used an appreciative enquiry and learning approach to foster partnership working to
ensure that the actions taken to meet the Ockenden recommendations were in place and becoming
embedded in practice.

Thank you to you and your team for your support and hospitality on the day of the visit, we appreciate the
time this took as well as the preparations you made in advance.

We have reviewed both your self-assessment and the evidence you shared with us and together with the
information we gathered on the day, we now enclose additional details of our findings to support your
continued work towards implementation of the 7 IEA’s.

We were extremely grateful to all the individuals who gave up their time to speak to us on the day, an open
and honest culture was clearly evident and commitment to high quality compassionate maternity care was
positive to see.

With regard to our findings, we particularly noted

— Exceptionally friendly, open and honest MDT. Good working relationships evident

— Leadership team have been transparent, open and responsive to all support offered

— All grades of staff engaged with team and were happy to talk

— The organisation views each person as an individual with their own needs. Including women,
families and staff

— Aware of need to ‘close the loop’ with audits, Badgernet has been a great asset to this element

— Good communication and feedback with all staff groups, especially around ‘closing the loop” with
complaints and escalations. Good relationship from ward to board

— The NED safety champion is visible and known by all staff. Also, evidence of communication of the
role of the safety champions in all areas

— Examples of improving and learning from feedback from incidents and action relating to patient
complaints

— Examples of learning and quality improvements shared

— Positive learning culture evident

— MVP coproduction evident

Details of our findings in relation to each of the 7 immediate and essential actions can be found on the
attached document.
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Following our visit our recommendations for your service would be that you consider how you can:

— Continue audit to demonstrate embedding and sustainability of interventions and support Ql
methodology

— Consider investment in audit/guidelines personnel to support above and support ongoing
assurance

— Consider how you can involve service user voice in triumvirate and maternity safety champions
meetings

— Work on embedding MVP co-production and involvement in governance, guidelines, complaints
and information materials

— Consider gaps to the RCM leadership manifesto in relation to what is currently in place within the
organisation

— Ensure all new staff are aware how to escalate issues with safety

We hope that you find this feedback supportive and helpful. As a regional maternity team we are keen to
support you to bridge any gaps identified in the implementation and embedding of these
recommendations. Support is also available from the LMS and your MVP.

A copy of this report will be shared with the regional chief nurse Margaret Kitching and her team, the LMS,
MVP, ICB, along with key findings and learning points from the whole region to facilitate shared learning
and collaborative working.

Findings will be shared as requested with the national maternity team through national governance
architecture.

With best wishes
Tracey
Dr Tracey Cooper MBE, Chief Midwife for North East and Yorkshire

CC-HoM/CD
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Trust: Gateshead Health NHS Trust

Date: 16" June 2022

Site: Queen Elizabeth Hospital

Colour key for areas
Meeting
Virtual

Visiting Team:

Dr Tracey Cooper — Regional Chief Midwife, Claire Keegan — Regional Deputy Chief Midwife, Debi Gibson — Regional Senior Midwife, Lily Cooper -
Regional Admin Officer, Sarah Wall — Regional Maternity Team MVP Lead, Nicola Jackson- Joint Programme Lead NENC, Lesley Young- Workforce
Lead HEE, Michelle Henderson - Senior Nurse Manager (Nursing & Quality), Jennifer Mason- MVP Co-chair, Gayle Moneypenny- MVP Co-chair

IEA | KLOE Visiting Team | Evidence Triangulation at Self- Complianceat | Comments and observations
Qu Met with submitted prior visit assessment visit
to visit December 2021 Met
Met Partially Met
Partially Met Not Met
Not Met

Safety Action 1 Enhanced safety
Q1
Q1 | Are maternity dashboards a formal LMNS Agenda Yes

item on LMNS agendas at least

every 3 months?

Are you able to meet as a Triumvirate Board minutes Met to discuss Yes — Evidence shared with action log and

triumvirate monthly and minute
meetings?

Is there evidence of actions taken,
and where is this shared?

In relation to the Ockenden action
plan, where and how often is this
tabled for discussion and what are
your concerns?

minutes.

Good governance arrangements for
reporting.

Consistent leadership demonstrated with
clear messaging.

In relation to the Ockenden action plans the
trust should consider how they demonstrate
actions being closed and the effect of any
interventions made.
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What other concerns are raised on
your Ockenden action plan?

Auditing, action plans and action logs need to
provide explicit assurance and ‘the so what’
of closing the loop.

Triangulation of incidents and complaints was
well narrated, how triangulation of claims is
triangulated would benefit from
strengthening. Good communication and
feedback with all staff groups, especially
around ‘closing the loop’ with complaints and
escalations. Good relationship between ward
to board.

Examples of improving and learning from
feedback from incidents and action relating to
patient complaints.

Examples of learning and quality
improvements shared.

Positive learning culture evident.

Yes. There was evidence of this with learning
points, no actions were noted or follow up.
The trust should consider how they
strengthen this area.

Q2 | How is triangulation of Triumvirate Governance Met to discuss
incidents/complaints and claims papers
achieved?
Is there external clinical specialist Minutes of Met to discuss Partially Met
opinion from outside the Trust (but PMRT
from within the region), mandated discussions/revi
for cases of intrapartum fetal death, ew
maternal death, neonatal brain
injury and neonatal death?
Q3 | Are all maternity Sl reports (and a Triumvirate Trust Board Met to discuss Partially Met
summary of the key issues) sent to minutes
the Trust Board and the LMNS LMNS Board
quarterly? minutes
Q4 | Are all PMRT cases reviewed to the | Triumvirate Ratified Met to discuss Partially Met
required standard? SOP/Guideline
Audit timetable
and actions

Audit with 95%
compliance

Process clearly articulated and board papers
seen.

Comprehensive PMRT review report shared
and process clearly articulated.
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Yes

Yes

Yes

Q5 | Are you submitting data to the Triumvirate Confirmation of | Met to discuss
Maternity Services Dataset to the compliance
required standard? Action plan if
improvements
needed
Q6 | Have all HSIB cases been Triumvirate Audit timetable Met to discuss
reported? Audit
demonstrating
100%
compliance
Q7 | Has the Perinatal Clinical Quality Triumvirate Ratified Trust Met to discuss Partially Met
Surveillance Model been SOP/Guideline
implemented June 20217? Trust
Governance
structure
Ratified LMNS
SOP/Guideline
Minutes agreed
ICS sign off
Q8 | Are all maternity Sls shared with Triumvirate Ratified Trust Partially Met

Trust boards at least quarterly and
the LMNS?

SOP/Guideline
of how Sl’s are
shared monthly
with Trust Board
and LMNS
Board

Agenda to
include SI’s as
an item
Minutes to
include,
summary,
learning and
actions

Yes
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What other concerns are raised on
your Ockenden action plan?

Triumvirate

Action Plan

NED in post and well engaged- linked in with
safety champions and provides a bi monthly
report up to board.

The NEDs safety champion is visible and
known by all staff. Also, evidence of
communication of the role of the safety
champions in all areas

See Q4

Is there an allocated Non-Executive JD and date
11 | at Board level who works appointed
collaboratively with the maternity Activities
safety champions? Attendance at
meetings
Recorded output
of meetings
presented to
Board and
evidence of
action from the
interactions
Interactions with
staff, services
users and MVP
Q Is the PMRT tool used to review Triumvirate Ratified
12 | perinatal deaths to the standard SOP/Guideline
required including women and Audit timetable
families involvement? and actions
Audit with 95%
compliance
Q What is the mechanism for service Triumvirate Meeting with
13 | user feedback, and how this is MVP Triumvirate and
obtained through MVP to coproduce MVP Chair
maternity services?

Well established MVP, further work needed
to fully embed co-production throughout,
including early involvement.
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Developmental support to enable service
user voice representation at Governance and
Safety meetings.

“

How is user Friends and family tests, 15 steps, Facebook
feedback page, CQC maternity survey
obtained?
Examples of co- Implemented innovative blog as way of
production communicating and getting messages back
from clinical staff.
Q Do the Trust safety champions (MW | Safety Review talk Partially Met There is regular meetings and NED’s &
14 | /Obstetrician/Neonatal) meet Champions through ratified Safety champions are visible to all staff
bimonthly with Board level safety SOP/Guideline/ groups
champions and escalate concerns, TOR
issues and blockers to improvement Good communication and consistent
work messaging
Minutes of Programme is consistent and embedded.
meetings
Action Log The overall impression was that Maternity is
Evidence of front and centre of discussion and support
action and within this trust.
improvement
from the
meetings
Q What is the mechanism for service Triumvirate How is user See Q13
15 | user feedback, and how this is MVP feedback
obtained through MVP to coproduce obtained?
maternity services? Examples of co-
production
Q Does the non-executive director NED JD and date See Q11
16 | support the Board level safety Safety appointed
Champion who works Champions Activities Attend safety champions meetings, trust

collaboratively with the maternity
safety champions to bring challenge
and ensure all voices are heard?

Attendance at
meetings

Interactions with
staff, services
users and MVP

Evidence of
check and
challenge as a
result

board, walkarounds and engagement
sessions

Evidence of NED at safety champion
meetings

There have been ‘walkabouts’ and
engagement events. Continuation of these to
become business as usual would be
beneficial to staff, women, service users and
the organisation so that these voices are
heard directly at board level.
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Safety Action 3 Staff training and working together

Q
17

What MDT training does the
maternity service provide?

Triumvirate

PDM

Agenda LMNS
Board
Minutes LMNS
Board

Meet PDM:
View TNA

How is training
decided?

Ask staff:

How effective is
the training?

Refreshed TNA and development plan

Records of MDT attendance kept with
trajectory in place to meet required standard
post Covid pandemic.

Training records maintained by Lead Midwife
for Quality Risk and Safety.

Clear links to appraisal- good practice point.
Live drills evidenced and evidence of baby
abduction training and learning identified and
shared

Feedback from staff at the visit was that
training was valued and that learning from
incidents and national reports was
considered and included which made
learning meaningful and relevant.

Have you implemented a day and
night Consultant led MDT ward
round on the LW?

Do you have a dedicated obstetric
governance lead? Do they have
protected PA's?

Staff

Ask staff what
time the MDT
ward round is
and who
attends?
Review ward
round sign in
sheet

Twice daily ward rounds established
Assurance evidence of MDT ward rounds
needs improving.

What difference
have you seen
in outcomes
since the
introduction e.g.
incident
reduction,
women’s
experience

Look at Job
plans and
discuss with
General
Manager/Consul
tant clinical

Evidence of governance lead who has
sufficient PA’s allocated.

It was discussed that the service and
organisation should consider how they
themselves triangulate the effectiveness of
having a dedicated obstetric governance lead
and the impact this has on quality and safety.
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director/governa
nce consultant

who has
oversight
Q Is all external funding allocated for Triumvirate Ratified Partially Met External funding for training ringfenced
19 | training ring fenced and SOP/Guideline
confirmation from the Finance Invoices
Director? Budget
spending plans
Confirmation
from FD
Spend reports to
LMNS
Q Have 90% of each maternity unit PDM Report of See Q17
20 | staff group attended an ‘'in-house' attendance
multi-professional maternity records
emergencies training session since Trajectory
the launch of MIS year three in Audit
December 20197 demonstrating
90% of each
staff group
attendance
Q Is MDT schedule for training in Triumvirate Agenda LMNS See Q17
21 | place? Board
Minutes LMNS
Board
PDM View TNA
How is training
Staff decided?
Ask staff:
How effective is
the training?
Q See question 18
22
Q See question 19
23

Safety Action 4 Managing complex pregnancy
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Q Is there an agreement for the Consultant Discuss referral Referral pathways discussed. Continued
24 | criteria for cases referred to the Fetal pathway engagement with the LMS will help progress
tertiary level Maternal Medicine Medicine this service.
Centre? Lead / AN
screening Regional pathway in place, working closely
coordinator with system to implement maternal medicine
networks.
Review audit Partially Met | Now developing audit cycle for embedding.
programme
Some audits completed and actions
Review audit implemented.
results of
compliance and Consideration should be given to all elements
action plans within the Ockenden 7 IEA’s being
continually audited until embedding and
sustainability is evidenced and trust board
has assurance of this.
Q Do women with complex Consultant Discuss referral | Partially Met | Partially Met | Referral pathway clearly articulated.
25 | pregnancies have a named Fetal pathway Review
Consultant lead? Medicine audit Now developing audit cycle for embedding.
Lead/AN programme
screening Review audit Some audits completed and actions
coordinator results of implemented.
compliance and
action plans Consideration should be given to all elements
within the Ockenden 7 IEA’s being
continually audited until embedding and
sustainability is evidenced and trust board
has assurance of this.
Q Do women with complex Consultant Discuss referral | Partially Met | Partially Met | See Q25
26 | pregnancies receive early Fetal pathway
intervention? Medicine Review audit
Lead/AN programme
screening Review audit
coordinator results of
compliance and
action plans
Q Can you demonstrate compliance Leads for Discuss referral | Partially Met Yes
27 | with all five elements of the Saving SBLCBv2 pathway
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Babies’ Lives care bundle Version Review audit
27? programme
Review audit
results of
compliance and
action plans
Q Do all women with complex Consultant Discuss referral
28 | pregnancy must have a named Fetal pathway
consultant lead, and mechanisms to | Medicine Review audit
regularly audit compliance must be | Lead/AN programme
in place? screening Review audit
coordinator results of
compliance and
action plans
Q Do you have agreed maternal Consultant Discuss referral | Partially Met
29 | medicine specialist centre? Fetal pathway Review
Medicine audit
Lead/AN programme
screening Review audit
coordinator results of
compliance and
action plans
Safety Action 5 Risk assessment throughout pregnancy
Q Does the AN RA include the Triumvirate Discuss Partially Met
30 | ongoing review of place of birth? pathway for out
of guidance
births

Review ratified
SOP/Guideline

Partially Met

See Q25

Plans are in progress within the LMS to fully
implement the maternal medicine service.

Regional pathway in place, and working
closely with system to implement maternal
medicine networks

Supporting women's choice guideline in
development

All elements around antenatal risk
assessment require consistent audit

to evidence and assure embedding and
sustainability of these elements

Consideration should be given to all elements
within the Ockenden 7 IEA’s being
continually audited until embedding and
sustainability is evidenced and trust board
has assurance of this.
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Risk assessment must include
ongoing review of the intended
place of birth, based on the
developing clinical picture.

Triumvirate

Discuss
pathway for out
of guidance
births

Partially Met

Review ratified
SOP/Guideline

See Q30

Audit timetable

Audit results
and action plan

Are you compliant with all 5
elements of SBLCBv2?

Leads for
SBLCBv2

Ratified
SOP/Guidelines
for all 5
elements

Partially Met

Audit results for
all 5 elements
(local and
regional audit)

See Q27

Review of
impact on
perinatal
mortality
Deep dive
results

Is a RA review and discussion of
place of birth recorded at every
contact with a Personalised Care
Support Plan

Triumvirate

Discuss
pathway for
PCSP

Review ratified
SOP/Guideline
Audit timetable
Audit results
and action plan

Partially Met

Safe

Action 6 Monitoring fetal wellbeing

All elements around antenatal risk
assessment require consistent audit

to evidence and assure embedding and
sustainability of these elements

Consideration should be given to all elements
within the Ockenden 7 IEA’s being
continually audited until embedding and
sustainability is evidenced and trust board
has assurance of this.

34

All maternity services must appoint
a dedicated Lead Midwife and Lead
Obstetrician both with demonstrated

Lead Midwife
and Lead
Obstetrician

Rotas/duties

Partially Met

Evidence of RM JD was seen. LMNS
support could enable obtaining of a
consultant JD.
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Refreshed TNA and development.

Good use of escalation of risk register re-
concerned regarding this evidence.

Training records maintained by Lead Midwife
for Quality Risk and Safety.

Regular positive forums in place for sharing
learning- visual, learning points, feedback to
governance all utilised to ‘close the loop’.

Regular fetal wellbeing review meetings on
Teams, but also have innovative solutions for
increasing attendance of all professions.

Utilise positive experiences to reinforce
quality improvement methodology- and good
practice.

See Q34

expertise to focus on and champion Examples of
best practice in fetal wellbeing. roles
Incident case
reviews
Q Do the leads demonstrate sufficient | Lead Midwife | Job Description Partially Met
35 | seniority and expertise? and Lead for both roles
Obstetrician | and confirmation
that roles are in
post
Q Can you demonstrate compliance Leads for SOP's Partially Met
36 | with all five elements of the Saving SBLCBv2 Audits for each
Babies’ Lives care bundle Version element
2? Guidelines with
evidence for
each pathway
Q Can you evidence that at least 90% | PDM Training
37 | of each maternity unit staff group compliance

have attended an 'in-house' multi-

professional maternity emergencies
training session since the launch of
MIS year three in December 2019?

See Q27

See Q17
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See Q34

Regular positive forums in place for sharing
learning- visual, learning points, feedback
to governance all utilised to ‘close the loop’.

Regular fetal wellbeing review meetings on
Teams, but also have innovative solutions
for increasing attendance of all professions.

Welcoming of a system approach for
learning. Encourage and welcome external
attendance

Utilise positive experiences to reinforce
quality improvement methodology- and good
practice.

Further work required on the Trust website.
Ensure that information is available to all
service users, including those who are
digitally excluded.

Trust have requested MVP user review of
digital leaflets and website - good practice,
proactive co-production.

Q Element 4 we are now asking thata | Lead Midwife Lead midwife
38 | second lead is identified so that and Lead and obstetrician
every unit has a lead midwife and a | Obstetrician in place to lead
lead obstetrician in place to lead best practice,
best practice, learning and support. learning and
This will include regular training support
sessions, review of cases and Training
ensuring compliance with saving sessions
babies lives care bundle 2 and Reviews
national guidelines.
Safety Action 7 Informed Consent
Q Do you have accessible information | Triumvirate Demonstration
39 | to enable informed choice of of the
intended place of birth and mode of information
birth, including maternal choice for service users
caesarean delivery? can access for
mode of birth in
all formats
Review CS
information
MVP review of
information
Q Do you have accessible information | Triumvirate Demonstration
40 | to enable accurate evidence based of the
information including all care AN, information

Intrapartum & PN?

service users
can access for
evidence based
information in all
formats

Review
information
including all
care AN,
Intrapartum &
PN

See Q39
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MVP review of
information

Can women participate equally in all
decision-making processes and
make informed choices about their
care?

Triumvirate

Ratified SOP for
decision making
process and

informed choice

Review of last
CQC maternity
survey and
action plan
Audit timetable

Partially Met

Audit results
and action plan

Are women’s choices respected
following informed discussion and
decision made?

Triumvirate

Ratified SOP for
decision making
process and
informed choice
and how
choices are
respected Audit
timetable Audit
results and
action plan

Trust investing in ‘Birth Rights’ informed
consent training for staff, this was viewed as
excellent practice.

Various methods of obtaining user feedback
demonstrated. Continue to develop and
identify how service user feedback is acted
upon. (Work on leaflet from service user
good example)

Explore how to audit can assure compliance
of these elements, including service user self
evaluated measures.

The service were keen to consider and
develop methods of gaining feedback around
this element that reflected the lived
experience perspective.

Consideration should be given to all elements
within the Ockenden 7 IEA’s being
continually audited until embedding and
sustainability is evidenced and trust board
has assurance of this.

It was clear from discussion that this service
is forward thinking in supporting women’s
choices and use language within guidance
which is considered and respectful.

Audit of this needs to be strengthened.
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Q What is the mechanism for service Triumvirate How is user See detail in Q13
43 | user feedback, and how this is MVP feedback
obtained through MVP to coproduce obtained?
maternity services? Examples of co-
production
Q Are pathways of care clearly Triumvirate Demonstration See Q39
44 | described in written information in of the
formats consistent with NHS policy information
and posted on the trust website. service users
can access for
evidence based
information in all
formats
MVP review of
information
If gaps identified
action plan
Workforce Planning/Guidelines
Q Is the clinical workforce planning to | Triumvirate Review BR+ No evidence seen, the trust advised at visit
45 | the required standard? report how that this is work in progress
current and
accurate is it?
Trust Board
minutes to fund
Six monthly
reviews
LMNS/ICS
workforce plans
Q Is the midwifery workforce planning | Triumvirate Review BR+ Birthrate plus has been completed.
46 | to the required standard? report how

current and
accurate is it?
Trust Board
minutes to fund

It would be helpful if the trust could
demonstrate how they plan to meet the ask
with the RCM leadership manifesto by
sharing their action plan in respect to this.
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Can you describe the pathway for Triumvirate Transitional Pathways in place which have been audited
transitional care and how do you Care Guidelines
audit this? and Pathways
staffing model
for transitional
care
evidence of
incident
reporting and
management of
incidents that
cross maternity
and neonatal
care
audits of infant
outcomes on the
transitional care
pathways
Q Is the HOM/DOM Triumvirate Review the JD HoM accountable to chief nurse.
47 responsible/accountable to an to ensure
executive director? accountability is
to an executive
director
Ask how this
translates in
practice
Q Is the maternity leadership in line Triumvirate Review the gap Consider gaps to the RCM leadership
48 | with the RCM Strengthening analysis manifesto in relation to what is currently in

midwifery leadership: a manifesto
for better maternity care:

1. A Director of Midwifery in every
trust and health board, and more
Heads of Midwifery across the
service

place within the organisation to provide
further support to the HoM.
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2. A lead midwife at a senior level in
all parts of the NHS, both nationally
and regionally

3. More Consultant midwives

4. Specialist midwives in every trust
and health board

5. Strengthening and supporting
sustainable midwifery leadership in
education and research

6. A commitment to fund ongoing
midwifery leadership development
7. Professional input into the
appointment of midwife leaders

If gaps identified
action plan to
address

Where non-evidenced based
guidelines are utilised, is there a
robust assessment process before
implementation and ensures that
the decision is clinically justified.

Triumvirate

Review ratified
SOP

Identify if
national
guidance not
followed
Evidence of risk
assessments if
national
guidance not
followed

How many
guidelines are
out of date

Guidance complies with national guidance.

System in place for flagging guidance which
is due for renewal.

Consider investment in audit/guidelines
midwife to support ongoing assurance.
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Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision:

O

Discussion:

O

Assurance:

X

Information:

X

This report is to provide assurance to the Board that staffing
establishments are being monitored on a shift-to-shift basis.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
O d d
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

e Equality, diversity and
inclusion

This report provides information relating to ward staffing
levels (funded against actual) and details of the actions
taken to address any shortfalls.

August demonstrated some improvement in staffing fill
rates compared to June and July. There are still ongoing
staffing challenges as we experience the continuation of
managing COVID-19 activity within the organisation,
periods of increased patient activity with surge pressure
resulting in escalation areas alongside managing delays
in transfers of care. This has affected staffing resource
and the clinical operating model, which is supportive of
maintaining elective recovery. Staffing challenges remain
due to vacancies however; we continue focused work
around the recruitment and retention of staff and
managing staff attendance.

Wards where staffing fell below 75% of the funded
establishment are shown within the paper. Detailed
context and actions taken to mitigate risk are
documented. A staffing escalation protocol is now in
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operation across all areas within the organisation and
assurance of this operating as expected, is provided by
the number of staffing incident reports raised through the
Datix system.

Ongoing concentrated work continues within the safe
staffing Task and Finish Group to review staffing
establishments, recruitment, managing sickness
absence, recording and escalation of staffing challenges.
Regular updates are shared with the executive team from
this work.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board are asked to:
e receive the report for assurance

¢ note the work being undertaken to address the
shortfalls in staffing

Trust Strategic Aims that the
report relates to:

Aim 1 | We will continuously improve the quality and
X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
X engaged workforce

Aim 3 | We will enhance our productivity and efficiency to
X make the best use of resources

Aim 4 | We will be an effective partner and be ambitious
O in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
O and beyond Gateshead

Trust corporate objectives
that the report relates to:

Links to CQC KLOE

Caring | Responsive | Well-led Effective Safe
X X | X X

Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and DATIX
reference)

There were 6 staffing incidences raised via datix
throughout the month of August of which there was no
moderate harm incident identified.

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes No Not applicable
O O
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Gateshead Health NHS Foundation trust
Nursing and Midwifery Staffing Exception Report

August 2022

1. Introduction

This report details the staffing exceptions for Gateshead Health NHS Foundation Trust
during the month of September 2022. The staffing establishments are set by use of the Safer
Nursing Care staffing tool (SNCT). This is a recognised, nationally used tool that matches
the acuity of patients with the staffing requirements for acute medical and surgical wards.
Maternity use the Birth Rate Plus tool and this has been reported to Quality Governance
Committee and the Trust Board separately.

2. Staffing

The actual ward staffing against the budgeted establishments from August are presented
in Table 1. Whole Trust wards staffing are presented within this report in appendix 1,
broken down into each ward areas staffing. In addition, the Trust submit monthly care
hours per patient day (CHPPD) as a national requirement to NHS Digital.

Table 1: Whole Trust wards staffing August 2022

Day Day Night Night
Average fill rate - Average fill rate - Average fill rate - Average fill rate -
registered care staff (%) registered care staff (%)
nurses/midwives nurses/midwives (%)
(%)
79.5% 116.3% 91.4% 104.0%

The Trust is required to present information on funded establishments (planned) against
actual nurses on duty. The above figures are average fill rates and thus do not reflect the
daily challenges experienced during removed covid and operational pressures to maintain
adequate staffing levels.

Exceptions:

The guidance on safe staffing requires that the Board will be advised of those wards
where staffing capacity and capability frequently falls short of what is planned, the reasons
why, any impact on quality and the actions taken to address gaps in staffing. In terms of
exception reporting, Gateshead Health NHS Foundation Trust reports to the Board if the
planned staffing in any area drops below 75%.

A Safer Nursing Care Tool (SNCT) data collection was undertaken throughout the month
of January and again in July (collected on bi annual basis). Data was triangulated with key
performance indicators and professional judgement templates in line with the Developing
Workforce safeguards and safe staffing recommendations (NHSi 2018). The outcome and
recommendations from the January review were presented at Trust Board in May 2022.

The Community Business Unit received training on the Mental Health Optimal Staffing
Tool (MHOST) in July. The first data collection for a staffing establishment review is
planned throughout October following the roll out of the tool.
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Contextual information and actions taken

Cragside have demonstrated fill rates of 68.7% throughout August. They have a sickness
absence rate of 28% in August, of which is predominantly long-term sickness absence.

JASRU have 4.87 WTE registered staff vacancies. JASRU continue to support ward 12
medicine with one registered nurse. They demonstrate sickness absence rates throughout
August at 15.8% for registered staff. JASRU have two registered staff due to start in post
in September. Bespoke support is in place from the matron, OH and POD to manage
attendance.

Ward 25 currently have 3.32 WTE registered vacancies. They also demonstrated 7.5%
sickness absence throughout August.

Ward 10 have 3.99 WTE Registered Nurse vacancies, contributing to reduced fill rates
throughout August. They demonstrated an increase in staff annual leave percentage due
to previously honoured annual leave requests.

Ward 11 experienced 8.83% sickness absence for registered staff and they currently have
3.55 WTE registered vacancies.

Emergency Care Centre 01 & 02 demonstrated 75% fill rate in August. They have been
supporting other areas within the trust throughout August, with 42 registered nurse
redeployments.

The exceptions to report for August are as below:

August 2022
Qualified Nurse Days %
Cragside 68.7%
Emergency Care Centre 01 & 02 75.0%
JASRU 67.4%
Ward 10 63.8%
Ward 11 71.8%
Ward 25 68.1%
Qualified Nurse Nights %
N/A
Healthcare Assistant Days %
N/A
Healthcare Assistant Nights %
N/A

In August, the Trust worked to the agreed clinical operational model, which meant at times
some wards listed above had lower patient occupancy and staff were redeployed
appropriately to areas with the greatest clinical need. Throughout August, areas of deficit
were escalated as per staffing policy and mitigations were put in place by the Matron
teams using professional judgement as to the acuity and demand in each area, which
included:

e Redeployments of Registered Nurses and HealthCare assistants on a daily and at
times hourly basis between wards according to patient acuity and demand.

e Concentrated support from the Matrons and the People and Organisational
Development team to address the sickness absence levels within the divisions and
to recruit to vacant posts.
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3. Care Hours Per Patient Day (CHPPD)

Following the Lord Carter Cole report, it was recommended that all trusts start to report on
CHPPD this is to provide a single consistent way of recording and reporting deployment of
staff working on inpatient wards/units. It is calculated by adding the hours of registered
nurses to the hours of support workers and dividing the total by every 24 hours of inpatient
admissions. CHPPD is relatively stable month on month but they can show variation due
to a number of factors including:

e Patient acuity and dependency
e Patients required enhanced care and support
e Bed occupancy (activity)

Ward level CHPPD is outlined in Appendix 1. For the month of August, the Trust total

CHPPD was 7.9. This compares well when benchmarked with other peer-reviewed
hospitals.

4. Monitoring Nurse Staffing via Datix

The Trust has an escalation process in place for addressing staffing shortages with
identified actions to be taken. Further discussion is to take place to scope the potential for
identifying thresholds that trigger when a staffing related DATIX should be submitted to
provide reporting consistency. In addition to this the ongoing work to triangulate fill rates
and care hours against reported staffing and patient safety incidents, has highlighted that
the subcategories available to the reporter within DATIX requires review to streamline and
enable an increased understanding of the causes of the shortages, e.g., short notice
sickness, staff moves or inability to fill the rota.

A task and finish group to streamline data capture and explore these potential emerging
themes is being set up, alongside reviewing the potential to triangulate this data against a
number of potential care quality measures to truly explore any impacts of staffing
challenges on patient care, and to enable targeted support for staff.

A report of staffing concern related incidents is generated monthly and discussed at the
Nursing Professional Forum.

The numbers of staffing incidents are an effect of the Global COVID19 pandemic and
subsequent government guidelines around self-isolation when staff have tested positive or
had significant contact throughout the fourth wave of COVID 19. The number of Registered
Nurse vacancies also contribute to this.

5. Attendance of Nursing workforce

The below table displays the percentage of sickness absence per staff group for August.
This includes Covid-19 Sickness absence.
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Sickness Absence (%) August 2022
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6. Governance

Actual staff on duty on a shift-to-shift basis compared to planned staffing is demonstrated
within the Safecare Live system. Staff are required to enter twice-daily acuity and
dependency levels for actual patients within their areas/department, to support a robust
risk assessment of staff redeployment.

7. Conclusion

This paper provides an exception report for nursing and midwifery staffing in August 2022,
and provides assurance of ongoing work to triangulate workforce metrics against staffing
and care hours.

8. Recommendations

The Board is asked to receive this report for assurance.

Dr Gill Findley
Chief Nurse and Professional Lead for Midwifery and AHP’s
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Appendix 1- Table 3: Ward by Ward staffing August 2022

Day Night Care Hours Per Patient Per Day (CHPPD)
Ave.rage fill rate - e GlE Ave.rage fill rate - e GlE Cun.1ulat|ve Re.glst‘ered
registered - care staff (%) registered - care staff (%) patient count midwives / Care Staff Overall
Ward nurses/midwives (%) ? nurses/midwives (%) ’ over the month | nurses
Cragside Court 68.7% 170.4% 86.7% 214.4% 316 4.8 11.5 16.3
Critical Care Dept 80.5% 112.0% 89.2% 70.7% 276 26.1 4.8 30.9
Emergency Care
Centre - Ward 01 75.0% 117.5% 75.2% 114.0% 1351 55 4.2 9.7
& 02
JASRU 67.2% 114.2% 100.6% 125.8% 586 2.9 5.3 8.2
Maternity Unit 128.0% 143.5% 98.0% 95.8% 596 12.9 4.9 17.8
Paediatrics 102.3% 136.4% 100.8% 32 66.0 24.9 90.9
Spec'alucr:;e Baby 91.6% 112.0% 99.9% 93.1% 99 17.4 6.4 237
St. Bedes 81.7% 121.9% 99.1% 127.7% 290 4.8 5.1 9.9
Sunniside Unit 105.0% 99.5% 102.6% 127.9% 214 8.6 5.6 14.2
c\;\/rzzglgzy 88.6% 126.1% 102.8% 100.5% 631 3.2 3.4 6.6
Rzzs:ifjry 79.1% 159.2% 140.4% 88.7% 854 25 2.9 5.3
Ward 10 63.8% 126.0% 107.1% 109.6% 707 24 3.1 55
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Day Night Care Hours Per Patient Per Day (CHPPD)
Average fill rate - Average fill Average fill rate - Average fill c:?eu'::tc':n t | Registered
nurses/midwives rate - care nurses/midwives rate - care zver the migwives / nurses Care Staff Overall
Ward (%) staff (%) (%) staff (%)
month
Ward 11 Gen 71.8% 118.4% 107.9% 126.4% 855 2.1 29 50
Medicine
Ward 12 86.3% 134.4% 101.7% 136.8% 839 2.4 3.4 5.7
Ward 14 Medicine 82.4% 128.3% 134.9% 118.3% 663 32 3.7 6.9
Ward 14A Trauma 81.5% 166.1% 103.6% 105.7% 837 2.4 4.0 6.3
Ward 22 Gen 75.5% 110.8% 114.1% 89.4% 862 24 33 57
Medicine
Ward\;/?njg”b"ee 76.8% 154.6% 100.5% 99.3% 708 2.4 4.4 6.8
Ward\;/?njg”b"ee 85.6% 101.1% 103.7% 93.8% 907 2.4 3.0 5.4
Ward\;/?njg”b"ee 68.1% 106.8% 103.0% 95.9% 951 1.9 3.0 4.9
Ward 26 Gynae 83.3% 110.5% 104.6% 111.1% 811 2.7 3.2 5.9
Ward 27 75.5% 94.9% 102.1% 95.7% 886 2.3 25 4.8
Treat/Centre
QUEEN ELIZABETH : : ] ]
HOSPITAL - RRTEN 79.5% 116.3% 91.4% 104.0% 14271 4.1 3.9 7.9
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Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: | Discussion: | Assurance: | Information:

O X X O

The purpose of this report seeks the endorsement from
Trust Board for the EPRR Core Standards self-
assessment 2022-23 prior to submission to NHSE.

Proposed level of assurance
— to be completed by paper
sponsor:

Fully Partially Not Not
assured assured assured applicable
(] O (] (]
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

Executive Risk Management Group members in
September 2022

Trust Resilience Group members in September 2022
Strategic EPRR Committee held on 21 September 2022
Senior Management Team held on 22 September 2022

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

e Equality, diversity and
inclusion

This report asks the board to consider that:

e The headline is that the Trust continues ‘on a
journey, making good progress’

e NHS England (NHSE) have increased the number of
standards requiring self-assessment and have
requested additional evidence for the 2022-23
submission

e A review of the EPRR core standards has been
undertaken and the Trust’'s current compliance is 78%
which provides an overall grading of Partial
compliance

e The trust is fully compliant with 50 of 64 standards

e The trust is partially compliant with the further 14
standards or 22%

e The trust is non-compliant with none of the standards

e The trust is compliant with 10 of 13 standards within
the deep dive self-assessment
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e The report documents the specific actions the trust
are taking to address outstanding issues and provides
an indicative timeline on when they will be achieved

e Aninternal audit has been undertaken on the trust’'s
self-assessment which has received some initial
positive feedback with official findings report to follow
at a later date

e This year’s assurance process will reflect the
establishment of integrated care boards (ICBs) as
Category 1 responders and their local NHS leadership
role. This includes the requirement to undertake a
self-assessment against the core standards; and lead
the NHS locally to agree the process to gain
confidence of organisational ratings in a peer review
approach — this is being scheduled to take place
during October 2022.

e Consultation has taken place with NHSE EPRR
regionally and other EPRR stakeholders. Our
intended approach to planning and self-assessment
was ratified by this group.

Recommended actions for
this meeting:

The Trust Board are asked to review and endorse the
attached EPRR Core Standards self-assessment 2022-
23 prior to submission to NHSE.

Trust Strategic Aims that the
report relates to:

Aim | We will continuously improve the quality and safety
1 of our services for our patients

Aim | We will be a great organisation with a highly
2 engaged workforce

Aim | We will enhance our productivity and efficiency to
3 make the best use of resources

Aim | We will be an effective partner and be ambitious in
4 our commitment to improving health outcomes

Aim | We will develop and expand our services within
5 and beyond Gateshead
X

Trust corporate objectives
that the report relates to:

List corporate objective reference and headline — e.g. 1.4 Maximise
the use of Nervecentre to improve patient care

Links to CQC KLOE

Caring | Responsive | Well-led Effective Safe

O X X X X

Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and DATIX
reference)

An assessment of trust position against the trust
standards has been undertaken with any associated risks
added to the organisational risk register

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes No Not applicable
O O
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EPRR Annual Assurance Statement 2022

1. Introduction and context

It is a requirement that NHS Providers submit a current self-assessment statement of
assurance against Emergency Preparedness, Resilience and Response (EPRR) core
standards to their board.

The EPRR assurance process is based on the NHS England Core Standards for EPRR
that cover 10 core domains:

1. governance

2. duty to risk assess

3. duty to maintain plans

4. command and control

5. training and exercising

6. response

7. warning and informing

8. co-operation

9. business continuity

10.chemical biological radiological nuclear (CBRN) and hazardous material
(HAZMAT).

For 2022-23, NHS England (NHSE) have added a number of standards to self-assess
against (in 2021-22 there was 46 to self-assess, this year an increase to 64 to self-assess)
and also additional evidence is now required for the 2022-23 submission.

A deep dive review is also conducted to gain additional assurance into a specific area, the
subject for this year’s submission is ‘Evacuation and Shelter’.

This report is based upon the full set of standards and deep dive review.

Organisational assurance rating

The overall EPRR assurance rating is based on the percentage of core standards the
organisation can self-assess as fully compliant.

This is explained in more detail below:

Organisational rating Criteria

The organisation if fully compliant against 100% of the

Fully compliant relevant NHS EPRR Core Standards

Substantial The organisation is fully compliant against 89-99% of the
compliance relevant NHS EPRR Core Standards

The organisation is fully compliant against 77-88% of the
relevant NHS EPRR Core Standards

The organisation is fully compliant up to 76% of the relevant
NHS EPRR Core Standards

Partial compliance
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The following EPRR assurance statement provides a current position:

The trust continues ‘on a journey, making good progress’. EPRR assurance action
plans have been reviewed in order to improve the level of compliance against 2022-23
EPRR Assurance Core Standards, and where non-compliance was reported as part of the
overall assurance rating, that an updated and reviewed assurance level is provided with
an ongoing action plan.

A Gateshead Health Action Plan is attached to this document (as appendix A) detailing the
core standards and the Trust’s current compliance setting out actions and timeline to
identify additional work to enhance Trust resilience.

The trust self-assessment key includes:

e The red text highlights the specific changes from last year’s standards and the extra
evidence required

e The blue text is the trust self-assessment, with the current organisational evidence,
action to be taken, lead and timescale.

e The last column ‘comments’ denotes a comparison from 2021-22. The highlighted
green boxes show where the trust has made progress over the last 12 months.

2. Assurance Elements
2.1 EPRR Core Standards and Action Plan review

A review of the EPRR core standards and the associated plan has been undertaken and
the overall level of compliance within the Trust has currently been assessed as Partial
Compliance.

The trust has been through a rapid period of change and has been faced with the many
challenges of responding to reoccurring waves of operational pressures and response to
Covid-19.

It is acknowledged that although many positive steps forward have recently been taken,
some standards will continue to require further review and enhancement.

With the introduction of the Health and Care Act 2022, this year’s assurance process will
reflect the establishment of integrated care boards (ICBs) as Category 1 responders and
their local NHS leadership role. This includes the requirement to undertake a self-
assessment against the core standards; and lead the NHS locally to agree the process to
gain confidence of organisational ratings in a peer review approach — this is being
scheduled to take place during October 2022.

In addition, an internal audit has been undertaken on a sample of the Trust’s self-
assessment which has received some initial positive feedback with official findings report
to follow at a later date

A summary of the standards submission assessment scores against the respective core
standards is provided overleaf:
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The trust’s current compliance is 78% which provides a rating of Partial compliance (as
of 20 September 2022) with the following highlights:

e The trustis fully compliant with 50 of 64 standards
e The trustis partially compliant with the further 14 standards or 22%
e The trust is non-compliant with none of the standards

Deep Dive
The trust has self-assessed against 13 standards within the deep dive with the following
highlights:

e The trustis fully compliant with 10 of 13 deep dive standards
e The trustis partially compliant with 3 deep dive standards
e The trust is non-compliant with none of the standards

This is an evolving assessment as work progresses and the compliance percentage
may positively change before the final NHSE submission of 31 October 2022.
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2.2 EPRR Annual Assurance Statement and work-plan for 2022-23

The following section provides a summary of key areas within the standards and progress
made by Gateshead Health since the last assessment:

A number of the EPRR standards have been recently assessed, revised and have
received sign-off at the trust Strategic EPRR committee.

Acknowledgement and implementation of the structural and guidance changes
within NHSE and UKHSA, and the implementation of the ICBs and ICPs

The implementation and the roll-out of the new Principles of Health Command and
National minimum occupational training standards ensuring the trust is working
towards national recognised competency

The comprehensive review of the Evacuation and Shelter, and CBRN HAZMAT
response plans brings the trust in line with revised national guidance, doctrine and
frameworks ensuring additional trust response capacity, capability and resilience

Domain 1 — Governance

The Trust EPRR Policy Statement has been revised to consider national and local
changes with the implementation of the Integrated Care Boards (IBCs), revised
NHSE EPRR Framework, a revised Northeast and Yorkshire (NEY) Risk
management Framework, the implementation of new minimum occupational
training standards and the Principles of Health Command training programme.
The trust Incident Response Policy has been revised to consider national and local
changes with the implementation of the Integrated Care Boards (ICBs), revised
NHSE EPRR Framework and subsequent changes to incident response.

The trust has developed a Debrief Protocol (May 2022) that provides a framework
for debriefing following an incident, event or exercise including criteria, objectives,
planning, the process and governance process of reporting and monitoring actions
and learning

Domain 2 — Duty to risk assess

The EPRR Risk Register continues to be embedded, regularly reviewed and
presented to the Strategic EPRR Committee and Trust Resilience Group for
oversight, before presentation to the Executive Risk Management Group (ERMG) to
provide risk mitigation assurance

The implementation of a revised Northeast and Yorkshire (NEY) Risk management
Framework to complement the trust approach

The trust are a standing member and participant in the Northumbria LRF Risk
Assessment Working Group reviewing community and national risk registers.

Domain 3 — Duty to maintain plans

Collaborative planning continues with internal and external stakeholders to ensure a
holistic approach to EPRR planning

The trust’s updated Incident Response Plan (ratified in May 2022) demonstrates
effective arrangements in place to define and respond to Business Continuity,
Critical and Major incidents as defined within the EPRR Framework. The Incident
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Response Plan is referenced within other plans and protocols across the trust as
the central element for escalation and response.

A validation of emergency plans and action cards to assess trust capabilities, is
scheduled within the EPRR teamwork-plan for 2022-23 with a focus on mass
casualty, evacuation and shelter, adverse weather and CBRN/HAZMAT

An addendum/appendix is to be added to the Incident Response Plan to formalise
the approach of how the trust would respond to a new and emerging pandemic
following the organisational learning of the response to Covid-19

Domain 4 — Command and Control

The trust's On-Call mechanism is explicitly described within the revised Incident
Response Plan [May 2022] and within a specific trust On-Call Framework [May
2022] developed for the On-Call Team. Within this the On-Call Standards and
expectations are set out which includes the 24 hours arrangements for alerting,
roles, responsibilities and a rota

On-call training and exercising has taken place in November 2021 and May to Sept
2022 which included alignment to the National Occupational Standards

The new National Minimum Occupational Standards have been mapped onto ESR
to provide a comprehensive record of command training undertaken by trust staff
required to carry out an on-call role.

Trust Strategic and Tactical commanders are to attend the mandatory Principles of
Health Command training sessions between September and November 2022
hosted by NHSE

Domain 5 — Training and Exercising

The trust has developed a formal training plan to support the delivery of principles
of health command training in line with minimum and national occupational
standards and will develop a Personal Development Plan (PDP) to ensure
comprehensive personal skills sets for all relevant staff

The new National Minimum Occupational Standards have been mapped onto ESR
to provide a comprehensive record of command training undertaken by trust staff
required to carry out an on-call role.

The trust has participated in six-monthly communications tests with NEAS
(December 2021 and May 2022); an annual tabletop exercise with the on-call team
(May to Sept 2022) and a mass casualty exercise with Emergency Department staff
in July 2022

Plans are in place to develop a future live exercise and command post exercise as
part of the training plan in the next 12 months

On-call training has taken place in November 2021 and May to Sept 2022 which
included alignment to the National Occupational Standards

Training sessions have taken place (including a short tabletop exercise) during May
and June 2022. Principles of Health Command (PHC) Train the Trainer sessions
have been completed, with Strategic and Tactical Command roll out planned

A number of trust staff from across various disciplines and specialities undertook
the Hospital Major Incident Medical Management and Support (HMIMMS) training
programme on Thursday 14 and Friday 15 July 2022
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Members of the trust have also undertaken recent EMERGO training and future
legal training will attended by the Accountable Emergency Officer and EPRR Team
The EPRR Team has also supported training and exercising including cyber
incident response with digital services; the massive haemorrhage protocol with
transfusion services and ED; RAMGENE monitoring, CBRN IOR/PRPS, and
decontamination shelter deployment as examples

Domain 6 — Response

The Incident Response Plan (May 2022) details the establishment of the Incident
Coordination Cell (ICC) including the role, membership and how this is activated.
The trust has a dedicated ICC (within the EPRR Hub) which has all the required
equipment to assist the team in dealing with any incidents.

Further work is to take place on training and exercising the role and function of the
ICC with key stakeholders internally

A teams share-point has been established to store all information electronically with
grab bags provided for all members of the EPRR, SRT and On-Call Team to utilise
in a response

Trained Loggists are available in the trust, who have received previous training
however accessing them on a 24:7 basis is problematic. The role of Loggist has
Minimum Occupational Standards under Principles of Health Command and will
require specific action/attention over the next 12 months.

Domain 7 — Warning and Informing

The major incident communication plan was updated in April 2022. The service
provided during an incident would include providing strategic communications
advice, providing information for staff, communicating with the public, liaising with
our partners and being part of an incident coordination centre. This will require
some testing and exercising during 2022-23 workplan.

As part of the major incident communications plan there has been a process
developed around social media and also how we will link with our partners and
provide information. This includes setting up protocols for using social media.
The trust has identified and provided media training to our key spokespeople that
are able to represent the organisation during a major incident.

Communications channels will continue to be reviewed to assess their effectiveness

Domain 8 — Cooperation

The newly reformed ICS Local Health Resilience Partnership (LHRP) met for the
first time since the Covid pandemic on 30 May 2022. The trust were represented
and revised draft terms of reference were presented

The trust EPRR & BC Manager is the current chair of the Northumbria Local
Resilience Forum (NLRF) Tactical Business Management Group and participates
on a regular basis. Updates are provided to the Gateshead Multi-Agency
Resilience and Emergency Planning Group with system representation

Although fully compliant, the current internal approach to Mutual Aid and staff
Action Cards require review and updating, and aligned to the Incident Response
Plan, and will feature as a action for 2022-23 workplan.
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Domain 9 — Business Continuity

A revised group Business Continuity Policy has been developed that has been
ratified by the trusts internal Policy Review Group (July 2022) and Senior
Management Team (August 2022)

The Policy will fully be implemented following the sign off of the Business Continuity
Management System Business Case for a system solution that was deferred by the
trust's internal Senior Management Team (August 2022)

A range of Business Continuity (BC) plans (SOP-QE-BCP) are in place across the
trust to respond to a BC incident whether planned or unplanned, these are reviewed
and updated as necessary and are based on ISO 22301

Domain 10 - CBRN

A new CBRN/HAZMAT plan has been produced and is in the process of validation
The new plan includes a Joint Decision Model (JDM) format, a bespoke
assessment of threat and risk to Gateshead, and a full appreciation of the link
between Initial Operational Response (IOR) and more complex decontamination
processes

A fully functionally decontamination shelter has been purchased by the trust and
has replaced the previous equipment. Training is currently underway for a cross
section of trust staff

Relevant Emergency Department (ED) and Site Resilience Team (SRT) staff have
received training during 2022 in Powered Respirator Protective Suits (PRPS) and
Ramgene radioactivity detection equipment. These staff will cascade the above
training to all ED and SRT staff to increase capability, capacity and resilience in line
with NHSE guidance

A review of all trust CBRN/HAZMAT related equipment has taken place with
ownership allocated to ED and/or QEF (Medical Engineering). This includes
maintenance programmes and a revitalisation of the Major Incident (‘MAJAX’) store
post-covid.

Deep dive

A draft evacuation and shelter plan based on the 2021 guidance is complete (v3). It
awaits some minor changes (based on consultation) and adoption prior to an
exercise/validation process. This will replace the existing 2014 plan (reviewed in
2019).

Both the existing plan and the draft plan incorporate the NHSE Healthcare Patient
Evacuation Triage Priorities. This is based on mobility and takes into account
different characteristics of evacuated patients. The draft plan directly replicates that
of the 2021 guidance.

The evacuation plan HAS NOT been exercised in the last three years. The draft
plan will be exercised as part of its validation process during the 2022-23 workplan.

3. Conclusion

The EPRR Team have continued to use the EPRR standards as a benchmark for directing
the priorities of the trust workplan; indicate a measure of progress and to identify and
embed organisational learning and opportunities for improvement.

This report is provided for consideration and as an assurance that tangible progress has
been made with EPRR standards during the reporting period for 2022-23.
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NHS

Please choose your Acute Providers \/

Percentage

Total
Domain Applicable
Standards

Fully
Compliant

Partially Not Not

. . . Overall Assessment
Compliant Compliant Applicable

Governance 6 0 0

Duty to rlSlf ass‘ess 2 2 0 0 Assurance Rating Thresholds
Duty to maintain plans 11 8 3 0 « Fully Compliant = 10
Corr‘lrfland and con?r.ol 2 ! 1 0 e Substantially Compliant =99-89%
Training and exercising 4 2 2 0 e Partially Compliant = 88-77%
Response 7 7 0 0 » Non-Compliant = 76%or less
Warning and informing 4 4 0 0

Cooperation 4 3 1 0

Business continuity 10 6 4 0

CBRN 11 3 0

Notes
Please do not delete rows or columns from any sheet as this will

Total stop the calculations
Fully Partially Non Not

Applicable
PPEICADEC Compliant Compliant Compliant Applicable

Deep Dive Standards
Evacuation and Shelter 13 10 3 0 0
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Domain

Standard name

Standard Detail

Supporting Information - including examples of evidence

Organisational Evidence

-~ oemassessmemkAG .

Red (not compliant) = Not compliant with the core
standard. The organisation’s work programme shows
compliance will not be reached within the next 12

months. Action to be taken
Amber (partially compliant) = Not compliant with core
standard. However, the organisation’s work
programme demonstrates sufficient evidence of

Timescale

Comments

The organisation has appointed an Accountable Emergency Evidence
Officer (AEO) responsible for Emergency Preparedness + Name and role of appointed individual
Resilience and Response (EPRR). This individual should be a + AEO responsibilities included in role/job description Jo Baxter as Ch‘_ef Operatiing Officer [COO] s the executive board level member that is the identified Accountable Further clarifi f AEO i " A o E off
R C— Senior Leadership board level director within their individual organisation, and Emergency Officer [AEO] for Gateshead Health NHS Foundation Trust. Fuly Compliant l:n/ e'; Z larification i responsibilities are within a titr:]o;:nladb e' EE;Eency cer |21 \rarch 2023 Remains as complant
have the appropriate authority, resources and budget to direct o ) rolefjob description with Head o
the EPRR portfolio. The AEO responsibitilies are documented within the trust's EPRR Policy.
The organisation has an overarching EPRR policy or The policy should:
statement of intent. * Have a review schedule and version control
+ Use unambiguous terminology
This should take into account the organisation’s: « Identify those responsible for ensuring policies and arrangements are updated, distributed and | The trust's EPRR Policy statement [OP89] provides an overview of governance, roles and responsiblities and a trust
+ Business objectives and processes regularly tested and exercised commitment to emergency planning, business continuity, training, exercising and debrief - copy available on request Both policies are currently in an internal governance
+ Key suppliers and contractual arrangements « Include references to other sources of information and supporting documentation. review following the pubilcation of updated NHSE
« Risk assessment(s) The trust's Incident Response Policy (November 2020) provides the framework, roles, responsibilities with . EPRR guidance (released 29 July 2022), the . §
ZJ [ Ceisinance EPRR Policy Statement | . i s and / or organisation, structural and staff Evidence resources as to how the trust responds to an incident - copy available on request Fully Compliant Principles of Health Command training (July 2022) | =7 <R 1eam 30 November 2022 Remains as compliant
changes. Up to date EPRR policy or statement of intent that includes: and the implementation of the ICBs (on 1 July 2022).
+ Resourcing commitment Both policies have a review schedule and version control; ur J ; clear for update, Governance timeline in place.
- Access to funds review and testing; and include references to other sources of information and supporting documentation
+ Commitment to Emergency Planning, Business Continuity, Training, Exercising etc.
The Chief Executive Officer ensures that the Accountable These reports should be taken to a public board, and as a minimum, include an overview on:
Emergency Officer discharges their responsibilities to provide « training and exercises undertaken by the organisation
EPRR reports to the Board, no less than annually. « summary of any business continuity, critical incidents and major incidents experienced by the
organisation
The organisation publicly states its readiness and « lessons identified and learning undertaken from incidents and exercises A governance timeline for 2022-23 has been
preparedness activities in annual reports within the  the organisation's compliance position in relation to the latest NHS England EPRR assurance | The EPRR portfolio area reports in the trust Executive Risk Management Group which reports to the trust Executive developed, and the annual board report will presented
organisation's own regulatory reporting requirements procass. Board. Update reports to the group are scheduled every 6 months and are presented by the AEO. This is explicitly on 27 September 2022
described within the EPRR Policy statement.
Evidence The board report will reference the significant changes | Accountable Emergency Officer
S| Covernance ERRR ECa Retue ~Public Board meeting mintes The previous annual trust board report was presented by the Accountable Emergency Officer on 28 September EulvjCompiant to the core standards and self-assessment process; |with Head of EPRR 27 September 2022 Remains as compliant
« Evidence of presenting the resuits of the annual EPRR assurance process to the Public Board  |2021. The report provided an overview of assurance on EPRR Core standards compliance with identified actions for the pubilcation of updated NHSE EPRR guidance
« For those organisations that do not have a public board, a public statement of readiness and the future EPRR work programme. The board report is presented in part 1 of the public Trust Board. A copy of the (released 29 July 2022), the Principles of Health
preparedness activittes. board report and minutes are available on request. Command training (July 2022) and the
implementation of the ICBs (on 1 July 2022).
The organisation has an annual EPRR work programme, Evidence
informed by: « Reporting process explicitly described within the EPRR policy statement
« current guidance and good practice « Annual work plan
« lessons identified from incidents and exercises
 identified risks ) Tthet t:slmhas a current EPRR work plan with the reporting process explicity described within the EPRR policy The EPRR Annual work plan for 2022-23 will be
4 |Governance EPRR work . of any assurance and audit processes stateme! Fully Compliant reviewed following the completion of the self- Head of EPRR and EPRR Team |31 October 2022 Remains as compliant
The work programme shouid be regularly reported upon and The current reiteration of the work plan is v4 29 July 2022 - copy available on request assessment and submission of the standards
shared with partners where appropriate.
The Board / Governing Body is satisfied that the organisation Evidence
has sufficient and appropriate resource to ensure it can fully + EPRR Policy identifies resources required to fulfil EPRR function; policy has been signed off by
discharge its EPRR duties. the organisation's Board The trust's EPRR Policy statement [OP89] provides an overview of governance, roles and responsiblities and a trust
« Assessment of role / resources commitment to to emergency planning, business continuity management, risk, training and exercising identified
« Role description of EPRR Staff/ staff who undertake the EPRR responsibilities learning and debrief. This provides an internal governance process chart Both policies are currently in an internal governance
« Organisation structure chart review following the pubilcation of updated NHSE
« Internal Governance process chart including EPRR group The Incident Response Policy was signed off by the trust EPRR Committee [delegated responsibiity on behalf of EPRR guidance (released 29 July 2022), the
5 |Governance EPRR Resource the Trust Board] in June 2021 which provides an assessment of roles and resources, the organisation structure chart Fully Compliant Principles of Health Command training (July 2022)  |=F << 16am 30 November 2022 Remains as compliant
and internal governance structure - copy available on request and the implementation of the ICBs (on 1 July 2022)
Governance timeline in place.
An EPRR Team is in place that is within the Chief Operating Officer (AEO) function with role descriptions and an
organisation structure chart - copies are available on request
The organisation has clearly defined processes for capturing Evidence
learning from incidents and exercises to inform the review and + Process explicitly described within the EPRR policy statement N
embed into EPRR arrangements. « Reporting those lessons to the Board/ governing body and where the improvements to plans The trust has developed a Debrief protocol (May 2022) that provides a framework for debriefing following an
were made incident, event or exercise including criteria, objectives, planning, the process and governance process of reporting
« participation within a regional process for sharing lessons with partner organisations and monitoring actions and learning - copy available on request.
6 TS Continuous A number of debriefs have been udertaken along with improvement plan implementation. As an example, a trust Fully Compliant No action at this time Remains as compliant
improvement internal debrief was undertaken following a power outage in March 2022, this was debriefed and reported to the 'y Comp! P
Executive Management Team highlighting the learning to the Trust Board - copies of reports available on request
The trust EPRR Team are structured debrief trained and also utilise the NE LRF Debrief Protocol for regional
participation and sharing lessons with partner organisations where appropriate - a copy is available on request
The organisation has a process in place to regularly assess « Evidence that EPRR risks are regularly considered and recorded
the risks to the population it serves. This process should + Evidence that EPRR risks are represented and recorded on the organisations corporate risk
consider all relevant risk registers including community and register EPRR risks are regularly reviewed, considered on a quarterly basis and recorded on the trust's Risk Register - this
national risk registers. « Risk assessments to consider community risk registers and as a core component, include is reported to the Executive Risk Management Group and trust Executive Board by exception
reasonable worst-case scenarios and extreme events for adverse weather
A specific EPRR Risk Register with an overview of EPRR Risks is produced on a quarterly basis to the Trust
7 Duty to risk assess Risk assessment Resilience Group and Strategic EPRR Committee for any risks identified so there is relevant assurances over delivery Fully Compliant No action at this time Remains as compliant
of actions to mitigate risks within the governance arrangements - copies available on request
The trust are a standing member and participant in the Northumbria LRF Risk Assessment Working Group which
looks at the community and national risk registers.
The organisation has a robust method of reporting, recording, Evidence
"‘“’""";‘”Q' Z°mxt'"”"'ﬁa“"g* and escalating EPRR risks EPRR ”Sks( agpcé’;s‘gi’ed in the 0'937“5(2:“’" s risk ma”aggg‘s;‘: "°|"°V As above all EPRR risks are included on the trust's Risk Register. The process for risk management follows the
8  |Duty to risk assess Risk Management internally and externally © s inthe policy trust's Risk Management Policy [RM01] and the EPPR Portfolio is referenced within this along with trust's revised Fully Compliant No action at this time Remains as compliant
EPRR Policy statement [OP89] - copies available on request.
Plans and arrangements have been developed in Partner organisations collaborated with as part of the planning process are in planning
with relevant to ensure the whole arrangements Internally the EPRR Team have been actively engaged with various stakeholders, for example, digital services, clinical
patient pathway is considered. colleagues and the Safeguarding Team to ensure a holistic approach to EPRR planning.
9 |Duty to maintain pl Collaborative planni Evidence Fully Compliant o e
pyjieinalutaiiplans ollaborative planning + Consultation process in place for plans and arrangements Externally, Gateshead Health NHS Trust are part of the Northumbria Local Resilience Forum governance structure ully Complian :’s o Iiar':
+ Changes to arrangements as a result of consultation are recorded and in regular contact with multi-agency partners, as well as the Gateshead Multi-Agency Resilience and Emergency o
Planning Forum which serves as a conduit for engagement with partners within the planning process
In line with current guidance and legislation, the organisation Arrangements should be:
has effective arrangements in place to define and respond to « current (reviewed in the last 12 months) The trust has an Incident Response Plan (May 2022) that demonstrates effective arrangements in place to define and
Critical and Major incidents as defined within the EPRR « in line with current national guidance respond to Critical and Major incidents as defined within the EPRR Framework. A hard copy of the plan was provided
Framework. « in line with risk assessment to the site resilience team and on-call teams with training and exercising taking place between June and September
« tested regularly 2022
« signed off by the appropriate mechanism \Wider awareness across the trust embedding it as a Fetrs e -
10  |Duty to maintain plans Incident Response « shared appropriately with those required to use them The Incident Response Plan is referenced within other plans and protocols across the trust as the central element for Fully Compliant core knowledge area for relevant commanders across|EPRR Team 30 June 2023 e —
« outline any equipment requirements escalation and response. the trust. P
« outline any staff training required
The plan is available for access on the trust intranet and was ratifed by the Senior Management Team in June 2022.
Copies of the Incident Response Plan and training and exercising material are available on request
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should be:

* current

« in line with current national UK Health Security Agency (UKHSA) & NHS guidance and Met Office
or Environment Agency alerts

« in line with risk assessment

« tested regularly

« signed off by the appropriate mechanism

«+ shared appropriately with those required to use them

« outline any equipment requirements

The trust has Adverse Weather Emergency Preparedness that includes a Heatwave and Cold Weather plan. This
has been developed in line with current national practice; in line with risk assessment; signed off; shared
appropriately; outlines any equipment required and provides specific departmental action cards.

'Work is ongoing to review and combine plans and
reassess risks

The next scheduled update to the Cold Weather Plan
is October 2022 following the release of UKHSA Cold
Weather Plan 2022-23 - the trust plan will be

Associate Director for Estates and

« outline any equipment requirements
« outline any staff training required

Acute providers should ensure their arrangements reflect the guidance issued by DHSC in relation
to FFP3 Resilience in Acute setting incorporating the FFP3 resilience principles.

or High C Infectious Disease, such as Ebola, MERS-CoV and Avian Influenza. Any
disease i I with the RVI and if they require admission, for their primary concern

being ID or isolation, a transfer to the RVI will be arranged who would be transferred via ambulance - copy of NUTH
policy available on request

y o N Fully Compliant e 31 October 2022
« outline any staff training required A staff f traini icing i Facilities and EPRR Team
! : " i . programme of training and exercising is
« reflective of climate change risk assessments The plans have been tested through extreme events including heatwave (June 2022) and are reviewed on an annual required and will be developed to test and validate any
- cognisant of extreme events e.g. drought, storms (including dust storms), wildfire. basis in line with updates to national guidance - copy available on request. updated plans.
This will include a winter surge event exercise to test a
cold weather scenario is October / November 2022 as
part of the winter planning process.
In line with current guidance and legislation, the should be: The trust has a current provides an infection prevention and control framework for dealing with new cases of Covid-19
has arrangements in place to respond to an infectious « current infection and/or Covid-19 outbreaks within the organisation. It seeks to ensure that measures are taken to reduce the
disease outbreak within the organisation or the community it « in line with current national guidance risk of onward transmission of Covid-19 in the hospital setting following a single new case of infection in either a
serves, covering a range of diseases including High « in line with risk assessment patient or a member of staff. The policy defines what constitutes an outbreak and goes on to describe our current
Consequence Infectious Diseases. « tested regularly strategy for managing Covid outbreaks - copy available on request.
« signed off by the appropriate mechanism
« shared appropriately with those required to use them The trust has a current patient pathway of transfer to Newcastle Hospitals NHS Foundation Trust for patients with Fully Compliant No action at this time

In line with current guidance and legislation and reflecting
recent lessons identified, the organisation has arrangements
in place to respond to a new and emerging pandemic

Arrangements should be:

* current

« in line with current national guidance

« in line with risk assessment

« tested regularly

« signed off by the appropriate mechanism

«+ shared appropriately with those required to use them
« outline any equipment requirements

« outline any staff training required

/Any new pandemic which is declared would require DIPC and IPC interpretation of national/local guidance. Under the
ausploes of the Incident Response Plan an Incident Management Team with the key stakeholders would be

toi and the guidance, agree changes to the operational model, and this be
cascaded to the trusts operational teams.

Partially Compliant

/An addendum/appendix is to be added to the Incident
Response Plan to formal the approach

Head of IPC/Head of EPRR

30 November 2022

should be:

In line with current guidance and legislation, the

has arrangements in place

to support an incident requiring countermeasures or a mass
countermeasure deployment

« current

in line with current national guidance

« in line with risk assessment

« tested regularly

« signed off by the appropriate mechanism

« shared appropriately with those required to use them
+ outline any equipment requirements

« outline any staff training required

Mass C should include for ini tion, reception
and distribution of mass is and mass i

There may be a requirement for Specialist providers, Community Service Providers, Mental Health
and Primary Care services to develop or support Mass Countermeasure distribution
arrangements. Organisations should have plans to support patients in their care during activation of
mass countermeasure arrangements.

Commissioners may be required to commission new services to support mass countermeasure
distribution locally, this will be dependant on the incident.

Covid-19 and staff influenza vaccination programmes are in place and are mobilisation as and when required. This is
a well established process based on the last 24 months.

There is reference to accessing mass countermeasures within the CBRN Plan - request available on request

Fully Compliant

In line with current guidance and legislation, the

should be:

has effective arrangements in place to respond to incidents
with mass casualties.

« current

in line with current national guidance

« in line with risk assessment

« tested regularly

« signed off by the appropriate mechanism

A draft Mass Casuality Plan has been drafted for the trust, and has been tested and exercised with Emergency
Department staff in July 2022. Further additions to the plan are to be undertaken and the plan will be presented
through the trust governance process, with further training and ising to be . This will be to
the Trut Resilience Group during October 2022 - copy available on request

\Whilst plans are current and subject to consultation,

New standard
introduced

Remains as partially

« shared appropriately with those required to use them Partially Compliant further training and exercising is required to embed ~ |EPRR Team 31 October 2022
« outline any equipment requirements . I X some minor changes compliant
« outline any staff training required The trust t_\as a Pa_llenl Identification _Pollcy [RM40] which includes the use of spec_lﬁc wrist banfis, and prsup_nnted
folders using a unique name, date of birth, gender which allows the patient to be registered as quickly as possible
Receiving organisations should also include a safe identification system for unidentified patients in \which then gives prompt access to systems, tests and treatment e.g. blood etc. - copy available on request
an emergency/mass casualty incident where necessary.
In line with current guidance and legislation, the should be:
has arrangements in place to evacuate and shelter patients, « current ;I;he trll;sl has a _Hospltadl Ev:lk:ua‘tlgq and She!lte;:ng Planin p(lace to evacuate ward and areas as necessary that
staff and visitors. « in line with current national guidance ‘ave been previous used and tested - copy available on reques!
: 1“ line with risk assessment The plan is currently being updated to include the 2021 guidance and changes to the estate - copy available on Once the new plan is signed off, a programme of
« tested regularly . . . P p
« signed off by the appropriate mechanism request Partially Compliant training and exercising is to be undertaken with key EPRR Team 31 December 2022
« shared appropriately with those required to use them ) ) ) _— stakeholders involved in the plan
« outline any equipment requirements The trust has a current fire p_ollcy that has recently been reviewed that |nc|ud_es processes for fire gv_acuatlon. Fire
« outline any staff training required safety is a standing agenda item at the Corporate Health and Safety Committee including staff training - copy
available on request
In line with current guidance, regulation and legislation, the Arrangements should be:
organisation has arrangements in place to control access and « current The Trust has a Lockdown Procedure that is reviewed regularly and updated accordingly - last review was April
egress for patients, staff and visitors to and from the « in line with current national guidance 2022. A lockdown risk profile will be produced by the Local Security Management Specialist and the Health and
organisation's premises and key assets in an incident. « inline with risk assessment Safety/Risk Management Team to make sure that any assessment made on the Trust's ability to lockdown is
* tested regularly accurate and achievable in line with the security management guidance - a copy is available on request
« signed off by the appropriate mechanism
« shared appropriately with those required to use them The Security Team receive relevant national initial training in relation to CT matters as part of their SIA qualification Head of Secur
« outline any equipment requirements (the qualification also applies to agency staff). Lock down is an integral part of this training. The team's Action Card Fully Compliant Further testing and exercising programme 2022-23 | ppo o fty 31 May 2023 Remains as compliant
« outline any staff training required for Major Incidents provides specific locations for security staff in order to establish a lock down. The locations will
also apply as a default response to other incidents requiring lock down which do not meet the threshold of
Critical/Major Incidents. All staff are aware of these locations. There is no requlremenl for specialist equlpment Whilst
there is no regular test of the its use has been through live (recent
‘examples are held by the Head of Security) and will feature in the trust's exercise programme 2022-23. The team
carry out annual tests in relation to the Maternity Unit.
In line with current guidance and legislation, the should be:
has arrangements in place to respond and manage « current
‘protected individuals' including Very Important Persons in line with current national guidance
(VIPs) high profile patients and visitors to the site. : 1" I't";w'm rl‘:kl assessment Based on a revised risk assessment, the existing plan was reviewed and rewritten to more accurately reflect the
. :Ig ned r:f?';yr"y‘e appropriate mechanism EPRR framework, safeguarding guidance, and further contingencies (HMP patients within the trust). This was Fully Compliant 'Wider awareness across the trust EPRR Team 31 December 2022 Remains as compliant
 shared appropriately with those required {o use them approved at the trust's Safeguarding Committee and Policy Review Group - copy available on request
« outline any equipment requirements
« outline any staff training required
The isation has il to, and its role Arrangements should be:
in the multiagency arrangements for excess deaths and mass « current
fatalities, including mortuary arrangements. This includes « in line with current national guidance
arrangements for rising tide and sudden onset events. in line with DVI processes The trust is part of NLRF Death Management Group Concept of Operations that provides an overview of regional
« inline with risk assessment planning within Nor ia and ions to augment current bereavement services capacity. -
« tested regularly The document was developed to provide guidance to and within Northumbria on Fully Compliant Local review to be undertaken Northumbria Local Resilience 30 June 2023
+ signed off by the appropriate mechanism how local arrangements will support national arrangements set out under HM Govermment Managing the Deceased Forum
+ shared appropriately with those required to use them During a Pandemic: Guidance for planners in England.
« outline any equipment requirements
« outline any staff training required
The organisation has resilient and dedicated mechanisms and « Process explicitly described within the EPRR policy statement
structures to enable 24/7 receipt and action of incident * On call Standards and expectations are set out o - ) o ) N
notifications, internal or external. This should provide the + Add on call processes/handbook available to staff on call The trust's On-Call mechanism is explicitly described within the revised Incident Responst_; I_’Ian_[May 2022] and
facility to respond to or escalate notifications to an executive « Include 24 hour arrangements for alerting managers and other key staff. within a specific trust On-Call Framework [May 2022] developed for the On-Call Team. Within this the On-Call Fully Compliant Annual review of documents EPRR Team 31 May 2023 Remains as compliant

level.

In line with current guidance and legislation, the isati
has effective arrangements in place for adverse weather
events.

+ CSUs where they are delivering OOHs business critical services for providers and

and ions are set out which includes the 24 hours arrangements for alerting, roles, responsibilities
and a rota - copies available on request
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Trained and up to date staff are available 24/7 to manage
escalations, make decisions and identify key actions

« Process explicitly described within the EPRR policy or statement of intent

The identified individual:
+ Should be trained according to the NHS England EPRR competencies (National Minimum
Occupational Standards)

On-call training and exercising has taken place in November 2021 and May to Sept 2022 which included alignment to
the National Occupational Standards - a copy of the training materials is available on request.

Further on-call training and exercising is to be
scheduled with the on-call team as part of the training

« Training materials
« Evidence of personal training and exercising portfolios for key staff

‘comprehensive personal skills sets. This will be presented to the Trut Resilience Group and raitified by the EPRR
Committee during September 2022 - copy available on request

Fully Compliant

Team within the process

« Has a specific process to adopt during the decision making The new National Minimum Occupational Standards have been mapped onto ESR to provide a comprehensive Partially C Ji plan 2022-23 gPRR Teag Tactical 31D ber 2022
« Is aware who should be consulted and |nforrned during decision making record of command training undertaken by trust staff required to carry out an on-call role. ey el . y trategic a actical ecember
+ Should ensure records are Strategic and Tactical commanders are to attend the |Commanders
« Trained in accordance with the TNA identified frequency. Training sessions have taken place (including a short TTX) during May and June 2022. Principles of Health Command mandatory Principles of Health Command training
y N . ; . y sessions between September and November 2022
(PHC) Train the Trainer sessions have been completed, with Strategic and Tactical Commander roll out planned
The organisation carries out training in line with a training Evidence
needs analysis to ensure staff are current in their response « Process explicitly described within the EPRR policy or statement of intent
role. « Evidence of a training needs analysis
« Training records for all staff on call and those performing a role within the ICC The trust has developed a formal training plan to support the delivery of principles of health command training in line
with minimum and national occupational standards, and will develop a Personal Development Plan (PDP) to ensure Ongonng work with the trusts Learning and EPRR Team

Learning and Development Team

31 March 2023

In accordance with the minimum requirements, in line with
current guidance, the organisation has an exercising and
testing programme to safely* test incident response
arrangements, (*no undue risk to exercise players or
participants, or those patients in your care)

Organisations should meet the following exercising and testing requirements:
+ a six-monthly communications test

« annual table top exercise

« live exercise at least once every three years

+ command post exercise every three years.

The exercising programme must:
« identify exercises relevant to local risks
+ meet the needs of the organisation type and stakeholders

The trust has i in si thly tests with NEAS (December 2021 and May 2022); annual
table top exercise with the on-call (eam (May to Sept 2022). Debrief reports were/will be produced from this
exercising once complete. Plans are place to develop a future live exercise and command post exercise as part of the
training plan in the next 12 months - copy of material available on request

A future live exercise and command post exercise will

(

hard copies within the EPRR Team

« ensure warning and informing arrangements are effective. Partially Compliant :Je_d_evelolped in the next 12 months as part of the EPRR Team 30 June 2023
The trust has developed a formal training plan tha( |ncludes trust-wide exercising. The EPRR Team also support other raining plan
Lessons identified must be captured, recorded and acted upon as part of i impi . |teams and with their individual This will be to the Trust Group and
raitified by the EPRR Committee during September 2022 - copy available on request
Evidence
+ Exercising Schedule which includes as a minimum one Business Continuity exercise
+ Post exercise reports and embedding learning
The organisation has the ability to maintain training records Evidence
and exercise attendance of all staff with key roles for « Training records o . . P o "
. . . y ) . . . n-call training and exercising has taken place in November 2021 and May to Sept 2022 which included alignment to
response in accordance with the Minimum Occupational « Evidence of personal training and exercising portfolios for key staff the National Occupational Standards - a copy of the training materials is available on request -
Standards.
The new National Minimum Occupational Standards have been mapped onto ESR to provide a comprehensive y . Additional mapping of training will continue throughout
Individual responders and key decision makers should be record of command training undertaken by trust staff required to carry out an on-call role. Partially Compliant the year EPRR Team 31 July 2023
to maintain a personal
porfoll mnoluding Involvement n exercising and ncioent Training sessions have taken place (including a short TTX) during May and June 2022. Principles of Health Command
response as well as any training undertaken to ir role (PHC) Train the Trainer sessions have been completed, with Strategic Command roll out planned
There are mechanisms in place to ensure staff are aware of As part of mandatory training
'x!’ role in 'an '"E'der: and where to find plans relevant to Exercise and Training attendance records reported to Board A number of trust staff from across various disciplines and specialities undertook the Hospital Major Incident
their area of work or depariment. Medical Management and Support (HMIMMS) training programme on Thursday 14 and Friday 15 July 2022 - copy
of programme available on request
On-call training and exercising has taken place in November 2021 and May to Sept 2022 which included alignment
to the National Occupational Standards - a copy of the training materials is available on request - The trust has developed a formal training plan to
support the delivery of principles of health command
Various other _u'alnlng has taken place throughout 2021-2022 including RAMGENE monitoring, CBRN IOR/PRPS, Fully Compliant training in line wnr) minimum and national occupational EPRR Team 30 June 2023 Rev!sed sland;rd -
Decontamination tent as exmaples standards, and will develop a Personal Development partially compliant
Plan (PDP) to ensure comprehensive personal skills
The trust has developed a formal training plan to support the delivery of principles of health command training in line sets.
with minimum and national occupational standards, and will develop a Personal Development Plan (PDP) to ensure
‘comprehensive personal skills sets.
An overview of trust staff awareness and training completed in 2021-2022 will be incorporated into the trust board
report for September 2022.
The organlsahon has i in place suitable and sufficient * D for i the location and lishing an ICC
i the response to an + Maps and diagrams
incident in line vvlth national guidance. ICC arrangements + A testing schedule
need to be flexible and scalable to cope with a range of « A training schedule
incidents and hours of operation required. « Pre identified roles and responsibilities, with action cards The Incident Response Plan (May 2022) details the of the Incident C Cell (ICC) including
+ Demonstration ICC location is resilient to loss of utilities, including telecommunications, and the role, membership and how this is activated.
An ICC must have dedicated business continuity external hazards '
arrangements in place and must be resilient to loss of utilties, + Arrangements might include virtual arrangements in addition to physical facilities but must e |he trust has a dedicated ICC (within the EPRR Hub) which has all the required equipment to assist the team in Further work is to take place on training and
including telecommunications, and to external hazards. resilient with alternative contingency solutions. dealing with any incidents. Fully Compliant exercising the role and function of the ICC with key |31 October 2022 EPRR Team Remains as compliant
B o B . stakeholders internally
ICC equipment should be tested in line with national This has been activated to manage a recent case of monkeypox. Alternative venues have also been identified as
guidance or after a major infrastructure change to ensure secondary areas for strategic, tactical and operational cells to support the ICC when required, however further work is
and in a state of required to formalise.
Arrangements should be supported with access to
documentation for its activation and operation.
Version controlled current response documents are available Planning are easily ible - both and local copies
to relevant staff at all times. Staff should be aware of where A teams share-point has been I to store all i with grab bags provided for all Fully Compliant No action at this time
y are stored and should be easily accessible. members of the 8 and On-Call Team
the, d and should be easil ibl bers of the EPRR, SRT and On-Call T e
In line with current guidance and legislation, the organisation + Business Continuity Response plans
has effective arrangements in place to respond to a business + Arrangements in place that mitigate escalation to business continuity incident
continuity incident (as defined within the EPRR Framework). « Escalation processes
A revised group Business Continuity Policy has been
developed that has been ratified by the trusts internal
A range of Business Continuity (BC) plans (SOP-QE-BCP) are in place across the trust to respond to a BC incident ’3:":2 I:;v:‘\;vg r:r:p(sjulﬂsztﬂzzozz)za)nii tiemoarvailable
'whether planned or unplanned, these are reviewed and updated as necessary and are based on ISO 22301 - a on ret?uest 9 Py
sample copy is available on request. The plans are being updated that will be complete by 31 October 2022. Fully Compliant EPRR Team' 30 June 2023 Remains as compliant
The escalation of a business continuity incident is included as part of the trust Incident Response Plan (May 2022) - ;hls.w'" bzlm;?lemer’:ed following éhe SIQ";W ?f the
copy available on request usiness Continuity ar}agemenl ystem Business
Case for a system solution that was deferred by the
trust's internal Senior Management Team (August
2022) - copy available on request
To ensure decisions are recorded during business continuity, + Documented processes for accessing and utilising loggists
critical and major incidents, the organisation must ensure: « Training records . ) . . B B
1. Key response staff are aware of the need for creating their l0n|-C(jaILre§;;|gnse staff have been provided with their own personal log books which has the required guidance
own personal records and decision logs to the required included within. The role of Loggist has Minimum Occupational
standards and storing them in accordance with the . . . . . . - . i . Standards under Principles of Health Command and
organisations’ records management policy. ;ralpgd Loggsts T.re available i the trust, who have received previous training however accessing them on a 24:7 Fully Compliant il rocuire speuiic avtion/attention over the et 12 |EPRR Team 31 July 2023
2. has 24 hour access to a trained loggist(s) to ensure asis Is problematic. months.
support to the decision maker
PP A copy of the personal log book, current loggist list and previous training is available on request
The organlsanon has processes in place for receiving, * D for quality assuring, signing off and submitting SitReps The trust has a process in place for receiving ising and Situation Reports that are
and itting situation reports « Evidence of testing and exercising .
(SitReps) and briefings during the response to incidents « The organisation has access to the standard SitRep Template gomplzted by lher:rusl Infor:natlon teams and via the ICC / Site Resilience Team with a sign-off in place by exception
including bespoke or incident dependent formats. lependant upon the reques Fully Compliant No action at this time
The trust uses SBAR for critical incident and METHANE for major incident reporting which is embedded into the
Incident Response Plan - copy available on request
Key clinical staff (especially emergency department) have is available to iate staff either or hard copies
acgess to the ‘Cli(nicgl Gui:iyelines?or Myajorplncidemg and P :n\;e;\s;gg no::t:red guidance is available electronically and as a hard copy as part of the trust Incident Response Plan
Mass Casualty events’ handbook. enaland.nhs.uk 12018/12/B0128-clinical for-use-in-a-maijor-incident-v2- Fully Compliant No action at this time Remains as compliant
2020.pdf
Clinical staff have access to the ‘CBRN incident: Clinical is available to iate staff either or hard copies
Management and health protection’ guidance. (Formerly This document is available on the internal trust document management system PANDORA (http://pandora/docs/trust-
published by PHE) clinical-guidelines/Pages/Home.aspx) and will be a link on the electronic version of the CBRN plan. There are also Fully Compliant No action at this time Remains as compliant



https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2018/12/B0128-clinical-guidelines-for-use-in-a-major-incident-v2-2020.pdf
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The organisation aligns communications planning and activity
with the organisation’s EPRR planning and activity.

. within ications team of the
potential incidents.

+ Measures are in place to ensure incidents are appropriately described and declared in line with
the NHS EPRR Framework.

+ Out of hours communication system (24/7, year-round) is in place to allow access to trained

EPRR plan, and how to report

The head of ions and manager are for ions as part of the
organisations EPRR. As a key member of the organisations response to incidents there are mechanisms in place to
lensure that incidents are appropriately described.

Out of hours communications will continued to be

Head of Communications and

In line with current NHS guidance, these arrangements may
be formal and should include the process for requesting
Military Aid to Civil Authorities (MACA) via NHS England.

Northumbria LRF also have a Multi-Agency Mutual Aid Agreement for it's constitute partner organisations which are
formal and should include the process for requesting Military Aid to Civil Authorities (MACA) via NHS England.

A staff programme of training and exercising is
required and will be developed to test and validate the
updated plan

comms support for senior leaders during an incident. This should include on call arrangements. Fully Compliant strengthened by providing further quidance Head of EPRR 31 March 2023
« Having a process for being able to log incoming requests, track responses to these requests and |Out of hours communications is provided by strategic on-call. g Y P! 9 9 -
to ensure that information related to incidents is stored i This will allow isations to
provide evidence should it be required for an inquiry. The process for logging for communications request is part of the organisational EPRR response.
The organisation has a plan in place for communicating * An incident communications plan has been developed and is available to on call communications
during an incident which can be enacted. staff P . . . . . .
. . - . The major incident communication plan has been updated in April 2022. The service provided during an incident
. m:c;i?:;?;T:‘l;len;a::xlgrem: 3:;?[:::::;::&:};“6 out of hours 'would include providing strategic communications advice, providing information for staff, communicating with the Although currently fully complaint, the major incident
+ Arequirement for briefing NHS England regional communications team has been established | P1P1: iising with our partners and being part of an incident coordination centre. Fully Compliant communications plan will need to be re-tested during :gaRdRi;“r;“"‘“"'ca"“"s and 31 March 2023
N The_plan ha_s been tested, bmh in and ou.( of hour_s as partof an exercise. Action cards have been developed for communications and is part of the incident plan suite of materials - copy the year.
« Clarity on sign off for communications is included in the plan, noting the need to ensure
5 . P . 5 available on request
communications are signed off by incident leads, as well as NHSE (if appropriate).
The isation has in place to - means of with staff, at both short notice and for the duration of the
with patients, staff, partner organisations, stakeholders, and incident, including out of hours communications
the public before, during and after a major incident, critical + A developed list of contacts in partner organisations who are key to service delivery (local
incident or business continuity incident. Council, LRF partners, neighbouring NHS organisations etc) and a means of warning and Ct ication between partner is identified in the trust Incident Response Plan and Major Incident
informing these organisations about an incident as well as sharing communications information with [ Plan, and has an individual communications team plan to support the trust response.
partner lisations to create i at a local, regional and national level.
* Ade list of key local X (such as local elected officials, unions etc) and an The trust has a dedicated Social Media Policy (OP79) specifying advice to staff on use of personal
established a process by which to brief local stakeholders during an incident social media accounts whilst the organisation is in incident response - a copy is available on request
« Appropriate channels for communicating with members of the public that can be used 24/7 if C . hannels wil inued 6 b Head of G . "
required The trust also has a MAJAX email box which is specifically used during major incidents. Information and Fully Compliant ommu:lcanons ° r:‘ nel sffm _contlnue tobe Hea d of Eg;‘g unications an 31 March 2023
« Identified sites within the organisation for displaying of important public information (such as main i are shared through the various meetings (e.g. LHRP & LRF) that are attended by Trust reviewed to assess their effectiveness lead of
points of access) where partner isations are also in where plans, policies and procedures can be
+ Have in place a means of communicating with patients who have appointments booked or are shared and reviewed.
receiving treatment.
* Have in place a plan to communicate with inpatients and their families or care givers. Debriefing and using organisational learning is an essential stage of the Incident Response Plan to inform the
« The organisation publicly states its readiness and preparedness activities in annual reports within | development of future incident response communications
the organisations own regulatory reporting requirements
The organisation has arrangements in place to enable rapid + Having an agreed media strategy and a plan for how this will be enacted during an incident. This
and structured communication via the media and social will allow for timely distribution of information to warn and inform the media L B B N
media « Develop a pool of media spokespeople able to represent the organisation to the media at all As part of_lh_e ma!or incident mmmunlcan_ons_plan (he_re has _be_en a proces_s developed around so_clal mgdla anz_1 also
times. how we will link with our partners and provide information. This includes setting up protocols for using social media.
+ Social Media policy and monitoring in place to identify and track information on social media B § B N L
relating to incidents. 'We have identified and provided media training to our key spokespeople that are able to represent the organisation
* Setting up protocols for using social media to warn and inform during a major incident. Fully Compliant Further training required for senior staff on social Head of Communications and 31 March 2023
+ Specifying advice to senior staff to effectively use social media accounts whilst the organisation ) A o ) ) ) (LY (Il media Head of EPRR larcl
is in incident response The trust has a dedicated Social Media Policy (OP79) specifying advice to staff on appropriate use of personal social
media accounts whilst the organisation is in incident response - a copy is available on request.
'We have also developed a flowchart about how senior staff can use social media to amplify and respond if necessary
to key messages
The Accountable Emergency Officer, or a director level + Minutes of meetings
representative with delegated authority (to authorise plans + Individual members of the LHRP must be ( by their i to actin P : y .
and commit resources on behalf of their organisation) attends with their isati and their statutory status and The ICS LHRP met for the first time since the Covid pandemic on 30 May 2022. The trust were represented and Fully Compliant Further internal 35:‘““'0“ to taka place to revle:/n d Accountable Emergency Officer 31 October 2022
Local Health Resilience Partnership (LHRP) meetings. responsibilities. revised draft terms of reference were presented - copy of notes available on request statutory status and responsibilities. with Head of EPRR
The isati ici in, i tooris + Minutes of meetings
at Local ilig Forum (LRF) or <A is in place if the isation is and feeds back across the |The trust EPRR & BC Manager Is the current chair of the NLRF Tactical Business Management Group and . L .
Borough Resiience Forum (BRF), demonstrating system participates on a regular basis. Updates are provided to the Muli-Ag flence and Fuly Compliant Further scoping 1o take place with implementation of | 1o, of EpRR 31 March 2023
h : h p " . " " the ICBs (1 July 2022)
and peration with partner Planning Group with system representation - copies of minutes from both groups are available on request.
The organisation has agreed mutual aid arrangements in + Detailed documentation on the process for requesting, receiving and managing mutual aid
place outlining the process for requesting, coordinating and requests Although fully compliant, the current internal approach
mailaining mulua) aid fesources. These ar may * qemplates and other required documentation s avaiable In CC or as appendices o IR There is NHS England and Improvement for the North East and Yorkshire - ‘Incident Management for Escalation 10 Mulual Ad and steff Action ards tequre revien
include staff, equipment, services and supplies. igned mutual aid agreements where appropriate and Mutual Aid Plan' to support local systems across the Region - copy available on request Plan P % 9 P
Fully Compliant EPRR Team 31 March 2023

Remains as compliant

The organisation has an agreed protocol(s) for sharing
appropriate information pertinent to the response with
stakeholders and partners, during incidents.

+ Documented and signed information sharing protocol
« Evidence relevant guidance has been i e.g. Freedom of Act 2000, General

The trust signed up to the Northumbria Local Resilience Forum Information Sharing Protocol that was

Data Protection Regulation 2016, Caldicott Principles, Safeguarding requirements and the Civil
Contingencies Act 2004

in March 2014 - a copy is available on request

This evic the i tion of the rele guidance including the Freedom of Information Act 2000 and the
Civil Contingencies Act 2004 ‘duty to communicate with the public’.

The trust has provided comments and agreement to sign up to the revised version - awaiting final sign off from all
Northumbria Local Resilience Forum partners.

Partially Compliant

This version is outdated and a review is currently
'ongoing within Northumbria LRF to bring the protocol
in date with organisational changes and in line with
General Data Protection Regulation (GDPR)
regulations which will require internal trust consultation
before final approval.

Northumbria Local Resilience
Forum

31 March 2023

Remains as partially
compliant

The organisation has in place a policy which includes a
statement of intent to undertake business continuity. This
includes the commitment to a Business Continuity

22301.

Management System (BCMS) that aligns to the ISO standard

The organisation has in place a policy which includes intentions and direction as formally expressed
by its top management.

The BC Policy should:

+ Provide the strategic direction from which the business continuity programme is delivered.

+ Define the way in which the organisation will approach business continuity.

A revised group Business Continuity Policy has been
developed that has been ratified by the trusts internal
Policy Review Group (July 2022) and Senior
Management Team (August 2022) - copy available

(

Analysis/assessment. Without a Business Impact Analysis organisations are not able to
assess/assure compliance without it. The following points should be considered when undertaking
aBIA:

+ Determining impacts over time should demonstrate to top management how quickly the
organisation needs to respond to a disruption.

+ A consistent approach to performing the BIA should be used throughout the organisation.

+ BIA method used should be robust enough to ensure the information is collected consistently and
impartially.

The Business Continuity Policy has been updated and ratified by the Policy Review Group, Senior Management
Team, Trust Resilience Group and EPRR Committee (July to September 2022) - copy available on request.

This will be implemented following the sign off of the
Business Continuity Management System Business
Case for a system solution that was deferred by the
trust's internal Senior Management Team (August
2022) - copy available on request

+ Show evidence of being supported, approved and owned by top management. The Trust has a i Continuity Policy [RM66] in place based on ISO 22301 and was developed on request
+ Be reflective of the ort gnissgon in t‘er?nps of size ) yang type 0? = circa 2018. This has been updated and ratified by the Policy Review Group, Senior Management Team, Trust Fully Compliant EPRR Team' 30 June 2023 Remains as compliant
9 P N ilig Group and EPRR Committee (July to September 2022) - copy available on request. This will be implemented following the sign off of the
+ Document any standards or guidelines that are used as a benchmark for the BC programme. Business Continuity Management System Business
« Consider short term and long term impacts on the organisation including climate change adaption Case for a system solutior? that wasy deferred by the
planning trust's internal Senior Management Team (August
2022) - copy available on request
The organisation has established the scope and objectives of BCMS should detail:
the BCMS in relation to the organisation, specifying the risk + Scope e.g. key products and services within the scope and exclusions from the scope
management process and how this will be documented. + Objectives of the system A revised group Business Continuity Policy has been
« The requirement to undertake BC e.g. Statutory, Regulatory and contractual duties developed that has been ratified by the trusts internal
A definition of the scope of the programme ensures a clear + Specific roles within the BCMS including ibilitie ies and iti N Continui N . . Policy Review Group (July 2022) and Senior
understanding of which arsas of the organisation are in and + The risk for the i.e. how risk will be assessed and e usthas @ Business Continuity Policy Statement [OPS6] and Incident Response Plan (May 2022) which Management Team (August 2022) - copy available
out of scope of the BC programme. documented (e.g. Risk Register), the acceptable level of risk and risk review and monitoring Kbl trainm arf’d 'Comr:unicaﬁé" P g : on request
process " 9 N Fully Compliant EPRR Team' 30 June 2023 Remains as compliant
+ Resource requirements y . . . This will be implemented following the sign off of the
+ Communications strategy with all staff to ensure they are aware of their roles Ig::u;lc:‘s ;;i;::g:lgr::";x;;;l:; %gﬁ:‘:“iﬁg:nfu:‘atlge;eb{;;i:fggég e_V':OW G;'s:l;laa,bsleer::rrglaur;asg‘ement Business Continuity Management System Business
« alignment to the organisations strategy, objectives, operating environment and approach to risk. " P (July P ) - copy quest. Case for a system solution that was deferred by the
« the outsourced activities and suppliers of products and suppliers. trust's internal Senior Management Team (August
+ how the ing of BC will be i in the i 2022) - copy available on request
The organisation annually assesses and documents the The organisation has identified prioritised activities by undertaking a strategic Business Impact
impact of disruption to its services through Business Impact Analysis/Assessments. Business Impact Analysis/Assessment is the key first stage in the
Analysis(es). development of a BCMS and is therefore critical to a business continuity programme.
Documented process on how BIA will be conducted, including:
: ::e rf:\ethod to bfe used A revised group Business Continuity Policy has been
h e ;quzfncy ofrev:evIT b - anni developed that has been ratified by the trusts internal
. h°w Ril 0"": fon wil Ii used fo inform planning The trust has a il Continuity Policy [OP66] and Incident Response Plan (May 2022) which Policy Review Group (July 2022) and Senior
ow s used to support. includes the scope, BIA process, roles and responsibilities, identification of business threats and risk assessment, Management Team (August 2022) - copy available
KPI's, traini d ication. t
The organisation should undertake a review of its critical function using a Business Impact S, traning and communication Fully Compliant o reques EPRR Team' 30 June 2023 Remains as compliant
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The organisation has business continuity plans for the
management of incidents. Detailing how it will respond,
recover and manage its services during disruptions to:
+ people

« information and data

« premises

« suppliers and contractors

« IT and infrastructure

Documented evidence that as a minimum the BCP checklist is covered by the various plans of the
organisation.

Ensure BCPS are Developed using the ISO 22301 and the NHS Toolkit. BC Planning is
undertaken by an adequately trained person and contain the following:

« Purpose and Scope

+ Objectives and assumptions

+ Escalation & Response Structure which is specific to your organisation.

« Plan activation criteria, procedures and authorisation.

Arange of Business Continuity (BC) plans (SOP-QE-BCP) are in place across the trust to respond to a BC incident

A revised group Business Continuity Policy has been
developed that has been ratified by the trusts internal
Policy Review Group (July 2022) and Senior
Management Team (August 2022) - copy available
on request

47  |Business Continuity E;’r:'::;;g;'"""""y + Response teams roles and whether planned or unplanned, these are reviewed and updated as necessary and are based on ISO 22301 - a Fully Compliant EPRR Team' 30 June 2023 Remains as compliant
+ Individual responsibilities and authorities of team members. sample copy is available on request. The plans are being updated that will be complete by 31 October 2022. This will be implemented following the sign off of the
+ Prompts for immediate action and any specific decisions the team may need to make. Business Continuity Management System Business
+ Communication requirements and procedures with relevant interested parties. Case for a system solution that was deferred by the
« Internal and external interdependencies. trust's internal Senior Management Team (August
+ Summary Information of the organisations prioritised activities. 2022) - copy available on request
+ Decision support checklists
+ Details of meeting locations
+ Appendix/Appendices
The organisation has in place a procedure whereby testing Confirm the type of exercise the organisation has undertaken to meet this sub standard:
and exercising of Business Continuity plans is undertaken on « Discussion based exercise A revised group Business Continuity Policy has been
a yearly basis as a minimum, following organisational change « Scenario Exercises developed that has been ratified by the trusts internal
or as a result of learning from other business continuity « Simulation Exercises Policy Review Group (July 2022) and Senior
incidents. . Live exercise Management Team (August 2022) - copy available
* Test on request
+ Undertake a debrief Arange of Business Continuity (BC) plans (SOP-QE-BCP) are in place across the trust to respond to a BC incident This will be implemented following the sign off of the Remains as partialk
48 |Business Continuity Testing and Exercising whether planned or unplanned, these are reviewed and updated as necessary and are based on ISO 22301 - a Partially Compliant P g the sig EPRR Team' 30 June 2023 partially
Evidence . Business Continity Management System Business compliant
Evidence sample copy is available on request. The plans are being updated that will be complete by 31 October 2022.
Post exercise/ testing reports and action plans Case for a system solution that was deferred by the
trust's internal Senior Management Team (August
2022) - copy available on request
This will include a formal testing and exercising
schedule
Organisation's Information Technology department certify that Evidence
they are compliant with the Data Protection and Security + Statement of compliance A new Cyber Security Specialist joined the trust post
Toolkit on an annual basis. + Action plan to obtain compliance if not achieved '
P P The trust has to submit an action plan to NHS Digital for “3.3.2 The organisation has appropriately-qualified technical ;zbséoﬁz and hasn't completed a"‘ his oourses yet
Data Protection and cyber security specialist staff and/or service” ave acoepted our acfion plan which is change from compliant
49 |Business Continuity Security Toolkit Partially Compliant reflected in the Approaching Standards status. — the ~ |Informance Governance Manager |28 February 2023 ool ot
g Due date is Feb 2023 for this to be completed when it partially comp
A new Cyber Security Specialist joined the trust post Feb 2022 and hasn’t completed all his courses yet
will change to Standards met — no
technical/governance issues are outstanding
The organisation's BCMIS is monitored, measured and « Business continuity policy A revised group Business Continuiy Policy has been
evaluated against established Key Performance Indicators. +BCMS developed that has been ratified by the trusts internal
Reports on these and the outcome of any exercises, and + performance reporting ol Eeview Group (1ly 2022) a’; S
status of any corrective action are annually reported to the + Board papers Y P {uly
board Management Team (August 2022) - copy available
The trust has a Business Continuity Policy [OP66] and Incident Response Plan (May 2022) which on request
BCMS monitoring and includes the scope, BIA process, roles and responsibilities, identification of business threats and risk assessment, This will be implemented following the sign off of the Remains as partiall
50 |Business Continuity " 9 KPI's, training and communication. This has been updated and ratified by the Policy Review Group, Senior Partially Compliant P! 9 'gn off G EPRR Team' 30 June 2023 partaly
evaluation - ! Business Continuity Management System Business compliant
Management Team, Trust Resilience Group and EPRR Committee (July to September 2022) - copy available on !
Case for a system solution that was deferred by the
request. o
trust's internal Senior Management Team (August
2022) - copy available on request
This will include a formal monitoring and evaluation
schedule
The organisation has a process for internal audit, and « process documented in EPRR policy/Business continuity policy or BCMS aligned to the audit . . .
outcomes are included in the report to the board. programme for the organisation A revised group Business Continuity Policy has been
+ Board papers developed that has been ratified by the trusts internal
The organisation has conducted audits at planned intervals to « Audit reports Policy Review Group (July 2022) and Senior
confirm they are conforming with its own business continuity + Remedial action plan that is agreed by top management. Management Team (August 2022) - copy available
programme. « An independent business continuity management audit report. The BCMS is part of the trust Audit plan and is audited by 'Audit One' - an external audit company commissioned on request
« Internal audits should be undertaken as agreed by the organisation's audit planning schedule on a[PY the trust. T will be Implemented fol e siom off of Romai il
q s . rolling cycle. . . is will be implemented following the sign off of the , emains as partially
U BliskesslContnuty ECERCIL - External audits should be undertaken in alignment with the organisations audit programme Previous outcomes from audits have been reported to the internal EPRR Committee and Executive Risk ey Gl Business Continuity Management System Business  |= << 162™ 30 June 2023 compliant
Management Group by exception with clear timescales for improvement and resolution - a copy of the recent audit Case for a system solution that was deferred by the
report is available on request trust's internal Senior Management Team (August
2022) - copy available on request
This will include a formal auditting process within the
new approach
There is a process in place to assess the effectiveness of the « process documented in the EPRR policy/Business continuity policy or BCMS
BCMS and take corrective action to ensure continual + Board papers showing evidence of improvement
improvement to the BCMS. «+ Action plans following exercising, training and incidents
« Improvement plans following internal or external auditing
+Changes to suppliers or contracts following assessment of suitability
. . ) A revised group Business Continuity Policy has been
: Policy Review Group (July 2022) and Senior
+ Changes to the organisations structure, products and services, infrastructure, processes or Manaygemem Teamp( ,&ugﬁs‘ 202)2) " copy available
SO e f*%“r‘]""nes 1o the environment in which the organisation operat The Trust has a Busi Continuity Policy [RM66] in place based on ISO 22301 and was developed on request
52 |Business Continuity h - anges to the environmer ch the organisation operates. circa 2018. This has been updated and ratified by the Policy Review Group, Senior Management Team, Trust Fully Compliant EPRR Team' 30 June 2023 Remains as compliant
improvement process * A review or audit . Resilience Group and EPRR Committee (July to September 2022) - copy available on request This will be implemented following the sign off of the
+ Changes or updates to the business continuity management lifecycle, such as the BIA or Business Continuity Management System Business
°°”"'””“Y solutions Case for a system solution that was deferred by the
* Self assessment trust's internal Senior Management Team (August
° S:ff!‘ryma::;;a:::ralsa\ 2022) - copy available on request
+ Supplier performance
+ Management review
« Debriefs
« After action reviews
+ | acenne laarnad thraiinh o liva incidente
The organisation has in place a system to assess the + EPRR policy/Business continuity policy or BCMS outlines the process to be used and how
business continuity plans of commissioned providers or suppliers will be identified for assurance A revised group Business Continuity Policy has been
suppliers; and are assured that these providers business « Provider/supplier assurance framework he Trust h _— Continuity Poli RM ’ 180 22301 ' developed that has been ratified by the trusts internal
continuity arrangements align and are interoperable with their « Provider/supplier business continuity arrangements e Trust has a olicy [RM66] in place based on 301 and was developed Policy Review Gr ly 2022) and Senior
olicy Revie: oup (July 2022) and Seniol
own. circa 2018. This has been updated and ratified by the Policy Review Group, Senior Management Team, Trust
Resil G d EPRR C July to September 2022 abl t Management Team (August 2022) - copy available
Assurance of Tréws) may be supported by the orgamsaﬂins procureme/nt or commercial teams (where trained in esilience Group an ommittee (July to September ) - copy available on reques on request
eaalC) i e BC) at tender phase and at set intervals for critical and/or high value suppliers .
@ The trust has a Third Party Supplier Questionnaire [IG20 v3.0] that must be completed and signed by any third (e @t EPRR Team 30 June 2023
| suppliers BCPs B This will be implemented following the sign off of the
party who is entering into an agreement or contract with the Trust and where they will have access to personal and/or
4 ! © Business Continuity Management System Business
confidential information. Part | asks if they have BCPs in place - copy available on request.
Case for a system solution that was deferred by the
trust's internal Senior Management Team (August
2022) - copy available on request
) Key clinical staff have access to telephone advice for Staff are aware of the number / process to gain access to advice through appropriate planning
55 |CBRN Telephony advice for managing patients involved in CBRN incidents. arrangements The trust CBRN plan has reference to telephone numbers for UKHPA, ToxBase, ECOSA and others (including Fully Compliant No action at this time Remains as compliant
CBRN exposure Radiation advice) - copy available on request
There are documented organisation specific HAZMAT/ CBRN Evidence of:
response arrangements. « command and control structures
« procedures for activating staff and equipment
+ pre-determined decontamination locations and access to facilities
+ management and decor processes for cor patients and fatalities in line with
the latest guidance The trust has a new stand alone Hazmat /CBRN plan that references (and 1ts) its Incident Training and exercising is to take place to test the
HAZMAT / CBRN « interoperability with other relevant agencies Response Plan (with its C4 arrangements). The plan has specific action cards for responders, including those with a ) ° ; .
BRN ’
| planning arrangement + plan to maintain a cordon / access control C4 function. The cards detail the principles of response, locations, equipment, access control, waste, and details of BulConERat various eements of the plan and wil included in the | EPRR Team 31 March 2023 Change to compliant
« arrangements for staff contamination 'where technical advice may be found. Copy available on request. 9P
« plans for the management of hazardous waste
+ stand-down procedures, including debriefing and the process of recovery and returning to (new)
normal processes
« contact details of key personnel and relevant partner agencies
HAZMAT/ CBRN decor ination risk arein
place appropriate to the organisation. + Impact it of CBRN ination on other key facilities
This includes: A bespoke assesment of threat/risk for Gateshead is within the revised plan. Documented sytsems of work are . y . .
57 |CBRN HAZMAT | CBRN risk | systems of work available with the PRPS's. Competencies have been created on ESR, and will be updated with details of all ED staff Fully Compliant Q’;g:?'a’:s‘gz‘g;;’fk assessments in ine with natinal | peg roam 31 May 2023 Change to compliant

« List of required competencies
+ Arrangements for the management of hazardous waste.

trained. QEF have confirmed processes in place for the disposal of any non-evidential hazardous waste
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The organisation has adequate and appropriate

Rotas of appropriately trained staff availability 24 /7

Decontamination decontamination cgipability to manage self presenting patients The ED st t . t te with Initial Oy " IR ts. In addition th Staff training programme to be undertaken and rotas Re . riall
58 [CBRN capability availability 24 |(minimum four patients per hour), 24 hours a day, 7 days a © £ store mantans equipment commensurale with nitl bperational Kesponse arrangements. In additon e Partially Compliant to be developed - will included in the training plan EPRR Team 31 March 2023 emains as partially
& week. trust has a decontamination shelter, and 23 PRPS'. Additional staff training is required. 202929 compliant
The organisation holds appropriate equipment to ensure safe Completed equipment inventories; including completion date
decontamination of patients and protection of staff. There is
an accurate inventory of equipment required for The trust has appropriate equipment supplies of paper towels, Ramgene monitors, FFP3 masks, paper boiler suits
decontaminating patients. and also a UK Reserve National Stock is established for rapid deployment in major incidents, including mass casualty
) ) " situations.
+ Acute providers - see Equipment checklist: - Each Pod is for the needs of 100 people with a 24hour-7 day-a-week response capability. Deployment of all Pods
f“g’s'//WWV"t-e"’a'a”'d'I"’:'S"“fr:"”’:";’k’epf‘" ’;"" ” will be the responsibility of North East Ambulance Service.
°”‘";””' Y, _P‘e" al efa ma" pecialis! fe""'cﬁfpm"' ers - - The equipment Pods are managed by ambulance services.
see guidance ‘Planning for the management of self- - The modesty Pods are managed by ambulance services.
presenting patients in healthcare setting: - The Nerve Agent Antidote Pods are managed through Blood Services, but accessed via ambulance services.
:gs::xweba::;}l:r}:ar:f:ibrjg‘\gsr{tge(:“:}3:52;56/12:)2‘;7031/:)?: - The Biological Pods can be mobilised by Directors of Public Health and Consultants in Public Health Medicine, but
fhoro.€ -nhs. ~ | accessed via the ambulance services
59 |CBRN Equipment and supplies f’l‘e?“fg""‘?“:?"‘;"d' 1OR) DVD and other material: Fully Compliant m%zg‘zf::ﬁ;‘;’:yﬁ:;‘:’;:"‘;‘ie‘ﬁ‘:;;{e";“e fobe QEF Medical Engineering Remains as compliant
nitial Operating Response (I0R) and other material: The Trust has 24 PRPS suits (as at August 2022) which is the required minimum number these are included in a
http://www jesip.org.uk/what-wil-jesip-do/training/ monthly check by the medical devices team to ensure they are in date and services are carrried out as and when
required.
The trust uses an asset management inventory system and undertakes monthly visual checks of equipment that is
scheduled and undertaken by our Medical Engineering Team. Annual maintenance is undertaken as per the
manufacturers recommendations.
The full list of recommended equipment has been disseminated to ED and QEF with identified 'ownership’. There are
only limited outstanding items.Reference to the 'Pods' and a ing them is within the Trust plan.
The organisation has the expected number of PRPS (sealed Completed equipment inventories; including completion date
and in date) available for immediate deployment.
60 [CBRN PRPS availability There is a plan and finance in place to revalidate (extend) or zhergzzmo"ﬁi?::;;dwz RPS's, all of which were new in 2022 (and thus have a shelf ife until 2031). No suits are Fully Compliant No action at this time S:I\Ss: n?andard -
replace suits that are reaching their expiration date. PP 9 P!
There are routine checks carried out on the decontamination Record of equipment checks, including date completed and by whom.
equipment including:
+ PRPS Suits . e
+ Decontamination structures The NHSE list of recommended equipment has been assessed and responsibilities identified (with owners in ED and
+ Disrobe and rerobe structures QEF). The store has an ED Sister in charge of the store who maintains control of its contents and checks on a very
« Shower tray pum| regular basis. The Trust now has a 2-line decontamination shelter. This will be moved to the 'Majax Store' by
61 [CBRN Equipment checks RAM GEN% ;’ra duchn monitor) September 2022 and will be subject of regular checks by QEF (and ongoing training which will also highlight any Fully Compliant Annual review and audit of equipment ED Sister in charge 31 May 2023 Change to compliant
. Other decontomination scuiment. technical issues). The trust purchased a maintanance package with the sheter. The Ram-Gene equipment is checked
quipment. by QEF annually as part of ongoing checking/maintainance. Folowing training in August ED staff will also be able to
There is a named individual responsible for completing these check the equipment.
checks
T‘neref\s amprevent'atlve programme o‘fbmz:‘\nlenagce (PPM) in Completed PPM, including date completed, and by whom There is a p . of in place (PPM) in place for the maintenance, repar,
R comont Of ot of Cote G oo et or 1and 't of out of date decor equipment
1t decor :
Equipment Preventative ' PRPS Suls The trust uses an asset management inventory system and undertakes monthly visual checks of equipment that is
62 |CBRN Programme of . Diorobe and rerobe. stuct scheduled and undertaken by the Medical Engineering Team in QEF. This is relation to PRPS suits and the Fully Compliant No action at this time Remains as compliant
Maintenance : slri;;e? f:gy ;i’:‘pe structures RAMGENE Monitors.
: 2ﬁ|§ri§m§r|:’:‘ri'a"°" monitor) Annual maintenance is undertaken as per the specfifc manufacturers recommendations.
There are effective disposal arrangements in place for PPE Organisational policy
PPE disposal no longer required, as indicated by manufacturer / supplier There is an agreed disposal of PRPS suits which are used for training purposes internally and externally with ’ : : ; )
63 |CBRN arrangements guidance. partner organisations. This was provided by UKHSA and email correspondance is available on request R @I No action at this fime Remains as compliant
The current HAZMAT/ CBRN Decontamination training lead is Maintenance of CPD records .
ca |l HAZMAT | CBRN appropriately trained to delver HAZMAT/ GBRN training 3 senior nurses were trained by NEAS to National Ambulance Resilience Unit (NARU) standards in June 2022. Their Fuly Compliant No action at this fime T
training lead competency has been added to ESR.
Internal training is based upon current good practice and uses, Evidence training utilises advice within:
material that has been supplied as appropriate. Training « Primary Care HAZMAT/ CBRN guidance
programmes should include training for PPE and « Initial Operating Response (IOR) and other material: http:/www.jesip.org.uk/what-wil-jesip-
decontamination. doltraining/ Training is regularly discussed at the Emergency Department/EPRR Major Incident meetings. ED staff deliver
Primary Care and IOR training internally. ED have the NOS for CBRN responders. Radiation Training is provided by o n Additional work is required to formalise staff training Revised standard -
65 |CBRN [icindlpicatamme  Arange of staff roles are trained in decontamination techniques Head of Nuclear Medicine to ED staff for the RamGene equipment. Additional work is required to formailse the Baralvieomplang (initial and refresher). EPRR Team /ED SLM 31 December 2022 partially compliant
« Lead identified for training induction training, refresher training, and departmental response.
« Established system for refresher training
The organisation has a sufficient number of trained Maintenance of CPD records
HAZMAT / CBRN trained decontamination trainers to fully support its staff HAZMAT/ An Emergency Department [ED] Ward Manager, Sister and SRT Band 6 Nurse have been recently trained [17 June
66 |CBRN o CBRN training programme. 2022] as PRPS/IOR trainers. This training will be augmented to ensure Skills For Health EC25 are complied with in Fully Compliant Annual review and audit of training EPRR Team 31 May 2023 Change to compliant
rainers Emergency Department. This support has been offered to ED by the EPRR team.
Staff who are most likely to come into contact with a patient Evidence training utilises advice within:
requiring decor understand the requir to + Primary Care HAZMAT/ CBRN guidance
isolate the patient to stop the spread of the contaminant. « Initial Operating Response (IOR) and other material: http://www.jesip.org.uk/what-will-jesip-
dol/training/
& e - + Community, Mental Health and Spedalist service providers - see Response Box in Preparation | £, staff deliver Primary Care and IOR training internally. ED have the NOS for CBRN responders. Radiation Training PN ddional work i redured ;onﬂ':aa"f‘i\(::‘;d”cmn EPRR Team 31 December 2022 Remains as partially
decontamination for Incidents Involving Hazardous Materials - Guidance for Primary and Community Care Facilities' | provided by Head of Nuclear Medicine to ED staff for the RamGene equipment ly pl 9, 9, P compliant
(NHS London, 2011). Found at: http: nhs.uk/_store/c response.
material-incident-guidance-for-primary-and-community-care. pdf
+ A range of staff roles are trained in decontamination technique
Organisations must ensure staff who may come into contact
68 |CBRN FFP3 access with confirmed infectious respiratory viruses have access to, FFP3 masks are made available for any trust staff that require them and fit tests are carried out. Training is Fully Compliant No action at this time Remains as compliant

and are trained to use, FFP3 mask protection (or equivalent)
24/7.

delivered by the PCAS Unit
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Deep Dive question

Self assessment RAG

Red (not compliant) = Not evidenced in evacuation and shelter plans|
Organisational Evidence - Please provide details of arrangements or EPRR arrangements.
order to capture areas of good practice or further development. (Use
comment column red) Amber (partially compliant) ced in evacuation and shelter Action to be taken
plans or EPRR arrangements but reqmres further development or
not tested/exercised.

Further information
Providers

Green (fully compliant) = Evidenced in plans or EPRR arrangements.
and are tested/exercised as effective.

Timescale

Comments

The organisation has updated its https://www.england nhs.uk/pu A draft evacuation and shelter plan based on the 2021 guidance is complete
Evacuation evacuation and shelter amangements | blication/shefter-and- (43). It awaits some minor changes (based on consultation) and adoption prior
PP |and Sheiter | UP to date plans since October 2021, to reflect the latest | evacuation-guidance-for-the- Y |to an exercisefvaiidation process. This wil replace the existing 2014 plan Partially Compliant Draft Plan to be adopted and validated EPRR Team 31 December 2022
guidance nhs-in-england/ (reviewed in 2019),
The organisation has defined evacuation
5 activation arrangements, including the
DD2 Eﬁ‘;‘::;"‘r Activation decision to evacuate and/or shelter by a Y ;":v":::::‘ Director (their deputy) or Strategic On Call can make the decision Fully Compliant None at this time EPRR Team
nominated individual with the authority of
the organisation’s chief executive officer.
‘The organisation's evacuation and shelter
plan clear defines e mcremema\ stages.
D3 |S¥ACHION lincremental planning |of an evecuation, i Y |Boin the exsting plan and the draft plan incorporate the incrementa stages of Fully Compliant None at this time EPRR Team
sheltering, honzonla\ vemca\ S
building, ful site and off-site evacuation.
The organisation has a process in place to
i triage patients in the event of an incident Both the existing plan and the draft plan incorporate the NHSE Healthcare
D4 |and Shelter |triage requiring evacuation and/or shelter of Y |Patient Evacuation Triage Priorities. ullyEwie None at this time EPRR Team
patients.
"‘j‘°E§:;s::;”t‘;‘:’:‘"“—::m:':ihe onsite Both the existing plan and the draft plan incorporate a transport plan template Work is ongoing with QEF and Ward 23 to
DS | et o matiomt e v et Y |based on triage priorities (mobilitylacuy). Some further equipment and training Partially Compliant establish additional fire safety measures, and | QEF 31 March 2023
o she"er" q is required as a contingency for vertical evacuation on one ward (Jubilee W23). equipment for vertical evacuation.
“‘j‘°E§:;s::§”t":‘:":‘"“—::m:':'°«3‘te Both the existing plan and the draft plan incorporate a transport plan template
DD6 | helter equip! o Daﬂef"\s required to be Y based on triage priorities (mobility/acuity). This includes arrangements for Fully Compliant None at this time EPRR Team
transferred to another hospital or site. transporting patients offsite
. - "a‘:e‘:"‘gf’:';?:“"" :‘;:g ::‘ﬁ':c"::z"s':‘e‘ Both the existing plan and the draft plan incorporate guidance on patient
DD7 | helter | trackin zmu“”m allg :ﬂems e "a" o oot v Y tracking and notes. The system uses CareFlow and paper based notes Fully Compliant None at this time EPRR Team
9 Giopersal a’mn‘;emem partofp: (overseen by a Patient Dispersal Team) within the Incident Management Team.
The organisation has arrangements in
G place to safely receive patients and staff The revised plan refers to the reception of patients from elsewhere. It signposts
D8 | oy |Patient receiving from the evacuation of another Y |the trust Incident Response Plan as the mechanism for establishing this with Fully Compliant None at this time EPRR Team
organisations inpatient facilty. This could the Site Resilence Team (SRT) central to coordinating patient flow.
with litle advanced notice.
The organisation has effective
arrangements in place to support partners
D9 | helter Evacuation |in a community evacuation, where the Y R;C':;‘Us:: 4’:;; Iﬁ%’z“zﬁb’ﬁﬁz‘;’m involvement of the trust in a Community Fully Compliant None at this time EPRR Team
population of a large area may need to be. P
disolaced
The organisation's arrangements include In the same way that the revised plan refers to the reception of patients from
5D . effective plans to support partner v |eisewnere. it signposts the trust Incident Response Plan as the mechanis for T None at ths time CPRR Team
and Shelter P '9 | organisations during incidents requiring establishing this with the Site Resilence Team (SRT) central to coordinating ly Compl st
their evacuation patient flow.
The trust uses Vocera on a daily basis. it is capable of delivering a site wide
The organisation's evacuation and shelter message to key departments that would become involved in the managmengt of
e e resiiont an evacuation. The trust has a number of UHF radios that can be deployed to
" o Support communications between the Incident Management Team/Patient
DD11 | nd Shelter |Warning and informing e ot mew‘;’;ﬁf‘"‘m Y | ispersal Team and Evacuation Clearing Stations. The trust has a fhConbtiat None at this time EPRR Team
"e" o ot ouncuation public, pre, Communications and Engagement Team and well established practices in
P P relation public communications through social media. The draft plan provides
communication advice based on the 2021 guidance.
The organisation has undertaken an
E:;‘:::{“T"‘: :"a";:;’;:“‘;‘::"'”(:‘":’“’ Both the existing plan and the draft plan incorporate the NHSE Healthcare
Evacuation  |Equality and Health P ify Patient Evacuation Triage Priorities. This is based on mobility and takes into Communications and Engagement
DD12 potential impact evacuation and shelter Y Fully Compliant None at this time
and Shelter oy Tonve o orototad account different characteristics of evacuated patients. The draft plan directly Team
Y P replicates that of the 2021 guidance.
characteristic groups and groups who face
health inequalites.
The evacuation and shelter arangements
have been exercised in the last 3 year.
f ; Evacuation will form part of the trusts internal
GEE Whers this sn't the case this will be y | e evacuation plan HAS NOT been exercised in the fast thres years. The draft Pty Conplent iy for Hoatth Commendors it e ne 42 |EPFRR Toem 1 March 2023
and Shelter included as part of the organisations plan will be exercised as part of s validation process. g

EPRR exercise programme for the coming
year. Please specify.
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 19

Report Title:

Green Plan Update

Name of Meeting:

Board of Directors — Part 1

Date of Meeting:

27 September 2022

Author:

Sarah Medhurst, Sustainability and Waste Manager QE

Facilities

Executive Sponsor:

Anthony Robson, Managing Director QE Facilities

Report presented by:

Anthony Robson, Managing Director QE Facilities

Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision:

O

Discussion:

O

Assurance:

X

Information:

O

The report provides an update on the Green Plan 2022-
2025 sets out the significant progress in reducing our
emissions from our own activities in recent years.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
O (] (]
No gaps in Some gaps Significant
assurance identified assurance gaps

Paper previously considered
by:

State where this paper (or a version
of it) has been considered prior to
this point if applicable

Key issues:

Briefly outline what the top 3-5 key
points are from the paper in bullet
point format

Consider key implications e.g.

e Finance
e Patient outcomes /
experience

e Quality and safety

e People and organisational
development

e Governance and legal

e FEquality, diversity and
inclusion

e The contents of the Green Plan are broad-ranging,
covering models of care, estates and facilities,
travel and transport through to medicines, supply
chain, food and nutrition.

e The Trust’s Green Plan has been be shared with
the North East and North Cumbria Integrated Care
System.

e The Green Plan covers a 3 year period and annual
updates will be provided to the Trust Board to
provide assurance over progress towards
achieving the objectives and measurable targets
outlined within the Plan.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board of Directors is requested to receive the update
for assurance.
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Trust Strategic Aims that the
report relates to:

Aim 1 | We will continuously improve the quality and
X safety of our services for our patients

Aim 2 | We will be a great organisation with a highly
O engaged workforce

Aim 3 | We will enhance our productivity and efficiency

O to make the best use of resources
Aim 4 | We will be an effective partner and be ambitious
X in our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within
X and beyond Gateshead

Trust corporate objectives
that the report relates to:

5.7 — improving efficiency through use of the Washington
warehouse

5.9 — provision of safe and efficient transport through the
transport hub

Links to CQC KLOE

Caring | Responsive | Well-led Effective Safe
O X X X X

Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and DATIX
reference)

None identified on organisational risk register.

Has a Quality and Equality
Impact Assessment (QEIA)
been completed?

Yes No Not applicable
O O
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Green Plan Progress Update

Exec Summary

This report provides an overall brief summary of key areas of progression against the
Green Plan which was approved in March of this year. The main highlights are as
follows:

e Majority of Trust & QEF Board have completed Carbon Literacy
training and awaiting certification.

e Scope 3 procurement data is now being calculated and full report
should be available next year.

e Reapplication of car parking permits is nearly complete with charging to
commence next month, followed by ICS wide travel survey.

e Support from AHSN to implement the NENC Clean Air Framework

e Solar panels and air source heat pumps installed helping decarbonise
our onsite energy.

e Habitat creation and management plans for all sites to improve and
increase biodiversity.

e Work underway to remove piped nitrous oxide from Theatres

e Majority of procurement and estates staff are certified as carbon
literate.

Introduction

The Green Plan was approved by the Trust board in March 2022, setting out targets
and actions as we look to meet the long term objective of reaching net zero for our
NHS carbon footprint by 2040 and NHS carbon footprint plus by 2045. Since the plan
was approved and published on both the Trust website and Trust intranet work on the
key focus actions and targets within the plan have begun to be put into motion,
governed and monitored by the Sustainability Committee. This report will briefly look
at each of the key areas of focus and provide an update on the agreed targets and
actions including any issues which may prevent them from being met on time.

Ares of Focus

1. Workforce System & Leadership
A key area of progression in this sector relates to the second target with the
majority of both the Trust & QEF board undertaking carbon literacy training in
August. It should be noted though the target is for 100% of board members to
be trained and this may not be completed by the March target date unless
funding and dates can be agreed for another training session.

Unfortunately no progress has been made in relation to the ESR ‘Building a Net
Zero NHS’ module becoming mandatory for all staff as it is not listed under Core
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Skills for Health which the Trust follows, this will impact the agreed targets being
met. It does however remain as mandatory for all new starters are to complete
it, with figures held by Learning & Development.

Green Champions continue to be promoted but uptake is small, there is no
branding yet as it was believed this would be led by the ICS and there is no
update on this at present.

Carbon data proves to be challenging for some aspects such as procurement
and business mileage. We are currently progressing with the company CO2
analysis regarding procurement emissions however this is a very large exercise
and will take some time to get the results of the last few years. Business mileage
data is also proving to be challenging as the data is held by NTW who manage
expenses and they do not calculate the emissions, resulting in this work being
completed by the Sustainability Manager. On a positive note the new car
parking permit system will provide carbon emission information on staff
commute going forward, capturing the emissions for those staff that drive to
work.

2. Sustainable Models of Care
Little progress has been made across this sectors actions as there is no
engagement from clinical teams in the Sustainability Committee. This isn’t to
say work may not be happening but there isn’t the communication between
parties.

3. Digital Transformation
Work in this sector is progressing with the digital transformation team and the
upgrades of Building Management Systems within estates. Teams meeting
continue to be widely use and many staff continue to work flexibly with many
still working from home full time reducing travel although this may change
over the winter period.

However going forward the digital transformation team is to be invited to the
Sustainability Committee to provide better analysis on how the actions are
progressing and the potential to include the actions within their internal
meetings as well.

4. Travel & Transport
In regards to travel and transport the main target which is nearly complete is
the review and reapplication staff car parking permits and charging for parking.
Firstly this is likely to encourage staff to review how they travel to site as well
as providing valuable data on emissions from staff commute. The ICS is
receiving funding to complete an ICS wide travel survey via Mobility Ways
hopefully later this year, hopefully the data gathered from the Trust along with
discussions at relevant meetings will help identify areas that could be reviewed
or improved to encourage staff to change their mode of travel. It is also hope
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this data will help Local Authorities and travel networks the wider improvements
needed to establish change across the region and improve air quality.

The ICS has also been provided a project resource from the AHSN to start to
implement the NENC Clean Air Framework, this will help establish a baseline
of where everyone is and the actions we can look to work on and share best
practice or seek funding for extra resources in Trusts to implement measures.

Within our Trust work is underway to install new cycle lockers across the site
and additional electrical charging points for staff. However it should be noted
that the electrical demand required to meet the action point regarding the
percentage of charging points on site is too great and unlikely to be possible
without significant investment to increase the electrical infrastructure. As staff
can access charging points within their home or other public areas priority
should focus on charge points for Trust fleet vehicles and NEAS vehicles which
will become electric and require faster charging demand.

Engagement with procurement and pharmacy is also underway to look at
suppliers and consolidating deliveries where possible.

5. Estates & Facilities

Significant progress has been made in this field with the recent installation of
air source heat pumps and solar panels helping decarbonise areas of the site,
hopefully in the coming months we will have data to measure the benefits of
their installation on our emissions.

Alongside this Durham Wildlife Services have undertaken ecology surveys of
the QE Hospital, Bensham and Spire House providing habitat creation and
management plans to improve biodiversity across the sites. These plans will
create a priority action plan of measures and the potential cost, although it is
hoped most can be done in house through QE Facilities. QE Facilities also
partook in the “30 Days Wild” campaign, undertaking beach cleans, on site litter
picks, installation of bird feeders, bug house and sowing wild flower seeds in
long grass beds.

QE Facilities also applied for funding as part of the Healthier Futures Fund for
an online reuse platform to help encourage the circular economy and reuse to
prevent usable items being disposed of unnecessarily. It won’t be known until
at least October if the funding is successful or not, if not a business case may
be put together for internal funding.

It is hoped further down the line that the ICS will create repair hubs so that items
can readily be repaired and remanufactured/upholstered further improving the
circular economy and reducing waste.
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6. Medicines

An application to the Healthier Futures Fund was also made for a mobile
destruction unit for Maternity to use to reduce the impact of Entonox on our
emissions. If successful in receiving the funding for the one year trial and it
meets the overall objective funding would then be sought to expand and install
on a permanent basis. If unsuccessful there are machines currently on trial in
Newcastle so it may be possible we could trial it for a short period from
Newcastle. These machines will also help the occupational hazard of poor air
quality within maternity rooms from Entonox.

Alongside this work on Entonox there are also plans to remove piped nitrous
oxide from theatres and switch to cylinders due to the impact of leaked nitrous
oxide on the emissions.

Pharmacy and the respiratory nurses are also engaging in upcoming plans to
implement inhaler recycling scheme and promote and try to increase the use of
dry powder inhalers where possible.

7. Supply Chain & Procurement

Earlier this year the majority of procurement and estates also undertook specific
carbon literacy training to help engage and educate on their impacts and how
they can help within their role. This training will be supported by ICS led training
on social value and support from the Sustainability Manager to ensure the new
PPN notices are being implemented to the best of their ability and
environmental and social issues are taken into consideration in large
procurement contracts.

Scope three emissions from procurement are also being measured from
previous years now CO2 Analysis have been provided the data following
structural and managerial changes within the department. These changes have
also impacted the progress of other actions across this sector over the last few
months.

8. Food & Nutrition

Due to changes within catering little progress has been made within this areas,
despite efforts to look at areas such as food waste collections. Some
discussions were made with a local charity to deliver any leftover sandwiches
near expiry or best before but this will be minimal as majority of food waste can’t
be reheated or is plate waste.

Hopefully progression can be made over the next 6 to 12 months in this area
particularly on areas such as refill stations which would provide massive benefit
in any future heatwaves similar to what was experienced this year.
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9. Adaptation

Adaptation and planning is complex and requires a multitude of parties to be
involved and as a result little progress has been made but In October there is
a North East and Yorkshire ICS even to discuss adaption planning and
hopefully help provide a starting point to begin from.

There is also likely to be some learning from the impacts of the summer
heatwaves we experienced and its impact on patients and staff and how best
we can tackle this going forward particularly when building or refurbishing
areas. Later in September the capital team will be attending an event and
learning about Passivhaus standards and net zero, which should link into these
actions along with the overall decarbonising of the estate from its design to its
use.
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