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MEETING OF THE
BOARD OF DIRECTORS Gateshead Health

NHS Foundation Trust

IN PUBLIC

Wednesday 30" November 2022

Date:
Time:

9:30 am

Venue: Rooms 9&10, Education Centre/Teams

AGENDA

NHS

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 September
2022

To be agreed as an accurate record

Agree

Enclosure 4

9:42 am

Matters Arising / Action Log

Update

Enclosure 5

ITEMS FOR DECISION

9:45 am

Calendar of Board Meetings 2023/24
To approve the dates for 2023/24, presented by
the Company Secretary

Approval

Enclosure 6

ITEMS FOR ASSURANCE

09:50 am

Assurance from Board Committees
i. Finance and Performance Committee — 25 October and
29 November 2022 (verbal)
i. Quality Governance Committee — 19 October 2022
iii. Digital Committee — 10 October 2022
iv. POD Committee — 8 November 2022

Assurance

Enclosure 7

10:10 am

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

Assurance

Presentation

10:20 am

Industrial Action Update
To receive a briefing report from the Executive Director of
People & Organisational Development

Assurance

Enclosure 9

10.

10:35 am

Governance Reports

i.  Organisational Risk Register

i.  Quality Accounts Priorities 6 monthly update
To receive the reports presented by the Chief Nurse

Assurance

Enclosure 10

11.

10:45 am

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

Assurance

Enclosure 11

12.

10:55 am

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

Assurance

Enclosure 12

13.

11:05 am

Integrated Oversight Report
To receive the report, presented by the

Assurance

Enclosure 13




Page 2 of 232

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

14.

11:25 am

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

Assurance

Enclosure 14

15.

11:35 am

Maternity Update

i. Report following Independent Investigation
into East Kent Maternity and Neonatal Services

i.  Maternity Integrated Oversight Report

To receive the report, presented by the Chief Nurse

Assurance

Enclosure 15

16.

11:50 pm

Learning from Deaths 6 Monthly Report
To receive the report, presented by the Medical Director

Assurance

Enclosure 16

17.

12:00 pm

Well-Led Review Closure Report:
To receive the report presented by the Company Secretary

Assurance

Enclosure 17

ITEMS FOR INFORMATION

18.

12:10 pm

Patient & Staff Story

e Mr Lawson

Assurance

Presentation

19.

12:40 pm

Cycle of Business

To receive the cycle of business outlining forthcoming items
for consideration by the Board, presented by the Company
Secretary

Information

Enclosure 19

20.

12:45 pm

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

Verbal

21.

1:00 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 25t January 2023 at
9:30am

Verbal

22.

1:00 pm

Chair Declares the Meeting Closed

Verbal

23.

1:00 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" September 2022, in
Room 3, Education Centre, Queen Elizabeth Hospital and via MS Teams

Present:

Mrs A Marshall

Chair

Mrs J Baxter

Chief Operating Officer

Dr R Bonnington

Non-Executive Director

Dr G Findley Chief Nurse
Mrs K Mackenzie Group Director of Finance and Digital
Mr A Moffat Non-Executive Director

Mrs Y Ormston

Chief Executive

Mrs H Parker

Non-Executive Director

Mrs M Paviou

Non-Executive Director

Mr A Robson Managing Director QE Facilities

Mr M Robson Vice Chair / Non-Executive Director
Mrs A Stabler Non-Executive Director

In Attendance:

Mr N Halford Deputy Medical Director

Ms J Richardson

Trust Volunteer (22/132)

Mrs K Roberton

Deputy Director of Corporate Services and Transformation

Ms D Waites

Corporate Services Assistant

Mrs A Venner

Deputy Director of People & OD

Governors and Members of the Public:

Ms H Adams Staff Governor

Mr L Brown Public Governor - Western

Mr C Toon Appointed Governor

Apologies:

Mr A Beeby Medical Director

Miss J Boyle Company Secretary

Mrs L Crichton-Jones Executive Director of People & OD

Clir M Gannon Non-Executive Director

Agenda | Discussion and Action Points Action
Item By

22/127 | CHAIR’S BUSINESS:

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 those present including the Trust’'s Governors.

Mrs Marshall formally expressed her sadness on behalf of the Board
following the recent death of Her Majesty the Queen and wished to
confirm that there are no plans to rename the Trust as the Trust is
named after Queen Elizabeth, the Queen Mother.
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The Board welcomed Ms Julie Richardson who provided a brief account
of her role as a Trust volunteer.

She discussed some of her duties as a volunteer which includes face to
face contact with patients enabling other staff to continue with their
duties. She described how this supports both patients and staff and felt
that it was an extremely rewarding part of the role and ensures
volunteers feel part of the team. She highlighted some of her
experiences volunteering at other organisations and felt that there were
some opportunities to explore the role further and the Board agreed that
this would be beneficial to expand the service further.

Mrs Marshall thanked Ms Richardson for attending the Board and also
expressed her thanks to all volunteers, highlighting the importance of
the role within the Trust. Dr G Findley, Chief Nurse, explained that there
are currently 102 volunteers across the Trust supporting roles within
patient experience and the Trust's response team and welcomed the
opportunity to develop the role further.

Ms Richardson left the meeting.

Agenda | Discussion and Action Points Action
Item By
22/128 | 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.
22/129 | APOLOGIES FOR ABSENCE:
Apologies for absence were received from Mr A Beeby, Miss J Boyle,
Mrs L Crichton-Jones, and Clir M Gannon.
22/130 | MINUTES OF THE PREVIOUS MEETING:
The minutes of the meeting of the Board of Directors held on
Wednesday 27t July 2022 were approved as a correct record.
22/131 MATTERS ARISING FROM THE MINUTES:
The Board action log was updated accordingly and there were no
additional matters arising from the minutes.
22/132 | VOLUNTEER STORY:

Page 2 of 18




Page 5 of 232

Agenda
Item

Discussion and Action Points

Action
By

22/133

DECLARATIONS OF INTEREST:

Mrs K Roberton, Deputy Director of Corporate Services and
Transformation, presented the declaration of interest for Mrs Kris
Mackenzie, Group Director of Finance and Digital, for inclusion into the
Board’s register of interests.

She informed the Board that Mrs Kris Mackenzie, Group Director of
Finance and Digital, joined the Board of Directors on 1 September 2022,
having previously held the position of Operational Director of Finance at
the Trust and provided assurance that Mrs Mackenzie has completed
both the declaration of interests and fit and proper person declaration.

Mrs Roberton highlighted to the Board that a family connection to Mrs Y
Ormston, Chief Executive, has been appropriately declared and
provided assurance 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.

After consideration, it was:

RESOLVED: i) to approve the inclusion of Kris Mackenzie's
declaration of interest return in the Board’s register
of interests.

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

22/134

CONSTITUTION AMENDMENT:

Mrs K Roberton, Deputy Director of Corporate Services and
Transformation, presented the proposed constitutional amendment to
reclassify volunteers as public members with respect to Foundation
Trust membership.

She explained that a constitutional amendment was made in July 2019
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.
However a number of implications of this constitutional amendment
have become apparent recently, and consideration needs to be made
as to whether a further amendment is required to reverse the original
change. Most notably, the current approach would prevent public
Governors becoming volunteers whilst maintaining their Governor
positions.

The paper outlines the options available and considers which approach
would best protect and promote volunteering and maximise the
opportunities for representation at the Council. Mrs Roberton
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Agenda
Item

Discussion and Action Points

Action
By

highlighted 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. It
is recommended that Option 2 is approved to enact a constitutional
change to recognise volunteers as public members and this option is
also supported by the Governor Governance and Development
Committee.

Mrs Marshall highlighted that this will also be presented to the Council
of Governors meeting tomorrow (28 September 2022) and explained
that herself and Miss Boyle, Company Secretary, have met with the
affected Governors who agreed that it was important to take the most
appropriate approach from a governance and representation
perspective.

Mr M Robson, Vice Chair, felt that this approach would provide the
opportunity for volunteers to reinforce the Governor role within the
organisation. Following a query from Mrs A Stabler, Non-Executive
Director, on Governor attendance at meetings, Mrs Marshall explained
that there is no current obligation for this however there is further work
to be undertaken to review constituencies and Council composition.

After consideration, it was:

RESOLVED: i) toapprove Option 2 to enact a constitutional change
to recognise volunteers as public members
i) to note the recommendation of the Governor
Governance and Development Committee 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.

22/135

BOARD COMMITTEE TERMS OF REFERENCE:

Mrs K Roberton, Deputy Director of Corporate Services and
Transformation, presented the revised terms of reference for the Board
committees.

She explained that following the approval of the Trust’'s new strategy
and the corporate objectives for 2022/23, 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.

Mrs Roberton drew attention to the summary of changes:
Quality Governance Committee:

e Reference to seeking assurance over health inequalities and
Gateshead system contribution
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Mr M Robson, Chair of the Finance and Performance Committee, felt
that it would be beneficial to expand the membership to include those
required to present the Integrated Oversight Report ie. People and OD
representation and this will be amended.

A discussion was held regarding the monitoring of the Quality
Improvement Strategy and which Committee would be most
appropriately placed to do this. Given the intrinsic links to
transformation, on reflection it was agreed that this oversight function
would continue to rest with the Finance and Performance Committee.

After discussion, it was:

RESOLVED: to ratify the revised terms of reference for the Board
Committees subject to the suggested amendments.

Agenda | Discussion and Action Points Action
Item By
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:
e No changes proposed to align to the strategy and objectives.
e Minor amendment made to align quoracy to other committees
and reference the role of the Governor observers.
People and Organisational Development (POD) Committee (a wider
review of the terms of reference has been undertaken by the POD team,
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.
Discussion took place in relation to the quoracy of the Board Committee
in particular Executive and Non-Executive Director members and
flexibility for attendance therefore this will be looked at and amended. KR

22/136

WINTER PLAN 2022/23:

Mrs J Baxter, Chief Operating Officer, presented the draft Strategic
Winter Plan for 2022-23 for assurance prior to submission to NHS
England.

Mrs Baxter reported that the winter of 2022/23 is expected to bring an
increase in demand for services as the Trust continues to meet the
challenges of managing Covid alongside other winter viruses, the
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Agenda
Item

Discussion and Action Points

Action
By

ongoing costs and challenges of attaining greater winter capacity and a
parallel need to recover activity significantly affected by the pandemic.

She highlighted that some comments have already been received
however explained that the focus of the plan continues to be on avoiding
admissions, reducing length of stay and ensuring timely discharge
although staffing shortages, in particular nurse staffing vacancies,
continue to provide a challenging environment.

Mrs A Stabler, Non-Executive Director, queried whether the impact of
ambulance diverts and delayed discharges was being reviewed by the
Integrated Care Board (ICB) and Mrs Y Ormston, Chief Executive,
highlighted that discussions were taking place at the Local A&E Delivery
Board and the ICB were involved with the Urgent and Emergency Care
Programme. Mrs Baxter explained that escalation beds were not linked
to winter planning due to the ongoing need and this therefore continues
to drive overspend.

Mr M Robson, Vice Chair, drew attention to Section 16 of the report
which highlights the use of Better Care Fund funding for 14.5 full-time
equivalent roles to support capacity within the PRIME service to
increase discharges and queried how this would be monitored. Mrs
Baxter explained that this will be monitored by the Gateshead System
Board and the Trust is working in collaboration with the Local Authority.
She further explained that demand and capacity analysis was taking
place and a Management Graduate Trainee was supporting with this
work.

Mrs M Pavlou, Non-Executive Director, requested an update on the joint
work with the Local Authority and Mrs Ormston advised that meetings
continue to take place however felt that it would be beneficial to highlight
concerns in relation to shared staffing risks within the report and how
these were being mitigated and discussed by the People & OD
Committee to address the gaps. Mrs Baxter will ensure that further
details are included in relation to the risk around finance, staffing and
recruitment.

Following further discussion, it was:
RESOLVED: to approve the draft Strategic Winter Plan 2022-23 prior

to submission to NHS England subject to suggested
amendments.

JMB

22/137

ASSURANCE FROM BOARD COMMITTEES

Finance and Performance Committee (F&P):

Mr M Robson, Chair of the F&P Committee, noted that the Board had
been appraised verbally of the key points from the July meeting at the
July 2022 Board of Directors’ meeting. He also drew attention to the
written assurance report relating to the August meeting with no items for
escalation.
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however has still not been received. Mrs Findley confirmed that she will
escalate this to the Integrated Care Board however Mrs Y Ormston,

Agenda | Discussion and Action Points Action
Item By
Mr M Robson provided a verbal update on the meeting yesterday (26
September 2022) and reported that there were no items to escalate.
The meeting focussed on the following areas where gaps in control and
assurance have been identified:

e Integrated Oversight Report — the Committee focussed on the
response domain and noted that urgent and emergency care,
and cancer performance remains under pressure therefore were
not fully assured. The Committee identified a need to further
develop workforce key performance indicators (KPI) metrics and
outcome measures, which therefore presents potential gaps in
control and assurance.

e Financial revenue — despite a reported improvement in deficit
due to Elective Recovery Fund (ERF) funding, the Committee
remain unassured due to pay variances and as such requested
further assurance to be brought to the next meeting on major
drivers such as delayed discharges, variances due to staffing
levels and the continued use of escalation beds.

e Financial outturn — the Committee received the first analysis
taking into account a range of variables which suggest a deficit
and therefore were not assured. Some gaps in control were
identified due to the lack of detail surrounding cost reduction
plans however potential mitigating actions were discussed and
will be looked into further at future meetings.

e Supply Procurement — internal audit have now been
commissioned to investigate further.

e Corporate objectives — gap in assurance identified within the
report and it was felt that further work was required in relation to
the new format.

e Organisational Risk Register - partial assurance as incomplete
report and some elements were not up to date. Therefore further
work required.

e Board Assurance Framework — gaps in the report were reviewed
and further work to be completed prior to the next meeting.

Quality Governance Committee (QGC):

Mrs A Stabler, Chair of QGC provided a brief verbal overview to
accompany the narrative report and highlighted that there was one issue
to escalate in relation to the Looked After Children Annual Report. She
reported that the Clinical Commissioning Group (CCG) completed a
review of the service and have not yet shared the outcome. The
Committee therefore have requested 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.

Mrs G Findley, Chief Nurse, reported that this has been raised with the
CCG and has been assured that the report has been completed GF
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Agenda
Item

Discussion and Action Points

Action
By

Chief Executive, explained that this can also be picked up at the
Gateshead System Board.

Mrs Stabler highlighted that another issue has been raised in relation to
a discrepancy of CAS alerts being noted as open on the Integrated
Oversight Report and the number noted as open on the Trust’s internal
system. Mrs Findley reported that this relates to a difference in external
and internal reporting systems and has been picked up however is
consistent with other Trusts.

Digital Committee

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

e EPR System Strategy Outline Business Case has been
socialised and reviewed by a third party. Following a query from
Mrs Marshall as to whether this should come back to Board, Mr
Moffat reported that further discussions will take place at the next
Digital Committee and will report back to the Board.

e Service Key Performance Indicators — good progress being
made and reporting has much improved. The Committee were
partially assured due to some outstanding targets however it was
noted that these are now being shared with the Senior
Management Team.

¢ Internal Audit Reports — no items overdue however a number of
outstanding actions have been extended.

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 reported that there
were no items for escalation. She highlighted the following key points:

e Workforce supply — the Committee were partially assured due to
the increase in the vacancy gap. It was noted that further
modelling work was being undertaken to include forward look and
benchmarking.

e Equality Diversity and Inclusion report was presented and
outstanding actions to be addressed.

e GMC Survey — the Committee were partially assured due to the
lack of progress on the Junior Doctor mess and hot food
provision out of hours. This has been escalated to be addressed.
Mrs Y Ormston, Chief Executive, explained that this is being
looked at however alternative solutions may be required.

The Board discussed the concerns around workforce supply and Dr
Bonnington reported that the Committee were assured that work is
being undertaken. Mrs Ormston felt that it was important to identify the
current gap to ensure robust plans are in place and Mrs A Venner,
Deputy Director of People & OD explained that controls were in place
including a working group with nursing and operational colleagues to
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Agenda
Item

Discussion and Action Points

Action
By

review a number of plans including recruitment and retention. Dr G
Findley, Chief Nurse, highlighted that 16 new registered nurses were
due to compete their training this month and good progress is being
made in relation to the recruitment of 50 international nurses with
additional funding being provided from NHS England & NHS
Improvement.

Mrs Ormston felt that it was important for the Board to be sighted on
workforce figures and Dr Findley confirmed that the working group is
focussed on this and highlighted that a new Workforce Analyst is now
in post and will be reviewing reports to provide further assurance. Mrs
Ormston suggested that reports are triangulated to highlight sickness
absence, vacancies and any quality risks. Mrs J Baxter, Chief
Operating Officer, highlighted that the Finance & Performance
Committee have reviewed current workforce gaps against agency and
bank spend and an options paper has been presented looking at staffing
pressures within Theatres.

Audit Committee:

Mr A Moffat, Chair of Audit Committee, provided a brief verbal overview
to accompany the narrative report and highlighted that there was an
item to escalate in relation to the lack of implementation of overdue
Internal Audit recommendations.

Mrs K Mackenzie, Group Director of Finance and Digital, commented
that a number of conversations have taken place with the Senior
Management Team (SMT) and a report is presented at the weekly
meeting. She highlighted that there is some educational work to be
completed and this will be discussed at the forthcoming SMT away day.
She will ensure a full update is provided on an ongoing basis to provide
further assurance and Mr Moffat felt that it would be useful for Executive
Leads to attend future Committee meetings to provide updates.

Mrs Marshall thanked the Committee Chairs for their reports.
After consideration, it was:

RESOLVED: to receive the reports for assurance

22/138

CHIEF EXECUTIVE’S UPDATE REPORT

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

Operational Performance:

As highlighted in the Integrated Oversight Report (Agenda ltem 15),
pressures continue on a daily basis and are mainly related to delayed
discharges. Mrs Ormston reported that performance is not quite back to
standards however the Trust is performing well compared to other trusts
within the region. Work continues to improve patient flow.

Page 9 of 18




Page 12 of 232

Agenda
Item

Discussion and Action Points

Action
By

Our People:

Mrs Ormston reminded the Board of earlier discussions in relation to
workforce supply and reiterated that the Trust’'s top priority remains
recruitment. Progress is being made in relation to appraisal rates
however work is ongoing.

Provider Collaborative/lntegrated Care System/Integrated Care
Board:

Governance arrangements continue to be developed and an ICB event
recently took place to discuss improvement in System Resilience and
preparation for winter.

Other key updates included a visit from NHS England/NHS
Improvement to learn best practice and the Trust has been identified as
one of the best performers in some of the metrics in Urgent and
Emergency care specifically ambulance handovers. The Care Quality
Commission is due to conduct a medicines management inspection in
the Trust and the visit is part of a pilot which focuses on this one specific
area only.

Dr R Bonnington, Non-Executive Director felt that it was important to
acknowledge the hard work being undertaken around operational
pressures and the Board acknowledged the continued staffing
pressures.

Mrs Marshall noted that following the death of Her Majesty the Queen,
the Trust held a day of mourning and continued to deliver clinical
services over the bank holiday in line with the Trust's internal
Emergency Preparedness Resilience and Response Plan and thanked
staff for their involvement.

Following further discussion, it was:

RESOLVED: to receive the update for assurance.

22/139

GOVERNANCE REPORTS

Corporate Objective Delivery:

Mrs K Roberton, Deputy Director of Corporate Services and
Transformation, presented the report which provides assurance over
the plans to support the achievement of the corporate objectives for
2022/23.

She reported that corporate objective delivery action plans have been
developed by the Executive Director owners of each of the objectives
and have been mapped to the Board Committees. The report
summarises the progress made towards the delivery of the actions
which in turn support the delivery of the corporate objectives and Mrs
Roberton highlighted that there are currently no overdue sub-actions,
although a number are considered at risk and 9 sub-actions have been
completed.

Page 10 of 18




Page 13 of 232

Agenda
Item

Discussion and Action Points

Action
By

Following a query on the total number of actions and figures within the
categories, Mrs Roberton advised that some of the actions are double
counted as they fall into two categories however agreed that meetings
with the Executive Leads will take place to review these in detail.

RESOLVED: to receive the report for assurance.

Board Assurance Framework (BAF):

Mrs Roberton provided the Board with the current BAF for 2021/22 for
review and assurance and highlighted that a new format BAF has been
designed for 2022/23 in response to feedback from the Board and
Internal Audit.

She reported that 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. The
Board noted that the contents should also be triangulated against the
assurance, risks and issues discussed during the meeting to determine
any gaps in controls.

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. Mrs Roberton
highlighted that the new BAF is still being embedded and a training
session has been held with Non-Executive Director colleagues, with a
further session to be scheduled for October 2022 and a narrative guide
is also in development. Following a request, meetings will also take
place with Executive Leads.

RESOLVED: to receive the report for assurance.

Risk Management Maturity & Risk Appetite

Dr G Findley, Chief Nurse, presented the report to gain formal
agreement on the levels agreed for risk management maturity and risk
appetite. She reminded the Board that an assessment of risk
management maturity and review of risk appetite was undertaken at the
Board Strategy Session in June 2022.

The report acknowledges that improvements have been made and
demonstrates stronger performance in some areas than others, as well
as scope for improvement across all areas. Following a review of Risk
Appetite, 4 of 5 areas remain 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.

Dr Findley highlighted that the Board are asked to approve the levels for
risk management maturity and risk appetite and these will then be
reflected in the risk management strategy and policy and updated on
the intranet, as well as being communicated to managers across the
group. Following a query from Mr A Moffat, Non-Executive Director, on

KR/JB

KR/JB
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Agenda
Item

Discussion and Action Points

Action
By

the process, Dr Findley explained that the strategy is currently in
development and will come back to the Board for approval at a future
meeting.

RESOLVED: to approve the risk management maturity levels and risk
appetite statements and levels.

Organisational Risk Register (ORR)

Dr G Findley, Chief Nurse, presented the updated ORR to the Board,
noting that it is now received at the weekly Executive Team Meeting and
bi-monthly Executive Risk Management Group. This report covers the
period 15 July 2022 to 1 September 2022.

Dr Findley reported that 3 new risks have been added to the ORR
including a strategic risk relating to Covid which has resulted in 2
existing risks related to Covid being removed. One risk has been
reduced which relates to the risk of further waves of Covid following the
introduction of the vaccination programme. Two risks have been closed
and a further two risks removed. Dr Findley advised the Board that this
reflects active management of risk and improvement to compliance due
to scrutiny by the Executive Team and Executive Risk Management
Group.

Following a query around cost reduction risks, Dr Findley highlighted
that this was a timing issue and will now show on the ORR at future
meetings. Mrs H Parker, Non-Executive Director, also felt that the risk
relating to delayed discharges should be higher and Dr Findley
explained that this was reduced due to the increased domiciliary
provision however will be increased again to reflect further pressures.

RESOLVED: to receive the report for assurance.

GF

22/140

FINANCE UPDATE:

Mrs K Mackenzie, Group Director of Finance & Digital, provided the
Board with a summary of performance as at 31 August 2022 (Month 5)
for the Group (inclusive of Trust and QE Facilities, excluding Charitable
Funds).

She highlighted that the Trust has reported an actual deficit of £1.545m
after adjustments for donated assets and gain & losses of asset disposal
which 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). Mrs Mackenzie explained that there are system
pressures in relation to staffing costs specifically around agency, bank
and overtime costs. There has also been very little achievement in
relation to cost reduction plans and the Senior Management Team
workshop in October will focus on looking at plans. Detailed discussions
have also taken place at the Finance and Performance Committee.
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Agenda
Item

Discussion and Action Points

Action
By

Following a query from Mrs A Stabler, Non-Executive Director, relating
to ERF funding and whether this was based on delivery, Mrs Mackenzie
reported that no clarification has been received from the Integrated Care
Board however discussions are taking place with Directors of Finance
who are consistent in their financial assumptions. Following a further
query from Mrs Stabler in relation to cost reduction plans, Mrs
Mackenzie explained that cost reduction plans are being scrutinised by
the Finance and Performance Committee however a focus on delivery
for this financial year will be discussed in more detail at the October
workshop. Mr A Moffat, Non-Executive Director, queried the
expectations around plans and Mrs Mackenzie commented that some
non-recurrent savings were expected due to vacancies however longer
term recurrent plans are required to ensure consistent savings. Mrs
Marshall highlighted that this links to recent discussions at the
Transformation Board and plans have been requested to provide impact
assessments.

The Board acknowledged that robust plans were needed and Mr M
Robson, Vice Chair, reported that Non-Executive Directors are welcome
to attend future Finance and Performance Committee meetings to gain
a better understanding of plans.

After further discussion, it was:

RESOLVED: to receive the report for assurance against corporate
objectives and addressing financial risks.

22/141

INTEGRATED OVERSIGHT REPORT:

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

Safe:

Dr Findley highlighted that six serious incidents were reported in August
and are under investigation, with one open patient safety alert not
completed by the deadline however she reminded the Board that this
was highlighted and discussed at the last meeting. There have been no
harm incidents and no Never Events have been reported within the past
18 months.

Mrs H Parker, Non-Executive Director, noted the increased number of
medication errors and Dr Findley reported that this was a welcome
finding due to a new post. Mr Halford explained that the errors had been
reported early in the process and outlined a positive reporting safety
culture. This would also result in increased levels of learning going
forward however highlighted system issues rather than human error.
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Agenda
Item

Discussion and Action Points

Action
By

Following a query from Mr A Moffat, Non-Executive Director, regarding
a serious incident relating to discharge which resulted in death/
catastrophic consequences, Dr Findley explained that this had been
reviewed by the Serious Incident Panel and has been referred to the
coroner to undertake an investigation. A summary of this will be reported
via the Quality Governance Committee.

Effective:

Mr Halford reported that there had been a deterioration in the average
number of long stay patients and readmissions within 30 days remains
high. He explained that this is due to changes in counting and recording
in Same Day Emergency Care (SDEC) however a detailed clinical deep
dive is also underway as additional assurance.

Responsive:

Mrs Baxter reported that Urgent and Emergency Care (UEC)
performance remains a priority and a deep dive analysis is taking place.
There has been an increase in emergency admissions and activity
growth however there is evidence that SDEC processes are having an
effect. Escalation beds continue to be required however the Trust is
working with QE Facilities to improve flow and the transport team
continue to support the North East Ambulance Service. Waiting lists
continue to increase however diagnostic performance is doing well.
Challenges remain within cancer performance in particular lung and
lower Gl due to an increase in referrals.

Mrs Marshall highlighted that NHS England/NHS Improvement recently
visited the Trust as we have been identified as one of the best
performers in ambulance handovers and Mrs Baxter explained that she
will be taking part in some recordings which will be included on their
websites to share best practice.

Mrs A Stabler, Non-Executive Director, queried the reason behind the
cancer performance risk relating to haematology and Mrs Baxter agreed
to look into this further and provide feedback.

Well-Led:

Mrs Venner reported that sickness absence is currently above the target
rate and the POD team are working closely with managers around this
and will be discussed at the Business Unit Quarterly Oversight
Meetings. Core training data also continues to display special cause
variation and is outside of expected levels with performance however
face to face attendance has increased. Appraisal compliance has
increased and the Appraisal Policy has recently been revised and
implemented.

Following a query from Mrs M Pavlou, Non-Executive Director, on the
level of core training compliance within QE Facilities, Mr A Robson,
Managing Director of QE Facilities, explained that some staff do not
have access to electronic systems however there are plans to supply
additional touch screen monitors which will help with this.

JMB

Page 14 of 18




Page 17 of 232

Agenda
Item

Discussion and Action Points

Action
By

Mrs Y Ormston, Chief Executive, raised an issue with the restriction of
inputting appraisals onto the ESR system and Mrs Venner will request
the POD team to look into this further.

Mr A Moffat, Non-Executive Director, raised a query in relation to
sickness absence variations and Mrs Venner reported that each
Business Unit has an allocated POD lead and measures are in place to
ensure this is addressed. Mrs H Parker, Non-Executive Director, felt
that it was important to ensure that in-depth discussions take place as
it is expected that this will be a focus for the Care Quality Commission.

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.

AV

22/142

OCKENDEN NEXT STEPS & ASSURANCE VISIT:

Dr G Findley, Chief Nurse, provided an update to the Board following
the visit to the Trust from the Regional Maternity Team on 16 June 2022.

Dr Findley reported that this had been a positive visit and the
recommendations will be incorporated into the Ockenden action plan
and cycle of audit to include the continuous audit of complex
pregnancies and risk assessments. As requested by NHS England, a
copy of the report will also be shared with the Regional Chief Nurse, the
Local Maternity System, Maternity Voices Partnership, and the
Integrated Care Board, along with key findings and learning points from
the Region to facilitate shared learning and collaborative working.

Mrs A Stabler, Non-Executive Director, attended the maternity session
where the regional feedback was shared and agreed to forward the
presentation slides to Dr Findley.

Mrs J Baxter, Chief Operating Officer, highlighted that the inspection
report for human embryos has also been received which includes
excellent feedback and the license renewal has been approved. The
report will be presented to the next Quality Governance Committee.
Following consideration, it was:

RESOLVED: to receive the report for assurance.

AS

22/143

NURSE STAFFING EXCEPTION REPORT:

Dr G Findley, Chief Nurse, presented the report for nursing and
midwifery staffing in August 2022, and also provided assurance of
ongoing work to triangulate workforce metrics against staffing and care
hours.
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Agenda
Item

Discussion and Action Points

Action
By

The report demonstrates some improvement in staffing fill compared to
last month however there are still ongoing staffing challenges within the
organisation. Focussed work continues around recruitment and
retention of staff as well as managing staff attendance.

Following a query from Mr A Moffat, Non-Executive Director, in relation
to workforce initiatives, Dr Findley explained that workforce plans/fill
rates are in place which also includes agency staff.

After discussion, it was:
RESOLVED: toreceive the report for assurance and note that staffing

establishments are being monitored on a shift-to-shift
basis.

22/144

EPRR CORE STANDARDS SELF-ASSESSMENT REPORT:

Mrs J Baxter, Chief Operating Officer, presented the Emergency
Preparedness, Resilience and Response (EPRR) core standards self-
assessment to the Board prior to submission to NHS England.

She highlighted that 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. Itis acknowledged that although many positive steps have
recently been undertaken, some standards will continue to require
further review and enhancement. An internal audit has also been
undertaken which has received positive feedback with a findings report
to follow at a later date.

Following further discussion, it was:

RESOLVED: to receive the report for assurance and endorse the
EPRR core standards prior to submission to NHSE.

22/145

GREEN PLAN 6 MONTHLY UPDATE:

Mr A Robson, Managing Director for QE Facilities, provided an update
on the Green Plan for 2022-2025 which sets out the significant progress
in reducing emissions from activities around the organisation.

He explained that the plan has been shared with the North East and
North Cumbria Integrated Care System and provides assurance over
progress towards achieving the objectives and measurable targets
outlined in the plan. The report highlights some of the key areas of focus
including the re-application of car parking permits and Mr A Robson
advised that this exercise is nearly complete and charging will
commence next month. Solar panels and air source heat pumps have
recently been installed which will help with the decarbonisation of onsite
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Agenda
Item

Discussion and Action Points

Action
By

energy and work is also underway to remove piped nitrous oxide from
Theatres.

Mrs Marshall reminded the Board that the Carbon Literacy training was
completed at the last Board Strategy Session and prompted the Board
to complete the participant evidence forms to enable the certifications
to be released.

Following consideration, it was:

RESOLVED: to receive the update for assurance.

22/146

REGISTER OF OFFICIAL SEAL:

Mrs K Roberton, Deputy Director of Corporate Services and
Transformation, presented the details of the use of the official seal
between September 2021 and September 2022.

The Board noted the use of the official seal during this period and after
consideration, it was:

RESOLVED: to receive the report for assurance.

22/147

CYCLE OF BUSINESS:

Mrs K Roberton, Deputy Director of Corporate Services and
Transformation, 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 November 2022 and it was:

RESOLVED: to receive the cycle of business for information.

22/148

QUESTIONS FROM GOVERNORS IN ATTENDANCE:

There were no questions received from Governors.

22/149

DATE AND TIME OF THE NEXT MEETING:

The next meeting of the Board of Directors will be held at 9:30am on
Wednesday 30" November 2022.
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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
22/150 | CLOSURE OF THE MEETING:

Mrs Marshall declared the meeting closed
22/151 EXCLUSION OF THE PRESS AND PUBLIC:
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PUBLIC BOARD ACTION TRACKER

NHS

Gateshead Health

NHS Foundation Trust

Item . . Executive
Number Date Action Deadline Lead Progress
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 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
(action also included within September minutes)
22/135 | 27/09/2022 | Board Committee TOR —to review quoracy and include | 30/11/2022 | KR/JBoy | Amendment made re. quoracy and inclusion of
POD representative for F&P Committee. Amendment POD representation. Completed
also required re. transformation section
22/136 | 27/09/2022 | Winter Plan — to ensure further details included in | 30/11/2022 JMB Completed.
relation to risk around finance, staffing and recruitment
22/137 | 27/09/2022 | Quality Governance Committee — to escalate the need | 30/11/2022 GF Completed — ICB has responded to say they
to obtain a copy of the CCG review of the Looked After have asked the Designated Nurse for the ICB to
Children’s Health Team to the ICB and Gateshead review the findings of the report.
System Board.
22/139 | 27/09/2022 | Corporate Objective Delivery — meetings to take place | 30/11/2022 | KR/JBoy | Completed — format adjusted.
with Executive Leads to review actions/figures
22/139 | 27/09/2022 | Risk Management Strategy — to come back to Board for | 31/12/2022 GF ?January Board
approval at future meeting
22/141 | 27/09/2022 | IOR — to provide feedback on haematology cancer | 30/11/2022 JMB Very small numbers of patients on the
performance risk pathways. Common themes are:
e 2 week waits: All Choice / cancellations
breaches
e Treatment breaches relate to complex
pathways, multiple tests and changes in
tumour groups/pathways following positive
diagnostics
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e Process issues related to Admin/secretarial
support in BU now resolved (re-booking
after cancellations etc./ supporting clinical
decisions after tests etc. /dictation)

22/141

27/09/2022

IOR — to review issue relating to restrictions for
inputting appraisals onto ESR

30/11/2022

LCJ/AV

Scoped via POD matrix teams re required
support- assistance provided with inputting
appraisals. New form and Microsoft form for
ease of inputting to be communicated w/c 215
November
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 6

Report Title:

Calendar of Board Meetings 2023/24

Name of Meeting:

Board of Directors — Part 1

Date of Meeting:

30 November 2022

Author:

Diane Waites, Corporate Services Assistant

Executive Sponsor:

Yvonne Ormston, Chief Executive

Report presented by:

Jennifer Boyle, Company Secretary

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

Decision:

X

Discussion:

O

Assurance:

O

Information:

X

To inform the Board of the planned Board meeting dates

for 2023/24.
Proposed level of assurance Fully Partially Not Not
— to be completed by paper assured assured assured applicable
sponsor: O 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

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

Recommended actions for
this meeting:

The Board is asked to approve and receive the dates of
the Board of Directors’ meetings to be held in 2023/24.




Page 24 of 232

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
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
significant risks and DATIX
reference)

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

Yes

No

Not applicable
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Gateshead Health NHS Foundation Trust

Board of Directors’ Meetings 2023/24

During 2023/24 the Board of Directors will hold 9 public meetings including the

Annual General Meeting.

Date Time Venue

25 January 2023 9.30am Rooms 9&10, Education Centre
29 March 2023 9.30am Rooms 9&10, Education Centre
24 May 2023 9.30am Rooms 9&10, Education Centre
26 July 2023 9.30am Rooms 9&10, Education Centre
20 September 2023 9.30am Rooms 9&10, Education Centre
Annual General Meeting

27 September 2023 9.30am Rooms 9&10, Education Centre
29 November 2023 9.30am Rooms 9&10, Education Centre
31 January 2024 9.30am Rooms 9&10, Education Centre
27 March 2024 9.30am Rooms 9&10, Education Centre
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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 7i

Purpose of Report

Decision: Discussion: | Assurance: | Information:

O] O] X X

Committee Reporting
Assurance:

Finance & Performance Committee October 2022

Name of Meeting:

Finance & Performance Committee

Date of Meeting:

October 2022

Author:

Mr M Robson, Non-Executive Director

Executive Lead:

Mrs K Mackenzie, Group Director of Finance & Digital
Mrs J M Baxter, Chief Operating Officer

Report presented by:

Mr M Robson, Non-Executive Director

Matters to be escalated to
the Board:

No escalation required

Executive Summary:

Items received for 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.

The author's recommendation was not assured due to
significant assurance gaps.

Financial Revenue Report

The report was presented for the period April to September
2022 the Trust has reported an actual deficit of £2.224m
after adjustments for donated assets and gain & losses of
asset disposal. This is a deterioration of £0.679m from the
adjusted deficit reported at the end of August mainly due to
the impact of the 2022-23 final pay award settlement and
the additional bank holiday.

The author’'s recommendation was partial assurance.

Cost Reduction Programme

The report was presented which outlined the Trust has a
CRP target this year of £10.939m against which it is
expecting to transact £5.968m, leaving a gap of £4.972m to
be delivered with a financial plan that delivers a surplus of
£1.610m (adjusted financial performance against which the
Trust is monitored). Expenditure predicted in plan exceeds
the level of income that the Trust anticipated receiving,
therefore, the Trust has a cost reduction target (CRP) to
ensure it can deliver a £1.610m surplus.
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The author’'s recommendation was partial assurance.

Pay Award Paper

The report was presented which informed the committee
that there is a risk of an unfunded gap.

Following the announcement of the final pay award NHSE
announced a further increase to contract settlements
equivalent to a 1.66% increase with the expectation this
increase along with the original 2% would fund the total cost
of the 2022-2023 pay award.

The author’'s recommendation was partial assurance.

Supply Procurement Minutes

The Committee received a verbal update on the internal
investigation and advised that the outcome will be
presented at the December Audit Committee.

Capital Plan

The report was presented which showed the expenditure for
the six months to the end of September was £2.616m, this
is £1.977m less than the expected phased plan and results
from delays in the development of the New Operating Model
project. This underspend is offset by accelerated spending
on the new maternity theatre which was completed ahead
of expected phasing and over budget, and decarbonisation
works being brought forward to the early part of the year.
This represents a current £1.385m forecast over
commitment on CDEL. This commitment was made at a
point in time when considering the likelihood of slippage on
schemes and additional capital funding being made
available at short notice as the year progressed.

The Executive Team, supported by the Capital Steering
Group, are closely monitoring the capital programme as it
progresses throughout the year. Regular forecast revisions
are undertaken, and schemes are being reviewed for
deliverability, with potential slippage identified to ensure that
capital expenditure will be managed in line with funding
identified

The author’s recommendation was partial assurance.

Change Control Agreement:

A report was presented asking the F&P Committee to
approve the waiving standing orders for the CT & MRI
Service. The Supply and Procurement Committee (SPC)
considered the papers on the above and the
recommendation was to approve the waiving of standing
orders, but due to the value the item was escalated to
Senior Management Team (SMT).

The paper was also considered at SMT, and despite having
delegated authority to ratify the decision, SMT would like to
request further ratification from Finance and Performance
Committee.
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The paper requests waiving of standing orders with respect
to the temporary provision of two additional mobile
diagnostic units in advance of the CDH being mobilised.

The total cost for seven months is £1.6m including VAT, with
non-recurrent external funding available to support up to the
end of March 2023.

The author’'s recommendation was partial assurance.

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

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

Financial
Implications:

None to Note

Links to Risks (identify
significant risks and DATIX
reference)

ORR Risks

2868 — Risk to delivery of NOM

3127 - Finance forecast outturn position
3128 — Capital Cost

People and OD
Implications:

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

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 Item: 7ii

Purpose of Report

Decision: Discussion: | Assurance: | Information:

O] O] X X

Committee Reporting
Assurance:

Quality Governance Committee October 2022

Name of Meeting:

Trust Board

Date of Meeting:

October 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:

No escalation required

Executive Summary:

Items received for assurance:

Integrated Oversight Report

The report was presented, 6 CDI cases noted in July were
noted not to be related and covered different areas,
however the committee were advised some areas were
currently escalated to 6 beds rather than 4, it was expected
they would reduce back once building work was completed.

Duty of Candour compliance was again noted to still
demonstrating concern for the period of June to August and
assurance was given that it had been escalated to the
Senior Management Team to support improvement.

The committee reviewed the Health Inequalities data in the
IOR and sought further clarification on how the 17% of our
most vulnerable population were being supported to attend.

The HSMR continues to show more deaths than expected.
However, Mr Beeby explained that the most recent figures
show an improved position.

There was a deterioration in the average number of long
stay patients and the front of house performance continues
to demonstrate system and site pressures including the
increase in 52 week waits.

The Committee did however acknowledge the Trust
continues to benchmark well against peers.

Maternity Oversight Report

The report was presented by informing the maternity service
and reported that continued to ensure compliance with ten
safety actions within the maternity incentive scheme year
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four; However, work is being undertaken to demonstrate this
via the action plan.

Work continues to amend and update the Maternity
dashboard to meet Ockenden requirements and support the
Maternity IOR focusing on measures which can be SPC
reported.

The Committee acknowledged that two maternity serious
incidents were reported during quarter one, we have no live
HSIB investigations.

It was noted that the estates programme is well underway
with the service having two operational theatres and work
on developing the pool room having commenced.

The Committee noted that the Trust have submitted the
application for Stage 1 UNICEFF accreditation and noted
that the Chief Nurse was the Executive sponsor.

Mortality Six Monthly Update

The report was presented informing that the SHMI places
the Trust within the banding of deaths as expected and that
the HMSR continues to show more deaths than expected.
The Trust’'s Medical Examiner Office has reviewed all
deaths with 98.3% being identified as not preventable.

The revised learning from deaths policy and the new
process incorporating the Medical Examiner’s review are
now noted to be live in the Trust. Specifically, the revised
process for identifying and reviewing deaths where a patient
has a diagnosis of severe mental iliness has cleared the
backlog of 20 cases with the majority of cases
demonstrating good collaborative working.

The committee noted further work that had been agreed at
the Mortality meeting that morning to look at how we report
our reviews and learning from both Mental health and
learning disability service users.

Safeguarding Annual Report
The annual report was presented and noted the amount of
work that the team have undertaken in the past year.

Risks highlighted within the report included:

e The fragmented records, the team continue to
explore ways of integrating record systems.

e As previously escalated to the board the staffing
issues in relation to the support of looked after
children and the lack of sharing of the review report,
it was noted by the Chief Nurse but no feedback has
been received from escalations raised.
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Serious Incident Report

The report was presented informing that engagement with
the BU remains challenging due to ongoing operational
pressures, and without this there is a risk that this year’s
serious incident performance may regress.. It was noted
despite the pressure’s compliance for reporting within 48
hours remains at 100%.

The Committee acknowledged ten overdue investigation
reports and 17 action plans which were more than 60 days
overdue in which the overdue actions are mapped to a panel
in the next 10 weeks. However the national Patient Safety
Team have confirmed that organisations do not have to
meet the 60-day timeframe for investigations

Safe Staffing Report

The report was presented informing the committee that
September has demonstrated increased staffing challenges
due to the impact of the increased COVID-19 rates in the
organisation. The report highlighted wards that fell below
75% fill rate and the mitigating actions taken by the senior
nurses.

Areas of significant pressure continues are medicine and
the care of the elderly. It was noted that there is work
ongoing to address the sickness absence within the team
and the SNCT is currently being analysed.

Medicine Quarterly Report

The report was presented informing that the pharmacist
independent prescribers prescribed on average 12.9% of all
adult in-patient medicine’s items.

The impact of OPEL 3 on the delivery of and the medicines
reconciliation function was also highlighted.

Prescription turnaround times in dispensary are running well
with an average of 83 minutes in September and exemplar
practice around VTE risk assessment and allergy status.

Quarterly Learning Report
The report was presented informing the core themes
identified from the incidents were:

¢ clinical treatment / pathways
e communication
e admissions, discharge and transfers.

A task and finish group has been established on how the
summary of incidents and learning are shared within the
Trust.
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Patient Experience Complaints Action Plan

The Committee asked at the last meeting for assurance on
the complaints procedure and a report was received
outlining that 40 complaints were reopened in 2021/22.
Noting that there was an average of four and a half months
wait from the point of the complaint being submitted to a
response being received with a range of 2 days to 11
months.

The Committee acknowledged that the Trust currently has
90 open formal complaints with 65 complaints overdue as
of 11t October 2022 and a deep dive into the triangulating
the distribution and allocation of incidents and complaints to
Service Line Managers and Matrons has commenced.

Further assurance was sought for the next meeting re the
complaints process and the number of overdue complaints
in the Trust.

Gateshead Fertility Unit Renewal Inspection Report
The report was presented informing the HFEA inspected the
fertility unit in July 2022 and the final report was received in
September 2022 which noted some of the areas of non-
compliance but none were identified as critical. A detailed
action plan outlines individual actions required and
progress.

Items received by the Committee for information:

e Mental Health Act Compliance Minutes — July 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

Aim 5 | We will develop and expand our services within
X 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.
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Links to CQC KLOE

Caring

Responsive | Well-led | Effective Safe

X X X X

Trust Diversity & Inclusion
Objective that the report
relates to

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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Assurance Report

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 7iii

Purpose of Report

Decision: | Discussion: | Assurance: | Information:

[ O X ]

Committee Reporting
Assurance:

Digital Committee Assurance Report from meeting held
on 10 October 2022

Name of Meeting:

Board of Directors

Date of Meeting:

30 November 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:

The need to progress the Clinical Systems Outline
Business Case following the revision of the paper.

Executive Summary:
(outline assurances and
gaps including mitigating
actions)

Organisational Strategic Objectives

The report showed progress to plan against the agreed
digital strategic aims and objectives for 22/23 with the
recognition of some risk in relation to the capacity of the
digital team. As such this was rated as partially assured.

Digital Strategy

A draft of the refreshed digital strategy was presented
prior to submission to Digital Transformation Group
(DTG) and SMT. The final strategy will return in
December with progress to date judged to be fully
assured.

Digital Delivery Plan

The Digital Delivery Plan was judged to be partially
assured as although the plan is complete, refinements
are required around providing an indication of risk around
timescale, resourcing is available.

Clinical Systems Strateqgy — Outline Business Case
The committee discussed the Clinical Systems Strategy
Outline Business Case (OBC). It was noted that the OBC
has not progressed due following submission to Senior
Management Team, Clinical Policy Group and the
business case group. The need update to paper and
progress the OBC was noted as such this was rated as
partially assured.

Service Key Performance Indicators
An updated KPI report was presented to provide digital
performance assurance. It was noted this had previously
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been reviewed at Digital Assurance Group and any
operational escalations reported for action at SMT - prior
to submission to the Digital Committee. Of note was the
lack of progress on Information Risk Management which
has been escalated with regular reporting to SMT.

A rating of partially assured was awarded as the targets
need to be appropriately signed off. It was noted that
significant progress has been again to the reporting
broadening the data items and the depth of the data.

Internal Audit Reports

It was recognised that significant work had been
undertaken on the open audit actions, as such a rating of
fully assurance was awarded.

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.

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
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
Implications:

None to note

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 u 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)

O employees have the opportunity to work in a
supportive and positive environment and find a
healthy balance between working life and
personal commitments
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Obj. 2

All patients receive high quality care through
streamlined accessible services with a focus on
improving knowledge and capacity to support
communication barriers

Obj. 3

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: 7iv

Purpose of Report

Decision: | Discussion: | Assurance: | Information:

O] O] X O]

Committee Reporting
Assurance:

People and OD Committee — November 2022

Name of Meeting:

Trust Board

Date of Meeting:

30.11.22

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:

None

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

The committee received an update on the interim
arrangement that was now in place within Theatres and
how well this had been received. The team have identified
a number of KPIs which will be fully developed and
monitored to carefully monitor impact

TOR Annual Assessment
The terms of reference were reviewed noting 3 items
which are to be added to the cycle of business.

QEF Recruitment transferring to QEF

The committee received a report advising that a decision
had been made to formally transfer the management of
QEF recruitment directly to QEF and the transition plan
prepared by the trust Executive Director of People and OD
was noted. This plan clearly sets out the standards which
must be met from both a legal, regulatory and sector
perspective and work is underway to implement the
transition plan, with handover expected in January. The
committee discussed this at length noting that people
assurance for QEF staff will now be formally provided via
QEF Board and the incoming trust contract manager will
include oversight and compliance reporting to the trust as
part of the SLA; this will be via the Finance and
Performance Committee.
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Concern was raised with regards to the planned January
handover and time lapse to expected commencement
date for the contracts manager and subsequent
development of KPIs and reporting ¢ April.

People Strategy

A presentation was shared outlining the work to date and
next steps. This was well received and is on track for
approval in the new year.

Growing the workforce — Absence & Supply

The committee welcomed the summaries contained within
the presentation and the ongoing development of this
report. The committee noted the vacancy position with
regards to registered nurses and the work ongoing with
regards to both recruitment and retention. The Executive
Director of People has now met with 3 business units to
further explore ongoing recruitment and retention work in
further detail.

It was agreed that this item would focus on forecasting at
the January committee and that the HR Analyst has been
working on this as the next phase of work.

Update report from POD Portfolio Board

The Committee acknowledged the work underway within
each programme of work with slight concern for the E-
Rostering programme board due to meetings being stood
down due to operational pressures. Progress on
identifying additional space for junior doctors mess
facilities were noted.  Staff survey response rate is
tracking just above the national average but is lower than
last year.

Strategic Objectives
Understanding the work ongoing across the People and
OD portfolio the committee noted actions were ongoing.

People & OD Metrics

A presentation was shared highlighting the key areas of
focus across a number of areas. The work ongoing to
manage sickness was noted, core skills compliance is
improving however, appraisal rates are still well below the
trust standard. Managing Well and Leading Well flagship
programmes are both evaluating exceptionally well.

Industrial Action
An update was received and the risk was discussed.

Board Assurance Framework
BAF was discussed and updated.

People and OD Organisational Risk Register
The group were pleased the workforce risk had been
reviewed and updated.
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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

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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Both mortality
indicators show
deaths within
expected range

4 Serious Incidents
under investigation

Increased compliance
with appraisal and
core training rates
(although still less

than target)

Emergency
Department
performance
particularly
challenging in
September and
October

Key headlines across the 5

Key Lines of Enquiry

RTT have continued
focus on increasing
capacity to reduce
patient backlogs and
waiting times. 73.4%
of patients waiting
less than 18 weeks by
the end of October

Community teams
continue to support by
keeping patients in
their own home saw
49,658 patients in
October averaging

1,601 per day.

October combined
elective activity is
87% which is below
planned levels

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 increased in October to 9497 from 9011 in September, and daily attendances averaged 25 per day
more than October 2021 (representing an increase of 9.1%).

* 4-hour performance in October was 69.3% in October, deteriorating from 72.4% in September

* Average daily bed occupancy level was 96.8% in September and 96.7% in October, peaking at 99.3% one day

« Ambulance delays reported in October: 1112 between 30-60mins (up from 106 in September) and 110 delays >60 mins (down
from 110 in September). However, continue to be the 2nd best performing Trust in NENC & NY re: Ambulance delays 30-60
mins, and 3rd for >60+

* The number of patients who do not meet the criteria reside in hospital remains high, with a daily average of 40 patients in
October.

A&E Indicators Apr-22 |May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22

YRS Month
MOHANCEATTVEE SNRENTOVET por-22 |May22| un-22 | Jul22 |Aug22 | Sep22 | Oct22 | oo

delays Trend
No. Patients arriving by Ambulance| 1619 | 1803 | 1733 | 1748 | 1760 | 1753 | 1705

% of handovers <15 Minutes 44.1% | 46.7% | 45.1% | 42.5% | 45.8% | 38.2% | 34.7%
% of handovers 30-60 Minutes| 94.9% | 98.4% | 97.3% | 95.9% | 97.1% | 93.0% | 92.9%

Attendances: Type 1| 5431 | 6091 | 6034 | 5950 | 5579 | 5796 | 6254
Attendances: Type 3| 3323 | 3625 | 3625 | 3457 | 3427 | 3215 | 3243

Total Attendances| 8754 | 9716 | 9659 | 9407 | 9006 | 9011 | 9497

Total Breaches| 2164 | 2148 | 2212 | 2116 | 2292 | 2484 | 2918

Trust Total - % seen in 4 hours | 75.3% | 77.9% | 77.1% | 77.5% | 74.6% | 72.4% | 69.3%

National Rank (Accute trusts - Lower is better)| 23 20 19 16 29 33 38

12 hour trolley waits (DTA breaches)| 71 4 11 18 36 164 | 134

Volumne in department >12hours| 252 108 193 213 318 703 731

Number of >30 Minute Breaches 72 26 40 63 45 106 | 112

A&E >12hour waits (target <2%)| 2.88% | 1.11% | 2.00% | 2.26% | 3.53% | 7.80% | 7.70%
Average bed occupancy| 94.4% | 92.8% | 94.4% | 95.1% | 96.0% | 96.8% | 96.7%

WA/

SNEED;

Number of >60 Minute Breaches| 6 10 17 37 3 | 123 | 110

Gateshead Health NHS Foundation Trust #GatesheadHealth
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GHFT Benchmarking Figure GHFT Benchmarking Position
May | June | July | Aug | Sep | Oct | NOV Rark ot of Rankis | May | June | July | Aug | Sep | Oct | Nov | Trajectory
IOR | IOR | IOR | IOR | IOR | IOR | IOR betterif:| |OR | IOR | IOR | IOR | IOR | IOR | IOR |(MaytoOct)
139- All Type 1 NHS

A&E 4 hour waiting time target| 75.3%| 77.9%| 77.1%77.5% | 74.5%  72.5%| 69.3% Lower | 23 | 20 | 19 | 16 | 29 | 33 | 38 | Worsened

Providers

Latest weekly PTL: patients waiting >
104 weeks

Latest weekly PTL: patients waiting >
52 weeks

0,010 |0 /|0 /| 0 0 |8ProvidersinlCS lower| 1 | 1 | 1 | 1 1 | 1 | 1 |Nochange

50 | 60 | 73 75 | 58 | 91 | 79 | 8ProvidersinlCS | Lower | 2 | 2 | 3 | 3 | 2 | 3 | 3 |Worsened

Latest weekly PTL: patients waiting >

63 | 65 | 57 | 68 | 64 | 63 | 62 | 8ProvidersinlCS | lower 1 | 1 | 1 | 1 | 1 | 1 | 1 | Nochange
62 days for cancer treatment

139 - top 20 under

NHSEflscruging | e | 73 7569 09 183 1106 | 59 | Improved

62 day backlog as % of waiting list| 8.7% | 9.1% ' 9.3% [10.2% 8.3% | 6.7% | 7.9%

Latest update:

* In 3 of the 5 metrics, we have either improved, or there is no change (in both
metrics the Trust is ranking in the top position).

« The table continues to show a worsening picture in relation to our benchmarked
position for A&E 4-hour target (reflecting the pressures being observed in A&E
and for 52-week waiters.

Gateshead Health NHS Foundation Trust #GatesheadHealth



General updates

* Integrated Care Board (ICB) has now
formally met twice, with the next meeting
scheduled for the end of November 2022.

* The Integrated Care Partnership (ICP) has
appointed the ICB Chair, Sir Liam
Donaldson, as its founder member.

* |CP Strategy has been consulted on — the
draft is available here: icp-integrated-care-
strategy-draft-20221021-003.pdf
(northeastnorthcumbria.nhs.uk)

* NHS Provider Collaborative — approval and
funding granted for a new aseptic unit to
produce medical supplies including
chemotherapy drugs. It will significantly
increase production capacity and create a
sustainable and efficient supply chain.

» Significant regional focus on preparing for
winter - urgent and emergency care,
discharge, bed capacity, ambulance
handover delays.

* Our breast services team was a finalist for
the HSJ Performance Recovery Award. They
cleared a backlog of over 50,000
appointments in 18 months and delivered all
cancer performance standards consistently
throughout 2022/23.

» QE Facilities’ Patient Transport team
received their first CQC inspection and were
awarded a rating of ‘good’.

* Endoscopy services were awarded the Joint
Advisory Group (JAG) accreditation for
another year — demonstrates they meet best
practice quality standards.

* Held our biggest ever Open Day in October
and welcomed over 450 staff and members
of the public.

NHS

Gateshead Health
NHS Foundation Trust

Visits:
» Visit to physiotherapy with the Chair
* Presentation to newly registered nurses
* Emergency department
* People and Organisational Development team
Ward 25
* Main reception
» Chaplains
Meetings
* Meeting with Gateshead system leaders
+ |CP CEO meetings
*  NENC System Learning event
* Inclusive recruitment and career progression
meeting
* North ICP Local A&E Delivery Board meetings
* Provider Collaborative Leadership Board
+ CSG away day
* Meetings with consultants
* National Pathology Assurance Standards meeting
*  NENC Urgent and Emergency Care Strategic
Board meeting
* NENC CEO winter resilience meeting
Other
« Starawards
e Trust Open Day
« Executive Director development days
* Healthcare Support Worker conference

Gateshead Health NHS Foundation Trust

#GatesheadHealth
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda Item: 9

Report Title:

Potential Industrial Action — update on planning

Name of Meeting:

Trust Board (Public)

Date of Meeting:

30 November 2022

Authors:

David Patterson, Emergency Preparedness, Resilience and
Response and Business Continuity Manager
& Amanda Venner, Deputy Director of People & OD

Executive Sponsor:

Lisa Crichton-Jones, Executive Director of People & OD

Report presented by:

Lisa Crichton-Jones, Executive Director of People & OD

Purpose of Report

Decision:
O

Discussion:
X

Assurance:
X

Information:
O

The purpose of this report seeks to provide an update on
trust planning for potential Industrial Action across a number
of different sectors

Proposed level of Fully Partially Not Not
assurance — to be assured assured assured applicable
completed by paper O O O O
sponsor: No gaps in Some gaps | Significant
assurance identified assurance
gaps

Paper previously
considered by:

The information contained within this report has been
discussed at the internal Planning Group.

Key issues:

The Trust Board are asked to discuss and note the following

update:

Current position

e A number of Trade Unions are currently balloting their
members with regards to future industrial action. This
includes the Royal College of Nursing (RCN); the
Chartered Society of Physiotherapy; Royal College of
Midwifes; GMB in all ambulance trusts and selected
Trusts and NHS Blood and Transplant services; Unite

and Unison

e Locally and nationally the potential for industrial action is
being discussed in a number of other sectors including
education, transport and Local Authority which could all
impact on our services.

e All unions are at different stages of balloting. However,
on 9 November 2022, the RCN returned a positive
ballot for industrial action to take place at selected

trusts nationwide including Gateshead. At this time of
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writing further information is still awaited on the
confirmed periods of industrial action.

Internal planning

A multi-disciplinary internal trust planning group led by
Lisa Crichton-Jones as the Senior Responsible Officer
(SRO), was established in the middle of September to
ensure that the trust has undertaken the necessary
planning with regards to potential industrial action across
a range of sectors that may impact trust operations
Focussed planning sessions have taken place to explore
the planning, response and recovery elements of
industrial action with reasonable worse case scenarios
considered

Trust business-critical services have been prepared
before formal discussions on agreeing local derogations
will take place with trade unions

A work plan has been produced with a number of
actions, lead officers and timescales

An Industrial Action operational plan with coordination
framework is being drafted, incorporating learning from
the covid response, as to how operational the trust will
run on periods of industrial actions period in command,
control, coordination and communication (C4 structure)
Our biggest risk is concurrent periods of industrial action
across different sectors taking place and how as a trust
there is minimal disruption to patient care and
emergency services can continue to operate as normal.

National direction
The first formal communication from NHSE was received by
the trust on 2 November 2022

https://www.england.nhs.uk/publication/preparedness-for-

potential-industrial-action-in-the-nhs/

This includes guidance on:

Supporting trusts to be prepared — a Self-Assessment
Checklist has been developed to support trust
preparations. If industrial action is confirmed, assurance
will be undertaken against this checklist. At that stage,
the trust will be asked to complete the checklist and ICBs
will be asked to consolidate returns.

Ensuring information on confirmed industrial action,
including information on derogations, is shared
appropriately across systems

Testing preparedness as systems will be co-ordinated
with wider winter planning and will seek to explore the
health and social care response to multiple, concurrent
operational and winter pressures, and the
interdependencies with Local Resilience Forum (LRF)
partners in responding to these pressures.
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Communications — internally with engagement and
externally with the public

Supporting system leaders (including Chief Nurses) with
guidance and support for decision making around
operational activity and engagement with staff taking
industrial action

Minimising the reporting burden — reporting once a day
and using existing collections where possible.

This was followed up on 22 November with a first request for
the trust to complete the self-assessment checklist:

https://www.england.nhs.uk/wp-
content/uploads/2022/11/Preparedness-for-industrial-action-
in-the-NHS-22-Nov-2022-Update.pdf

Summary

In summary, at this time of writing, there are still a lot of
unknowns but there is assurance that our planning
continues in a collaborative and multi-disciplinary approach
to ensure that the trust is adequately prepared when
industrial action takes place.

Recommended actions for
this meeting:

The Trust Board are asked to consider the key issues in this
paper

Trust Strategic Aims that Aim 1 | We will continuously improve the quality and safety
the report relates to: 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
X 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:
Links to CQC KLOE Caring Responsive | Well-led Effective Safe
X X X X] X

Risks / implications from th

is report (positive or negative):

Links to risks (identify
significant risks and
DATIX reference)

There are a number of risks related to industrial action,
ranging from dealing with isolated strikes, to concurrent
strikes over a period of time, more than one union taking
strike action on the same day(s), with the worst case of
concurrent periods of industrial action across different
sectors taking place.

As a trust we must mitigate these to ensure there is minimal
disruption to patient care and emergency services can
continue to operate as normal.



https://www.england.nhs.uk/wp-content/uploads/2022/11/Preparedness-for-industrial-action-in-the-NHS-22-Nov-2022-Update.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/11/Preparedness-for-industrial-action-in-the-NHS-22-Nov-2022-Update.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/11/Preparedness-for-industrial-action-in-the-NHS-22-Nov-2022-Update.pdf
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The risk is compounded by the pressures the trust

experience in terms of winter pressures at this time of year,

has been added to the risk register.

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

Yes No Not applicable

O (]
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Report Title:

Organisational Risk Register (ORR)

Name of Meeting:

Board of Directors

Date of Meeting:

30 November 2022

Author:

Marie Malone, Corporate and Clinical Risk Lead.

Executive Sponsor:

Gill Findley, Chief Nurse

Report presented by:

Gill Findley, Chief Nurse

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

Decision: Discussion: | Assurance: | Information:

] X X u

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.

Proposed level of assurance —
to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
O 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

The attached report is now received in the Executive Team
Meeting each week, and Bi- monthly at the Executive Risk
Management Group.

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

Seven Risks added to the ORR in period:
Three risks have a current risk rating of 20:

e 2558 (Medicine)- Risk of a 12-hour A&E wait in ED
from arrival due to organisational pressures
resulting in sub optimal patient care and risk of

patient harm. CRR 20
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e People and organisational
development

e Governance and legal

e FEquality, diversity and
inclusion

e 3057 (Surgery) Risk of ventilation failure to multiple
theatres due to ventilation system for theatres being
at end of life resulting in potential for infection risks,
affecting staff and patient. CRR 20

e 3127 (Finance) There is a considerable risk that the
trust will not be able to meet the required forecast
outturn position of 1.6m surplus. CRR 20

Risk and action review compliance remains static, with
current risk compliance of 69% and action compliance at
68%.

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 | 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
X our commitment to improving health outcomes

Aim 5 | We will develop and expand our services within and
X 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 | Responsive | Well-led Effective Safe

O] 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 (ORR) 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 15t September 2022 to 15" November 2022 (extraction date
for this report).

There are currently 16 risks on the ORR.

Organisational Risk Register - Movements
Following ERMG meeting in November, the following 7 risks have been added to the ORR:

e Risk 2558 (Medicine) Risk of a 12-hour A&E wait in ED from arrival due to
organisational pressures resulting in sub optimal patient care and risk of patient
harm. (CRR 20)

e Risk 3057 (Surgery) Risk of ventilation failure to multiple theatres Due to ventilation
system (air handling units) for theatres 1 -8 being at end of life and 1 unit supporting
2 theatres resulting in potential for infection risks, affecting staff and patients. (CRR
20)

e Risk 3127 (Finance) There is a considerable risk that the trust will not be able to
meet the required forecast outturn position of 1.6m surplus. This is impacted by
achievement of ERF, delivery of CRP, impact of inflation, funding available from
DHSC, realisation of mitigations and cost of ongoing service pressures resulting
from COVID and unscheduled care activity. (CRR 20)

¢ Risk 3095 (POD) Risk of Industrial Action affecting staffing levels and potential
impact on patient care and quality. (CRR 16)

o Risk 1490 (Digital) If Information Asset Owners e.g. System administrators across
business units and corporate services fail to manage their assets (e.g. patient data,
staff data, corporate data, systems, and business continuity plans), there is a risk of
inappropriate access/use/updating/disclosure of data. (CRR 15)

e Risk 2398 (Surgery) Risk that MDT are delayed to a maternity emergency/delayed
CCU transfers for maternity patients due to separate buildings (CRR 15)

e Risk 2318 (Finance) There is a Risk that the capital cost of delivery of the new
operating model continues to increase resulting in revenue implications. (CRR 12)
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Finance Risk 3127 above is a strategic risk relating to finance, and as a result 1 existing
risks related to finance have been removed from the ORR and closed:

e 3093 (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.

Three new additions have been escalated in score:

e 3057 (Surgery) Risk of ventilation failure to multiple theatres due to ventilation
system (air handling units) for theatres 1 -8 being at end of life and 1 unit supporting
2 theatres resulting in potential for infection risks, affecting staff and patients.
Escalated from 6 to 20 due to potential financial risk to elective recovery plan and
potential impact quality of care.

e Risk 2558 (Medicine) Risk of a 12 hour A&E wait in ED from arrival due to
organisational pressures resulting in sub optimal patient care and risk of patient
harm.

Escalated from 16 to 20 due to the current pressures in emergency department.

e Risk 1490 (Digital) If Information Asset Owners e.g. System administrators across
business units and corporate services fail to manage their assets (e.g. patient data,
staff data, corporate data, systems, and business continuity plans), there is a risk of
inappropriate access/use/updating/disclosure of data.

Escalated from 12 to 15 due to lack of progress with each IAO taking ownership of their

assets.

Risks closed in period
Two QEF risks have been closed:

e 3091 (QEF) Business Development - Risk that we lose business or miss out on
business opportunities to support growth

o 3092 (QEF) state infrastructure — There is a risk that we are unable to invest in our
estate infrastructure

Risk and action review compliance is currently at 69% and 68% 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
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Organisational Risk Register Report m
Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust

Risk Profile (Current/Managed)

People & Quality
Resources Outcomes

Finance & Regulation &
Efficiency Compliance

Reputation

‘Delivery of Objectives - 3

COO 2868 - New Operating Model -Risk to the delivery of the new operating
model resulting in adverse impact on performance & recovery plans (20)

CEOL2 2880 - Health Outcomes - Risk that Place/ICS/ICP strategy/plans do not
align with our objectives to tackle health inequalities (9)

FIN 3127 - There is a considerable risk that the trust is unable to meet the
required forecast outturn positon of 1.6m surplus (20)

F n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 1 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report m
V4 Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust
Sub Category Cause
People &
Resources
[ Resources [ Demand
I Wellbeing I Resources/Skills
Sub Category Cause
Quality
Outcomes
Il Effectiveness I Environment/Equipment
[ Safety [0 External/Partnership
Sub Category Cause
Finance &
Efficiency
[l Business Continuity Il External/Partnership
[ Digital [ Finance
[ Finance Il Systems/Processes
Sub Category Cause

Regulation &
Compliance

[ External/Partnership
[ Delivery of Objectives Il Finance

F n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 2 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report m
« Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Business Intelligence Comparison Date: 15-Aug-2022 NHS Fﬂundati'ﬂn Tl'l.l !.It
Sub Category Cause

Reputation

I Compliance I Demand

W n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 3 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report m
V4 Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

Business Intelligence Comparison Date: 15-Aug-2022 NHS Foundation Trust
Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks

Risk Date Action
ID Identified Risk Description Current Controls Owner TRR |Latest Progress Note

Handler Action Due
BU

Service Line
Next Review Date
BAF / Risk Register

Objectives
2558 08/10/2019 Risk of a 12 hour A&E wait in ED from arrival due to 1. Site resilience meetings regularly and 4 formal agreement at
Mark Dale organisational pressures resulting in sub optimal monitoring of breach times for any patients. ERMG nov 22 to add to
Medical Services patient care and risk of patient harm. 2. current Opel level framework to support ORR
Med 1 escalation and management of breach times
28/10/2022 for patients.
BU_DIR ORG 3. SOP for escalation of breach times and to
whom
4. Emergency Huddle

F = Key: CRR- CurrentRisk Rating PRR - Previous Risk Rating Page 4 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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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

Reporting Period: 01-Sep-2022 to 15-Nov-2022
Comparison Date: 15-Aug-2022

Risk Description

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.

SA3.1 Improve the productivity
and efficiency of our operational
services through the delivery of

the New Operating Model and

associated transformation plans

3057 24/05/2022
Lois Lincoln

Surgical Services
Theatres & Anaesthetics
11/11/2022

BU_DIR HSC IPCC ORG

[ nformation

oy helaF el poidfe i

Risk of ventilation failure to multiple theatres Due
to ventilation system (air handling units) for
theatres 1 -8 being at end of life and 1 unit
supporting 2 theatres resulting in potential for
infection risks, affecting staff and patients.

DIRLDatix

Organisational Risk Regi

ster Report

Current Controls

triangulations of incidents and low
staffing

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

active recruitment to vacanices

international recruitment
programme

WLI rate for theatre staffing to be
determined

Review of temporary staffing
solutions

Replace and update air handling
units in theatres

Estates aware of the problem and prioritise
any work on these.

Regular maintenance.

Theatres taken out of action if incident
occurs on the day.

CRR -
IRR -

PRR -
TRR -

Current Risk Rating
Initial Risk Rating

Previous Risk Rating
Target Risk Rating

Key:

NHS

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Latest Progress Note

Action Due

6 risk reviewed and actions

updated

Shelley Dyson

31/07/2022

Lisa Crichton-Jones

30/09/2022

Lisa Crichton-Jones

30/09/2022
Helen Routh

30/09/2022
Joanne Baxter

(Completed
02/09/2022)

John Adamson formal agreement in Nov
to add to ORR

31/12/2022

Page 5 of 26.
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Service Line

Next Review Date
BAF / Risk Register
Objectives

3127 17/10/2022
Kris MacKenzie

Finance

Finance

17/11/2022

BAF BU_DIR FPC ORG
SA3.2 Achieving financial
sustainability

2764 17/11/2020

Ferne Clements

People and OD

Human Resources
28/11/2022

BAF ORG HRC

SA2.2 Growing and developing
our workforce

[ nformation

oy helaF el poidfe i

DIRLDatix

Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022
Comparison Date: 15-Aug-2022

Risk Description Current Controls

There is a considerable risk that the trust will not be
able to meet the required forecast outturn position
of 1.6m surplus. This is impacted by achievement of
ERF, delivery of CRP, impact of inflation, funding
available from DHSC, realisation of mitigations and
cost of ongoing service pressures resulting from
COVID and unscheduled care activity.

Risk of not having the right people in the right place
at the right time with the right skills across the
organisation. Noting regional and national supply
pressures, resulting in failure to deliver current and
future services that are fit for purpose.

Staffing Reporting Task and finish group 16
established

International recruitment on track
Domestic recruitment actively pursued and
monitored

Over recruiting to HCSW positions
Recruitment process streamlined (RPIW)
Dates for reamining Workforce planning
with The Whole System Partnership to
commence workforce planning

SMT discussions on longer term strategic
supply pipelines for Registered Nurses have
commenced, inc Registered Nurse degree
apprentices and Trainee Nurse Associates.
Absence Management - Refreshed policy,
roll out of training, enhanced support from
POD team

Local pay arangements for hotspot and
winter working.

CRR -
IRR -

PRR -
TRR -

Current Risk Rating
Initial Risk Rating

Key:

Forecasting workforce data

Review of Retire & Return Policy &
Process

Robust Exit Interview process

Transfer Window

Workforce planning to be scoped
and future resource/ways of
working identified.

Clinical Strategy

Health and Care Academy

Previous Risk Rating
Target Risk Rating

NHS

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Latest Progress Note

Action Due

risk added following
discussion with K Mac.

risk 3106 (not on ORR) and
3093(ORR) combined to
create new risk detailed
here.

mitigations and controls to
be added.

Added to ORR and BAF as
per K Mac

Ferne Clements Risk information, Existing
Controls, Assurances, Gaps
in Control, Gaps in
Assurance and actions all

updated

30/11/2022

Ferne Clements

30/11/2022

Ferne Clements

30/11/2022

Janet Thompson

30/12/2022

Ferne Clements

31/12/2022
Andrew Beeby

31/12/2022

Sarah Neilson

31/12/2022

Page 6 of 26.
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Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022
Comparison Date: 15-Aug-2022

Gateshead Health

NHS Foundation Trust

Service Line

Next Review Date
BAF / Risk Register
Objectives

2982 06/12/2021

Amy Muldoon

Medical Services

Medical Services - Divisional
Management

07/12/2022

BU_DIR COO ORG

[ nformation

oy helaF el poidfe i

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

Key: CRR- Current Risk Rating
IRR - Initial Risk Rating

«[38 System leadership post for

discharge created and to be
recruited to

Previous Risk Rating
Target Risk Rating

Action
Owner

Action Due

Joanna Clark

31/01/2023

Latest Progress Note

no change as discussed
with AM. Work still
ongoing between the local
authority and us to look
into challenges. There are
weekly meetings and we
review the position daily
on patients who no longer
meet the criteria to reside.
New provider CHS coming
online October 2022 to
provide further capacity.

Page 7 of 26.
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Organisational Risk Register Report NHS
~/ Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Business Irtelligence Comparison Date: 15-Aug-2022 NHS Foundation Trust
Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks

Risk Date Action

ID Identified Risk Description Current Controls Owner TRR |Latest Progress Note
Handler Action Due

BU

Service Line

Next Review Date

BAF / Risk Register

Objectives

3095 26/07/2022 Risk of Industrial Action affecting staffing levels and Industrial action working group established 16 formal agreement at
Amanda Venner potential impact on patient care and quality. and meeting regularly. ERMG to add to ORR 8th
People and OD Focussed planning sessions have taken place nov 2022

Workforce Development to explore the planning, response and
02/12/2022 recovery elements of industrial action with
BU_DIR ORG reasonable worse case scenarios
considered.
A detailed work plan has been produced
with a number of actions, lead officers and
timescales
citrep position updated daily
Business continuity planning
command and control structure will
recommence in the event of industrial
action

oy helaF el poidfe i

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 8 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report
Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust

i Action
Risk Description Current Controls CRR Owner TRR |Latest Progress Note
Action Due
Service Line
Next Review Date
BAF / Risk Register
Objectives
1490 11/03/2014 If Information Asset Owners e.g. System Named System Administrator and Data I Getting IAOs to take responsibility  Nick Black formal agreement at
Nick Black administrators across business units and corporate Manager for every system of their information assets ERMG 8th nov to add to
Digital services fail to manage their assets (e.g. patient 31/12/2022 ORR.
data, staff data, corporate data, systems, and Actively managed Systems Specific Security Strategic risk due to
20/10/2022 business continuity plans), there is a risk of Policy (SSSP) for all systems - reviewing user duplication of previous
BU_DIR DIGC ORG inappropriate access/use/updating/disclosure of access levels, training, configuration, risk 3090.
SA1.3 Digital where it makesa  data. testing, upgrade management - including
difference business process changes etc

Service owned Business Continuity Plan
should systems fail

Disaster Recovery Plan - how to recover the
system

Signed user registration forms

Formal ITIL best practice change control
procedure in place

Formal Business case and project
acceptance route through HISG

Audit programme underway, focussed on
critical system

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 9 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report NHS
~/ Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Sinees e aemee Comparison Date: 15-Aug-2022 NHS Foundation Trust

Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks

Risk Date Action
ID Identified Risk Description Current Controls Owner TRR |Latest Progress Note

Handler Action Due
[:]V)
Service Line
Next Review Date
BAF / Risk Register
Objectives
2398 28/12/2018 Due to the maternity estate being in a separate Pre-assessment - Women deemed likely to KB 2861 action re looking into estate  Kate Hewitson 5 formal agreement at
Kate Hewitson building from other acute services (main require critical care after elective options ERMG to add to ORR
Surgical Services theatre/CCU/Paediatrics etc.) This was highlighted procedures have their operation in main 30/12/2022
Obstetrics by recent HSIB reports reflecting delayed theatre to allow swift access to critical care.
01/12/2022 attendance times of emergency multi disciplinary This only applies to elective patients and not
BU_DIR ORG teams to obstetric emergencies. Rising acuity of emergency procedures or those in
maternity patients and more frequent use of CCU, spontaneous labour.
theatre staff and Paediatric teams creates Any incidents are investigated to identify
additional likelihood of the need for these teams to potential learning.

attend the maternity department and delays to be
incurred. Resulting in the risk of severe harm to
mothers and babies.

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 10 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report NHS
Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust

i Action
Risk Description Current Controls Owner TRR | Latest Progress Note
Action Due
Service Line
Next Review Date
BAF / Risk Register
Objectives
2759 16/11/2020 Workforce Health & Wellbeing - Risk of adverse (B Health and Wellbeing team established with Increase the number of Mental Amanda Venner Slight rewording in risk
Amanda Venner impact to staff health and wellbeing due to internal Regional funding secured to fund the team Health first aiders title as agreed as part of
People and OD working conditions and pressures as well as until June 2023. 30/12/2022 strategic risk review.
Human Resources external fa_ctor.s _(demand, patle_nt afcu_lty, stafflng Part_nered wnth Talk Works to .prowde. Relaunch Health and wellbeing Amanda Venner Formal agreement at
28/11/2022 levels, covid, civil unrest) resulting in increasing talking therapies and counselling services to check ins ERMG 25/07/2022
BAF ORG HRC physiological and psychological harm. reduce waiting times for counselling and
! ° 30/12/2022
SA2.1 Protect and understand psychological support services.
the health and well-being of our Occupational health referral systems(self Engagement on HWB Strategy to be Amanda Venner
staff by looking after our referral and management referral)and undertaken during May 2022, with
workforce process in place. strategy finalised and agreed in (Completed
Occupation Health external review June 2022 31/08/2022)
completed, with improvement plan now Listening Space Amanda Venner
being implemented.
Occupational Health Metrics discussed at (Completed
POD Quality meeting. 31/08/2022)

Physio appointed

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 11 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report NHS
~/ Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Sinees e aemee Comparison Date: 15-Aug-2022 NHS Foundation Trust

Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks

Risk Date Action
ID Identified Risk Description Current Controls Owner TRR |Latest Progress Note

Handler Action Due
[:]V)
Service Line
Next Review Date
BAF / Risk Register
Objectives
2945 14/09/2021 Risk of ineffective and inefficient management of (I Programme of work established to work on * Work with the BU managers Debbie Renwick 4 no change to risk following
Debbie Renwick services due to availability and access to improving access to Bl and improve board looking at what is available and consultation with DR
Chief Operating Officer appropriate and timely business intelligence to reporting along with service line access to start to build what is needed and 31/08/2022
Planning & Performance deliver and improve services quality performance and workforce data get rid of what is not used/helpful
27/10/2022 Project .Manager appointed to lead on this « Improve data quality by working  Debbie Renwick
BU_DIR ORG work with su.pport from NFCS' with teams and provide resilience
Programme involves 3 projects to teams doing the RTT etc 30/09/2022
Static reporting — Look back - this is what
we achieved project groups established and PID  David Thompson
Live reporting — this is how we are doing developed and plans developed for
now and where we need to intervene to delivery 30/09/2022

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

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 12 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report NHS
Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust

Organisational Risk Register (sorted by highest CRR and risk ID) - Current/Managed Risks
Action
CRR Owner TRR |Latest Progress Note
3029 04/04/2022 Covid - There is a risk that there will be further Business continuity and EPRR governance We have developed a
Mr Andrew Beeby waves of Covid, or continued endemic Covid, which and resilience plans hybrid way of working
Chief Executive Office could have an effect across the whole Trust (and Staffing resilience and backup which can accomodate
Medical Directorate the wider health and social care system) leading to Service delivery plans Covid work with minimal
30/12/2022 workforce shortages, operational pressures IPC planning/ escalation/ reduction of PPE/ disruption to other work.
BAF BU_DIR ORG QGC because of the difficulty maintaining flow of distancing This is becoming the
SA1.2 Continuous Quality patients presenting acutely and deflection from Estate flexibility and planned escalation/ business as usual
improvement plan 'business as usual' activities and development / covid wards approach.
improvement work. The waves are smaller
with less serious disease
and we are no longer
doing routince swabbing
of all patients in hospital in
keeping with national
guidance
there remains a risk that
I

Current Controls

Risk Description

Service Line

Next Review Date
BAF / Risk Register
Objectives

the disease may become
more pathogenic

3089 25/07/2022 Quality - There is a risk of quality failures in patient Daily report provided detailing all delayed 6 NO change to risk or
Gillian Findley care (patient safety, patient experience and discharges within the Trust. regular mitigations

Nursing, Midwifery & Quality effectiveness) due to external causes such as meetings now established with social care.

Quality Governance delayed discharges and pressures from other Trusts Discharge liaison staff available to support

10/01/2023 resulting in patient harm, regulatory action, and
BAF BU_DIR ORG QGC reputational impact

SA1.2 Continuous Quality

improvement plan

wards and facilitate earlier discharge.

3128 17/10/2022 There is a Risk that the capital cost of delivery of risk added following
Kris MacKenzie the new operating model continues to increase discussions with Kmac.
Finance resulting in revenue implications. controls and mitigations to

Finance
17/11/2022
BAF BU_DIR FPC ORG

be added.
Added to ORR and BAF
agreed with KMac and GF

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 13 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022
Comparison Date: 15-Aug-2022

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Latest Progress Note

Action Due

Risk Description Current Controls

Service Line

Next Review Date
BAF / Risk Register
Objectives

Review trust asset register for EOL  Mark Bell 5 Work has been completed
hardware/Software to remove high level

1636 10/11/2014
Dianne Ridsdale

UCRF RO1/R03/R20/R23 Malware such as
Ransomware Compromising Unpatched Endpoints,

AV on all end points
AV up to date

Digital Servers, Equipment or due to Lack of Hardened ATP in place site wide 31/12/2022 vulnerabilities such as out
IT Build Standards. There is.a_ risk of potential - NHSQ & Microsoft gro.up policy templates Review trust asset register for EOL | David Thompson of date operating systems
10/01/2023 exposure to published critical cyber vulnerabilities. Ongoing updates routinely planned as they hardware/Software and hardware.
DIGC MDMG ORG Laptops, workstations and medical devices are released 31/12/2022

compromised by ransomware or botnets, due to Patching regime IG monitoring

endpoints being susceptible to compromise Network fully supported and maintained Cancelled - Complete Cyber Jon Potts IT collating

through the use of obsolete, old, or unpatched Essential Plus Accreditation

operating systems and third party software, (Completed

including Java. Endpoints often not monitored for 20/09/2022)

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.

Manage replacement of End of life  Jon Potts
Network Hardware
(Completed
10/10/2022)

6 The ICB has now formed

2880 30/04/2021
Mr Andrew Beeby
Chief Executive Office
Medical Directorate
16/11/2022

BAF ORG QGC

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.

Being involved with ICS / ICP / Place in the
development of work (co-production)
Health Inequalities Board established.

but there is much
development work ahead
so there has been no
change to this risk yet

[ nformation
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DIRLDatix

Key: CRR- Current Risk Rating
IRR - Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating
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Bus=in

Comparison Date: 15-Aug-2022

Changes in CRR - Current/Managed Risks

Risk Date
ID Identified

Handler

BU

Service Line

Next Review Date
BAF / Risk Register
Objectives

2558 08/10/2019
Mark Dale

Medical Services

Med 1

28/10/2022

BU_DIR ORG

[ nformation
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Risk Description

Risk of a 12 hour A&E wait in ED from arrival

DIRLDatix

Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022

Current Controls

1. Site resilience meetings regularly and
monitoring of breach times for any patients.
2. current Opel level framework to support
escalation and management of breach times
for patients.

3. SOP for escalation of breach times and to
whom

4. Emergency Huddle

Key: CRR- Current Risk Rating
IRR - Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating

NHS

Gateshead Health

NHS Foundation Trust

Action Latest Progress
Owner TRR |Note

Action Due

4 formal agreement 16
at ERMG nov 22 to
add to ORR
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Comparison Date: 15-Aug-2022

Date

Identified Risk Description

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 resulting in adverse impact on
performance & recovery plans

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

3057 24/05/2022
Lois Lincoln

Surgical Services
Theatres & Anaesthetics
11/11/2022

BU_DIR HSC IPCC ORG

[ nformation
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Risk of ventilation failure to multiple theatres
resulting in potential infection risks

DIRLDatix

Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-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

Estates aware of the problem and prioritise
any work on these.

Regular maintenance.

Theatres taken out of action if incident
occurs on the day.

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

Review of temporary staffing
solutions

Replace and update air handling
units in theatres

Previous Risk Rating
Target Risk Rating

NHS

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

Joanne Baxter

(Completed

02/09/2022)

John Adamson formal agreement in
Nov to add to ORR
31/12/2022

Page 16 of 26.
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Risk Date
ID Identified

Handler

BU

Service Line

Next Review Date
BAF / Risk Register
Objectives

1490 11/03/2014
Nick Black
Digital

20/10/2022

BU_DIR DIGC ORG QGC

SA1.3 Digital where it makes a
difference

[ nformation

oy helaF el poidfe i

Comparison Date: 15-Aug-2022

Risk Description

Failure to manage Information Assets

DIRLDatix

Organisational Risk Register Report
Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

NHS Foundation Trust

Action Latest Progress
Current Controls Owner TRR |Note

Action Due

Getting IAOs to take responsibility  Nick Black
of their information assets

formal agreement 12
at ERMG 8th nov to
add to ORR.
Strategic risk due to
duplication of
previous risk 3090.

Named System Administrator and Data
Manager for every system
31/12/2022

Actively managed Systems Specific Security
Policy (SSSP) for all systems - reviewing user
access levels, training, configuration, testing,
upgrade management - including business
process changes etc

Service owned Business Continuity Plan
should systems fail

Disaster Recovery Plan - how to recover the
system

Signed user registration forms

Formal ITIL best practice change control
procedure in place

Formal Business case and project acceptance
route through HISG

Audit programme underway, focussed on
critical system

Key: CRR- Current Risk Rating PRR - Previous Risk Rating Page 17 of 26.
IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report
Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

Busin Comparison Date: 15-Aug-2022 NHS Foundation Trust
Changes in CRR - Current/Managed Risks

Risk Date Action Latest Progress
ID Identified Risk Description Current Controls CRR 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 We have developed
Mr Andrew Beeby Covid, which could impact operational delivery resilience plans a hybrid way of
Chief Executive Office across the whole Trust. Staffing resilience and backup working which can
Medical Directorate Service delivery plans accomodate Covid
30/12/2022 IPC planning/ escalation/ reduction of PPE/ work with minimal
BAF BU_DIR ORG QGC distancing disruption to other
SA1.2 Continuous Quality Estate flexibility and planned escalation/ work. This is
improvement plan covid wards becoming the
business as usual
approach.

The waves are
smaller with less
serious disease and
we are no longer
doing routince
swabbing of all
patients in hospital
in keeping with
national guidance
there remains a risk
that the disease
may become more
pathogenic

Risks Moved to Managed in Period

Risk Date Action
ID Identified Risk Description rrent Controls CRR Owner TRR

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 18 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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- Organisational Risk Register Report
- Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health
Busine v_..;:elllgeru::e Comparison Date: 15-Aug-2022 MNHS Foundation Trust

Handler Action Due
BU

Service Line

Next Review Date

BAF / Risk Register
Objectives

Risks Closed in Period

Risk Date Action
) Identified Risk Description Current Controls Owner TRR | Closure Details

Handler Action Due
BU

Service Line (Open Actions)
Next Review Date
BAF / Risk Register

Objectives

3091 25/07/2022 Business Development - Risk that we lose business Business

Rob Anderson or miss out on business opportunities to support development

QE Facilities growth opportunities need
Facilities to continue follow
25/08/2022 the QEF business
BAF BU_DIR COO FPC ORG development and
SA5.1 We will look to utilise our business case

skills and expertise beyond process approved
Gateshead by SMG and or the

board. Due to the
nature of the
commercial strategy
of QEF all business
development
opportunities carry
some risk which will
be reviewed and
assessed though the
BC process however
this risk can not be
fully mitigated
whilst QEF continue
to undertake
external BD
opportunities

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 19 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report
Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

Bt (e Comparison Date: 15-Aug-2022 NHS Foundation Trust
Risks Closed in Period

BAF BU_DIR FPC ORG

SA3.1 Improve the productivity
and efficiency of our operational
services through the delivery of
the New Operating Model and
associated transformation plans

year. As thisis a
perenial risk the risk
has not been
reduced

Risk Date Action

ID Identified Risk Description Current Controls CRR Owner TRR |Closure Details
Handler Action Due

BU

Service Line (Open Actions)

Next Review Date

BAF / Risk Register

Objectives

3092 25/07/2022 Estate infrastructure — There is a risk that we are k{3 Capped annual Capital Budget 6 Nothing further at
Rob Anderson unable to invest in our estate infrastructure Long term clinical lead estates strategy this time can be

QE Facilities done other than
Estates maximise to the full
25/08/2022 capital budget each

Risks Added in Period

Risk Date
ID Identified Risk Description

Handler Action Due Date Added to ORR
:]V]

Service Line

Next Review Date

BAF / Risk Register

Action
Current Controls Owner TRR |Latest Progress Note
q

Objectives

2558 08/10/2019 Risk of a 12 hour A&E wait in ED from arrival due to 1. Site resilience meetings regularly and po] formal agreement at ERMG
Mark Dale organisational pressures resulting in sub optimal monitoring of breach times for any patients. nov 22 to add to ORR
Medical Services patient care and risk of patient harm. 2. current Opel level framework to support

Med 1 escalation and management of breach times 09-11-2022

28/10/2022 for patients.

BU_DIR ORG 3. SOP for escalation of breach times and to

whom
4. Emergency Huddle

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 20 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Risks Added in Period

Risk Date
ID Identified

Handler

BU

Service Line

Next Review Date
BAF / Risk Register
Objectives

3057 24/05/2022
Lois Lincoln

Surgical Services
Theatres & Anaesthetics
11/11/2022

BU_DIR HSC IPCC ORG

3127 17/10/2022
Kris MacKenzie

Finance

Finance

17/11/2022

BAF BU_DIR FPC ORG
SA3.2 Achieving financial
sustainability

3095 26/07/2022
Amanda Venner

People and OD
Workforce Development
02/12/2022

BU_DIR ORG

[ nformation

oy helaF el poidfe i

= Key: CRR- Current Risk Rating PRR - Previous Risk Rating
a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating

Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022
Comparison Date: 15-Aug-2022

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Latest Progress Note

Risk Description

Current Controls

Action Due Date Added to ORR

Risk of ventilation failure to multiple theatres Due to Estates aware of the problem and prioritise John Adamson

Replace and update air handling

formal agreement in Nov

ventilation system (air handling units) for theatres 1 any work on these. units in theatres to add to ORR
-8 being at end of life and 1 unit supporting 2 Regular maintenance. 31/12/2022
theatres resulting in potential for infection risks, Theatres taken out of action if incident occurs 09-11-2022

affecting staff and patients. on the day.

There is a considerable risk that the trust will not be
able to meet the required forecast outturn position
of 1.6m surplus. This is impacted by achievement of
ERF, delivery of CRP, impact of inflation, funding
available from DHSC, realisation of mitigations and
cost of ongoing service pressures resulting from
COVID and unscheduled care activity.

risk added following
discussion with K Mac.

risk 3106 (not on ORR) and
3093(ORR) combined to
create new risk detailed
here.

mitigations and controls to
be added.

Added to ORR and BAF as
per K Mac

17-10-2022

I formal agreement at ERMG

Risk of Industrial Action affecting staffing levels and
potential impact on patient care and quality.

Industrial action working group established
and meeting regularly.

Focussed planning sessions have taken place
to explore the planning, response and
recovery elements of industrial action with
reasonable worse case scenarios considered.
A detailed work plan has been produced with
a number of actions, lead officers and
timescales

citrep position updated daily

Business continuity planning

command and control structure will
recommence in the event of industrial action

to add to ORR 8th nov
2022

08-11-2022

Page 21 of 26.




Page 74 of 232

Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022

Comparison Date: 15-Aug-2022

Risks Added in Period

Risk Date

ID Identified Risk Description

Handler
BU

Service Line

Next Review Date
BAF / Risk Register
Objectives

Current Controls

: .

Gateshead Health

NHS Foundation Trust

Action
Owner TRR |Latest Progress Note
Action Due Date Added to ORR

1490 11/03/2014 If Information Asset Owners e.g. System Named System Administrator and Data I Getting IAOs to take responsibility  Nick Black formal agreement at ERMG
Nick Black administrators across business units and corporate Manager for every system of their information assets 8th nov to add to ORR.
Digital services fail to manage their assets (e.g. patient 31/12/2022 Strategic risk due to

data, staff data, corporate data, systems, and

Actively managed Systems Specific Security

duplication of previous risk

20/10/2022 business continuity plans), there is a risk of Policy (SSSP) for all systems - reviewing user 3090.
BU_DIR DIGC ORG inappropriate access/use/updating/disclosure of access levels, training, configuration, testing,

SA1.3 Digital where it makes a data. upgrade management - including business

difference process changes etc 09-11-2022

[ nformation

oy helaF el poidfe i

DIRLDatix

Service owned Business Continuity Plan
should systems fail

Disaster Recovery Plan - how to recover the
system

Signed user registration forms

Formal ITIL best practice change control
procedure in place

Formal Business case and project acceptance
route through HISG

Audit programme underway, focussed on
critical system

Key: CRR- Current Risk Rating
IRR - Initial Risk Rating

PRR -
TRR -

Previous Risk Rating
Target Risk Rating

Page 22 of 26.
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Risks Added in Period

Risk Date
ID Identified

Handler

BU

Service Line

Next Review Date
BAF / Risk Register
Objectives

2398 28/12/2018
Kate Hewitson
Surgical Services
Obstetrics
01/12/2022

BU_DIR ORG

3128 17/10/2022
Kris MacKenzie
Finance

Finance

17/11/2022

BAF BU_DIR FPC ORG

Organisational Risk Register Report
Reporting Period: 01-5ep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust
Action
Risk Description Current Controls CRR Owner TRR | Latest Progress Note
Action Due Date Added to ORR
Due to the maternity estate being in a separate Pre-assessment - Women deemed likely to BN 2861 action re looking into estate  Kate Hewitson 5 formal agreement at ERMG
building from other acute services (main require critical care after elective procedures options to add to ORR
theatre/CCU/Paediatrics etc.) This was highlighted have their operation in main theatre to allow 30/12/2022
by recent HSIB reports reflecting delayed swift access to critical care. This only applies 09-11-2022
attendance times of emergency multi disciplinary to elective patients and not emergency
teams to obstetric emergencies. Rising acuity of procedures or those in spontaneous labour.
maternity patients and more frequent use of CCU, Any incidents are investigated to identify
theatre staff and Paediatric teams creates additional potential learning.
likelihood of the need for these teams to attend the
maternity department and delays to be incurred.
Resulting in the risk of severe harm to mothers and
babies.
There is a Risk that the capital cost of delivery of the risk added following
new operating model continues to increase discussions with Kmac.
resulting in revenue implications. controls and mitigations to
be added.

Added to ORR and BAF
agreed with KMac and GF

17-10-2022

F n Key: CRR- CurrentRisk Rating  PRR - Previous Risk Rating Page 23 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Organisational Risk Register Report NHS
@/ Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Comparison Date: 15-Aug-2022 NHS Foundation Trust

Buziness Intelligence

Risks Removed in Period

Risk Date Action
ID Identified Risk Description Current Controls Owner TRR |Latest Progress Note

Date Removed from ORR

Handler

:{V}

Service Line

Next Review Date
BAF / Risk Register

Objectives
3093 25/07/2022 Finance — There is a risk that the Trust does not Risk closed and replaced
Kris MacKenzie achieve its financial and capital plans due to the with Risk 3127.
Finance challenging level of CRP, increasing inflation and risk
Finance around achievement of ERF. Resulting in the failure 17-10-2022
17/10/2022 to deliver sustainable services and deliver objectives
BU_DIR
SA3.2 Achieving financial
sustainability
1

Risk Review Compliance Risk Action Compliance

Current/ Managed Risks Current / Managed Risks

[ <=30 days overdue Il >30 days overdue
Il >30 days overdue - Actions planned (not yet
I \Within review date due)

F = Key: CRR- CurrentRisk Rating PRR - Previous Risk Rating Page 24 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Movements in CRR

T e

Chief ) Medical
Executive Directorate
Office
Chief
Operating
Officer Planning &
Performance
Digital
IT
Finance Finance
Med 1
Medical Med_ical
Services Services -
Divisional
Management
Nursing, .
Midwifery & U3ty
. Governance
Quality

Peopleand  Human
oD Resources

[ nformation

oy helaF el poidfe i

2880

3029

2868

2945

1490

1636

3127

3128

2558

2982

3089

2759

= Key: CRR- Current Risk Rating
a Ix- IRR - Initial Risk Rating

Organisational Risk Register Report

Reporting Period: 01-Sep-2022 to 15-Nov-2022
Comparison Date: 15-Aug-2022

Health Outcomes - Risk that Place/ICS/ICP
strategy/plans do not align with our objectives to
tackle health inequalities

Covid - Risk of further waves/continued endemic
Covid, which could impact operational delivery across
the whole Trust.

New Operating Model -Risk to the delivery of the new
operating model resulting in adverse impact on
performance & recovery plans

Risk of ineffective and inefficient management of
services due to availability and access to appropriate
and timely BI.

Failure to manage Information Assets

UCRF RO1/R03/R20/R23 - Malware such as
Ransomware Compromising Unpatched Endpoints,
Servers and Equipment

There is a considerable risk that the trust is unable to
meet the required forecast outturn positon of 1.6m
surplus

Risk that the capital cost of delivery of the new
operating model continues to increase resulting in
revenue implications.

Risk of a 12 hour A&E wait in ED from arrival

Risk of delayed transfers of care and increased
hospital lengths of stay

Quiality - Risk of quality failures in patient care due to
external causes such as delayed discharges and
external pressures.

Workforce health & Wellbeing - Risk of adverse impact
to staff health and wellbeing due to internal and
external pressures

Previous Risk Rating
Target Risk Rating

NHS

Gateshead Health

NHS Foundation Trust

Page 25 of 26.
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Organisational Risk Register Report m
~/ Reporting Period: 01-Sep-2022 to 15-Nov-2022 Gateshead Health

Business Intelligence Comparison Date: 15-Aug-2022 NHS Fﬂundatiﬂn Tl'l.l Et

T e

Human Workforce - Risk of not having the right people in the - -
--

Movements in CRR

People and  Resources 2764 right place at the right time with the right skills.

oD Workforce 3005 Risk of Significant service disruption due to industrial
Development action
Risk that MDT are delayed to a maternity

Obstetrics 2398  emergency/delayed CCU transfers for maternity

6 “

Surgical patients due to separate buildings

Services
Theatres & 3057 Risk of ventilation failure to multiple theatres resulting
Anaesthetics in potential infection risks

F n Key: CRR- CurrentRisk Rating ~ PRR - Previous Risk Rating Page 26 of 26.
rmation a Ix- IRR - Initial Risk Rating TRR - Target Risk Rating
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda ltem: 10ii

Report Title:

Quality Account Priorities Update (Q2)

Name of Meeting:

Board of Directors

Date of Meeting:

Wednesday 30" November 2022

Author:

Jane Conroy, Head of Quality and Patient Experience;
Lindsay Grieves, CQC Compliance Manager

Executive Sponsor:

Dr Gill Findley, Chief Nurse and Professional Lead for
Midwifery and AHPs

Report presented by:

Dr Gill Findley, Chief Nurse and Professional Lead for

being presented at this meeting

Midwifery and AHPs
Purpose of Report Decision: Discussion: Assurance: | Information:
Briefly describe why this report is O O X O

This paper provides an update on the progress made in
the year to date against the Quality Account Priorities
2022/23.

Proposed level of assurance - Fully Partially Not Not
to be completed by paper assured assured assured applicable
sponsor: O 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

This paper has been considered by the SafeCare/ Risk
and Patient Safety Council on 14" November 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 paper provides an update on the progress made in
the year to date against the Quality Account Priorities
2022/23.

Excellent progress has been made in some of the priority
areas across staff experience and patient experience as
detailed in the report with some priorities already
achieved in full or nearing completion.
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Recommended actions for this
meeting:

Outline what the meeting is
expected to do with this paper

The Board of Directors are asked to review the detail provided
within this report for assurance.

Trust Strategic Aims that the Aim 1 | We will continuously improve the quality and safety of
report relates to: our services for our patients
Aim 2 | We will be a great organisation with a highly engaged
O 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 our
O 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:
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
significant risks and DATIX
reference)

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

Yes No Not applicable

(|
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Quality Account Priorities Update

PATIENT EXPERIENCE

Service (Lead:
Jane Conroy)

Develop new
volunteer’s
communications
materials

Quality What will we How will we do Expected How will it be Progress Update RAG
Priority do? it? Outcome? measured? rating
Reinvigorate | Increase New recruitment | Volunteer ESR data Recruitment of volunteers is on-

the volunteer drive numbers will going and some of our volunteers
Volunteers number by 100 increase by 100 who were stood down due to the

pandemic are returning.

Active volunteers recruited from 1
April 2022 =35

Volunteers currently within the
TRAC process = 18

New Comms material has been
developed including Volunteer
videos and features on social
media.

Full evaluation
of the ‘Response
Volunteer
Programme’ and
‘Patient
Experience

Volunteer and
staff engagement
events and
surveys

Evaluation
report for both
programmes
and associated
action plan (as
needed)

Monitor via bi-
annual reports

This is on-going and information is

provided when requested to regular

meeting such as Safecare/Risk and

Patient Safety Council and PCIEG. A

formal evaluation feedback form is
being developed.
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Volunteer Patient feedback A formal evaluation feedback form
Programme’ is being developed.
Develop a Work Contingency Contingency This has been reviewed by the

contingency plan
for the
recruitment and

collaboratively
with external
stakeholders to

plan will be in
place

plan will be in
place (and this
will be evaluated

Volunteers Manager and HR. Any
recruitment with external providers
will be advertised and prospective

mobilisation of develop an if it is utilised) volunteers will go through the
external external volunteer necessary NHS employment checks.
volunteers staff base as

needed e.g.,

further Covid-19

wave
Ensure we Review flagging Increase in the Medway and e Collaboration with the clinical

identify service
users

and alert system
to identify
patients

number of
service users
with flag and
alert

EMIS Bl reports

coding team is in progress to
ensure that codes for LD is
matched with the LD alerts on
Medway.

e Ongoing meetings with ICB in
relation to information sharing
from the great north care
record to improve clinical alerts.

e Ongoing weekly meeting with
the community LD team to link
and improve potential alerts to
be added.

e Established relationships with
pediatrics within the Trust to
share with the LD Nurse the
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names of children who have a
formal identification of a
learning disability and alerts to
be added.

Understand the
experiences of
service users
with Learning
Disabilities and
Mental Health
needs and look
at where
improvements
can be made

Co design work
with service users
to identify and
implement where
improvement can
be made

Evidence that
improvements
have been
made based on
feedback from
service users
with Learning
Disabilities and
Mental Health
needs

A minimum of
one co-design
workshop or
improvement
event will be
held with this
cohort of
patients and
point of care
staff across

Workshop with Lawnmowers;
theatre production group ran by
and for people with a learning
disability was arranged after
funding agreed of £1,500. Formal
invitations were sent out to a total
of 120 members of staff across the
trust of all levels including
management. Communications
were shared throughout social

2022/23 media and within the trusts weekly
newsletter This was to provide a
training session and hear the voices
of this client group from real life
experiences. Unfortunately only 29
members of staff attended
Review patient Mechanism to be | Increase the Patient Ongoing work with an external
information implemented to number of easy | Information design company to work on
leaflets to enable staff to read leaflets Leaflet database | information leaflets to be made into
identify core request a leaflet in and Trust easy read. Funding was agreed for

areas where
easy read
leaflets are
needed

easy read format

website leaflet
data

£6,000 which has had to be shared
between the leaflets being
reviewed by a service user group
and to ensure we get as many
leaflets completed as we can-
dependent on length of leaflet. We
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also now have access to the
Macmillan easy read leaflets and
are accessible via Pandora on the
intranet.

Explore the
procurement of a
software license
with NHS
approved images
for easy read
leaflets

No progress with this as of yet. A
business case may need to be
developed.

Develop a section
on the Trust
website where
easy read leaflets
are accessible for
service users

Trust website
will have a
section where
leaflets are held

No progress with this as of yet — this
will be started once easy read have
been developed to be accessed.

Provide easy
read
appointment
letters

Develop template
for use by
Bookings and
Referral team

Easy read
appointment
letter template
will be
implemented

Audit of the use
of easy read
appointment
letters

No progress with this as of yet, but
is scheduled to commence in Q3.

Review flagging
system of AIS on
Medway and EMIS
to ensure that
easy read is an
available option
for
communication

Easy read will
be an option for
communication
recorded and
flagged on
Medway and
EMIS

Medway and
EMIS Bl reports

No progress with this as of yet, but
is scheduled to commence in Q3.
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Increasing
biopsychosocial
assessments to a
minimum of 60%

Staff will be
reminded of the
biopsychosocial
assessments that
should be

The number of
biopsychosocial
assessments

will increase to
meet or exceed

This will be
monitored via
the CQUIN

Kate Clark has met with IT who are
amending the ICE referral form to
enable us to gather the information
we need. They had added a free
text box but it was too spurious

expenses and
paying
involvement
payments’

completed/under | the target with what people were adding so
what this will be a drop down box that
circumstances must be completed.
Review NICE A Nice Guidance Nice Guidance review in date.
guidance CG133 multidisciplinary | Compliance
team will review | Monitoring
the NICE
guideline
Working with | Demonstrate that | Consider New policy Implementation | The Patient Experience team have
patients as we value to developing a developed of the policy reviewed the national policy and
partners in contribution of Trust policy and note there will be financial
improvement | our patient process aligning implications associated with this,
(Lead: Jane partners with NHS policy therefore a paper will be prepared
Conroy) ‘Reimbursing for SMT to review.
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Ensure the
patient partner
voice is heard

Inviting patients
tositon
operational sub-
groups and
participation in
ward
accreditation
visits

Patient will be
within the core
membership of
a minimum of 5
operational sub-
groups across
the Trust

Number of
patients on
operational sub-
groups

No update

To provide a
forum for staff to
seek feedback,
engagement, and
involvement from
patient partners

Work
collaboratively at
an ICS level with
the Gateshead
PLACE team and
reinvigorate the
existing patient
panels

The Trust will be
a core member
of all patient
panels and Trust
staff will be
invited to join
the appropriate
panels to seek
feedback,
engagement,
and
involvement
from patient
partners

Number of
forums
attended by the
Trust

This forum has now been
established in collaboration with ICS
and PLACE Team.

Number of
projects taken
to patient
forums by Trust
staff for patient
feedback,
engagement,
and
involvement

One project has been presented to
the forum. Details of the Forum
have been circulated to Business
Units and via QE Weekly.
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STAFF EXPERIENCE

progressing the

appropriate

recruited to increase the capacity

Quality What will we How will we do Expected How will it be Progress Update RAG
Priority do? it? Outcome? measured? Rating
We will Being HBW check ins Number of HBW | Monitored Work is underway to develop a
focus on the | responsive to check ins will through the plan to promote health and
health and staff feedback have increased, | People and OD wellbeing check-ins across the
wellbeing and this will Committee organisation. Check-ins are now
(HWB) of reflect in staff being promoted as the focal point
our staff feedback of the health and wellbeing
(Lead — session at Managing Well with
Health and over 100 managers now having
Well being completed the programme. The
team and L&D Team is currently reviewing
EDI its appraisal documentation and
Manager) process; with plans to introduce a
method to record whether a
check-in has occurred over the
previous 12 months both digitally
and in documentation.
Review of A review will Monitored Pre employment medical
Occupational have been through the appointments are now offered on-
Health and undertaken and | People and OD site to allow the recruitment team
. action plan Committee to carry out ID checks at the same
resolve key issues | | )
implemented as time.
around deemed A full time Band 5 nurse has been
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appointment of
staff into posts

of the Occupational health nursing
team and will be on post on 315t
October 2022. This will allow
greater flexibility and an increase
in the number of pre employment
appointments that can be offered,
and also a quicker turnaround of
interpreting blood tests carried
out at pre employment medicals
to enable to the fit slips to be
created and forwarded to the
recruitment team

Increase the
uptake of Flu
vaccination
amongst point of
care healthcare
staff to 70%

Increase in the
number of point
of care
healthcare staff
vaccinated
against Flu

This will be
monitored via the
CQUIN

A daily clinic is being ran from
PCAS using PCAS staff to offer
daily appointments for staff to
attend to access their flu
vaccination. “Ward walkers” have
been employed on the bank to
offer flu vaccinations on wards
and departments and will be
employed to work weekends and
twilight shifts to increase the
opportunity for night shift
workers and weekend workers to
access the flu vaccine.

The uptake of the flu vaccine will
be monitored by staff groups and
wards and departments, to allow
targeted work in areas with low
uptake
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HWSB Initiatives Evidence that Monitored Health and wellbeing initiatives
will be rolled out | HWB Initiatives | through the HWB [ continue to be planned, delivered
across the Trust have been rolled | Programme and rolled out throughout the
out across the Board Trust in response to staff
e.g., Out of Hours i .
) Trust in response feedback. Recent examples of this
catering to staff feedback include the roll-out of 24/7
catering offer and a trial of
extended opening hours at
Bensham. Work is underway to
expand our menopause support
offer by attaining menopause-
friendly employer accreditation;
which comes in response to a
health needs analysis conducted
in 2021.
Seek feedback Evidence of staff | Monitored A new organisational health and
e.g., bi-annually engagement through the HWB | wellbeing strategy was recently
that health and events with staff | Programme launched. Ahead of its ratification,
wellbeing feedback Board a period of consultation with staff
generated served to verify that the priorities

initiatives meet
the needs of staff,
can progress at
pace, can be
sustained into the
future, and are
evaluated

within were those which
Gateshead colleagues. Staff
advocacy across all seven priority
areas were high, with an average
score of 8.40/10 across our
priorities; a score of 8/10 for what
we identify as our key enablers
and a score of 8.62/10 for what
we identify as our key risks.
Regular opportunities to provide
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feedback can be found in the form
of a digital (and now physical)
suggestion box, while regular
stalls at Trust events and
meetings, in addition
presentations at Managing Well,
provide opportunities to provide
feedback directly. Staff survey and
qguarterly Pulse results will always
act as a key pillar when it comes
to feedback; and provide us with a
direction on a quarterly and
annual basis

Develop and A HBW Strategy | Progress updates | The organisation approved and
publish a HBW will have been against the Health | ratified its health and wellbeing
Strategy published and Wellbeing strategy at an SMT meeting in
Strategy will be early September 2022. Work will
provided on now commence to promote the
minimum of a bi- | official launch of the strategy; and
annual basis ensure its contents and the
commitments within are
accessible to all staff. While work
is already underway across many
of the actions listed within the
strategy and its promotion; the
task of developing and publishing
is now complete, hence the rating
provided.
Adopt a program | Progress willbe | WDES An overarching Equality and

of review and

demonstrated in

recommendations

Diversity Objectives and Action
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development to
include
recommendations
for change across
all of the ten
WDES indicators

working towards
achieving the
WDES
recommendation

monitored
through the
People and
Organisational
Development
Committee

Plan has been written covering
the time frame for 2020 — 2024.
This high level plan has been
written to cover the specific WDES
indicators. Updates in respect of
these actions are presented to the
HREDIG, POD Portfolio Board and
POD committee.

Incorporate data
from the WDES
outcomes and
develop a specific
WODES action plan
indicating all
areas that need
improvement

WDES action
plan will be
implemented

A detailed WDES action plan is
part of the overarching EDI plan
indicated above and is continually
monitored. Examples of work
around the Indicators are as
follows:

Disability Recruitment event
undertaken - due to pandemic,
this was via a virtual basis.
Take up was very low. This is
being reassessed to be rolled
out on a face to face basis
later in year.

Links with community groups
and local schools, colleges and
universities established to
increase the profile of the NHS
and the Trust as an employer
of choice

New R and S data collection
(TRAC) has been implemented
and analysis will be carried out
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cross referenced to internally
developed EDI KPI’s and the
WODES data that has been
submitted.

Bitesize Recruitment and
Selection training offered to all
staff involved in recruitment
processes. Training includes
elements on diversity,
inclusion, unconscious bias
and fair recruitment practices.
D-Ability continue to promote
role models, create myth
buster, make videos, arrange
group discussions to raise
awareness and educate staff
to be more inclusive and
acceptable of differences.

As part of our absence
management process the
Occupational Health team
work closely with managers
and employees when
providing recommendations
for reasonable adjustments to
be made.

The D-Ability Network has
conducted a staff survey to
obtain data and feedback from
disabled staff, and this will be
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used with national research to
inform the D-Ability Staff
Network plans for further
actions and support.

Adopt a program
of review and
development to
include
recommendations
for change across
all of the nine
WRES indicators

Progress will be
demonstrated in
working towards
achieving the
WRES
recommendation

WRES
recommendations
monitored
through the
People and OD
Committee

An overarching Equality and
Diversity Objectives and Action
Plan has been written covering
the time frame for 2020 — 2024.
This high level plan has been
written to cover the specific WRES
indicators. Updates in respect of
these actions are presented to the
HREDIG, POD Portfolio Board and
POD committee.

A detailed WRES action plan is
part of the overarching EDI plan
indicated above and is continually
monitored. Examples of work
around the Indicators are as
follows:

e Links with community
groups and local schools,
colleges and universities
established to increase the
profile of the NHS and the
Trust as an employer of
choice
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Reciprocal mentoring’
programme offered within
the Trust.

EDI KPI metrics have been
developed. Information
collection being re-assed
to be collected digitally.

9 Cultural Ambassadors
have been trained to be
utilised during disciplinary
processes where BME
members of staff are
involved

Independent external
panel member present
during NED Appointment

Review and
refresh the policy
around
Recruitment and
Selection

A revised policy
will be
implemented
around
Recruitment and
Selection

Pilot of Values Based
recruitment underway
Streamlining Job
Descriptions

Reporting - 3 monthly
rather than annually /
Benchmarking /
Improvements are in place

Undertake a Race
Disparity Audit

A Race Disparity
Audit will have
been undertaken
and action plan

This has not yet begun and will be
re looked at in November 2022.
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implemented as
deemed
appropriate

Engage with
external
development
programmes

Evidence that
Black, Asian and
minority ethnic
(BAME) staff
members have
had
opportunities to
engage with
external
development
programmes

The BAME staff network publicises
any external development
programs that are advertised.
Further detailed analysis will be
undertaken to assess number of
courses advertised and take up.

Work towards a
Zero Tolerance

policy

A Zero Tolerance
Policy will be in
place

Draft Zero Tolerance Policy has
been developed, however this has
not yet been ratified.

Hold a Nursing,
Midwifery and
AHP Conference

Nursing,
Midwifery and
AHP Conference
will go ahead in
2022/23

Diversity of
attendees at the
conference and
conference
evaluation

AHP conference took place on
22" September 2022. All AHPs,
students and support workers
eligible for a place. Conference
evaluation yet to be

completed. Diversity of attendees
not recorded. 1 conference
theme was antiracism.

As part of the
Trust’s strategic
workforce plan,
complete a self-
assessment

Implement an
action plan as
deemed
appropriate

Monitoring of
Trust action plan

Self-assessment completed in
phase 1, however gaps in ESR
information resulting in lack of
ability to compile appropriate
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around AHP
workforce
including a review
of Electronic Staff
Record (ESR) AHP
data

action plan without further data
collection.

Externally available data is
available which does not connect
with internal intelligence on AHP
workforce and diversity of same.

Take partin the
National

We will have
taken partin the

Participation in
the National

Participation has been complete
with 18 month strategic workforce

Workforce Supply | National Workforce Supply plan submitted. Learning and
project Workforce . further actions from the trust will
. project . . .
Supply project be identified within the AHP 5
and identified year strategy document being
any relevant compiled within next 4 months.
learning for the
Trust
Establish an AHP | Forums will be Number of AHP leads forum has been

Leads Forum

established

forums that take
place and
assurance
reports/annual
review

established. Actions and
outcomes from this will be
completed at annual AHP review.

Establish a
minimum of five
Subject Area
Forums or Task
and Finish Groups

No update. Lorna to pick up with
Gill.
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Hold awareness
raising events
covering a broad
range of
professions e.g. ‘A
day in the life of’
and take partin
National AHP Day

Awareness
raising events
will go ahead

Number of
awareness raising
events and
diversity of
professions
featured

National AHP day campaign
launched and due for celebration
on 14™ October with stands on
display in the Hub and outside
Costa. Also stand planned for
Bensham.

Discussions underway with
comms linked to “day in the life
of” work to highlight and raise the
profile of different AHP staff
groups.

3 career events in June/July 2022
have taken place which have
highlighted to local school groups
the diversity of AHP careers

Development and
implementation
of a Fellowship
Scheme including
AHP Fellows,
Nursing Fellows
and Midwifery
Fellows, led by
the Trust’s Chief
Nurse and
Professional Lead
for Midwifery and
AHPs

5-10 staff
members (who
are within 5
years of
professional
registration and
AFC Band 5-7)
will take part in
the fellowship
scheme

Number of staff
members taking
part in the
Fellowship
Scheme from a
diverse range of
professions

No update.
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PATIENT SAFETY

and
restorative
culture
across the
organisation

(priority
carried
over)

principles of a
just culture
across the
organisation

culture

As part of the
People Portfolio
Board, we will
establish a
Leadership and OD
Programme of which
Just Culture will be a
core strand of work

The Trust’s Patient
Safety Specialists
will work with the
People and OD team
to ensure a Just
Culture guide (or
equivalent) is
developed and

identify risks to
safety without
fear of punitive
response which
will facilitate
better outcomes
for patients

culture assessment
tools through the
SafeCare/Risk and
Safety Council and
the People and OD
Committee

session. Awaiting confirmation
of date.

Quality What will we do? | How will we do it? Expected How will it be Progress Update RAG
Priority Outcome? measured? Rating
We will We will Board Development | Staff will be Monitoring of staff There will be a dedicated

promote a implement and Sessions around just | empowered to survey results and session on PSIRF/LFPSE at a

just, open, | embed all speak up and any other safety future Board development

This programme of work has
been established and will
focus more broadly on
culture across the
organisation. A culture
steering group is being set

up.

The Trust patient safety
specialists will link in with
the culture steering group.
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formally adopted
and built into the
Trust’s Human
Resource (HR) and
patient safety
policies

We will ensure the
safety sections of
our recently
published NHS Staff
Survey results are
reviewed and
discussed, and
triangulated with
patient experience
data and patient
safety data in order
to identify actions
needed to improve
patient safety
culture

No update.
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To
maximise
safety in
maternity
services
through the
implementa
tion of the
Ockenden
Recommen
dations

To fully
implement all
immediate and
essential actions

We will comply with
the Ockenden
Recommendations

We will comply
with the
Ockenden
Recommendation
S

Self-assessment
against the
Ockenden
Recommendations

Ockenden supportive
assurance visit completed
by Regional maternity team
on 16 June 2022.
Assessment of compliance
with 7 initial IEAs.

Formal feedback received -
positive visit, friendly, open
& honest, transparent,
open and responsive
leadership team,
engagement of all grades of
staff, good communication
& evidence of closing the
loop with complaints,
learning from incidents,
positive learning culture,
good relationship ward-to-
board, co-production
evident

Recommendations:

e consider audits

e consider
audit/guidelines
midwife role
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e consider how to involve
service user voice in
governance meetings

¢ work on embedding
MVP co-production

e consider gaps in RCM
leadership manifesto

ensure all new staff aware

of safety champions

Staffing

We will calculate
clinical staffing
requirements
based on
patients’ needs
(acuity and
dependency)
which, together
with professional
judgement, will
guide us in our
safe staffing
decisions

Implementation of
the Safer Nursing
Care Tool (SNCT)

Implement
standardised Trust
branded staffing
display boards
across all wards

Understanding of
the link between
patient acuity and
dependency,
workload, staffing
and quality and
demonstrating
improvements
over 2022/23

Organisational Nurse
Sensitive Indicators
(NSI) to monitor the
impact of staffing on
the quality of
patient care and
outcomes through
triangulated staffing
reports

A bi-annual assessment

was undertaken in January
and July 2022, this data is
currently being reviewed by
the newly appointed deputy
chief nurse who is
responsible for workforce
planning with a plan to
share further when
appropriate.

Standardised display boards
are being considered by the
Matron teams. A new uniform
boards has been
development and will be
shared in all area.
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We will implement
safe staffing reviews
in other areas as
suitable tools
become available to
us

Further work is required on
signage to all ward areas.

The Shelford Group has since
supported pilots with SNCT in
the following areas:

e Emergency Care

e Mental Heath

e Community

This work is being led by the
clinical lead for Healthroster.

Recruit 50 Nurses
within 12 months

International
Recruitment

50 Nurses will be
in post at
Gateshead Health
NHS Foundation
Trust

Number of vacancies
filled

To date the Trust has
welcomed 28 overseas
nurses as part of the
International Recruitment
work. Cohorts are currently
undertaken OSCE training
and examinations to
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successfully obtain their
NMC pin is underway.

The Trust has been
successful in securing a
further bid from NHSI to
support an additional 21
international overseas
nurses.

Undertake
improveme
nt work to
agree a safe
method of
processing
clinical
results

By March 2023
we will use
recognised
improvement
methodology to
design and agree
a process for the
safe management
of clinical results
across the
organisation

Audit One to
undertake audit of
current processes and
identify areas for
improvements

Commission a Rapid
Process Improvement
Workshop by end of
Q2 to understand
current processes and
define which types of
results should be
reviewed, by who and
define timescales

Consultation with key
stakeholders

New policy
agreed and
ready to be
launched on
15t April 2023

Key Performance
Indicators (KPIs)
identified for various
types of results and
who will review and
in which timescales

This piece of work is on
Audit One’s annual audit
schedule, has not yet
commenced — this may be
superseded by the RPIW
work.
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Using change
methodology (Plan Do
Study Act cycles) test
proposed concept on
key areas

Develop Trust Wide
Policy outlining
expectations for all
staff reviewing results,
with KPIs identified for
various types of results

CLINICAL EFFECTIVENESS

standards of
care

Chief Matrons and
Matrons will
undertake the CQAF

management and
escalation around
core fundamental
standards of care

opportunities

Professional leadership and
development days have
been reinstated supported

Quality What will we do? | How will we do it? Expected How will it be Progress Update RAG
Priority Outcome? measured? Rating
We will We will revisit the | Band 7 and Matron Band 7’s and Number of Band 7 There has been a revision

revisit the core fundamental | pevelopment Matron’s feel and Matrons who of the CQAF programme

core standards of care confident in the have taken part in which includes panel and
fundamental Head of Nursing, promotion/ development assessors.
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programme to
assess all clinical
area.

by the Head of Nursing.
Matrons are afforded the
opportunity to codesign
their development
requirements in line with
the NHSI Matrons
handbook. This will
support the revisit of the
fundamental standards of
care.

Evaluation of
development

Further development is
being undertaken by the

programmes Head of Nursing to
strengthen the panel as a
development opportunity
for senior nurses.
Improvements to | Trust CQC Phases one to three have
the core Compliance Tracker | now been implemented.
fundamental Document

standards of care




Page 106 of 232

A revised
programme of
Environmental
Audits will be
implemented

Revised
programme of
Environmental
Audits will have
been
implemented and
an associated
action plan for
improvement will
be made and
monitored

Monitoring paper to
the SafeCare/Risk
and Safety Council

A revised audit tool has
been developed, consulted
on and approved for use.
This is currently being done
through the matron
monthly checks. This is
due to be reviewed at
Matron away day in Q4
ensure all questions are
appropriate and applicable
to all areas across the Trust
including outpatient and
maternity areas.

Implementation of
the Trust’s CQC
Monitoring
approach

Assurance of
compliance with
the Fundamental
Standards and
CQC Regulations

Trust CQC
Compliance Tracker
Document

Phases one to three have
now been implemented.

We will
encourage,
help, and
support all
staff to
engage with
research

We will embed
research into our
ways of working

Review how we
notify staff of
research projects
that can be accessed

To develop a
research newsletter
and web-based
resource for staff

Increase in the
number of staff
actively involved
in research

Number of staff
actively involved in
research

Members of the R&D Team
have attended the Nursing
& Midwifery, Patient
Safety, Allied Health
Professionals and the
Health Care Support
Workers (HCSW)
conferences to raise
awareness of the new
research strategies that
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To ensure that
support is available
in staff that are
interested in
undertaking
research

have been launched over
the last six months.

They have also been widely
promoting that “Research
is Everyone’s Business”
and the different ways that
staff can get involved
through the “Your Path In
Research” campaign and
“The Associate Pl Scheme”
and how they can search
for, and join relevant
active NIHR portfolio
research projects listed on
the Be Part of Research
database.

We are also in the process
of devising a research
programme for HCSWs to
enable them to become
Research Champions for
their Ward or Clinical Area.

The R&D Webpage is a
work in progress because
the website is not currently
satisfactory to our needs,
but promotion of research
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via social media has been
very successful, especially
following the launch of the
R&D Twitter page
@QEHResearch

We have launched the
“Introduction to Research”
course on ESR.

We continue to actively
promote research through
Annual Events such as
International Clinical Trials
Day, #Red4Research Day
and Your Path In Research.

In conclusion, whilst the
majority of staff are keen
to make research
everyone’s business, a
common theme emerged
from our discussions with
staff that the biggest
barrier to engagement is;
research is not included in
job descriptions and time is
not allocated for research
in job plans.
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We will
support the
continual
improvement
of clinical
record
keeping
(both paper
and
electronic)
throughout
the Trust

Review and
reinstate a
revised
programme of
documentation
audits

Review
documentation
audit criteria/
methodology

Review audit
policy/Standard
Operating Procedure
(SOP)

Review monitoring
approach

Consider
triangulation of this
data

Documentation
audit will be
reimplemented
and
improvements
will be identified
and actioned

Monitoring via the
SafeCare/Risk and
Safety Council

A revised audit tool has
been developed, consulted
on and approved for use.
A proposal detailing the
methodology for the
guarterly audit has been
drafted and is scheduled to
be discussed and agreed at
the SafeCare/Risk & Patient
Safety Council on 12t
October 2022 with a view
to this commencing in
November 2022.

To be finalised once the
proposed methodology is
approved.

This was agreed by the
Safecare Risk and Safety
Council on October 2022.

This will be considered
once audit data is available.
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Report Cover Sheet

NHS

Gateshead Health

NHS Foundation Trust

Agenda ltem: 11

Report Title:

Consolidated Finance Report — Part One

Name of Meeting:

Trust Board

Date of Meeting:

30" November 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 Decision: Discussion: | Assurance: | Information:
Briefly describe why this report is being v,
presented at this meeting O X X O

The purpose of this paper is to provide assurance
against corporate objectives and address financial risks

Proposed level of assurance — to Fully Partially Not Not
be completed by paper sponsor: assured assured assured applicable
O 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 October 22 the Trust has
reported an actual deficit of £1.485m after adjustments
for donated assets and gain & losses of asset disposal.

This is a favourable movement of £0.655m from the
adjusted deficit reported at the end of October mainly
due to the recognition of new income streams.

The reported deficit is an adverse variance of £2.993m
from the Trust’s planned surplus totalling £1.508m.

For the period April to October 2022 the Trust has
spent £3.278m (35%) 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.
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To note the summary of performance as at 31st
October 2022 (Month 7) for the Group (inclusive of
Trust and QE Facilities, excluding Charitable Funds).

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
X to make the best use of resources

Aim 4 | We will be an effective partner and be
O ambitious 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:

Ensuring robust governance structures to enhance our
productivity and efficiency to make the best use of
resources

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 significant
risks and DATIX reference)

Financial Risks

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

Yes No Not applicable
O O
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Introduction

The purpose of this report is to provide a summary of financial performance as at 315t
October 2022 (month 7) for the Group (inclusive of the Trust and QE Facilities, excluding
Charitable Funds).

2022-23 Financial Framework
The financial framework for 2022-2023 is supported 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.

Activity growth of 2.3%

Additional funding of 1.66% to fund the 22-23 pay award

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 on a pass-through cost basis and the staff vaccination programme on a cost
per vaccination basis

o An Integrated Care System requirement to achieve a breakeven position

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.

Reporting for October is against the Trusts 2022-2023 financial plan submission.
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Income and Expenditure

The Trust has reported a deficit of £1.246m for the period April to October 22 and
£1.485m after the adjustment for donated assets, gains / loss on disposal of assets.

This is a year-to-date adverse variance of £2.993m against the Trusts financial plan as
detailed on the Trust Statement of Comprehensive Income (SOCI) as presented in Table
1.

For the month of October 2022 the Trust has reported actual income of £31.366m, and
an in-month favourable movement of £1.875m against the Trusts plan mainly due to pay
award funding of £0.370m, funding for discrete developments £0.470m and funding to
support the gynae oncology specialist pathway following the support provided to a
neighbouring Foundation Trust of £0.320m. ERF income continues to be recognised at
100% in response to ICB confirmation that despite not achieving ERF income targets
funding will not be retracted.

Total year to date income is £213.082m and a favourable variance of £6.648m from the
year-to- date plan. The year-to-date variance is mainly due to £2.800m additional pay
award funding, more income than planned for pass through drugs & devices £0.864m,
income for specific one-off developments not included in the plan £1.092m, education &
training income £0.626m and a one-off grant to fund the Trust de-carbonisation scheme
£0.428m.

For the month of October 2022 the Trust has reported actual operating expenditure of
£30.253m and in-month adverse variance of £1.265m against the Trusts plan mainly due
to an over-spend against pay totalling £0.613m, drugs of £0.283m, outstanding debt
provision of £0.170m.

Total year to date operating expenditure is £211.904m and an adverse variance of
£9.911m 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 £3.886m, cost of the
final pay award £2.987m, over-spends against drugs of £1.905m, clinical supplies &
services of £0.816m and premises (including utility costs) £0.690m.
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'October 22-23 NHSE APRIL - MARCH 23 FINAL PLAN VARIANCE
Variance Previous
Actual In Actualto  (Actual - Month Movement in
Annual Plan Plan In Month Month Plan to Date Date Plan) Variance Month
£000's £000's £000's £000's £000's £000's £000's £000's

Operating
Operating Income from Patient Care activities
Income From NHS Care Contracts (320,909)| (26,741) (28,022)| (187,187)| (192,322) (5,135) (3,855) (1,280.8)
Income From Local Authority Care Contracts (90) ) (18) (49) (109) (80) (49) (10.8)
Private Patient Revenue (735) (81) (79) (427) (415) 12 30 (17.9)
Injury Cost Recovery (290) (24) (14) (168) (331) (163) (173) 10.0
Other non-NHS clinical revenue (850)] (71) (28) (497) (402) 95 52| 43.1

Total Operating Income From Patient Care activities (322,874)| (26,904) (28,160)]  (188,328)| (193,579) (5,251) (3,995) (1,256.2
Other Operating Income
Education and Training Income (7,631) (636) (1,227) (4,452) (6,020) (1,568) (977) (591.1)
R&D Income (527) (44) (75) (308) (523) (215) (184) (31.4)
Top up Income 0 0 0 0 g
Funding outside of System Envelope (3,910) (326) (224) (2,282) (1,551) 731 629 101.7
Other Income (18,809) (1.551) (1,679) (10,854) (10,981) (127) 1 (128.1)
Donations & Grants Received (366) (30) (0) (210) (428) (218) (248) 30.0

Total Other Operating Income (31,043) (2,587) (3,206)]  (18,106) (19,503) (1,397) (778) (619.0)

Total Operating Income (353,917), (29,491) (31,366)]  (206,434)] (213,082) (6,648) (4,773) (1,875.2)
Operating Expenses
Employee Expenses - Substantive 221,172 18,454 18,452 127,938 128,684 748 748 (2.7)
Employee Expenses - Bank 7,150 607 743 4423 6,466 2,043 1,908 137.3
Employee Expenses - Agency 3,653 316 773 2,355 6,100 3,745 3,288 4571
Employee Expenses - Other 1,187 99 121 693 535 (158) (180) 21.9

Total Employee Expenses 233,162 19,476 20,090 135,409 141,785 6,376 5,762 613.5
Purchase of Healthcare - NHS bodies 6,076 506 562 3,542 3,987 445 389 55.8
Purchase of Healthcare - Non NHS bodies 2,348 196 292 1,372 2,254 882 786 96.3
Purchase of Social Care v} 0 0 0 v} 0 0 -
NED's 188 16 14 112 96 (18) (14) (2.0)
Supplies & Services - Clinical 24,096 2,008 2,051 14,059 14,875 816 773 43.4
Supplies & Services - General 3,225 269 254 1,883 1,734 (149) (134) (15.0)
Drugs 18,339 1,529 1,811 10,703 12,608 1,905 1,623 282.2
Research & Development expenses 0 o (0) 0 12 12 12 {0.5)
Education & Training expenses 1,089 91 140 637 995 358 310 48.6
Consultancy costs 143 12 (10), 84 296 212 234 (21.6)
Establishment expenses 3,209 268 345 1,876 2,204 328 251 76.6
Premises 17,041 1,420 570 9,940 9,699 (241) 608 (849.7)
Transport 1,628 136 138 952 926 (26) (29) 2.7
Clinical Negligence 7,923 660 660 4,620 4,622 2 1 0.2
Operating Leases 2,604 217 101 1,519 572 (947) (830) (116.2)
Other Operating expenses 3,967 3 1,244 2,317 3,291 974 61 912.8
Cost Improvement Programme 0 ] 0 0 0 0 0 -
Reserves 0| 0 0 0 0 0 0 .

Operating Expenses included in EBITDA 325,038 27,135 28,262 189,025 199,956| 10,931 9,804 1,127.1
Depreciation & Amortisation - Purchased / Constructed 8,238 687 663 4,809 4474 (335) (311) (24.1)
Depreciation & Amortisation - Donated / Granted 366 30 23 210 189 21) (14) (7.1)
Depreciation & Amortisation - Finance Leases 13,569 1,131 1,130 7914 7,911 (3) (2) {0.9)
Impairment & Revaluation 81 5 175 35 (628) (661) (831) 169.7
Restructuring Costs 0 0 0 0 g

Operating Expenses excluded from EBITDA 22,234 1,853 1,991 12,968 11,947 (1,021) (1,158) 137.s|

Total Operating Expenses 347,272 28,988 30,253| 201,993| 211,904 9,911 B.Mﬁl 1.254.6||

(Profit)/lLoss from Operations (6,645)] (503) (1,114) (4,441) (1,179) 3,262 3,873 ( 610.6)

Non Operating
Non-Operating Income
Finance Income (105), () (85) (83) (351) (288) (211) (76.2)

Total Non-Operating Income (105)| (9) (85) (63) (351) (288) (211) (76.2)
Non-Operating Expenses
Finance Costs 589 49 89 343 479 136 96 40.0
Gains / (Losses) on Disposal of Assets o] o] 0 0 12 12 12 -
PDC dividend expense 3,156 263 310 1,841 1,888 47 0 46.7

Total Finance Costs (for non-financial activities) 3,745 32 399 2,184 2,379 195 108 86.7
Other Non-Operating Expenses
Misc. Other Non-Operating expenses 0 0 0 0

Total Non-Operating Expenses 3,745 312 399 2,184 2,379 195 108 86.7

(Surplus) / Deficit Before Tax (3,008)| (200) (800) (2,320) 850 3,170 3,770 (600.1)
Corporation Tax 1,395 116 83 812 397 (415) (383) (32.7)

(Surplus) / Deficit After Tax (1,610) (84) (717) (1,508) 1,246 2,754 3,387 (632.8)

[

(Surplus) / Deficit After Tax from Continuing Operati (1,610), (84) (717) (1,508) 1,246| 2,754 3,387 (632.8)
Remove capital donations / grants |1&E impact 0| 0 (23) 0 238 238 261 (22.9)
Gain on disposal of assets 0| o 0 0 0 0 0 !
Impairements - AME r 0 0 0 0 0 0 0 .
Loss on disposal of DHSC assets 0 of 0 0 0 0 0 -
Remove net impact of consumables donated from
other DHSC bodies 0 0 0 0 b

Adjusted Financial Performance (Surplus) / Deficit (1,610)| (84) (740) (1,508) 1,485| 2,093 3,648 ( 655.7)

Table 1: Trust Statement of Comprehensive Income
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4 Cost Reduction Programme (CRP)

4.1 Included in the Trusts 2022-23 financial plans is an annual CRP requirement of
£10.939m with £7.088m planned to be achieved by October 22. As of October 22,
£3.202m has been achieved with a year-to-date adverse variance of £3.886m. On a full
year effect recurring basis, a total of £1.718m has been achieved.

22-23 Annual Target 22-23YTD 22-23YTD 22-23YTD 22-23 Annual 23-24 FYE % FYE Achieved of

Target £000's  Achieved £000's Variance £000's Achieved £000's Achieved £000's Target
Chief Executive (87) (57) (96) 40 (143) (111) 163.8%
Chief Operating Officer (113) (73) 0 (73) 0 0 0.0%
Clinical Support & Screening (2,627) (1,711) (1,320) (391) (1,706) (348) 64.9%
Community (898) (585) (36) (549) (62) (62) 6.9%
Director Of Nursing (394) (257) (63) (193) (95) 0 24.2%
Estates & Facilities (134) (78) 0 (78) 0 0 0.0%
Finance & Information (473) (317) (267) (50) (392) (158) 82.9%
Medical Director (17) (11) (23) 12 (23) 0 134.4%
Medicine & Elderly (2,131) (1,388) 0 (1,388) 0 0 0.0%
People & Organisational Development (164) (107) (104) (3) (121) (36) 73.6%
Surgical Services (2,414) (1,572) (731) (841) (831) (241) 34.4%
Trust Financing (1,488) (933) (562) (371) (762) (762) 51.2%
Total (10,939) (7,088) (3,202) (3,886) (4,135) (1,718) 37.8%
5 Cash and Working Balances

5.1 Group cash as at 1st April 2022 totalled £55.586m. The cash position of £53.708m as at
31st October is equivalent to an estimated 52.03 days operating costs (56.27 days
September) and represents a £2.718m decrease from September 2022.

5.2  The liquidity metric has improved marginally by 0.05 days against September to +12.65
days, this is 4.41 days better than Plan (8.24 days).

5.3 The balance sheet is presented in Table 2.
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Statement of Position - October 2022

2022/2023 2022/2023

October Movement

September - October 2022 October
202‘?2 Group ::::2u2p ":ﬂ";:t:‘” QEF 2022 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 136,415 136,425 10 1,310 135,115
Trade and Other Receivables, Net 2,037 2,026 (11) 814 1,213
Finance Lease - Intragroup 42047 0
Trade and Other Receivables - Intragroup Loan 0 0 0 11,668
Total Non Current Assets 138,533 138,532 (1) 44251 164,821
Current Assets
Inventories 5,005 4,771 (233) 2603 2,168
Trade and Other Receivables - NHS 8,927 8.774 (152) 569 8,205
Trade and Other Receivables - Non NHS 6,593 4,575 (2,018) 1,134 3,441
Trade and Other Receivables - Other of 0 0 0
Prepayments 5,785 5,789 4 461 5,328
Cash and Cash Equivalents 53,708 50,990 (2,718) 5824 45166
Other Financial Assets - PDC Dividend 0 0 0 0
Accrued Income 2,242 2,311 69 1685 626
Finance Lease - Intragroup 293 0
Trade and Other Receivables - Intragroup Loan 1,734
Total Current Assets 90,544 77.210 (5,049) 12 569 66,660
Liabilities
Current Liabilites
Deferred Income 7.895 11,004 3.110 170 10,834
Provisions 3,896 3,701 (195) 320 3,382
Current Tax Payables 5,909 4,753 (1,156) 433 4,320
Trade and Other Payables - NHS 2,086 1,663 (423) 635 1,028
Trade and Other Payables - Other 17,358 8,455 (8,903) 2024 6,431
Trade and Other Payables - Capital 72 (109) (181) 0 (109)
Other Financial Liabilities - Accruals 28,709 30,381 1672 7074 23,307
Other Financial Liabilities - Borrowings FTFF 499 499 0 0 499
Other Financial Liabilities - PDC Dividend 0 310 310 0 310
Other Financial Liabilities - Intragroup Borrowings 0 0 1,734 0
Finance Lease - Intragroup 0 0 0 203
Total Current Liabilities 74,708 60,657 (5.766) 12,390 50,204

NET CURRENT ASSETS (LIABILITIES) I = I T ) O 17 | I

Non-Current Liabilities

Deferred Income 2018 2018 0 1719 209
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 11668 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 13387 58,480

TOTAL ASSETS EMPLOYED [ sezs| wsesss| 7w | siear] [ azams]
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 Earmnings (Accumulated Losses) (19,148) (18.431) 717 21,393 (39.824)

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 136216 136,933 717 38217 115,540

TOTAL ASSETS EMPLOYED [ tseane] wessa] 77| [ ssar]

Table 2 — Statement of Position
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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 October was £3.278m, £2.433m below plan. Expenditure
in the period was in respect of the Maternity Theatre, building maintenance, the 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:

programme

Efficiency requirements cannot be achieved due to ongoing 20
operational pressures resulting from COVID, demand on
unscheduled care and capacity to deliver transformation

Activity is not delivered in line with planned trajectories, 15
leading to reduced access to ERF funding

The capital cost of delivery of the new operating model 12
continues to increase resulting in revenue implications

with expected figures

Capital schemes are not in place in a timely basis to enable 9
capacity required to manage surge
Financial mitigations assumed in plan are not realised in line 9

Kris Mackenzie, Group Director of Finance & Digital
24" November 2022
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Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: | Discussion: | Assurance: | Information:

O O X O

This paper gives the Trust Board an update on progress
digital assurance, digital strategy and the clinical systems
outline business case; together with the visibility on
delivery since the May report; and future plans for the
coming months.

Proposed level of assurance
— to be completed by paper

sponsor:

Fully Partially Not Not
assured assured assured applicable
O 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

Previous Digital Update & SIRO Report presented to May
Trust Board

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
Equality, diversity and
inclusion

The paper details a few of the key achievements over the
last 6 months — clinically and operationally; together with
sharing some of the assurances that are routinely
provided to the Digital Committee.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

Accept the report and support the ongoing assurance
through the Digital Committee
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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
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
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 All digital risks

significant risks and DATIX

reference)

Has a Quality and Equality Yes No Not applicable

Impact Assessment (QEIA) m m m

been completed?
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1.  Digital Governance

The Digital Committee responsibilities are to provide oversight and assurance on the:

o Delivery of the strategic objectives mapped to the Committee

¢ Delivery of national and local-level strategies including the Digital Strategy

¢ Responsiveness and effectiveness of the digital services

o Management and quality of the Trust’s Information Assets

e Compliance with the relevant Data Security and Protection toolkit standards

e Technology used and that is secure and up-to-date and that systems are protected
from cyber threats

To support this role this Digital Committee has two groups reporting in; the Digital
Transformation Group (DTG) (meets monthly) with responsibility for digital strategy and
managing all digitally enabled transformation/change; and the Digital Assurance Group (DAG)
(meets bi-monthly) with responsibility for managing cyber and information risks; together with
overseeing operations digital services (systems, records, coding, infrastructure).

These groups also report into Senior Management Team so there is full ownership of the
digital strategic direction and services; together with being an escalation point for any issues.

Enabling functions - Digital and data
. T Gateshead Health
Delivery and assurance roles and responsibilities NHS Foundation Trust

Trust Board

| |
Oversight and assurance on the: Senior Oversees operational delivery:
igi i oA a I igital ic directi
I?lgltal strate_gy and denllvery Plan Dlglta| Committee Agrees digita stra'feglc d.lrectlon
Digital operational service delivery Management Team Manages escalation of issues
Digital and data risks and audits Agrees business cases
| |
I |
Digital ..
& . Digital Assurance
Transformation
Group
Group
Sets the digital strategy, objectives and delivery plan Reviews the effectiveness of digital services
Manages the priorities and implementation of the plan Ensures information assets are managed effectively
Reviews digital related business cases Manages cyber and information risks

Manages the risks to delivery

Gateshead Health NHS Foundation Trust Digital and data #GatesheadHealth
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2. Digital Transformation Group (Strategy & Delivery)

The new corporate strategy was published earlier in the year and
the refreshed digital strategy aligned to this, was agreed at DTG
on 3 November. This was subsequently presented to SMT who
were broadly happy with the content but asked for the addition of
a digital delivery plan. The delivery plan is a changing document,
agreed at DTG and formally managed through a change control
process with progress monitored every month to DTG; and
assurance presented to Digital Committee. The presentation of
the delivery plan is currently being reviewed to align to the
outcomes that the digital strategy is supporting and a snapshot will
be added once completed. The latest draft digital strategy is
attached in Appendix 1.

The overriding digital vision is shown below.

Gateshead Health

»»»»»»»»»»»»»»»»»

Our patients
Qur people
Qur partners

#GatesheadHealth Corporate Strategy
2022/23 - 2024/25

#GatesheadHealth Digital Vision

“To become a fully digital, data driven Trust,

Gateshead Health

NHS Foundation Trust

connecting and supporting our patients, people,

and partners by continuously improving the
quality, safety and experience of our services

o
R
i i\
e E% jri‘\
B e Y—i ]
el TR T
s

Gateshead Health NHS Foundation Trust

Digital and data

#GatesheadHealth
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The delivery of this vision is inherently linked to the clinical systems outline business case
(OBC) that was developed following the listening exercise Channel 3 undertook last year with
300+ stakeholders across Gateshead. The top 3 challenges and aspirations are outlined in
the diagram below:

Top 3 challenges Top 3 aspirations
Lack of One source of
31% integration 33% truth/one system
o Hardware & o Digital
18% infrastructure 18% documentation
w Ny
: Connectivity &
Ownership of
6% P N% accessibility

systems

% of comments codified as ‘challenges and ‘aspirations from survey,
interviews and drop-ins

The OBC v1 was issued in June 2022 but has now been rewritten to align with the corporate
strategy and focus on delivering Gateshead Health’s ambition to become a fully digital Trust
by 2025. This OBC builds on the key strategic direction and systems (shown below) delivered
and improved as part of achieving the GDE programme.

Digital Gateshead Strategic Planmpg

Digital Clinical Care Gateshead Hearth

. . Foi Digital
Digital Digital Digital :
Theatres Imaging Urgent care Maternity
Carestream Careflow ED Clevermed

Bluespier / Bridgehead Badgernet

Digital Digital - Digital
Patient Community Dlgltal Outpatients
Patient & Mental Inpatients Careflow
Portal Health

Digital
Integration
Intersystems

Nervecentre clinical Healthshare
HealthCall EMISweb hoting

" Digital Digital Vil
Digital Medications " Requests & External
Records Wellsky s Results Records

Docstore (JAC) / lini Health Info
Chemocare ClinisysIC Exchange

Quality) and excellence in health

Key to achieving this developing ambition is ensuring that the Electronic Patient Record (EPR)
is an integrated system, which does not rely on any paper or manual processes as it does
today.
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The updated OBC has been prepared to underpin the investment required to make
Gateshead’s EPR fit to support a fully digital organisation and to improve the safety, quality
and experience of services. It explores the preferred approach to achieving an integrated EPR
in a supplier-agnostic manner, as supplier selection is expected to be achieved through the
next phases suggested, through procurement and Full Business Case development.

The recommendation from the OBC is for the Trust to move forward with the single integrated
clinical record option (converging existing clinical systems and paper clinical documentation
into one interface and/or system but without replacing the current core PAS immediately). This
option presents better value for money to achieve Gateshead’s required objectives and
recommends selecting a preferred supplier through a mini competition using Gateshead’s
procurement framework.

The OBC in the current form has been shared with the digital leadership team, a few Senior
Management Team and Executives, and once finalised will be submitted EMT for approval to
proceed to FBC. The OBC has previously been presented at Clinical Policy Group and Digital
Transformation Group to ensure full clinical ownership and technical assurance of any
decision. Clinical ownership is fundamental to effective adoption and uptake of any solution.
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3. Digital Delivery and Assurance

3.1 Digital Clinical Delivery

The slide below pulls out the highlights of the Digital Clinical Delivery over the last 6 months,
together with key deliverables in the next few months.

NHS NHS
Digital Healthcar
gital Healthcare  Digital Clinical Delivery cateshead Heattn

NHS Foundation Trust

Nervecentre
— Digital Whiteboard for SDEC & Back of House - Jul 22
— Sepsis live in A&E - Aug 22
— Paeds eObs & Sepsis - Mar 23
— Governed charts - Apr 23
» Careflow Clinical Noting — Digital CAS card - Oct 22
« EMIS
— HIE viewer - Jan 23
— Children’s OT & Physio - Mar 23
* Philips imaging
— Global Worklist - Spring 23
Clmlcal Photography - Dec 22
maging - first site natlonallugcomplete the retrospectuve Al breast trial

Quality) and excellence in health

o Digital whiteboards are now live in SDEC with the Back of House digital whiteboards rollout
approximately 90% complete (waiting for estates work). These provide huge
improvements in visibility of patients’ status and delays in discharge.

e The use of Nervecentre continues to expand going live with sepsis in A&E, which build on
the eObservations go live reported last time. The following the upgrade on the 24 Nov,
resource will be allocated to reviewing the consistency and standardisation of use.

¢ The Digital CAS card has been developed to replace the paper processes in A&E; enabling
attendance information to automatically flow back to the GP and other services.

e The Wayfinder programme has commenced and is looking to pick up the delivery of the
regional patient engagement portal. Gateshead are reviewing our previously tested
position and will be enabling letter sharing when the capability is released, which can
enable a saving in postage costs. To increase the benefits, the deployment of hybrid mail
services across all clinics needs to be completed.
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3.2 Digital Operations Delivery
The slide below pulls out the highlights of the Digital Operations Delivery.

INHS Digital Operations INHS|

Digital Healthcare Gateshead Health

WM Del ive ry NHS Foundation Trust

* Microsoft Teams expansion

* Robotic Process Automation live:
— ERS Referrals
— Breast MDT
— RIS Report Unblocker
— Maternity Appointments - Nov 22
— Careflow Alerts - completed automation to close Covid alerts
— ESR Workforce automation - Mar 23

i Personal and shared folders moved to Office365 - Dec

" \‘ PP Ap—— —— »/ -
\ttend-A sreptaced by Mz

QM&’@ and excellence in health

¢ MS Teams continues to be the place to have digital interactions with colleagues from within
and outside of the Trust. There have been 390 Teams created in our organisation, and a
total of 653 Teams channels. We have had 1880 individual users engage with Teams since
it was first implemented and has enabled 14371 individual calls, 11582 Teams meetings
and 200549 chat messages. There is no dedicated support to exploit the capabilities of
Teams although savings generated through the plans to move the telecommunications
management from QEF into the Digital portfolio should fund some capacity to administer
the system.

o The Office365 project is well underway with most personal folders and shared drives
already migrated into the cloud — again enabling flexible working. Further support and
guidance on how best to use the capability is being developed.

o PC, Laptop and monitor replacements and upgrades have continued site wide to
modernise and standardise the hardware in use — now to a maximum age of 5 years old.

o Careflow has recently undergone a successful major upgrade in support of the change to
CDS standard V6.3

¢ Robotic Process Automation — five processes are now live, including maternity with their
appointment booking automation and HR have agreed the scope for 2 ESR driven
automations which are now progressing to the build stage

e The core performance/reporting dashboards provided on Yellowfin have been migrated to
PowerBl and Yellowfin decommissioned.

o Attend Anywhere — the regional video consultation system contract has been extended
until March 2023. The standardisation of systems across the ICS has not materialised
although the Trust continues to engage.
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3.3 Digital Service Assurance

The slide below pulls out the highlights of the Digital Service Assurance over the last 6 months.

INHS Digital Service INHS|

Digital Healthcare Gateshead Health

Gateshead ASS u ra N Ce NHS Foundation Trust

« Data Security and Protection Toolkit - Jun 22
Windows 10 migration - May 22

Windows Server 2008 migration - May 22
Internet Explorer 11 migration - Jul 22
Network switches replaced - Aug 22

Wi-Fi refresh - Mar 23

st Server 2012 migration - Oct23

Qualiy and excellence in health

e The DSP toolkit requirements for 2021/22 were submitted and audited in June 2022 —
meeting all requirements except for the requirement to have an appropriately-qualified
technical cyber security specialist staff and/or service. The departure of a key member of
the IT team left a resource gap, which will be fully covered by February 2023.

e 100% of desktop devices are now on Windows 10 and 100% of Windows servers are on
Server 2012 or above. Internet Explorer 11 has been decommissioned.

e The 1%t phase of network infrastructure refresh replacing 91 edge switches was completed
in August

¢ The full replacement of the Wi-Fi access points is currently being planned in after they the
stock arrived on site this month, with a full site survey underway. These devices were
ordered in January but due to global supply issue have taken 10 months to arrive; these
lead times have led to CISCO reviewing and extending their EOL/EOS product timescales.
This will inform the plans for the Core Network replacement which was due by summer
2023.
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4.

Risks

The digital service assurance provided through Digital Assurance Group is broadly improving
with some pressures being flagged on:

Trust wide Information Risk Management — ensuring that information assets are being
appropriately managed by the departmental Information Asset Owners

Supply of hardware — global silicon chip shortages are leading to supply difficulties
which are pushing the alternative sourcing of hardware (currently considering the
reconditioned kit market)

The digital team are running with 13% vacancies and 3.5% sickness levels, which is
requiring the team to focus on supporting the operational core business — delaying
projects/additional work. The quality of applicants is also being impacted by large
technology companies opening in the Newcastle area, the ability of full home working
and the restrictions of the Agenda for Change pay bands.

Project risks that have been identified include:

5.

Virtual outpatient system replacement — it was intended to standardise across the ICS
on a single system, however this has not progressed. The Trust are working closely
with NuTH, CDDFT and North Tees to progress in this area.

Image sharing across the ICS — The Global Worklist project to share images has been
fraught with technical issues, both software and wide area network configuration — we
are hopeful that North Tees and the supplier make some visible progress early in the
new year.

Summary

This paper gives the Trust Board an update on progress against the digital roadmap for the
Trust and the clinical systems options outline business case.

The paper also details a few of the key achievements over the last 6 months — clinically and
operationally; together with sharing some of the assurances that have been provided to the
Digital Committee.

Recommendations

Trust Board is requested to:

Accept the report and support the ongoing assurance through the Digital Committee

Nick Black, Chief Digital Information Officer
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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 FEquality, diversity and
inclusion

Key points highlighted in the IOR:

Safe (pages 7-13 of IOR)

e 4 serious incidents reported in October, open and under
investigation. 1 open patient safety alert showing on the national
system as not completed by deadline, however the latest data on
the system is still August 22 so National Team have been
contacted for an update. No Never Events in the past 18 months.

e Medication errors per 1000 FCEs triggering special cause
variation. This represents an increased level of reporting and not
changes in the pattern or types of incidents reported were
observed.

e The trust has had zero incidence of Healthcare Associated
MRSA BSI in the preceding 12 months and one community
healthcare associated MRSA BSI in October 2022. 15 Healthcare
associated CDI cases since April 2022 (against the CDI threshold
for 2022/23 of 32), 6 in October. The Trust has reported 2
Healthcare Associated MSSA BSI during October 2022. 4
Healthcare Associated E. coli during October 2022 — 1 HOHA’s
and 3 COHA’s. The Trust has reported zero P. aeruginosa BSI
during October 2022, and 1 HOHA and 3 COHA’s Associated
Klebsiella BSI.
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Effective (pages 14 - 20 of IOR)

e The Trust Hospital Standardised Mortality Ratio (HSMR) and
Summary Hospital Level Indicator (SHMI) both now shows
deaths within the expected range.

¢ Positive assurance from Learning from Deaths review in Q2,
98.6% were definitely not preventable.

e Having seen a small improvement in the average number of long
stay patients (LOS 21+) from 88.5 in August to 84.5 in
September, the figure rose once again in October to 90.2.

Responsive (pages 21 - 35 of IOR)

UEC: Front of house performance measures continue to
demonstrate both system and site pressures:

e 4-hour performance was 69.3% placing the Trust 38" out of 139
NHS Type 1 providers (72.4% & ranked of 33 last month)

e 134 patients waited longer than 12 hours to be admitted

¢ 12 hour waits in department to discharge increased to 731 or
7.70% (703/7.8% in September)

e Ambulance handover delays are 112: 30-60 and 110: >60 mins

e Ambulance diverts increased to 58 in October, the majority from
Durham

¢ Average bed occupancy 96.7% in October (96.8% in September)
in September.

Indicative activity in October levels were overall below planned
levels, with combined elective activity at 87%.
e Day cases: 92%
Elective inpatients: 73%
New outpatient attendances: 90%
Follow-up attendances: 86%
Diagnostics 111%

RTT:

¢ Increases in the patients waiting for treatment from 12,430 in
September to 12,837 in October.

o 52-week waiters are above planned levels with 89 waiters over a
plan of 20.

e 2 78-week waiter at the end of October

e October RTT <18 weeks waiter’s final performance at 73.4%

e September RTT <18 week waiter’s final performance at 74.3%

Diagnostics: DM01 6-week performance 81.2% in October (81.1%
in September). Pressures in Audiology and echocardiology continue
however, Echo recovery target was met for September and October
at 39.1%.and 42.7% respectively. 9 out 12 specialities achieved the
2023 95% target in October.

Cancer: Performance measures:

e 2week wait performance 79.9% for September, 84.2% for
October (indicative)

o Faster Diagnosis Standard at 75.2% for September, 83.2% for
October (indicative)

e 31-day standard at 100% for September, 99.2% for October
(indicative)

e 62-day cancer at 70.5% for September, 56.5% for October
(indicative)
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e 62-day waiters are 57, above planned for levels of 55
e 104-day waiters decreased to 11 end October, from 14 end of
September

Duty of candour: Duty of Candour compliance still demonstrating
concern for Jun-October, October compliance reduced to 75.0%,
from 91.3% in September, below the 100% compliance required.

Informal Complaints - The number of Informal complaints (PALS)
is triggering special cause variation for concern. The figures have
exceeded the 18-month average for 8 consecutive months.

Well led (pages 36 - 39 of IOR)

Core training - A further overall increase in compliance with a whole
group compliance figure of 81.6% against the 85% target. Appraisals
increased to 67.5%, against the 85% target. Absence rates
increased to 5.8% in October, from around 5.2% in August and
September. Since March 2022 bank spend continued to decrease
however, a slight increase has been seen for the month of July and
October. Agency spend has seen a slight decrease from July 2022
which reflects the withdrawal of HCSW agency.

Benchmarking (page 10 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
52-week waiters when compared with the start of this financial year.

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 Committee 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
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

Caring Responsive | Well-led Effective Safe
[ B X X X
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Risks / implications from this report (positive or negative):

Links to risks (identify
significant risks and
DATIX reference)

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), LG
Echocardiology (2730)
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 — November 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 September and October 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 September e
August (latest data not xx
Safe Open Safety alerts available as of 21/11)
Safe Infection, Prevention and Control | October e
Effective HMSR Apr 20 to Aug 22 e
Effective SHMI Feb 20 to Jun 22 b
Effective Long Lengths of Stay October CDS e
Responsive | Community October **
Responsive | A&E October i
Responsive | RTT October **
Responsive | Cancer Sept / Oct (provisional) *
Responsive | Diagnostics October final bl
Recovery Activity October (provisional) o
Well Led Sickness, Appraisals, training October i
*** 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:
e 3.8 Deliver operational transformation to improve productivity & efficiency
e 3.9 Develop smart integrated reporting frameworks
2. Key issues & findings
21  Safe
21.1 Trust level SI's (page 7): Four incidents have been reported in October, a decrease from

12 in September, totalling 46 to date in this financial year. The four incidents in October
resulted in severe/major harm, were the result of falls on the same level — cause unknown.

2.1.2 Medication Errors (page 8): Medication errors per 1000 FCEs returned to triggering special

cause variation. Medication errors exceeded the upper process limit in October 2022, with a
total of 88 medication errors observed in month, of which 69 were no harm and 19 low harm.
Data for October has been analysed and no exceptions were found relating to the usual
pattern of incidents across business units or in the type of incident reported, with the
conclusion being the increase represents an increased level of reporting with low numbers
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leading to harm. Indicating a positive safety culture for the reporting of medication related
incidents. Medication incidents will continue to be analysed quarterly by the Trust Medicines
Safety Officer for presentation and action at Medicines Governance Group.

Patient Safety Alerts (page 9): 1 open patient safety alert remains showing on the national
system as not completed by deadline, however the latest data on the system remains the
August position so is not up to date. The National Team have been contacted as part of the
preparation of this report for an update as to when the data will be updated, but as of yet we
have not heard back.

Infection Prevention & Control (page 10-13): Reporting IOR has been redesigned to now
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 one
community healthcare associated MRSA BSI in October 2022. 15 Healthcare associated CDI
cases since April 2022 (against the CDI threshold for 2022/23 of 32), 6 in October. The Trust
has reported 2 Healthcare Associated MSSA BSI during October 2022. 4 Healthcare
Associated E. coli during October 2022 — 1 HOHA’s and 3 COHA’s. The Trust has reported
zero P. aeruginosa BSI during October 2022, and 1 HOHA and 3 COHA’s Associated
Klebsiella BSI.

Effective

HMSR (page 14): The HSMR has returned to deaths ‘as expected’ with a score of 106.7
against the national average figure of 100. The SHMI is also showing deaths are within the
expected range with the latest figure of 0.99 below the national average of 1.00.

Learning from deaths quarterly update (page 15) The review identified that of the 257
deaths reviewed in Q2, 98.6% were found to be definitely not preventable, and 1.4% with
slight evidence of preventability. Therefore, strong assurance from the reviews, learning from
the reviews are detailed in the body of the report.

Clinical effectiveness (pages 16) — Provides an update on the clinical outcomes from the
GIRFT reviews in March - Lung Cancer and Critical Care in May with some good areas of
practice identified — pathology turn around times, excellent results in the national lung cancer
audit, with commendation for an engaged service. Opportunities were identified within
Discharge and flow. Against 54 NICE Guidelines published April 22 -Sept 22 the Trust is
compliant with 30, partially complaint against 4 areas and 20 remain under review. In
guidance published prior to April the Trust is partially complaint against 43 sets of guidance.

Discharge (page 17) Discharging patients remains problematic as average admissions
continue to exceed discharge. Pathways 1-3 account for 62% of the patients delayed and
69% of the bed days delayed. Weekend discharges are a particular challenge. The Trust
performs well locally in discharges before 5pm. The Trust has embarked on a national
improvement initiative to support flow and UEC.

Long Length of Stay Patients (page 18) - There is an expectation that the daily average
number of patients staying 21+ days would not exceed 59. The ECIST existing target of 59
is subject to either pass or fail based on common cause variation. Having seen a small
improvement in the average number of long stay patients (LOS 21+) from 88.5 in August to
84.5 in September, the figure rose once again in October to 90.2.

Responsive

Urgent and Emergency Care (page 21 - 23) — UEC continues to be under significant
pressure. In September and October pressures have continued as a result of high bed
occupancy, lower social care discharges and limited escalation area due to the work
associated with the new operating model. The Covid position also escalated, causing
additional challenges in the managing and placing of patients. As a result of significant daily
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2.3.2

233

234

pressure, the trust remains at OPEL 3, where it has been throughout all of September and
October.

Footfall and patient numbers increased in October to 9497 from 9011 in September, and
daily attendances averaged 25 per day more than October 2021 (representing an increase
of 9.1%). September and October have been a particularly challenging month for ED
performance, headlines include:

e 4-hour performance in October was 69.3% in October, deteriorating from 72.4% in
September

o At 69.3% this placed the Trust 38th out of 139 NHS Type 1 providers, which is a
deterioration from 33rd last month

e 134 patients waiting longer than 12 hours to be admitted in October, down from 164 in
September

e 12 hour waits in department from arrival to discharge increased to 731 in October, from
703 in September

e 731is equal to 7.7% of all attendees, down from 7.8% in September, but well above the
2% target

e Ambulance delays reported in October: 1112 between 30-60mins (up from 106 in
September) and 110 delays >60 mins (down from 110 in September)

e However, continue to be the 2nd best performing Trust in NENC & NY re: Ambulance
delays 30-60 mins, and 3rd for >60+

e Having reduced in September, October saw high volumes of ambulance and regional
diverts received, 58 in total, the majority from Durham

e Average daily bed occupancy level was 96.8% in September and 96.7% in October,
peaking at 99.3% one day

e 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).

Pressures (page 24): Even with the significant increases in handover delays, in October the
Trust remained 2nd top performing Trust in the (ICS) region for 30-60m Ambulance hand-
over times and improved to 4th for 60+ minute delays. There was a significant increase in
Ambulance diverts received and supported by the Trust in October to 58 (56 of which were
from Durham Hospital). Patients who no longer meet the criteria to reside remain
problematic, averaging daily 40 in October, an improvement from 52 September. Out of area
patients (from Sunderland, Durham and Northumberland) continue to account for notable
numbers of patients and blocked beds (majority pathway 1). Additional beds are open over
planned levels to accommodate patients who we are unable to discharge. The Trust had the
highest bed occupancy levels in ICS (Oct 22), Bed occupancy average 96.7% in October
(peaking at 99.3%).

Community Teams (page 25): Continue to support secondary care services by keeping
patients in their own home. Community teams, including children’s services saw 49,658
contacts in October, averaging 1601 per day, compared with 45,355 contacts in September,
averaging 1511 per day. The Rapid Response team responded to 88 two-hour crisis
response referrals in September and achieved a validated compliance rate of 67.0% for
patients seen within 2 hours, slightly below the 70% compliance target. Indicative (currently
being validated) performance for October is 115 referrals with a compliance rate of 53.0%.
The requirement is to achieve this standard by Q3 2022.

Elective activity and recovery (pages 26): The expectation is to reach 104% of activity
value of the 2019/20 plan. October (draft) combined elective activity is at 87% of 2019/20
baseline activity, which is below planned level, and lower than September. Overnight elective
activity reduced to 73% from 86% of baseline year. Day case treatments fell slightly from
103% in September to 92% in October. Outpatient attendances are at 90% for new 86%
follow-up attendances.
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2.3.6

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. However, from November activity levels should be
back to pre-covid levels as a short-term revised payment/incentive scheme is now in place
to relieve staffing pressures, and a longer-term recruitment and retention. strategy currently
being worked through.

Patient Initiated Follow-up (PIFU) attendances increased from 2.34% to 2.59% in October,
below planned levels of 3.1%. The Trust achieved 18.8% of remote outpatient appointments
against the transformational requirement of 25%, which is a reduction from 24.5% in
September.

Diagnostic activity levels were 111% in October and continue to be above planned for levels.
Modalities achieving their activity targets include CT 127%, colonoscopy 112%, flexi-
sigmoidoscopy 109% and Endoscopy. Flexi Sig and Echo having both achieved planned for
levels in September, failed to achieve them in October.

Diagnostics (page 27 - 28): Performance for the Trust improved to its highest rate so far
this year, in October, although the improvement was less than the previous month.
Performance stood at 81.2% in October from 81.2% in September. Overall, Trust
performance remains below both 99% and 95% targets. However, Trust performance is in
line with the latest NENC average of 81.3% and above national average of 70.2%. In October
6 out of 12 specialities achieved the 99% target, and 9 the 2023 95% target.

Numbers waiting for a diagnostic test fell from 5681 in September to 5325 in October (356
reduction in month). The number of patients waiting >6 weeks fell from 1074 in September
to 1003 in October. Echocardiography and Audiology continue to contribute to risk in
achieving this standard, audiology performance falling to 48.9% in October, the lowest so far
this year. Echo noted a significant 9% increase in overall performance in September to
39.1%, increasing again to 42.7% in October. Echocardiography recovery plan aims to
recover the long waiters by February 2023, to date September and October target has been
achieved. Audiology improvement trajectory plans for standards to be achieved by summer
2023, some current delay in achieving trajectory due to maternity leave

RTT (page 29): Continued focus on increasing capacity to reduce patient backlogs and
waiting times. Lower activity levels and increased referrals have increased the number of
patients waiting for hospital treatment from 11,336 waiting at the end of April to 12,837 at the
end of October (indicative), up from 12,430 at the end of September. 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 91 in September, this
number fell slightly to 89 at the end of October. 78-week waiters increased to 5 at the end of
September, but reduced to 2 at the end of October (indicative).

73.4% of our patients were waiting less than 18 weeks at the end of October, a reduction
from 74.3% in September. At 73.4% Trust performance was above latest national average
59.4% (Sept 22), and ICB average of 71.1% (Sept 22).

‘Super September’ is now running into October and November. The focus is 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.
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2.3.7 Cancer (pages 30 — 33) Continued focus on clinical prioritisation and increasing capacity to

reduce patient backlogs and waiting times.

2 week waits - Indicative performance for October is 84.2%, a 4.3 percentage point increase
from 79.9% in September. 84.2% remains below the 93% target. 84.2% is above the latest
national average 72.6% (sept 22) and NENC average 72.6% (sept 22). Breast and Testicular
tumour sites exceeding the 93% target since June, however Breast did not achieve the
standard in October (indicative). Pressures in September and October for most other tumour
sites. Activity volumes for most tumour sites in September and October higher than 19/20
levels, with the exception of lower GI.

Faster diagnostic standard — Trust has achieved 75% target all months since June 22.
Indicative performance for October is 83.2%, a 8 percentage point increase from 75.2% in
September. 83.2% is above the latest national average 67.2% (sept 22) and NENC average
72.9% (sept 22). This measure will replace the 2 Week wait in future. Performance Risks
across most specialties - Particular challenged specialties Lung, Gynae, Lower Gl, Urology
and Upper GlI, Testicular. Breast and Symptomatic Breast sites exceeding the 75% target in
each of the last 7 months.

The trust is performing well in the 31day standard measuring the taken from diagnosis to
treatment. Trust has exceeded the 31-day standard every month this year. Trust's
performance for October is 99.2% (indicative) against the 31 Day standard, with the Drug
and Surgery subsequent treatment also achieved. 99.2% is above the latest national average
91.1% (sept 22) and NENC average 89.1% (sept 22). September and October data is
indicative and is subject to change following sharing of information between Trusts and
breach data being confirmed across pathways. All tumour sites have achieved the target in
the last 2 months

62-day cancer treatment - Performance improved to 70.5% in September, the highest since
April but reduction to 56.5% (indicative) in October (indicative). Latest national average
60.5% (sept 22) and NENC average 63.1% (sept 22). The Trust reported 57 patients waiting
over 62 days on a 2ww classic pathway (7.9% of the total waiters on a 62-day 2ww classic
pathway) (139 on all pathways (15.4% of total waiters)). 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 figure of 57 for the month, just
above planned for levels. The number of long waits (>104 days) on a 62 day (2ww) pathway
at the end of October had decreased to 11 patients (1.5% of total waiters on a 62 day 2ww
classic pathway) (30 on all pathways (3.3% of total waiters).

2.3.8 Verbal Duty of Candour (page 34): Duty of Candour compliance still demonstrating concern

2.3.9

24

241

for Jun-October, October compliance reduced to 75.0%, from 91.3% in September, below
the 100% compliance required. In October there were 10 cases reported as non-compliant
incomplete none of which was there still time to gain compliance.

Informal Complaints (page 35): The number of Informal complaints (PALS) is triggering
special cause variation for concern. The figures have exceeded the 18-month average for 8
consecutive months. 72 were received in October 2022. A shift in the number of informal
complaints has been observed from March 2022, which coincides with increased family
members visiting patients on site as Covid-19 restrictions lifted, themes noted for the October
complaints included communications (29), facilities (20), clinical treatment (7), Appointments
issues (5) and values and behaviours (5).

Well Led
Workforce (pages 36 - 39): Sickness absence levels in September improved to 4.8% from
5.2% in August. Both QEH and QEF also demonstrated improvements to 5.0% and 3.4%

respectively. Trust level appraisal compliance increased to 68% in September from 66% in

9
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2.5

2.5.1

252

August but continues to be below the 85% target. Core training data also continues to display
special cause variation improvement with performance at 80.8% in September from 78.9%
in August, demonstrating a positive improvement trend from 68.5% in April.

A first set of additional workforce data has been included to report activity against plan for
recruitment of staff, agency spend and vacancy rates. This data will be continue to be
developed. The report sets out how there is significant activity in relation to supply,
recruitment and retention ongoing across the organisation to reduce vacancies, the impact
being a reduction in reliance on the flexible workforce and agency and a more sustainable
core group of employees. NHS England have also implemented agency controls on price
caps and off framework usage from September which will impact agency usage. There is
ongoing collaborative work with People & OD, Finance and Business units on reinstating the
agency expenditure controls.

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 5 IOR reports, including this month:

The table shows the Trust remains in a relatively strong position against available
benchmarking data. In 3 of the 5 metrics, we have either improved, or there is no change (in
both metrics the Trust is ranking in the top position). The table continues to show a worsening
picture in relation to our benchmarked position for A&E 4-hour target (reflecting the pressures
being observed in A&E. And 52-week waiters. Note: for 62-day cancer backlog the
methodology has changed nationally — now backlogs <150 are excluded from rankings for
the top 20, meaning GHFT cannot enter the top 20. The ‘Top 20’ trust rankings are adjusted
with several trusts excluded — those ranked in the table this are not adjusted and represents
our position nationally for all Trusts.

GHFT Benchmarking Figure GHFT Benchmarking Position

May | June | July | Aug | Sep | Oct | NOV Rark out of: Rankis | May | June | July | Aug | Sep | Oct | Nov | Trajectory
IOR | IOR | IOR | IOR | IOR | IOR | IOR " |betterif:| JOR | IOR | IOR | IOR | IOR | IOR | IOR |(MaytoOct|

ARE 4 hour waiting time target| 75.3% | 77.9%|77.1%| 77.5% 74.5% | 72.5%(69.3%

139- All Type 1 NKS

. Lower | 23 | 20 | 19 | 16 | 29 | 33 | 38 | Worsened
Providers

Latest weekly PTL: patients waiting >

0| 0|0 /|0 /| 0 | 0| 0 |B8ProvdersiniCS|lower| 1 [ 1 | 1| 1171 1] 1 |Nochange
104 weeks

Latest weekly PTL: patients waiting >

50 | 60 | 73 | 75 | 58 | 91 | 79 | 8ProvidersiniCS | Lower | 2 | 2 | 3 | 3 | 2 | 3 | 3 |Worsened
52 weeks

Latest weekly PTL: patients waiting >

63 | 65 | 57 | 68 | 64 | 63 | 62 | 8ProvidersinCS |Lower | 1 | 1 | 1 | 1 | 1 | 1 | 1 |Nochange
62 days for cancer treatment

62 day backlog as % of waiting list| 8.7% | 9.1% | 9.3% (10.2%| 8.3% | 6.7% | 7.9%

139 - top 20 under

NSEf scrutny | e | 73| 75| 691 39 | 8311061 35 Fimproved

3.

3.1

Recommendations

The Committee are recommended to note the content of this report, in summary:

I.  Verbal duty of candour remains problematic and process reviews are ongoing. Informal
complaints are also triggering concern, thematic analysis indicates that communication
issues, facilities management issues and medical clinical treatment remain the key areas
of note.

[I.  Workforce challenges in recruitment and retention prevail across the Trust, work continues
to include oversight and management of the challenges by the operational teams and
extracting the level of detail to enable sufficient triangulation between the performance,
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VI

VII.

quality and safety and workforce pressures. Effective rostering systems to manage and
reduce agency spend whilst implementing NHSE controls to support the process is a key
priority. Workforce supply continues to be a core priority whilst also working on a range of
retention issues.

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 an exceptionally high volume of ambulance conveyances from
patients living out of the areas has again resulted in delayed discharges and more beds
open against planned levels which will ultimately impact on Trust expenditure.

Theatre staffing pressures have continued into October with elective activity levels below
plan. Activity levels are planned to reach pre-pandemic levels in November to reinstate
theatre schedules at pre-pandemic levels to maximise theatre productivity. Work is
ongoing to model the impact on to the waiting list to provide assurances for year end
recovery targets.

Whilst challenged cancer pathways continue to demonstrate pressures in against 2 week
waits and 62 day treatment measures, the Trust has achieved cancer targets against
Faster Diagnostics and 31 day treatment targets, and planned long waiters are just below
planned levels.

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, with current
performance above planned levels.

Positive clinical outcomes assurance in learning form deaths, and areas of good practice
found in GIRFT reviews in Lung cancer. Excellent results obtained in the lung cancer
audit, commendation for the passionate lung cancer team and our pathology service was
highlighted with excellent turn around times.

11



Integrated
Oversight
Report

November 2022 Committees

Data: September / October 2022

Y

NHS!

Gateshead Health
NHS Foundation Trust

im

O O

aaaaaaaaaaaaaaaaa



Contents Pages m

CQC rating 3
Summary exception indicators KLOE 4-5 Gateshead HEEIth
— NHS Foundation Trust
Serious Incidents reported to StEIS 7
Medication errors per 1000 FCEs 8
Patient Safety Alerts not completed by deadline 9
Infection Prevention & Control 10-13
Effective
Hospital Standardised Mortality Ratio and Summary Hospital Level Mortality Indicator 14
Learning From Deaths Reporting Q2 2022-23 15
Clinical Effectiveness — Softer intelligence 16
Discharge & Long Length of stay patients 17 -18
Efficiency and Productivity - Length of Stay (Surgery) / Theatre Productivity 19-20
Responsive
Urgent & Emergency Care 21-23
Pressures 24
Community Teams 25
Elective Recovery 26
Diagnostics 27 -28
RTT 29
Cancer 30-33
Duty of Candour Verbal Compliance 34
Informal Complaints 35
Well Led
Workforce 36 -39

Integrated Oversight Report 2 #GatesheadHealth



O Ragem2of232
CQC Rating NHS|

Gateshead Health
NHS Foundation Trust

Overall rating for this trust Good @
Are services safe? Good @
Are services effective? Good @
Are services caring? Outstanding ﬁ
Are services responsive? Good @
Are services well-led? Good @
Are resources used productively? Requires improvement @

Integrated Oversight Report 3 #GatesheadHealth



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

1 of 8 applicable indicators triggering 23 of 41 applicable indicators triggering
SPC/underachieving against targets SPC/underachieving against targets

Well Led

9 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

Safe

Total number of Trust reportable SI’s: 4 are
reported in month, open and under investigation
There is currently one open patient safety
alerts not completed by deadline

No Never Events in the passed 18 months
Medication errors per 1000 FCEs triggering
special cause variation. This represents an
increased level of reporting and not changes in
the pattern or types of incidents reported were
observed.

The Trust Hospital Standardised Mortality
Ratio (HSMR) and Summary Hospital Level
Indicator (SHMI) shows deaths within the
expected range.

The Long Length of stay greater than 21 days
indicator has triggered special cause variation.
There was a deterioration in the average number
of Long stay patients (LOS 21+) from 84.5 in
September to 90.3 in October.

There are no caring indicators triggering
concern.

Wil

Core training - A further overall increase in
compliance with a whole group compliance
figure of 81.6% against the 85% target.
Appraisals increased to 67.5%, against the
85% target.

Sickness absence rates increased to 5.8% in
October, from around 5.2% in August and
September.

NHS!

Gateshead Health
NHS Foundation Trust

Responsive

UEC: October 22 Performance against the 4 hour standard is 69.31%. Overall activity remains (12%)
below pre-covid levels. Footfall through UEC increased to 9,488 in October from 9,011 attendances
in September. October activity is on average 25 attendances per day more than last year (9.1%
increase). The latest national benchmarking data (October — performance of 69.3%) places the Trust
at 38th of 139 Type 1 providers. The Trust reported 112 30-60 minute and 112 over 60 minute
ambulance delays in October. The Trust also reported 134, 12 hour waits from decision to admit to
leaving ED and 731 (7.7%) 12 hour waits in the ED (from registration to left department).

RTT: September 22 Performance against the 18 week standard is 73.4% with an increase of patients
on the RTT waiting list from 12,430 to 12,837 and a reduction to 89 patients waiting over 52 weeks,
two of which were waiting for more than 78 weeks.

Cancer: 2ww Cancer referrals - remain higher than pre-pandemic levels which creates challenge in
achieving the 2 Week Wait Standard. The indicative Trust position against the target in October is
84.6%, below the 93% standard. In October 1,266 Two week wait referrals were received which
shows a decrease of 5.5% in comparison to the same period last year and up by 18.3% on the same
period in 2019. 62 day treatments - The Trusts position against the 62 day standard showed a
deterioration in performance in September reporting performance at 70.5% with Gynaecology, Lower
Gl, Upper GI, Haematology and Urology tumour site below the performance standard of 85%.
Diagnostics: The Trust failed the diagnostic standard in September reporting 81.09% of patients
seen with 6 weeks of referral. Echocardiography continues to be the main challenge at 39.05% and
Audiology is also reported below target at 54.92% and highlighted as an area of concern.

Informal complaints: The number of informal complaints is triggering due to increased volumes for
the last 8 months. Main themes are calls from switchboard where patients or family members cannot
be access the appropriate area / staff. And concerns raised by patients relating to Parking Eye.

Duty of candour: Verbal Duty of Candour compliance is displaying special cause variation for
concern from April 2022 Verbal DOC is currently recorded from the date of the incident being
reported and not when the organisation agrees a notifiable patient safety incident has occurred, and
to some extent this means they are often not completed within the ten day requirement set in the
system. The DOC allocation responsibility within the DATIX system often sits with matrons and SLM’s
and not the attending clinicians There are some identified themes in relation to the overdue
notifications which are being addressed

Integrated Oversight Report
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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.

Integrated Oversight Report 6 #GatesheadHealth



Serious Incidents reported to StEIS

NHS!

Gateshead Health

Safe l
NHS Foundation Trust
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Aim: to ensure SlI’s are identified, reported and investigated appropriately. |dentifying
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 4 SlI's declared in October —themes are listed below:

Severe / Major Harm
4 x Fall on same level - cause unknown

Integrated Oversight Report
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Medication errors per 1000 FCEs

Detail on this measure is included because return to common cause variation from special cause variation identified in

last months report .

Safe

NHS!

Gateshead Health
NHS Foundation Trust

Medication errors per 1000 FCEs
16.0
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May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22

Situation

» Special cause variation in October 2022 with 12.2 medication errors per 1000
finished consultant episodes (FCEs.)

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

» Medication errors exceeded the upper process limit in October 2022

» A total of 88 medication errors were observed in October 2022.

« 69 No harm, 19 low 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.

Actions

» Medication incidents are analysed quarterly by the Trust Medicines Safety Officer for
presentation and action at Medicines Governance Group.

» Data for October has been analysed and no exceptions were found relating to the
usual pattern of incidents across business units or in the type of incident reported.

* Increased incident reporting presents a resource challenge in ensuring timely
investigation and action, this has been shared with the patient safety team for

awareness and individualised support offered to areas where incident reporting
levels have increased or are maintained.

Recommendations

* The Trust continues to support the reporting of all medication incidents and near
miss events so that opportunities for learning can be identified and shared.

Integrated Oversight Report
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Report by exception: Patient Safety Alerts not completed by Safe

deadline

NHS!

Gateshead Health

Detail on this measure is included as there are patient safety alerts currently open which were not completed by

the deadline in the last 18 months

NHS Foundation Trust

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.

The information being pulled for the IOR is incomplete- as its drawn from the national
system and appears to only show National Patient Safety Alerts, and even these are not
congruent with information held within the Trust.

The organisation received a range of other alerts via the system that are not
represented here, but are detailed monthly in the paper presented to Safecare council.

It is suggested that work is undertaken to determine whether the IOR requires work to
enable data to be drawn from a source that is congruent with internally held data, as
manual transcription is lengthy and would not be able to be contained in a single slide

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

Recommendation
* Work is undertaken to enable data to be drawn from a source that is congruent with
internally held data

Number of NHS England or NHS Improvement patient safety
alerts outstanding in most recent monthly snapshot

'»'*' '»'*' A S A L e “’ﬁ?’ :»“"D"O'q')'w AL
Ol 'b* S ® K & & L& ??\ R
W QPN & &« N\ AR N

I I O Y

Source: https://www.cas.mhra.gov.uk/Help/AlertComplianceData.aspx

Note: August 22 latest data available on the national database —

last checked 21/11.

Have emailed helpdesk to ask when data will be updated. Awaiting a response.

Integrated Oversight Report
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https://www.cas.mhra.gov.uk/Help/AlertComplianceData.aspx

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 one community healthcare associated MRSA BSI
in October 2022.
N " . N\
MRSA -Community Associated MRSA- Healthcare Associated
1 1 1
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(" Nosocomial COVID-19 B
i 44 M Hospital-Onset Indeterminate
39 Healthcare-Associated
17,28 1848 Hospital-Onset Pr.obable
1011 110 10 Healthcare-Associated
1 . .
. . . ® Hospital-Onset Definite
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 Aug-22 Sep-22 Oct-22 Healthcare-Associated
NG J
Nosocomial COVID 19 cases
All Healthcare associated COVID cases are reported and investigated through the DATIX system.
The incidence of nosocomial cases in October have risen in line with local 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

N

[ The Trust has reported 15 Healthcare associated CDI cases since April 2022 against the CDI threshold for 2022/23 of 32.

The Trust had:

* 1 Healthcare Associated case in October 2022.

* 5 Community Onset Community Associated (COCA)
* 1 Community Onset Indeterminate Associated (COIA)
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Infection Prevention & Control — Healthcare Associated

Infections - MSSA & E Coli

All Healthcare associated BSI
are reviewed and actions are

Safe l

NHS!

Gateshead Health
NHS Foundation Trust
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Infection Prevention & Control — Healthcare Associated

Saf
Infections - P. aeruginosa & Klebsiella spp. ﬁj NHS

Gateshead Health
NHS Foundation Trust
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Report by exception: Effective — Hospital Standardised Mortality
Ratio and Summary Hospital-Level Mortality Indicator

HSVIR

120
120
110

NHS!

Gateshead Health
NHS Foundation Trust

Effective

Deaths 01/10/2021 to 30/09/2022

Deaths reviewed
by Medical
Examiner

Deaths in period

Learning
Disability Deaths
reviewed at

Severe Mental
lliness deaths
reviewed at

Mortality Mortality Council
1159 1158 7 16
Denominators 1159 14 22
99.9% 50.0%s6 72.7%
The bel relate to r undertaken by either

Mortality Council review score supercedes Ward Based T

‘eam review score wh

the Ward Based Team and /or Mortality Council.

ere both have taken place.

Hogan 1 -
Definitely Not
Preventable

Hogan 2 - Slight
Evidence of
Preventabiliy

Hogan 3 -
Possibly
Preventable (Less
than 50:50)

Hogan 4 -
Probably
preventable (more
than 50:50)

Hogan 5 - Strong
Evidence
Preventable

Hogan 6 -
Dcfinitely
Preventable

l 98.2%

‘ 1.4%

0.4%

0.0%

‘ 0.0%

l 0.0%

NCEPOD Score 2
Room for
improvement -
Clinical Care

NCEPOD Score 1
Good Practice

NCEPOD Score 3
Room for
Improvement -
Organisational
Care

NCEPOD Score 4
Room for
Improvement
Clinical and
Organisational

NCEPOD Score 5
Less Than
Satisfactory

NCEPOD score 6
Insuficient data

‘ 88.3% ‘ 1.4%

‘ 8.3%

‘ 1.8%

0.2%

0.0%

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 .
The HSMR remains with deaths ‘As Expected’ with a score of 104.4 against the national average figure of 100. The SHMI is
showing deaths are within the expected range with the latest figure of 0.96 below the national average of 1.00.

The Trust continues to trigger for patients with a congestive heart failure diagnosis on admission. Cases prior to the most
recent trigger are to be reviewed by the Trusts mortality Council. Further learning disability and severe mental lliness cases
have recently been reviewed at mortality council with the remaining cases to be prioritised for future meetings.

Mortality review data for the last 12 months demonstrates that 98.2% 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.

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 went 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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Learning From Deaths Reporting Q2 2022-23

The Trust is required to publish this quarterly information.

Effective NHS|

Gateshead Health

NHS Foundation Trust

Period: 01/07/2022 to 30/09/2022
Q2 2021-22 Deatl_ms in Dfeaths %
period reviewed™*
Medical Examiner
. 257 257 100.0%
Service
Ward Based Team 257 74 28.8%
Learning Disability o
Patients 1 0 0.0%
Severe Mental
4 1 25.0%
Illness

Hogan 1 - Hogan 2 - Slight |Hogan 3 - Possibly ﬂOgsnkj ) Hogan 5 - Strong Hogan 6 - Potentially
Definitely Not Evidence of Preventable (Less robably Evidence Definitely Avoidable
Preventable Preventabili than 50:50) EISTEIHLE STl Preventable Preventable
Y i than 50:50) Deaths
98.6% 1.4% 0.0% 0.0% 0.0% 0.0%
100.0% 0.0% 0.0% 0.0% 0.0% 0.0%

*Deaths reviewed at level 1 or Level 2 for all deaths, reviewed at level 2 (Mortality Council) for Learning Disability and Severe Mental Iliness. Deaths are not currently scored by the Medical Examiner Service

* 4 Learning disability and 3 severe mental iliness (SMI)
cases were reviewed throughout July to September by the
Mortality Council — however these were for patients who did
not pass away in the period. The remaining cases are to be
discussed at future meetings. The care of the patient with a
learning disability who passed away during quarter 2 is
scheduled to be reviewed by the Mortality Council on 22
November 2022.

» 11 deaths investigated under the Serious Incident
framework (and declared as serious incidents)

» Two extraordinary meetings of the Mortality Council took
place on (29t September and 4t October) to review the
backlog of 20 SMI cases. Cases will then be added to the
agenda as they arise thereafter.

* The revised learning from deaths process went live across
the organisation at the beginning of October 2022 —
therefore data reported in Quarter 3 will reflect this.

Themes and issues identified from review and investigation/Actions taken in response, actions planned and an assessment
of the impact of actions taken

Good practice identified:
» Evidence of joint working with mental health care for patients with severe mental illness.

Learning themes identified:
- Delayed diagnosis of lung cancer
A checklistis now in place to ensure all of the chest is reviewed.
A repeat x-ray should be recommended if there is any doubt in the cause of changes.

* Enhanced care tool
» The enhanced care tool does not have sufficient sensitivity for patients at risk of falling. The AFLOAT tool is more focussed on
medications/frailty level, this will be introduced as an addition to the enhanced care tool.

* Lengthy admissions
» Consider additional full review of patients with a long admission.

e Admiral Nurse Service
» The Admiral Nurse Service is being set up for patients with Alzheimer's or dementia to provide support to care homes around end of life.
This service is provided by Dementia UK and the staff will be employed by the Trust. There will be two nurses for community and two and a
half for inpatients. It is anticipated that the service will be up and running by May 2023.

Integrated Oversight Report
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Clinical Effectiveness — Softer intelligence

TING IT RIGHT FIRST TIME

16 deep dive visits have taken place to date: 138 actions identified, 61 of which have been
implemented. The Trusts most recent deep dive visits are summarised below:

Critical Care — May 2022
Good Practice identified
» The team identified the rehab nurses taking patients out into the garden
E as an area of good practice.
o Opportunities for improvement:
» Staffing problems/recruitment — need to increase the recruitment of staff,
» Bed shortages — looking to manage bed capacity in the aftermath of
Covid,
» Discharge issues — delayed discharges and patient flow remains an
issue.

Lung Cancer — March 22

* The specialist nursing service have achieved excellent results for patient
contacts in the National Lung Cancer Audit and have implemented an
email alert system to ensure they are notified of in-patient admissions.

* The team have a passionate and proactive approach to tobacco addiction
with well-developed internal and external referral pathways.

» The pathology service provides an excellent turnaround time for biopsies
which was recognised and welcomed by the clinical team, and although
the external molecular service has been slow, this has improved to
around 10 days..

Effective

NHS!

Gateshead Health
NHS Foundation Trust

National Institute for
Health and Care Excellence

NIC

104 pieces of NICE guidance published between April
and September 2022; 54 of these were applicable to the
organisation, current compliance status is:

* Fully compliant — 30
-4
 Remain under review — 20

We remain partially compliant with 43 pieces of NICE
guidance published prior to April 2022.

Clinical Audit 2022/23 to date;
e In 2021/22 Trust participated in 85% of National Audits (35/41), year to date
22/23 improved to 90% (38/42)
e 97% of the stated audit programme has been registered (76/78)
e Additional 71 projects also started
¢ 20 audits have been completed:
v' 18 demonstrated full compliance with standards
v' 2 indicated areas for improvement — subsequent actions have been

identified.
Risks —@—
e 69 clinical audits are overdue v —_—
¢ None of the completed projects identified a risk score of 12+, any  —
audits identified a risk of 12+ are escalated as per policy to the $ :
Business Unit audit lead

Integrated Oversight Report
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Effective m

ateshead Health

Discharge & Delays

. . NHS Foundation Trust
: o : @ . . o Figure 1 - Year to date Review:
o Patients who do'nt meet Criteria to Reside Bed Days Lost since Medical Optimistion At the start of the day (on average) 126 patients who don’t meet the criteria
Discharges & 3000 to reside
Delayed Discharges We discharge on average 73 of these patients per day (58%)
2500 * 52% of the discharges occur before 5pm (circa 37 patients).
i35 w WVRPOR " S - c 10% .of these discharges occur before 12 noon (7 of the
2000 37patients)
# 9 P 80 77 *  48% of the discharges occur after 5pm (36 patients)
1500 +  42% of the remaining patients continue to occupy a hospital bed.
.2 u 0 + The bed days lost since medical optimisation is on a downward trend —
1000 )
Jan2 Feb2 Mardd  Apr2 May2  Jun22 k2 Aug2  Sep2 Ot figure 2.
October Update:
= Patients who don't meet the criteria to Reside that Day (average) 500 o Average Admissions: 92 per day (peak 118)
e e1age Discharges ) o All discharges average 89 per day (range 32 — 130)
e Patiits Who don't meet the crteia to Reside a2 Feb2 Mar22 A2 May22 W22 R Al Sepl Ot o Average Occupancy levels 96.7%
o CtR average discharges - 77 per day
o 54 % of discharges occur before 5pm - Trust performs well in ICS
October Daily Sit-Rep - Patient Delays October Daily Sit Rep - Bed Days Delays o  Figure 3 & 4 demonstrate that Pathways 1-3 account for 62% of the
patients 69% bed day delays
o) Internal Delays & ‘Others’ account for 38% of the patients and 31% of
the bed days delayed.
*  Weekend discharges remain low 6.2% (ICS range 6.2% - 10.5%)
* Operational challenges continue in the daily review of Medically
Optimised patients.
* Red to green day pilots have started on Ward 12.
+ Data challenges persist: collecting pathway zero as part of clinical
workflow remains a priority.
» Pathway zero (others)  wPathway1 = Pathway2 = Pathway3 » Pathway zero (others) mPathway1 s Pathway2 = Pathway 3 » Trust is now participating in a national 10 week rapid Improvement event
to support UEC and flow pressures. Involving rapid PDSA cycles.

Integrated Oversight Report 17 #GatesheadHealth



Report by exception: Long Length of Stay Patients

Effective

NHS!

Gateshead Health
NHS Foundation Trust

Long length of stay patients
120.0
100.0 B L Rk L T o e
@ . °
[}
80.0 . ®
——— ( )
e ¢ ¢
60.0 ®
AT e e
400 @
20.0
— — — i — — — — o~ (o] o~ o~ (o] (o] o~ (o] (o] (o]
o o o o o N o o o o Y o o o o o o N
> [ = oo Q + > (& C o] = = > [y = oo o +
© S = = O Q s} o} © [} © o © S = = o Q
S = < %) @) =z a - w S < S = < n (@)
Average daily patients in hospital with spell LOS 7+, 14+ and 21+
300.0
250.0
e /\_’\/—’
200.0 .—--\-—/ \ - N,
150.0 A\_\f——
100.0 “"‘I/—-—/\\ Mh\_\-_\_/'—’
50.0 —— . —— S— ——
c0O +—/7m- " 7+ -"""TTJ 07777777 T 77T 7T T T T T T T T T T T T
TR 2292332323282 3888 ggsgsgggdsgssdydyyyyyyd
2E53 25 EE3 8588885328888 8328335323838kr83285325338
Tt T e D 14
Om mmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmm °
S EST 238 E252853852 2583258838528 3835388538388 E5822¢33¢8
= Flective LOS (exc DC) Non Elective LOS Total LOS

Background

Assessment

Recommendation

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.

An expectation that the daily average number of patients staying 21+ days would
not exceed 59.

The ECIST existing target of 59 is subject to either pass or fail based on common
cause variation.
Having seen a small improvement in the average number of Long stay patients

(LOS 21+) from 88.5 in August to 84.5 in September, the figure rose once again in
October to 90.2.

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 criteria to reside in hospital. 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.

The number of patients who do not meet the criteria reside in hospital remains
high, with a daily average of 40 patients in October.

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.

Review as part of Discharge workstream under the Urgent and Emergency Care
Board.
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Efficiency and Productivity — Length of Stay (Surgery)

Assessment

+ Day case rates in mid-high performing quartile (82%)

» Conversion from daycase to inpatient in the top quartile
» Breast services benchmark very well across the Board

@ iz

1 82.0%

Effective

NHS!

Gateshead Health
NHS Foundation Trust

» Average Length of Stay for Elective Inpatients is increasing Length of stay for Elective _ _ e provider
i Dataperiod  Provider value Chart Actions
admissions median median
Business Unit are committed to reviewing opportunities for 820 s qartie 3 Mg High 25% famber green S e
. ’ : % of elective admissions with % 5 i % 7 ” [ff
improvement as part of the overall recover plan: the length o say of 1 r 2 days 922 W 50.0% ST S0 v WO
* Review day of surgical admission
« Review of Iong stay patients % of elective admissions with Mgz B 115% - . 5 [j’@
the length of stay > 6 days )
» General surgery length of stay
» General surgical inpatients with no procedure % of bed days that are due to £
* General surgical Long stay elective admissions > 20 days / opportunities elective patients staying beyond Aug2022 W 67.7% s s [EIOHE 0 1O
 Primary knee replacements rouap
Non Elective : % of elective admissions with ©
. Aug 2022 .69 1.10% 20% ‘T
+ Review NEL urology pathways thelengthofsiay>20days 2222 W 26% MO
; - " o ! Average length of stay ) ) peer Provider )
Conversion from day case to inpatient stay for British Association of Day Case Surgery procedures (3mths to month end), Natignaloas . Dataperiod ~ Provider value _ _ Chart Actions
Length Of Stay Distribution (excluding short stays) median median
700 e Quarte - Lovest25% Quartie2 Quartie3 Quarte 4- Highes! 25% Average length of stay for
: . - 0
10 o elective admissions (days) -~ Aug2022 [ 4.0 25 30 O L]@
3 )
6.00 59 5 rolling 6 months
%
500 09 Average length of stay for 0
' SEam emergency admissions (days) - Aug2022 [ 10.5 10.1 105 _ 2 L]@
Go rolling 6 months
4.00 &2
3E
22 150%
3.00
A DCCECRREDERRLTERRLEERERERTTETTTETREEERTPERERREA ey 4 . Peer Provider
5 Q i | Elective pro(edures Dataperiod  Provider value i X Chart Actions
2.00 83 median median
i
100 § Surgery on Day of Admission .
: g © ratefor elective admissions - Aug202 [ 82.2% %5.7%  93.2% : L]@
rolling 6 months
000 sl
Apr—lZ Mav-22 Jun-22 Jul-22 AUg-22 Sep-22 = In order of Conversion from day case to inpatient stay for Brtish Association of Day Case Surgery procedures (3mths to month end) (n=136) % of short Staymg elective
S 0
) ) ) ) IMyFmvmer [ [ admissions with no procedure - Aug2022 [ 8.4% 9% 1% O (0
e Ele i LOS (X DC) smmmmm Non Elective LOS smmmmm Tqtal LOS «+eeveee Linear (Elective LOS (exc DC)) itk llsg Z Pttty 2% monthly
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Efficiency and Productivity — Theatres Effective NHS

Gateshead Health
NHS Foundation Trust

Theatre Utilistion

100.00%
Improving theatre productivity to drive elective activity plays a crucial role in
a0.00% reducing our patient waiting times and eradicating our backlogs.
R
£0.00% 81.3% 80.5% 80.6% 80.4% S GIRFT Targets:
Maximise our running theatre sessions > =85% with appropriate volumes of
70.00% cases per list. In Q2 the Trust was below the threshold but benchmarked well.
The Trust is currently compliant with this target & has increased utilisation in
60.00% 5 Oct-22 to 87.2%. Early finishes is an area of potential improvement.
——e 52.0%
50.00% . Maximising the use of the theatre suits is an area of improvement in Q2 with Q2
running at 57% utilisation.
A0 . 00%
85% of all elective surgery should default to a day surgery pathway
20.00%
May-22 Jun-22 Jul22 Aug-22 Sep-22 Qet-22 Performing well (top quartile) in delivery of High volume low complexity
gt utilisation of session time delivered —f utilisation of session time available procedures at 84% - which p|aC€S the Trust in the tOp quartile.
NEY CappEd TOUChtime Uti"sation Hnﬂn m High Volume, Low Complexity (HVLC) > Metrics to support HVLC Delivery > All Specialties High-Vehvme. Low Complexity (FVLG) ). | - Mome: v
PrOVlder Varlatlon September 2022 Provider value Quartile 4 Peer median Quartile 2 Provider median M e e o i s ity - Wt
Capped Thealre Utiisation %: Tauch time within planned session vs planned session time, National Distribution = Dot
— W 84% N 74% W 74% Al specities
Organisation level day case rates
for British Association of Day i <
8454 s in quartile 4 Highest 255 [green] © Case surgery procedures (3mths ' 0% M 82.0% sowov  EECEE 0 NG
to month end)
P Uncapped Theatre Utilisation %:
£ Total touch time vs planned 10202 W 89% 8% % B e
; o = session time
T [} Q
i o a e AT
E o o Capped Theatre Utilisation %: o
La a 2 Touch time within planned 010202 M 84% 4% 7% B Ce
session vs planned session time
: Average late start (minutes)  osmoiz022 W 21 i 3 KN e
- Average early finish (minutes) o0s/10/2022 W 97 70 75 [ & [,lot
| . : ;
a(':;ierll:tg:s;mermse downtime 0 1012022 m 22 14 1% | O« |H (v )
p2 |
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UEC Measures

Attendances: Type 1| 5431

Attendances: Type 3| 3323
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Gateshead Health
NHS Foundation Trust
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Situation

* Footfall and patient numbers increased in
October to 9497 from 9011 in
September, daily attendances averaged
25 per day more than October 2021
(representing an increase of 9.1%).

* The target for 12 hr dept times of no
more than 2% of all attendances has not
been met in October (7.7%, 731 cases),
and has not been met since June.

* Overall time in the department remains
high, (non-admitted 2 hours 59 minutes,
admitted 10 hours)

e 134 x 12 hour trolley breaches recorded
in the month, a reduction however from
164 in September.

* Bed occupancy levels are high averaging
96.7% in October, with a daily peak of
99.3% on the 16 October.

Context:

* Urgent and Emergency Care remains
under significant pressure

* In October pressures have continued to
be acute as a result of high bed
occupancy, lower social care discharges,
reduced escalation area due to the work
associated with the new operating
model, and covid causing additional
challenges in the managing and placing
of patients

* As aresult of significant daily pressure

the trust remains at OPEL 3, where it has
been throughout all of September and
October.
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UEC Measures - Ambulance Handover Delays

NHSI SOF Operational Performance & National Operational Standards
1. No. of ambulance delays

2. No. of ambulance diverts

Responsive NHS

Gateshead Health
NHS Foundation Trust

Background

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
Ambulance Arrivals and handover MOI‘IthW community by reducing the number of ambulances available to respond to emergencies.
Apr-22 (May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22
de|av5 Trend There is now greater focus on reducing ambulance delays following AACE publication of clinical review which
states that the review should take 15 mins with no patients waiting more than 30 minutes. In 2022/23 an expectation
No. Patients arriving vambuhme 1619 | 1803 | 1733 | 1748 | 1760 | 1753 | 1705 /\"\ of 65% of handovers should take place within 15 minutes, 95% within 30 minutes and 100% within 60 minutes.
. Situation
% of handovers <15 Minutes 44.1% | 46.7% | 45.1% | 42.5% | 45.8% | 38.2% | 34.7% 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
% of handovers 30-60 Minutes 94.9% | 98.4% | 97.3% | 95.9% | 97.1% | 93.0% | 92.9% /\\_ 2021 and April 2022. This increased again in October 22, with 112 reported. Over 60 minute delays is displaying
common cause variation with 110 delays in October 22.
Number of 530 MinuteBreaches 72 | 26 | 40 | 63 | 45 | 106 | 112 ||\ _~/ || recommendation
: NHS England visit took place in September to review good practice around ambulance handovers and fit to sit.
Number of >60 Minute Breaches| 62 10 17 37 36 123 110 \_,_/\ Finance & Performance Committee continue to receive updates from service.
Ambulance handover delays 30-60 minutes Ambulance handover delays 60 minutes +
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Gateshead Health
NHS5 Foundation Trust
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UEC activity heatmap — last 2 months
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Ambulance Diverts (QEH) recieved and Trust Ambulance Diverts (QEH) from originating hospital
ress u res Diverts supported m
70 =2 .

58

Operational Performance Pressures & Operational Supporting Standards is R S Gateshead Health
1. No. of ambulance diverts o ° 2 S m——— MNHS Foundation Trust
2. No. of Beds Open over Planned Levels . =
3. No. of patients no longer meeting the Criteria to Reside P 10 10 I . 's Situation
4. Patients discharged who no longer met the criteria to reside 0 [ | g — e Even with the significant increases
Apr22  May22  Jun22 Jul-22 Aug22  Sep-22 oct-22 0 10 2 30 0 50 60 in handover delays, in October the
Handover Delays — 30-60 minutes M Diverts received === Diverts supported mSouth Tyneside NNSEC Darfington NSRA WRVI WUHND Trust remained 2nd top performing
Trust in the (ICS) region for 30-60m
2019/20 Patients Residing in Hospital Who Do Not Meet the Criteria to Reside Ambulance hand-over times and
Avge Min Max Oct20 Now2l Dec-2l Jan-22 Feb-2d Mar-22 Apr-12 May22 Jun2 IF12 Aug-2d Sep-d2 Oct-2 — Eztda'o;'ml;:r;tﬁﬁfntsWhﬂdﬂnﬂtmfetth“r‘t”"atn reside improved to 4th for 60+ minute
(Gateshead Health NHS Foundation Trust s 9| g[8 T |%IN B O o8 & bW Linear (Total number of patients who do not meet the criteria to reside) d_E|a_Y§- _ _
%0 e Significant increase in Ambulance
The Newcastle Upon Tyne Hospitals NHS FoundationTrust | % 65 19| 16 | 9 | 66 | 102 | & | 3| % & % W 8 W 1| = diverts in October, to 58, 56 of
Northumbriz Healthcare NHS Foundation Trust Mo B AW 6| W R oW W % W || which were from Durham Hospital
. } 50 e Patients who no longer meet the
South Tees Hospitals NHS Foundation Trust B8 W5 B MWLM WM W OB W W W M criteria to reside remain
North Tees & Hartlepool NHS Foundation Trust VI N T T A A VA 1 problematic, averaging daily 40 in
County Durham & Darlington NHS Foundation Trust 315 B8 W | 46| US| W 47| W OB OM W W 3 U || =0 October, an improvement from 52
South Tyneside and Sunderland NHS Foundation Trust | 33 208 470) 413 | 463 | SO0 | 460 | 3B | 20 | W M B 45 6 om || * September ' '
10 e QOut of area patients continue to
North Cumbria University Hospitals NHS Trust NSO SN0 M)W b MM MWW W W 3| - account for notable numbers of
NENC AT 0 | 67 | U6 | (N0 19| 06| 05 UK M M6 1SS L6l Pl iiaddafiifiidiidadRiiiaiinaiiiiiii patients and blocked beds (majority
o a8 A~ =T A= R = 2 =z &8 ¢ pathWay 1)
Handover Delays — 60 minutes + e Additional beds are open over
0y . planned levels to accommodate
) patients who we are unable to
Uk Aug-22 Sep-22 Oct-2 06.0% discharge.
(Gateshead Health NHS Foundation Trust S T T /A N A Y AN T O o
=]
The Newcastle Upon Tyne Hosplals NS Foundation Tt | 2 00 6 | 2 | L) 2 [ L1000 0 0 1 0 0 8[| 2, Context:

) ; 2 * Highest bed occupancy levels in ICS
NonhumbnaHee?lthcareNHSFounfiat|onTrust FE T L T O Y G S /. V1 O A VT § oo (Oct 22), Bed occupancy average
South Tees Hospitas NHS Foundation Trust R e R L N N - 96.7% in October (peaking at 99.3%)
North Tees & Hartlepool NHS Foundation Trust ST+ T A T S T D /S VA I S * Site pressures continue with beds

89.0% H< H
County Durham & Daington NHS Foundation Tt~ | 76 30 44| W00 | 289 | 700 | 88 | W | 60|65 W7 %6 W W 4 A T blocked due to difficulties

- - 87.0% f - discharging patients
South Tyneside and Sunderland NHS Foundgtion Trust | 107 13 28| 110 | 17 | M0 [ 10| %9 | 7 )1 80 00 0 1 % I o =% Bed Cccupied (roling 7 day average) « Diverts increased in October - There
North Curmbria University Hospitals NHS Trust Nk We || B | B[S N |s 0 1 om ® W M BE-EEEEEEEEEEEREENEEENENEEEREEEEE NN were 58 conveyances supported by

FEE L8 55555555 EEEERRRREE the Trust.
NENC PRI 953 | TI4 | I8 | 753 | 6% | 603 | B0 6 95 143 160 136 1763 < <<=
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Community Teams and Rapid Response NHS
Gateshead Health

Community Teams NHS Foundation Trust
Community teams work with patients from birth to end of life to provide care -
to patients in their place of residence, clinic or education setting. The aim is Total Community Contacts .
to provide care close to home, avoiding admission, support early discharge B == Planned Care ==Unplanned Care «—=Children and Wraparound Services
and support_patients.to reach thgir maximum potential and independence in = 10000 40000
all areas of life. Services are split into 3 areas: g 0000 35000
& 8000 32000
Planned .Care _ _ o Z 7000 28000
- Locality Nursing and community COVID vaccination teams § 6000 24000 %
S so00 20000 8
Unplanned Care = 4000 16000 B
- Rapid Response, Community Stroke Rehabilitation team and Falls team 2 5
i, . (=} 3000 12000 =
plus Strength and Balance and Pulmonary Rehabilitation. T o000 2000
Children and Wraparound Services £ 1000 000
] 0

- Children’s Community Nursing and Therapy teams (Occupational
therapy, Physiotherapy and Speech and Language), Continence team,
Podiatry and Adult Speech and Language.

Mov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug22 Sep-22 Oct-22
Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22

. . - Total Planned care 31232 | 31055 | 27739 | 27134 | 30418 | 31804 | 35216 | 32543 | 32399 | 32369 | 32850 | 36775
Thet%r;"ph'c t(r:'ght) provides activity data for each of the areas above, for the SIN Unplanned care 6042 | 5932 | 5635 | 6316 | 6901 | 6238 | 6818 | 6114 | 6130 | 6216 | 6286 | 6990
past 12 monins. Children & Wraparound services | 6962 | 5620 | 6239 | 6370 | 6907 | 5984 | 7333 | 6525 | 5932 | 5798 | 6219 | 5893
Rap.id Response_ _ o . . . Rapid Response Waiting Time Performance
Rapid Response is a 24/7 service providing a nursing and therapy service who require unplanned and 140 50%
rehabilitation assistance in Gateshead. The aim is to supports patients in the community to prevent admission 76.9%

. o . o . . . o . 80%
with the 2 hour crisis response service, facilitate early discharge and promote independence in activities of daily 120 —71.4% | 69.5% -~ 63.9% c5.8% : 67.0%
life , ’ 70%
100 : oo
NHS E/I has implemented the following Community health services Two hour crisis response standard: 80 : 53.0% _ ..
S0
Improve outcomes through reaching patients in crisis in under 2 hours where clinically appropriate. Providers will 60 40%
be required to achieve, and ideally exceed in the majority of cases, the minimum threshold of reaching 70% of 2 309
hour crisis response demand within 2 hours from the end of Q3. 40 oo
Monthly updates have been provided in the IOR since April. The Rapid Response team responded to 88 two- 20 .. I I. 10%
hour crisis response referrals in September and achieved a validated compliance rate of 67.0% for patients seen o 0%
within 2 hours, slightly below the 70% compliance target. Indicative (currently being validated) performance for Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct 22
October is 115 referrals with a compliance rate of 53.0%. The requirement is to achieve this standard by Q3 (indicative)
2022. m==m No. RR 2 hr cohort mmmm Mo within RR 2 hr Target e within 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.

The Trust submitted ‘a stretch’ activity plan to deliver 100% over overnight Elective Activity, 104% Day cases with an Outpatient follow-up
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.

Gateshead Health
NHS Foundation Trust

Elective Activity Apr-22 |May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22 |Monthly Trend

Total - Comined Elective Activity | 93% | 98% | 102% | 88% | 101% | 95% | 87%

113% 105%

Outpatient - New

Outpatient - Followup

AN
A
AN
JAVAN
AN
'\

Total Qutpatient

Indicative

All activity
Combined Daycase, Elective & Outpatient

Inpatient
Combined Daycase & Elective

October Activity: (DRAFT) - Activity is below planed levels, and the
lowest month overall of the year so far.

Combined elective activity 87%
+ Day cases 92%
» Elective inpatients 73%
*  New Outpatients 90%
* FU Outpatients 86%

Other key requirements:

+ The Trustis reporting 18.8% of all outpatient attendances conducted
remotely, which is below the 25% expectation.

* 2.59% of all OP recorded as Patient Initiated Follow-Up — which is
below planned levels of 3.1%.

New
Attendances

=t Aglivily Achieved ===« Flan

Daycase

882N AgRRRE RN ARYARYY
THIT TR
=l Briply Achieved  =s e Plan
Follow-up
Attendances

Jul 10

Apr-20
My 200
Jun-10
Aug-20
Sep-20

[ = e i el e B s B s N B ]

L e e e

== E.ﬁh‘b‘-ﬁ!“ﬂ.'!l E.ﬂ“h E| WA

BIERE35553 38 3ERE33553548
—tp— Activity Achicved  « =« Man
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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 HEElth
recovery. Overall October activity levels are at 111% of activity in same period 19/20, Endoscopy: 118% 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

Sep-22

Oct-22

Monthly Trend

As part of a national initiative to manage diagnostic risk, the

Total - Total (100%) | 100% | 112% | 110% | 102% | 111%

115%

111%

Trust is required to review and clinically prioritise (as with
inpatient waiters) all waiters over 6 weeks.

While MRI remains below the 120% target, data collated for

MRI (120%)
CT (120%)| 122% | 122% | 131%
Colonoscopy (100%) 106% | 130%
Non Obs Ultrasound (100%)
Flexi Sigmoidoscopy (100%) 124%

109%

Gastroscopy (100%)

/N
/ N\
—/\/\
N\
/N
~"\
N\
/\/\/\
SN~

October’s IOR showed when Community Diagnostic Centre*
modality activity is included — percentages are increased in
excess of the required 120% activity levels for both MRI and
CT.

Echo (100%) 103% Sept reports for CT would be 140% and MRI at 140% (see
below).
Endoscopy (100%) 118% )
Indicative
CT Activity inc. Community Diagnostics MRI Activity inc. Community Diagnostics
3000 L aoes 150% 1400 155%
133% 1429 135% 1399% 2 1500 1529 P—
o 132% 150% o &
2500 1305 145% 5 L ancs o 146%
1000 145%
2000 140% B
- -— - -_— -— -_— 800 e - - _—— - 140%
— e
1500 135%
600 135%
1000 130% 400 130%
500 125% 200 125%
0 120% o] 120%
Apr Mavy Jun Jul Aug Sep Oct Apr May Jun Jul Aug Sep Oct
e CT QEH CTCDC == == == CT Baseline (2019/20) MR QEH MRI CDC == == == MRI Baseline ({2019/20)
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Maximum 6-week wait for diagnostic procedures

Trust’s Diagnostic performance remained stable:

Performance 81.2% in October, a slight increase from 81.2% in September.

Overall Trust performance remains below both 99% and 95% targets

Trust performance is in line with the latest NENC average of 81.3% and above national average of 70.2%

In October 6 out of 12 specialities achieved the 99% target, and 9 the 2023 95% target

Numbers waiting for a diagnostic test fell from 5681 in September to 5325 (356 reduction in month)

Number of patients waiting >6 weeks fell from 1074 in September to 1003

Echocardiography and Audiology continue to contribute to risk in achieving this standard, audiology performance
falling to 48.9% in October, the lowest so far this year

Echo noted a significant 9% increase in overall performance in September to 39.1%, increasing again to 42.7% in
October

Echocardiography recovery plan aims to recover the long waiters by February 2023, to date September and October
target has been achieved.

Audiology improvement trajectory plans for standards to be achieved in Summer 2023

Responsive NHS

Gateshead Health
NHS Foundation Trust

6 week diagnostic
110.0%
100.0%

90.0%
80.0%
70.0%
60.0%
50.0%

Jun-21

— i
o
—

s
< s

Jul-21

Aug-21

Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22

Echocardiography 6 Week Performance Recovery Trajectory:

Diagnostic waiters <6
weeks

99% traditional standard 95 % Standard

Trust Total

ECHO Sep-22 Oct-22| Nowv-22| Dec-22 Jan-23 Feb-23| Mar-23
Total waiting List (projection) 1328 1294 1143 828 646 499 450

> 6 weeks 925 744 505 194 62 5 4
Total waiting List 1183 1028

> 6 weeks 721 589

% within 6 weeks

39.1% 42.7%

Met recovery trajectory

Difference to projection (%)

8.7% 0.2%

Audiology Recovery Trajectory:

800

700

500

400

300

200

No. of New Waiters

100

NEDrakERkes

Trajectory ——Actuals ——Primary target ——Desired
~
g & B &g g g Z £ & & £ &2 2 &8 2 B B
B = = I = ER- ] 3] s ® & 4 3 =

5
4

nding
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Referral to Treatment

RTT % Within 18 weeks
(92%)

General Surgery

Gynaecology

Trauma & Orthopaedics

Urology

Paediatrics

Responsive

NHS

Gateshead Health
NHS Foundation Trust

Cardiology /\_’
Gastroenterology /\
General Medicine /-_/\/

Geriatric Medicine /\,_\
Respiratory Medicine \/\
Rheumatology /\,/\"

Other \\

Number of 52 week waiters (at month end)

Waiters at month end

Trust’s RTT performance

» 52 week waiters reduced from 91 in September to 89 end of October (indicative)

Respiratory medicine 13 (+4), Other 14 (+6)

Main Risks

Risks: Continues Increases in > 52 weeks over planned levels in October (indicative):
T&O 17 (-14), Paediatrics 24 (+7), General Surgery 10 (-7), Gastroenterology 7 (+3), Gynaecology 0 (-2), Cardiology 3 (+1),

+ October performance 73.4% (indictive) compared with 74.3% in September, below the 92% target

At 73.4% Trust performance was above latest national average 59.4% (Sept 22), and ICB average of 71.1% (Sept 22)
» Total waiting list increased from 12,430 in September to 12,837 in October (indicative)
The number of long waiters (52 weeks or more) remained above plan levels but slightly

2 patients were waiting over 78 weeks end of October (indicative), a fall from 5 in September under a General Surgery speciality

General Surgery » Outpatient capacity to review the backlog
Gypaceology| Actual v » Theatre capacity / Theatre workforce
T'a“'“*'&o"hc’sael‘"“ 2“”3: 146 + Staffing pressures / bed capacity
rolo, ct . . . . . . .
Paedia": Actz:I o » Capacity for autism assessments in Paediatric 52 week patients — proposal being drafted by the ICB supported by the Trust to
Cardiology| Actual a 7 5 5 5 support an increase capacity (paper currently out for comment, expected early December)
Gastroenterology| Actual 5 5 3 1 4 . .
Respiratory Medicine| Actual | 3 a 2 7 5 Number of patients on incomplete pathways RTT 18 week
Other| Actual 3 9 4 8 13 8 14 |~ |14,000 100.0%
N\ 13,000
NN 95.0%
12,000
RTT incomplete waiters 52 weeks or more 11,000 90.0%
isubmitted month end) 4
10,000 85.0%
12 |
10 l 9,000 80.0%
e | 8,000
e ’ 75.0%
am 7,000
7 A 10,
ol 5 e 6,000 0.0%
S L R Wﬁfﬁfﬁﬂﬂfﬁfﬂ-" o T T A 5,000 65.0%
I 999929299y Yy YYY PSR S NN NI NN NN BN B
[P J—— e 57 ek wmy plan T W o —— O oLy Ul ] : ooy ) \ L S & = o6+ > O & &6 L oL L L2 oo &
e i e e v £23532288888¢88855223% 2832388288582 283=23
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Cancer Standards - 2 Week Waits

NHSI SOF Operational Performance & National Operational Standard
1. No. of urgent GP referrals for suspected cancer

2. Number of patients seen after more than 2 weeks

3. % patients seen within 2 weeks

Responsive

NHS

Gateshead Health

NHS Foundation Trust

Trust’s 2 week wait Cancer performance
+ Indicative performance for October is 84.2%, a 4.3 percentage point increase from 79.9% in
September.

2ww performance - target *  84.2% remains below the 93% target
93% Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct=22 | | MenthlyTrend | . g4 7 js above the latest national average 72.6 (sept 22) and NENC average 72.6% (sept 22)
Trust| 84.8% | 89.4% | 88.8% | 89.1% | 84.7% | 79.9% | 84.2%
chid % Tumour Update:
Breast| 92.4% | 97.4% | 94.9% | 97.0% | 96.8% | 93.2% | 92.8% || /™~ \_ | . Breastand Testicular tumour sites exceeding the 93% target since June, however Breast did not
Gynae| 78.3% | 95.5% | 89.8% | 82.4% | 86.4% | 73.6% | 85.9% /\,\/ achieve the standard in October (indicative)
Lower GI| 87.4% | 80.0% | 82.8% | 67.6% | 45.8% | 36.4% | 38.7% ||  ~__ | ° Pressures in September and October for most other tumour sites
" + Activity volumes for most tumour sites in September and October higher than 19/20 levels, with
Testicular| 70.0% | 85.7% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% || ./~ .
the exception of lower Gl
Urology| 84.2% | 79.0% | 71.2% | 83.2% | 84.4% | 94.2% | 91.4% ||—_—
Haematology| 100.0% | 100.0% | 88.9% | 100.0% | 92.3% | 86.7% | 100.0% || \/"\_/ | Risks
Lung| 21.7% | 43.1% | 65.7% | 77.4% | 74.6% | 47.2% | 73.7% /\/ * Referral pathway management: pro-forma review, choice delays and timely capacity release
» Capacity / summer holidays and shared pathways (urology/lung )
Upper GI| 83.5% | 82.1% | 79.5% | 86.5% | 84.8% | 74.6% | 75.4% || — “_ | . Outpatient capacity
Symptomatic Breast| 96.8% | 97.8% | 93.6% | 94.5% | 95.0% | 90.3% | 100.0% || ~—/ | * \Workforce pressures across tumour groups (lung)
Indicative Vol % of
olumes as a o
Apr-22 |May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22
2ww 2019/20 Activity . - = .
120.0% Trust| 99% 121% | 125% | 104% | 140% | 112% | 115%
110.0%
100.0% = . Breast| 102% 122% 151% 126% 141% 122% 123%
90.0% — % Gynae| 110% | 141% | 152% | 129% | 172% | 164% | 196%
80.0% = e - ® Lower GlI| 108% 114% 89% 60% 120% 84% 65%
70.0% Testicular| 200% 88% 38% 40% 138% 100% 100%
St ® Urology| 87% | 132% | 96% | 117% | 163% | 132% | 104%
50.0%
40.0% Haematology| 125% 144% 129% 100% 186% 136% 75%
‘_‘\." alu a.| :. :. &i &1 ali g ml ml gl ml gl ml g ml ml Lung| 58% 138% 108% 63% 158% 91% 116%
= S - % g 8 3 % § § 5 & z 5§ = ¥ g v Upper Gl| 80% | 101% | 106% | 84% | 119% | 78% | 107%
s = < » O z o - ¢ = < s = < » O Indicative
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Cancer Standards - 28 day Faster Diagnosis

Trust’s 28 day Faster Diagnosis performance:
* Trust has achieved 75% target all months since June 22
» Indicative performance for October is 83.2%, a 8 percentage point increase from 75.2% in September

* 83.2% is above the latest national average 67.2% (sept 22) and NENC average 72.9% (sept 22)
* This measure will replace the 2 Week wait in future.

Tumour Update:

» Performance Risks across most specialties - Particular challenged specialties Lung, Gynae, Lower Gl, Urology and Upper Gl,
Testicular

» Breast and Symptomatic Breast sites exceeding the 75% target in each of the last 7 months
* Lung are the first to go-live with Best Practice Timed Pathways
* Implementation of BPTP in the remaining tumour groups is underway

Risks

» Capacity

» Endoscopy capacity

* Shared pathways

* TP biopsy capacity (urology)

28 day
90.0%
85.0%
Breast
80.0% Gynae
Lower GI
75.0% -
Testicular
70.0% Urology
Haematology
65.0%
60.0%
Ll i i i i - i i i o~ (o] o~ [ o~ o~ o~ o~ (o]
= > C = 1) Q. + > O C Q = - > c = oo [oX
& &£ 322 2 & 2 8 = ¢ g & & 2 22 9

Responsive

Symptomatic Breast| 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% || |

Indicative

Gateshead Health
MNHS Foundation Trust
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Cancer Standards - 31 Day Waits

NHSI SOF Operational Performance & National Operational Standard

Responsive

NHS

Gateshead Health

1. No. of patients receiving 1st definitive treatment following a cancer diagnosis MNHS Foundation Trust
2. No, of patients receiving fist definitive treatment more than 1 month pf a
decision to treat following a cancer diagnosis
3. % of patients receiving 1st definitive treatment within 1 month ofa DTT
following a cancer diagnosis > 96% Trust’s 31 day cancer performance:
4. Patients receiving surgery (94%) or drug treatment for cancer within 31 days ¢ Trust has exceeded the 31 day standard every month this year
Eeen » Trust’'s Cancer performance for October is 99.2% (indicative) against the 31 Day standard,
31 day with the Drug and Surgery subsequent treatment also achieved
110.0% * 99.2% is above the latest national average 91.1% (sept 22) and NENC average 89.1% (sept
.0% e 22)
105.0% ‘ @ + NOTE: September and October data is indicative and is subject to change following sharing of
100.0% [ o—g¢ 2 o information between Trusts and breach data being confirmed across pathways
92.0% Tumour Update:
90.0% « All tumour sites have achieved the target in the last 2 months
85.0%
20.0% Risks
T L L 4 4 A d d A d e e e e e e e A  Capacity / shared pathways
¢TSS YL 2 S T 9 TS O T L YT I U Y | Theatre workforce pressures
g s 3 = 2 3§ 0 2 8 =5 ¢ s & s 3 = 2 & » Gynaecology — supporting ICS wide cancer treatments
31dayperformance - | |, 55 | May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22 Monthly Volumes as a % of
target 96% ° Y = ° : Trend - Apr-22 | May-22 | Jun-22 | Jul-22 | Aug-22 | Sep-22 | Oct-22
Trust| 99.1% | 98.4% | 97.9% | 98.7% | 98.0% | 100.0% | 99.2% || —_ /™ 2019/20 Activity
eyome| 100 0% [ 556% [ 855% | 5415 |55 2% | 100105 | 10005 | < Trust] 90.2% | 99.2% | 126.1% | 106.3% | 120.8% | 97.7% | 72.6%
Gynae| 100.0% 92.6% 89.3% 94.1% 95.2% 100.0% 100.0%
Lower Gl| 100.0% | 100.0% | 100.0% | 100.0% | 91.7% | 100.0% | 93.3% NN Breast| 85.7% | 90.0% | 129.3% | 111.8% | 147.9% | 91.5% 63.8%
Urology [ e e I I e e Gynae| 68.0% |112.5% | 116.7% | 100.0% | 75.0% | 79.2% | 85.2%
Haematology| 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%
- o o | o o o Lower Gl| 114.3% | 55.6% | 115.4% | 114.3% | 107.7% | 100.0% | 88.2%
Sarcoma| 100.0% NA 100.0% NA NA NA NA N\ Urology| 100.0% | 190.9% | 158.3% | 138.5% | 175.0% | 150.0% | 144.4%
Upper GI| 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% Haemat()logv 128 6% 71 4% 83 3% 55 6% 80 0% 71 4% 85 7%
Other| NA 100.0% | NA 100.0% | 100.0% | 100.0% NA T N\ : - - - - - -
Indicative Lung| 86.7% | 140.0% | 141.7% | 87.5% | 50.0% | 91.7% | 50.0%
Susequent Treatments | Apr-22 May-22 | Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 ont! ren
e rgery| 94.75¢ | 100.0% | 100.0% | 838% | 100.05% | 85.0% | 200.0% || .~ ~ /" Upper GI| 122.2% | 50.0% | 166.7% | 116.7% | 333.3% | 300.0% | 40.0%
Drug| 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 98.6% AN INDICATIVE
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C Rage720f232
Cancer Standards - 62 Day Waits Responsive NHS

Trust’s 2 62 day cancer performance GatEShead HEElth

» Performance improvement to 70.5% in September, the highest since April but reduction to 56.5% (indicative) in October =

» Latest national average 60.5% (sept 22) and NENC average 63.1% (sept 22) NHS Foundation Trust

* The Trust reported 57 patients waiting over 62 days on a 2ww classic pathway (7.9% of the total waiters on a 62 day
2ww classic pathway) (139 on all pathways (15.4% of total waiters)).

» 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 55 at October 2022, reporting 57 for the month, the plan has not been met.

* The number of long waits (>104 days) on a 62 day (2ww) pathway at the end of October had decreased to 11 patients (1.5%
of total waiters on a 62 day 2ww classic pathway) (30 on all pathways (3.3% of total waiters).

Tumour Update:
« Performance Risks across all specialties to achieve 85%
* Monthly positions are variable but particularly challenged specialties continue to be Gynae, Lower Gl, Upper Gl and Urology

Risks
+ Capacity / shared pathways (urology/lung ) Breast| 4 2 1 7 4 4
* Theatre capacity Gynaecological| 15 4 11 5 11 14
» Staffing Haematological| 8 4 1 3 o] 2 2
Lower Gastrointestinal 5 3 6 6 8 12 3
Patients waiting >62 days against plan _ tung| 4 © 1 3 4 2 5
0 Upper Gastrointestinal 7 8 6 12 9
Urological| 14 11 6
2 Other 1 0

=

T4
A~ Mg "
05 6 &

N 0 ol 553 55 55
WA 50 Breast| 1 | 1 0 0 1 1 0
/—/\ 1] Gynaecological 3 1 3 1 4 3
—_— 1 Haematological 2 2 0 1 o] o] 1
Haematology Lower Gastrointestinal 0] 1 0] 1 1 1 3
L y/\/\ 2 Lung 2 1 1 1 1 1 0
ung 10 Upper Gastrointestinal 0] 0] 1 1 4 - 1
Sarcoma VA 0 Urological| 3 3 3 1 0 3
Upper GI VaVYa A2 Map22 Jin22 22 Al Sepdl Octd2 Nov22 Dec Other| 1 1 1 o | o | o

Other NA

Indicative
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Report by exception: Responsive — Duty of Candour Compliance

Detail on this measure is included as special cause variation (low) is identified from April 2022

Responsive NHS

Verbal Duty of Candour Compliance
120.0%

110.0%

Gateshead Health
NHS Foundation Trust

O — >

80.0%

70.0%
— — — — — — — — ~ ~ ~ ~ ~ ~ o~ ~ ~
oV o a i A o o A o N N o o A o o N
> c = Qo Q + > ] c o) = = > c = o0 o
© S = S [} Q o 7} © [} © o © S = > )
s = << (%] (@) = a - w S < s = < (%]

90.0% --------_-_-_-_------------'---..-_'.__!_..-.

Oct-22 @

Notification letter Compliance

140.0%
1200% @ c e e ccccccccc e c e cc e e e e e - - - -
100.0% ® ® ®
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Situation
» Verbal Duty of Candour compliance is displaying special cause variation for concern since April.

Background

» Duty of Candour (DoC) is governed by the Health and Social Care act 2008 (Regulated Activities)
Regulations 2014: Regulation 20.

« Verbal Duty of Candour (stage 1): Regulation 20 and underpinning statute, stipulates that an
individual (or other appropriate person) must be notified “as soon as reasonably practicable” after
a notifiable patient safety incident has occurred. Notifiable is further defined as requiring three
criteria to be met in the reasonable opinion of a health care professional. Once determined as
notifiable, the enactment should occur verbally within 10 working days. Current Trust processes
for DoC require review to ensure consistent compliance with defining notifiable patient safety
incidents, as within the current process there is potential for enacting DoC on non-notifiable
incidents which should be managed under ‘Being Open’ professional duty only.

Assessment

* Duty of Candour depicted here show compliance with the actions being completed and not the
whether this was done within the Trust timescales for notification letter. Verbal DOC is currently
recorded from the date of the incident being reported and not when the organisation agrees a
notifiable patient safety incident has occurred, and to some extent this means they are often not
completed within the ten day requirement set in the system.

For October there are ten incidents (one completed since report run) that currently require DOC
to be enacted verbally that are out of time and remain incomplete. Reminders and offers of
support have been made from the legal and patient safety team.

Actions

+ The Datix system add complexity to recording DOC and it inflexibility further hampers recording
from when a notifiable patient safety incident is identified and agreed

+ The DOC allocation responsibility within the DATIX system often sits with matrons and SLM’s
and not the attending clinicians

+ There are some identified themes in relation to the overdue notifications which are being
addressed
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Report by exception: Responsive — Informal Complaints

Detail on this measure is included as special cause variation (high) is identified in October 2022.
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MNHS Foundation Trust
Situation

The number of Informal complaints (PALS) is triggering special cause variation for concern. The figures have exceeded
the 18 month average for 8 consecutive months

Background
The Patient Advice and Liaison Service (PALS) offer confidential advice, support and information on health-related

matters. They provide a point of contact for patients, their families and their carers and facilitate the resolution of informal
complaints.

Assessment

A shift in the number of informal complaints has been observed from March 2022, which coincides with increased family
members visiting patients on site as Covid-19 restrictions lifted. The themes noted in October are:

e Communications (29)

» Facilities (20)

e Clinical treatment (Medicine) (7)

* Appointments including delays & cancellations (5)
* Values & Behaviours (Staff) (5)

Concerns raised by patients about Parking Eye issues continues and this is one of the reasons for the increase in PALS.
In November, a meeting was scheduled with QEF to discuss the processes and management of Parking Eye concerns
and for a decision on the most appropriate place for these concerns to be received. The requested individuals did not
attend the meeting.

The PALS teams are also receiving large numbers of requests from switchboard, when they have been unable to
transfer calls to the appropriate areas. This could be to discuss an appointment, or queries about relatives care on
wards. As such, these concerns are being logged on the system as required, and tis is further increasing the number of
concerns raised on a monthly basis.

Actions

A further meeting will be scheduled with QEF to discuss the process and management of Parking Eye concerns, and
with the switchboard team. We welcome all feedback, whether positive or negative and will continue to monitor the
number of informal concerns received. Where it is identified that wards require additional support, particularly to
enhance communication, volunteers will continue to visit ward areas to support with virtual visiting via iPad for those
patients who do not have a smart phone device/do not have family members visiting.

Recommendation
To be reviewed and discussed at the Quality Governance Committee.
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Sickness Absence
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What is the data telling us?

» Absence rates dropped to 5.1% in August on trend, however we saw an increase in absence levels overall in September and October
t0 5.8%.

What is our plan and expected impact?

» All Business Units and corporate directorates have received a presentation highlighting key areas of focus for their Business
Unit/directorate in respect of reducing sickness absence.

* The new Promoting and Supporting Attendance Policy was agreed at JCC and LNC and launched on the 01st June 2022. There has
been a further refresh to the policy in July/Aug 2022 signed off by JCC and LNC. The updates aim to achieve a more streamlined
and robust management of cases, earlier identification of support to maintain attendance and prevent absence occurring and
ultimately a reduction in sickness absence.

» As we now have sign off there is a refocused and collective leadership approach to the management of sickness absence. We
commence a targeted piece of work planned with Short Term Absence from 1st November 2022 through to 31st January 2023. Work
is ongoing within POD Advisory to shape this direction.

» Monthly sickness absence reporting continues and is shared with the Business Units. POD are continuing to support managers to
engage with the refocused collective leadership approach.

* Professional absence management training is being provided by Capsticks following the policy launch in June, we have training
sessions commissioned up to Christmas. Our external facilitators have some cultural observations and will be sharing these with our
Head of Service, Senior POD Leads, and Operational Directors on 2nd November.

* The Managing Well programme compliments this work and assists with building capability and capacity for our line managers. The
program is about to commence its 17th cohort in November and so far 220 managers from across the Trust have attended.

MNHS Foundation Trust
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What is the data telling us?
« A further overall increase of 2% in compliance with a whole group compliance figure of 80.8% against an 85% target.

QEF currently have a compliance level of 67.4% against the 85% target, which is a further 3% increase on the last metrics report. Managers are
aware that significant work is required to improve that position, however this is a positive improvement since the last report. There is a plan in place
for additional space for QEF staff to increase compliance.

The trust only has increased to 84.2% which is a further 4% increase on the last report, which is positive. We are starting to see sustained positive
changes in compliance and will continue to work with business units to increase compliance and provide support around ESR.

The topics that remain under compliance targets and provide a level of risk are-Moving and handling level 2, Level 2 and 3 PMVA, Safeguarding
level 3 topics and Information Governance.

PMVA training will remain a risk until further staff have completed the training. Dates have now been made available and staff are booking on to
attend so there should continue to be sustained increases in compliance with this topic. Level 2 training has seen a sustained increase to
compliance to over 27% and whilst that is still significantly under target, this is an increase of 10% since September 2022 and remains on an upward
trajectory. Level 3 training has increased compliance to over 10% and although again considerably under target, this is a 6% increase on last month.
Moving and Handling level 2 compliance is approximately 55% which is 30% under target. Information below details the work on-going to support an
increase in compliance. The areas with lowest compliance are Medicine and Elderly, followed by Surgery.

Safeguarding children level 3 has two competencies to ensure alignment with the Intercollegiate document. One remains just under the 85% target
which is positive, however one remains under at just over 67%. The areas with the lowest compliance (and highest numbers of staff to complete) are
Medicine and Elderly, and CSS.

Safeguarding Adults level 3 is under compliance at 64% with Medicine and Elderly, and Surgery having the lowest compliance.

Information governance is at 80% and has a target from the ICO of 95%. Medicine and QEF are currently the lowest compliance, however all areas

are amber or green currently. This is an annual training and compliance can fluctuate significantly if areas become non-compliant at the same time
so this remains a risk.

What is our plan and expected impact?

» Core skills compliance has been discussed at SMT, escalated to Executive Team and discussed at recent oversight meetings with business units.
The Core Skills review, plans and recommendations have been discussed through SMT and will implemented as agreed. The addition of a couple of

the topics will see an initial reduction in overall compliance, until the staff complete the training. The recommendations are all available as e-learning

therefore not relying on a further face to face session which can cause a slower increase in compliance.

e continue to promote on-line learning with support (as some staff need assistance logging on and using the system).

Face-to-face learning will continue to take place. Providing a variety of options for staff to complete training should lead to an increase in

compliance.

The compliance noted below demonstrates QEH only and most are at target. The graphs below demonstrate the overall compliance for both Core

and Position training, which is why the overall figure is lower.

Reporting has altered to ensure business units receive detailed information about their areas of concern, with all core and position topics being

reported by business unit and SLM. This will also flow through SMT on a monthly basis to ensure visibility of the topics at risk.

If Information Governance training does not meet the required standard, there is a risk the Trust will fail the Information Governance Toolkit. The

Information Governance team provide regular training sessions, and reminders for staff with regards to completing their training.

The Ergonomics training team are continuing to provide flexibility within their training in terms of providing training in evenings and within the wards

to encourage up take in the training. Challenge remains around estate for delivery of the sessions, and work is on-going to scope options for a

dedicated training space for the team.

Discussions on-going re statutory training and reporting of those figures. More information will be included in the months to come following review
and recommendations to SMT.

.
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What is the data telling us?

» The target of 85% is consistently not being achieved. The data shows that there has been a slight decrease to 65.5% for the whole trust, which is a
0.3% decrease since last reported. There has been a sustained improvement since May 2022 prior to this slight decrease.
There remain a number of areas of concern, with varying numbers of staff requiring an appraisal. Currently all business units are red or amber, with

none green in terms of compliance, with the lowest areas of compliance being Nursing and Midwifery, Medicine SLM 3 and Surgery SLM 1 and 2,
however the numbers vary for completions

What is our plan and expected impact?

* The People and OD (POD) Leads are working with each business unit, directorates and teams to identify actions required to reach the required
compliance levels. Additional training is being provided in areas as requested, for new appraisers and refresher training to ensure people are

comfortable with the current process. The quarterly oversight reviews are making sure that appraisal compliance remains high on the agenda, and our

colleagues in POD are supporting in any way possible.

SMT are sighted on the challenge, and action plans have been requested to understand how the business units plan to get back on track. All business

units have supplied plans to ensure increases in compliance. A monthly report by business unit and SLM will flow through SMT along with Core skills

to ensure they are sighted on the high risk areas.

The teams in POD have supported with inputting appraisals in areas requesting support to ensure we have the most accurate data possible. The

matrix teams are working with the business units to ensure all appraisals are booked in.

The renewed policy has been ratified, with the new appraisal form drafted and due for release shortly. A simple ESR logging process will be

introduced alongside this to ensure we have the most up to date information possible within the system. Additional training re appraisal has been

offered and delivered to multiple business units, simple how to guides have been developed and will be rolled out again when the new ESR process is
ready to be launched.
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SIP, Vacancies, Agency Spend
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What is the data telling us?
» FTE has continued to increase, increasing by 66.88 in the last 3 months.

What is our plan and expected impact?

»  Supply continues to be our core priority and we continue to both actively recruit whilst also focus on a range of
retention initiatives.

» Domestic and international recruitment have been identified as a workstream within The Nursing Workforce
Group. Medical Workforce vacancies are to be discussed/actions identified at the monthly Medical Workforce
Group.

* 4 cohorts of international nurse recruits have arrived at the trust and a further bid has been submitted to NHSE/i
to bring additional numbers in early 2023.

» The People Analyst continues to lead on analysing people data, identifying patterns and trends. Meetings with
Medicine and Surgery Business units have been held with POD, Ops and Nursing Colleagues to discuss
recruitment and retention strategies and understand if additional support is required.
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What is the data telling us?

» Since March 2022 bank spend continued to decrease however, a slight increase has been seen for the month
of July and October. Agency spend has seen a slight decrease from July 2022 which reflects the withdrawal of
HCSW agency.

What is our plan and expected impact?

» Continue to reduce agency spend by utilising effective rostering planning, use of bank staff to fill gaps across
areas that are experiencing vacancies and staff sickness. These practices will provide a reduction on the
financial impact of agency spend.

» Preparation for the re-instating of Organisational agency controls in line with NHSE guidance to reduce off
framework agency use and reduce overall agency spend is underway with clinical teams, finance and P&OD.
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Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: | Discussion: | Assurance: | Information:
O O X 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

o 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.

October has demonstrated a reduction in staffing
challenges compared to September. 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
operation across all areas within the organisation and
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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 data,
bank and agency usage and retire and return practice.
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
e 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

Well-led Effective Safe
u X X

Caring | Responsive

X X

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

Links to risks (identify
significant risks and DATIX
reference)

There were 4 staffing incidences raised via datix
throughout the month of October 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
October 2022

1. Introduction

This report details the staffing exceptions for Gateshead Health NHS Foundation Trust
during the month of October 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 October 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 October 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 (%)
(%)
87.1% 112.6% 91.0% 99.5%

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 was
conducted throughout October.
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Contextual information and actions taken

Ward 12 has 7.99 wte registered nurse vacancies. Seven registered nurses have been
appointed into post and will be due to start over the course of the next six months.

Ward 24 currently has 3.68 wte registered nurse vacancies and a 4.7% sickness absence.
Ward 25 currently has 1.52 wte registered nurse vacancies, sickness absence for
registered staff was under the trust target at 1.8%.

EAU report reduced Registered Nurse fill rates for nights. They report sickness absence
rates of 5.6% for October and have supported areas across the Trust with staff
redeployments.

There was a sickness absence rate of 10.9% for Healthcare Support workers within
Critical Care Department, contributing to the reduced fill rates.

The exceptions to report for October are as below:

October 2022

Qualified Nurse Days %
Ward 12 74.9%
Ward 24 72.6%
Ward 25 72.5%

Qualified Nurse Nights %
EAU 72.0%
Sunniside 71.7%

Healthcare Assistant Days %

N/A

Healthcare Assistant Nights %

Critical care Dept 72.8%

In October, 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 October, 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:

¢ 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.

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:
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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 October, 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 October.
This includes Covid-19 Sickness absence. Data extracted from Health Roster.
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6. Governance

Actual staff on duty on a shift-to-shift basis compared to planned staffing is demonstrated
within the Safe care 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 October 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 October 2022

Day Night Care Hours Per Patient Per Day (CHPPD)
Ave.rage fill rate - Average fill Ave.rage fill rate - Average fill Curpulative Registered
registered rate - care registered rate - care el e midwives / Care Staff Overall
Ward nurses/midwives staff (%) nurses/midwives staff (%) over the nurses
(%) 5 (%) 5 month
0, 0, 0, 0,
Cragside Court 82.8% 119.5% 83.3% 238.8% 283 6.0 11.0 17.0
Critical Care 88.3% 129.8% 95.7% 72.8% 261 30.0 5.8 35.8
Dept
Emergency 85.4% 119.0% 72.0% 107.3% 1408 5.5 4.0 9.5
Care Centre -
Ward 01 & 02
JASRU 77.9% 94.2% 98.8% 108.8% 608 3.0 4.3 7.3
Maternity Unit 146.1% 150.1% 98.7% 88.3% 544 15.5 54 20.9
Paediatrics 139.1% 126.6% 105.8% 51 514 14.5 65.9
Special Care 98.2% 104.3% 100.0% 90.5% 84 21.4 71 28.5
Baby Unit
90.0% 121.9% 97.0% 132.5% 297 4.9 5.0 9.9
St. Bedes
Sunniside Unit 98.8% 103.1% 71.7% 154.1% 283 5.6 4.6 10.2
Ward 08 107.8% 118.0% 101.6% 92.6% 606 3.8 3.3 7.1
Cardiology
Ward 09 80.5% 149.8% 135.5% 101.7% 807 2.6 3.0 5.6
Respiratory
84.4% 141.6% 102.4% 117.8% 758 2.6 3.2 5.8
Ward 10
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Day Night Care Hours Per Patient Per Day (CHPPD)
Average fill rate - | Average fill | Average fill rate - | Average fill C:trir:rl‘ltative Registered
nurses/midwives | rate - care nurses/midwives | rate - care (r:,ount over midwives / Care Staff Overall
Ward (%) staff (%) (%) staff (%) the month | nurses
Ward 11 Gen 79.9% 130.1% 105.1% 103.5% 810 2.3 3.1 55
Medicine
74.9% 112.7% 125.9% 95.9% 684 2.9 . A
Ward 12 (0] (o] (o] (o] 3 3 6
83.1% 122.5% 135.4% 109.5% 629 3.4 . 7.
Ward 14 Medicine ° ° ° ° 3.6 0
99.7% 153.39 111.69 106.09 859 2.7 3.7 6.3
Ward 14A Trauma ° % % &
Ward 22 Gen 0.0% 0.0% 0.0% 0.0%
Medicine
Ward 23 Jubilee 76.7% 120.9% 101.5% 84.1% 905 2.2 3.3 5.5
Wing
Ward 24 Jubilee 80.3% 136.5% 102.8% 98.5% 729 2.4 3.9 6.3
Wing
Ward 25 Jubilee 72.6% 102.4% 102.3% 87.5% 893 2.1 3.0 5.2
Wing
Ward 26 Gynae 72.5% 102.3% 98.0% 79.3% 1002 1.9 2.6 4.5
Ward 27 82.8% 115.1% 108.2% 110.0% 882 2.5 3.1 5.5
Treat/Centre
QUEEN 76.7% 99.8% 107.0% 93.8% 876 2.4 2.7 5.0
ELIZABETH
HOSPITAL -

RR7EN
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1. Executive Summary

Purpose

This report reconfirms the requirement for all Trust boards to remain focused on delivering
personalised and safe maternity and neonatal care. Trust boards and maternity services
must ensure that the experience of women, babies and families who use our services are
listened to, understood, and responded to with respect, compassion, and kindness.

All Provider trusts were sent a letter on the 20t °" October outlining the next steps for
maternity services. The expectation is that every Trust and ICB to review the findings of
the report at its next public board meeting, and for boards to be clear about the action they
will take, and how effective assurance mechanisms are at ‘reading the signals’.

2. Introduction

The National focus is upon the improvement of safety within Maternity services. The
Ockenden report was published in December 2020. The anticipated report into the
independent investigation into East Kent Maternity Services ‘Reading the Signals’ was
published on the 19t " October 2022. Sadly, the report contains similar themes and
findings of avoidable harm and failing to learn from incidents, that Donna Ockenden found
within Telford and Shrewsbury Maternity services investigation. This paper is a summary
of the recommendations for the report and will be combined with the Ockenden IEA’s for
form our Maternity and Neonatal services strategy.

3. Key issues / findings

The East Kent Report is different from previous independent reviews as it does not
recommend detailed changes of policy directed at specific areas of either practice or
management. Dr Kirkup has commented that making policy based on extreme examples is
not necessarily the best approach; nor are those who carry out investigations necessarily
the best to do it. He also identifies that this approach has been tried by almost every
investigation in the five decades however we can see that this is not working, or it does not
work in preventing the recurrence of similar sets of problems in other places.

Key findings

The East Kent report outlines four areas for action:

* To get better at identifying poorly performing units
» Giving care with compassion and kindness

« Teamworking with common purpose

* Responding to challenge with Honesty
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Themes from investigating team:

e Failures of teamworking

e Failures of professionalism

e Failures of compassion

e Failures to listen

e Failures after safety incidents

¢ Failure in the Trust’s response, including at Trust Board level

Findings were that repeated problems were systemic, particularly reflecting problems of
attitude, behaviour and teamworking, and they reflect a persistent failure to look and learn.
They concerned both hospitals within the Trust and continued throughout the period we
have investigated. They included poor professional behaviour among clinicians,
particularly a failure to work as a cohesive team with a common purpose.

4. Solutions /| recommendations

The independent review has identified 5 key recommendations for the wider system and to
review at provider and operational levels.

Key Action Area 1: Monitoring safety performance - finding signals among noise

Key Action Area 2: Standards of clinical behaviour — technical care is not enough
Key Action Area 3: Flawed teamworking — pulling in different directions

Key Action Area 4: Organisational behaviour — looking good while doing badly

The Board are asked to note that NHSE are working with partner organisations to publish
a single delivery plan in 2023 for maternity and neonatal care which will bring together
action required following this report, the report into maternity services at Shrewsbury and
Telford NHS Foundation Trust, and the NHS Long-Term Plan and Maternity
Transformation Programme deliverables.

In the interim Gateshead Trust board is asked to review the East Kent Report and focus
upon the safe delivery of Maternity and Neonatal services within their organisation utilising
the IEA’s from Ockenden and integrating the key actions from the East Kent report to
support the development of their safety and quality strategies.
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Reading the signals

Maternity and neonatal services in East Kent — the Report of the Independent
Investigation

October 2022

1. Executive summary

The National focus is upon the improvement of safety within Maternity services. The
Ockenden report was published in December 2020.

The anticipated report into the independent investigation into East Kent Maternity
Services ‘Reading the Signals’ was published on the 19t °f October 2022. Sadly, the
report contains similar themes and findings of avoidable harm and failing to learn
from incidents, that Donna Ockenden found within Telford and Shrewsbury Maternity
services investigation.

This report reconfirms the requirement for all Trust boards to remain focused on
delivering personalised and safe maternity and neonatal care. Trust boards and
maternity services must ensure that the experience of women, babies and families who
use our services are listened to, understood, and responded to with respect,
compassion, and kindness.

All Provider trusts were sent a letter on the 20t °" October outlining the next steps for
maternity services. The expectation is that every Trust and ICB to review the findings
of the report at its next public board meeting, and for boards to be clear about the
action they will take, and how effective assurance mechanisms are at ‘reading the
signals’.

The East Kent report outlines four areas for action:

* To get better at identifying poorly performing units
» Giving care with compassion and kindness

« Teamworking with common purpose

* Responding to challenge with Honesty

This paper is a summary of the recommendations for the report and will be combined
with the Ockenden |IEA’s for form our Maternity and Neonatal services strategy.
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2. Introduction

The first Ockenden report is one year on, and all Maternity units have undergone a
process of review and self-assessment. The second and final iteration of the report
was published on the 30" °f March 2022. Gateshead Maternity service has made
significant improvements to work towards full compliance with the 7 IEAs and have
the KLOE action plan from the Regional Perinatal oversight group. There is a
working action plan, completed assessment and assurance document which the
service will be working to. The National Maternity transformation team have
designated accountability for monitoring and oversight of the recommendations to
the Regional Perinatal Oversight Group/NENC LMS and to follow up with assurance
and support visits.

This identified 4 key pillars upon which to robustly plan operational change for safety
which must be aligned to the report’s four key pillars of:

o Safe staffing levels

e A well-trained workforce
e Learning from incidents
e Listening to families

The Board are asked to note that NHSE are working with partner organisations to
publish a single delivery plan in 2023 for maternity and neonatal care which will bring
together action required following this report, the report into maternity services at
Shrewsbury and Telford NHS Foundation Trust, and the NHS Long-Term Plan and
Maternity Transformation Programme deliverables.

3. Background

The East Kent investigation highlights as with the Ockenden investigation that after
listening to families and staff they identified problems at every level of the services.
Running through each one of these layers has been a failure to recognise and
acknowledge the scale and nature of the problem.

The Trust took comfort from the fact that the great majority of births in East Kent
ended with no damage to either mother or baby as an outcome indicator of safety
and quality.

The East Kent Report is different from previous independent reviews as it does not
recommend detailed changes of policy directed at specific areas of either practice or
management. Dr Kirkup has commented that making policy based on extreme
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examples is not necessarily the best approach; nor are those who carry out
investigations necessarily the best to do it. He also identifies that this approach has
been tried by almost every investigation in the five decades however we can see that
this is not working, or it does not work in preventing the recurrence of similar sets of
problems in other places.

4. Key themes/findings within the East Kent Report

This Report identifies four areas for action aimed at providers, system leaders which
reflect the findings in the Ockenden report:

¢ identifying poorly performing units,
e giving care with compassion and kindness,

e teamworking with a common purpose

¢ responding to challenge with honesty.

‘There is a crucial truth about maternity and neonatal services which distinguishes them
from other services provided at hospitals. It is childbirth that most mothers are healthy,
and, thankfully, their babies will be too. But so much hangs on what happens in the
minority of cases where things start to go wrong because problems can very rapidly
escalate to a devastatingly bad outcome.’

1.11 We listened carefully to the families who have participated.’

Themes from investigating team:

e Failures of teamworking

e Failures of professionalism

e Failures of compassion

e Failures to listen

e Failures after safety incidents

e Failure in the Trust’s response, including at Trust Board level

In specific instances where things had gone wrong, the Trust has found it easier to
attribute the causes to individual clinical error, usually on the part of more junior staff,
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or to difficulties with locum medical staff. The investigating team found that these
were symptoms of the problems, not the root causes.

Findings were that repeated problems were systemic, particularly reflecting problems of
attitude, behaviour and teamworking, and they reflect a persistent failure to look and
learn. They concerned both hospitals within the Trust and continued throughout the
period we have investigated. They included poor professional behaviour among
clinicians, particularly a failure to work as a cohesive team with a common purpose.

5. Key areas for action

Key Action Area 1: Monitoring safety performance — finding signals among
noise

The aim must be for every trust to have the right mechanism in place to monitor the
safety of its maternity and neonatal services, in real time; for the NHS to monitor the
safety performance of every trust; and for neither the NHS nor trusts to be
dependent on families themselves identifying the problems only after significant
harm has been done over a period of years.

Maternity and Neonatal services require:

e Better outcome measures that are meaningful, reliable, risk adjusted and
timely.

e Trends and comparators, both for individual units and for national overview

e |dentification of significant signals amongst the dearth of dashboards (noise),
using techniques that account properly for variation while avoiding spurious
ranking into “league tables”.

As a Trust we recognise that there are huge benefits to the effective monitoring of
outcomes, and we are in the process of developing a meaningful Maternity
Integrated oversight report. There is also national work going on currently to support
a standardised and rational approach to ensure:

Key Action Area 2: Standards of clinical behaviour — technical care is not
enough

Technical competence is not enough. In any clinical situation, not least the stressful
circumstances of giving birth, there is an equal need for staff to behave
professionally and to show empathy and compassion. The report found a worrying
recurring tendency among midwives and doctors to disregard the views of women
and other family members.
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Key Action Area 3: Flawed teamworking — pulling in different directions

Fundamentally, there were poor relationships both within and between professional
groups. There were factions and divisions within midwifery. There was poor working
in obstetrics, with a division between consultants and junior staff that left
unsupported staff to deal with complex situations beyond their experience.

Key Action Area 4: Organisational behaviour — looking good while doing
badly

East Kent Trust prioritised reputation management to the detriment of being open
and straightforward with families, with regulators and with others.

With families, this was evident in the way in which their concerns were dismissed.
Where there were complaints, too often the Trust’s instinct was to manage those
complaints rather than to consider what was being said as feedback and learning.

Regulators such as CQC, HSIB and professional bodies were challenged and
findings denied.

6. Grading of outcomes

The review team objectively reviewed and graded incidents and cases and
found:

e Had care been given to nationally recognised standards, the outcome could
have been different in 97 of the 202 cases reviewed (48%).

e In 69 of these 97 cases, the outcome would have reasonably been expected
to be different.

e In 28 of these 97 cases, it might have been different.

Baby deaths

e Had care been given to nationally recognised standards, the outcome could
have been different in 45 of the 65 cases of baby deaths (69.2%).

e In 33 of these 45 cases, the outcome would have reasonably been
expected to be different.

e In 12 of these 45 cases, it might have been different.

Baby injury

e Had care been given to nationally recognised standards, the outcome
could have been different in 12 of the 17 cases of brain damage (70.6%),
including HIE and/or cerebral palsy attributable to perinatal hypoxia.
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e In 9 of these 12 cases, the outcome would have reasonably been
expected to be different.
e In three cases, it might have been different.

Maternal injuries and death

e Had care been given to nationally recognised standards, the outcome
could have been different in 23 of 32 such cases (71.9%).

e In 15 of these 23 cases, the outcome would have reasonably been
expected to be different.

¢ |n eight cases, it might have been different

7. Recommendations

The independent review has identified 5 key recommendations for the wider system
and to review at provider and operational levels.

Recommendation 1

The prompt establishment of a Task Force with appropriate membership to drive
the introduction of valid maternity and neonatal outcome measures capable of
differentiating signals among noise to display significant trends and outliers, for
mandatory national use.

Recommendation 2

+ Those responsible for undergraduate, postgraduate and continuing clinical
education be commissioned to report on how compassionate care can best be
embedded into practice and sustained through lifelong learning.

« Relevant bodies, including Royal Colleges, professional regulators and
employers, be commissioned to report on how the oversight and direction of
clinicians can be improved, with nationally agreed standards of professional
behaviour and appropriate sanctions for non-compliance.
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Recommendation 3

= Relevant bodies, including the Royal College of Obstetricians and
Gynaecologists, the Royal College of Midwives and the Royal College of
Paediatrics and Child Health, be charged with reporting on how teamworking
in maternity and neonatal care can be improved, with particular reference to
establishing common purpose, objectives and training from the outset.

» Relevant bodies, including Health Education England, Royal Colleges and
employers, be commissioned to report on the employment and training of junior
doctors to improve support, teamworking and development.

Recommendation 4

» The Government reconsider bringing forward a bill placing a duty on public
bodies not to deny, deflect and conceal information from families and other
bodies.

»  Trusts be required to review their approach to reputation management and to
ensuring there is proper representation of maternity care on their boards.

. NHSE reconsider its approach to poorly performing trusts, with particular
reference to leadership.

Recommendation 5

The Trust accept the reality of these findings; acknowledge in full the unnecessary
harm that has been caused; and embark on a restorative process addressing the
problems identified, in partnership with families, publicly and with external input.

8. Summary and actions for the Trust

Maternity and Neonatal services with England are now to have a full review of how
they are provided and commissioned. NHSE are working with partner organisations
including regulators to publish a single delivery plan in 2023 for maternity and
neonatal care which will bring together action required following this report, the
report into maternity services at Shrewsbury and Telford NHS Foundation Trust, and
the NHS Long-Term Plan and Maternity Transformation Programme deliverables.
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This will form the blueprint for the delivery of maternity and Neonatal care for the
future with the aim of having clear standards of safety and quality of care for all
Trusts to demonstrate.

In the interim Gateshead Trust board is asked to review the East Kent Report and
focus upon the safe delivery of Maternity and Neonatal services within their
organisation utilising the IEA’s from Ockenden and integrating the key actions from
the East Kent report to support the development of their safety and quality strategies.

Lesley Heelbeck

Head of Midwifery/SCBU
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NHS Foundation Trust

* Maternity dashboard

» Exception reports
« Maternity Incentive Scheme (6-monthly & exception reporting)
* Ockenden
« East Kent — separate summary paper to be presented 30.11.2022

« Serious Incidents
* Moderate harm incidents
» Risk update (bi-monthly following maternity operational board)
» Quarterly exception report schedule
PMRT (Aug/Nov/Feb/May)

« Transitional care & term admissions (Sept/Nov/March/June)
« Saving Babies Lives Care Bundle (July/Oct/Jan/Apr)

Gateshead Health NHS Foundation Trust #GatesheadHealth



S Rage2sora®2
Maternity Dashboard g

Target Apr __May _ Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar__ 2022/23 Spark chart GatEShead H ealth
Births - Live 126 152 138 139 155 132 144 986 NHS Foundation Trust
Births - Still 0 1 1 0 1 1 0 4
Total Births 126 153 139 139 156 133 144 990
Spontaneous vaginal deliveries 71 76 84 73 77 75 87 543
Assisted births 55 77 55 66 79 58 57 447
nduction of Labour 62 76 63 71 85 67 67 491
[Maternity Readmissions <42 Days 2 2 2 2 4 1 3 16
Neonatal Readmissions <42 Days 3 3 2 4 3 5 4 24

Smoking in Pregnancy Smoking at time of booking
15% 12.13% | 11.67% | 12.05% | 10.38% | 11.62% | 11.63% | 10.42%

Smoking at time of delivery
6% 10.40% | 12.00% | 14.39% | 12.23% | 12.50% | 7.58% | 9.03%

n area CO at booking (*MIS) >80% 80.2% | 67.02% | 71.43% | 79.01% | 80.37% | 80.0% | 87.76% 77.96%
n area CO at 36 weeks (*MIS) >80% 72.48% | 67.79% | 65.35% | 76.71% | 80.99% | 78.07% | 81.21% 74.79%
Neonatal morbidity IAdmitted directly to NNU (SCBU) (>37
Wweeks) <4 6 4 2 1 5 2 2 22
Percentage Admitted directly to NNU
SCBU) (>37 weeks) <6% 5.17% | 2.86% | 1.48% | 0.74% | 3.40% | 1.59% | 1.52% 2.43%
[Neonatal Deaths 0 0 0 0 0 0 0 0
Preterm birth rate k=32 Weeks at birth
K=36+6 Weeks at birth <6% 7.94% | 7.89% | 2.90% | 2.16% | 3.23% | 4.55% | 6.25%
Continuity of Carer Percentage placed on Pathway (29
Wweeks) 21.4% | 18.1% | 23.2% | 19.4% | 21.9% | 22.1% | 21.8%

Percentage from BAME
background/areas of deprivation
Risk Management SGA (<10th centile) detection rate
uarterly

FGR (<3rd centile) detection rate
quarterly

Number of SUIs

[Moderate and above harm orange
ncidents

HSIB Cases

Patient experience Total Complaints/PALS

Total compliments

Friends & family feedback 100% 100% | 83.3% | 100% 50% 100% 50%

Birth reflections
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Gateshead Health NHS Foundation Trust #GatesheadHealth
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Maternity Incentive Scheme update g

Gateshead Health

NHS Foundation Trust

Relaunch of year 4 scheme with extended submission date & amended standards in May 2022— further
amendments to technical guidance & submission date extended to 2 February 2023 in October 2022

Fully complaint with safety actions 1, 2, 3,4, 5,7, 9, 10
Working towards full compliance with safety actions 6 & 8

At risk of non-compliance with safety action 6 — due to altered standard to include pregnant people declining
CO monitoring in the fail data —wording challenged with national midwifery safety group as it does not
replicate the Saving Babies Lives care bundle requirements and does not support the principle of informed
choice. Our decline levels are potentially higher in our Jewish population — to work with the local population
leads to educate & understand service user voices.

At risk of non-compliance with safety action 8 — due to altered standard to allow 12 month period only for
training (not whole of MIS year 4 reporting period) — additional targeted training sessions arranged —
projected compliance >90%

Gateshead Health NHS Foundation Trust #GatesheadHealth
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Gateshead Health

Increased acuity of service users Se o e

« Rising intervention rates & patient co-morbidities including Induction of Labour & operative deliveries
impact on staffing required (in all disciplines)

* Increased theatre usage time

* Increased antenatal clinic capacity

Maternity estate

* Increasing leaks, pest infestations, requirements for partial unit shutdowns for maintenance works

« Additional risks identified in recent infant abduction drill — isolation of unit with multiple exit points

« 2" theatre now operational, work on-going on development of Birthing pool suite and refurbishment of
bereavement room beginning 14.11.2022

Infant abduction drill
« Dirill completed and report to go to Safecare, Risk and Safety Council with follow up work with EPRR
team

Midwifery Staffing

* Recruited to 17 WTE midwifery posts. 13 WTE Newly Qualified midwives to be supported

« Staff listening events x 3 commenced in October/November to discuss current recommendations around
MCOC models of care and staffing requirements around this.

» 6 monthly staffing paper to be received by Chief Nurse November 2022

Gateshead Health NHS Foundation Trust #GatesheadHealth



ATAIN- Avoiding term admissions to SCBU

There is overwhelming evidence that separation of mother and baby so soon after

birth interrupts the normal bonding process.

July 2022

A robust transitional care pathway supports care of babies requiring additional care,

alongside their mothers, reducing separation.

Q2 2022/23
Term
admissions

July - Sept 426 409
2022

Q2 2022/23

TC

July- Sept 426 125
2022

Total term
admissions

Babies
receiving
TC

58

Avoidable term
admissions*

Reason for
admission

-

Sept 2022
1

1

Respiratory No ‘
distress/sepsis

Number of
babies
avoiding SCBU

Low birth weight, 13
Preterm,
jaundice, sepsis

Reason for TC

Aug 2022

7

NHS

Gateshead Health
NHS Foundation Trust

Q2 2022/23
Summary:

» 20 babies avoided SCBU admission through TC
+ 13 term infants admitted to SCBU

Themes:

e C/S - no steroids
* Raised maternal BMI
+ GDM (Gestational Diabetes)

* Nb. All themes identified follow local & national
guidance — unavoidable & appropriate admissions

Learning/actions:

* Prompt treatment; recognising the deteriorating
baby

» Datix reporting & review

* ANNP presence

» Ensure infants have early feeds when in
obstetric theatre

» Audit and MSW support will focus on the golden
hour

Gateshead Health NHS Foundation Trust

#GatesheadHealth




Perinatal Mortality — Quarterly Maternity NHS
Maternity Deaths / Morbidity - Annual Gateshead Health

NHS Foundation Trust

Perinatal mortality Q1 & Q2 2022-23

Situation
Reduction in perinatal mortality seen year on year —
MBRRACE ID_| Gestation | DOB Date Date PMRT External small case numbers mean unable to SPS
& Outcome added to PMRT review clinician Exception reporting of cases
MBRRACE | started st.artf.ed Background
within 2 Safety action 1 of year 4 Maternity Incentive Scheme is
months of compliance with the national perinatal mortality review
death tool
Case 1l Late 6/4/2022 7/4/2022 7/4/2022
81002 miscarriage at Assessment
22+2 Full compliance reported for year 3 MIS
Case 2 Antepartum 12/5/2022 | 11/5/2022 | 11/5/2022 Full compliance to be reported for year 4 MIS
81545 stillbirth at Case 4 Q1 — 3 days outwith timescale for full
29+1 information input onto portal due to manual error saving

data — did not impact review of case

Actions
Antepartum 19/6/2022 | 20/6/2022 | 20/6/2022 es* Quarterly reports to Mortality & Morbidity steering
82091 stillbirth at 23/7/2022 group
25+5 Manual diary note & additional individuals identified to
ensure no further lapses in reporting timescales
Case 1l 38+3 1/8/2022 2/8/2022 15/8/2022
82793 Intrapartum Recommendation
/antenatal Declare full compliance with MIS year 4 safety action 1
stillbirth
Case 2 25+3 IUD 21/9/2022 | 23/9/2022 23/9/2022
83659

Gateshead Health NHS Foundation Trust #GatesheadHealth
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Executive Sponsor:

Andy Beeby — Medical Director

Report presented by:

Andy Beeby — Medical Director

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

Decision:

O

Discussion:

O

Assurance:

X

Information:

O

To provide an update on Mortality and Learning from
deaths over the last six months.

Proposed level of assurance Fully Partially Not Not
— to be completed by paper assured assured assured applicable
sponsor: O O O O
No gaps in Some gaps Significant
assurance identified assurance gaps
Paper previously considered | NA

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

The Trust’s latest publications of national mortality
indicators places the Trust with bandings of ‘Deaths
as expected’ for both indicators.

SHMI May 2021 to April 2022 = 0.99

HSMR August 2021 to July 2022 = 106.7

All Deaths scrutinised by the Medical Examiners
office.

98.3% of cases reviewed are identified as being
definitely not preventable; 87.7% of cases
reviewed were identified as good practice; No
potentially preventable deaths were identified
during the period.

Revised Learning from deaths policy and new
process incorporating Medical Examiners review
as first level now live

Revised process for identifying and reviewing
deaths where the patient had a diagnosis of
Severe Mental lliness implemented and backlog of
20 cases reviewed. The majority of cases
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demonstrated good collaborative working to
ensure both physical and mental health was
considered.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

To receive the paper for assurance

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
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
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
o O 1 X X
Risks / implications from this report (positive or negative):
Links to risks (identify NA
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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Mortality Report

Executive Summary

The Trust’s latest published SHMI (Summary Hospital-level Mortality Indicator) for May 2021
to April 2022 is 0.99 placing the Trust with the banding of deaths ’as expected’.

The HSMR (Hospital Standardised Mortality Ratio) for Gateshead for the latest period
August 2021 to July 2022 21 is 106.7 placing the Trust with ‘Deaths as expected’ as
calculated by the model.

The Trust continues trigger for the diagnosis group Congestive heart failure, additional
reviews previously undertaken highlighted some learning and the alert continue to be
monitored.

All deaths are initially scrutinised by the Trusts Medical Examiner office.

37.8% (439 of 1,162) of inpatient deaths have been reviewed by the ward-based team
providing care at the time of death for deaths occurring between September 2021 and
August 2022.

98.3% of cases are identified as being definitely not preventable.
87.7% of cases reviewed were identified as good practice.
No potentially preventable deaths were identified during the period.

Where mortality alerts have been triggered, case note review demonstrates that in the main
cases are identified as ‘definitely not preventable’. Those cases that demonstrate evidence
of preventability continue to be reviewed by the Trust’s Mortality Council where learning and
actions are identified.

The Lead Medical examiner and Medical Examiner team continue to provide scrutiny of
deaths within the Trust, supporting learning from deaths within the trust and development
of the Trusts mortality review process. The Medical examiner pathway includes feedback
mechanisms to clinicians and/or nursing staff whilst ensuring any escalation of concerns or
areas for quality improvement and patient safety are shared with the correct teams.

1. Introduction:

The purpose of this paper is to update the Board upon on going work in relation to mortality
within Gateshead Health NHS Foundation Trust. Within the paper is an update on the
Summary Hospital-level Mortality Indicator (SHMI) which is the national mortality ratio score
developed for use across the NHS, a summary of the Hospital Mortality Standardised Ratio
(HSMR) provided by Healthcare Evaluation Data (HED) and learning from mortality review.

2. The National Picture: Summary Hospital-level Mortality Indicator (SHMI)

The SHMI is currently published monthly, and each publication includes discharges in a
rolling twelve-month period.

The SHMI compares the actual number of patients who die following hospitalisation (both
in- hospital deaths and deaths within 30 days of discharge) at a trust with the number that
would be expected to die based on average England figures, given the characteristics of the
patients treated there.
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For any given number of expected deaths, an upper and lower bound of observed deaths is
considered to be ‘as expected'. If the observed number of deaths falls outside of this range,
the trust in question is considered to have a higher or lower SHMI than expected.

COVID-19 activity excluded from the SHMI. The SHMI is not designed for this type of
pandemic activity and the statistical modelling used to calculate the SHMI may not be as
robust if such activity were included.

SHMI Trust Position May 2021 to April 2022

The latest SHMI was published on 8" September 2022 covering the period from May 2021
to April 2022. The Trust has a SHMI Banding of ‘As Expected’ with a score of 0.99, below
the national baseline of 1.00

SHMI
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There are currently reforms being made to the SHMI. This is likely to lead to the removal
of some hospice and community sites. The impact of this will mean the confidence
intervals are likely to narrow somewhat in the data, however it is not anticipated that this
will lead to a change in the Trust banding.

3. Trust based data analysis:

The Hospital Standardised Mortality Ratio (HSMR) is a risk-based assessment using a
basket of 56 primary diagnosis groups which account for approximately 80% of hospital
mortality.

The HSMR is the ratio between the number of patients who die in hospital compared to the
expected number of patient deaths based on average England figures given the
characteristics e.g., presenting and underlying conditions, age, sex, admission method,
palliative coding.

COVID 19 activity is excluded from the HSMR based on the clinical coding of patient spells
placing these deaths outside of the 56 diagnosis groups considered by the model. However,
a patient may be still included if their primary diagnosis does not include COVID-19 but a
subsequent diagnosis does.
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HSMR Trust Position August 2021 to July 2022

The HSMR for the period August 2021 to July 2022 is 106.7 showing 'Deaths as Expected’.
The recent trend has been encouraging with five consecutive falls.

130 r_"J T e Do, B B h"\’ "\,b e ?3 ?’
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Mortality Alerts from HED (Healthcare Evaluation Data)

Below are details of the recent mortality alerts identified in HED, the system used to monitor
and analyse mortality indicators by the Trust.

HSMR /| % Reviewed |% Definitely (% NCEPOD
Expected |Observed CUSUM | (where death not Good
Alert CCS Diagnostic Group Period Deaths | Deaths Score | within Trust) |preventable| Practice

Congestive heart failure;
HSMR Jul-21 to Jun-22 161 29.4% 85.0% 70.0%
non hypertensive

HSMR  Cancer of the Oesophagus  Jul-21 to Jun-22 6 19 13 310 63.2% 100% 81.8%
HSMR
Cancer of bronchus; lung May-22 9 15 6 4.1 20.0% 100% 66.7%
CUsum*
HSMR
Cancer of colon May-22 2 5 3 4.0 20.0% 100% 100%
CUSUM*
HSMR
Intracranial injury Apr-22 3 3 0 4.4 33.3% 100% 10.0%
CUsuUm*

* For CUSUM alerts, cases within the three months prior to the alert are considered in the figures

Congestive Heart Failure

Congestive Heart failure continues to alert for the Trust. Case specific Mortality council
meetings took place earlier in the year and learning was included in the April report a
summary is provided below.

In response to national data, a sample of heart failure deaths were reviewed; themes
identified were use of telemetry, need to expand heart failure team and heart failure
pathways. Actions will include more widespread use of telemetry both in cardiology ward
and other areas in medicine. A business case being formulated by the heart failure specialist
clinical lead to expand their services. Availability of ECHO within 24 hours of admission.
Early review by cardiologists or care of the elderly consultants with specialised interest in
heart failure. Clear guidelines for juniors when some of these patients are approaching end
of life and do not need aggressive fluid and diuretic management. Involvement of palliative

5
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teams in the care of this group of patients. Admit or transfer patients with heart failure to
the cardiology wards whenever possible.

Cancer of the Oesophagus

Several Oesophageal cancer deaths have been reviewed and all cases reviewed were
deemed to be definitely not preventable.

CUSUM Alerts

CUSUM alerts flag any diagnosis groups with consecutive months where the observed
deaths are higher than the expected deaths. For the CUSUM alerts listed, none have re-

alerted in the most recent month and where cases have been reviewed, they were deemed
to be definitely not preventable.

Alerts continue to be presented and discussed at each Mortality and Morbidity Steering
Group where any further actions or investigation can be discussed and agreed.

Inpatient mortality

The chart below provides the figures for the Trust inpatient deaths.

Inpatient Deaths
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------ 5 year avg (2015 to 2019)
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4. Learning from Deaths and Mortality Review

Mortality Review Compliance and Results September 2021 to August 2022

Deaths  01/09/204 o 3108/2002

Leasningg Dicab Bk y

Dea the revew ed by

Ward Team

Dwa the rewbewed at
Motz bty Councll

Sewere hontal
Wit s deathe
rebewed at
Mo ritality Cowndl

Pathe s re whewe d
at Mortality Coundl
R

Deaths inseope Deaths reviewed by
Bl i all Envaam ner
1162 99.59%

37.8%

42.59%

13.0%

3.5%

The soones below relate to reviews undertakon by ofther the 'Ward Basod Team and J/or Mo rtality Coundl

Mortality Coundl reviow scone suponoe des

Ward Based Team revie wsoone whe re both hawe taken place.

Hagan 2 - Saghit Hogan 3 - Possibly | Hogan 4-Frobably | Hogan 5 -Srong
m"ta;l Dhefinitely Evidence of Preventabie (Less | preventabbe fmore Ewidenoz Hns:'us D:‘:“‘ P e sha the
t ' Proventah iy than 5050] than 50:50] Proventaibie " =
I 98.3% 15% 0.2% 0.0% 0.0% I 0.0% 0.0%
WEPDD Scone 4
NEPOD Samre 2 NCEPDD Score 3 Rovoem for
Room for Room tar Improwement Clinical| NCEPOD Score S
NCEPOD Score 1 o rovement Improvement and Organis athon 2l Lezx Than NCEPOD scone &
Good Practioe Olinical Care Orga nisa thon al Care Care S tictactory Inzuficient data
87. 7% 0.5% G.4% 1.8% 0.0% 0.2%

13 Learning disability and 3 severe mental iliness cases were reviewed between

September 2021 and August 2022 by the Mortality Council. This is irrrespective of when

the death occurred.

A process was recently finalised for the review of Severe Mental lliness (SMI) deaths
using the NHSE criteria. Two extraordinary meetings of the Mortality Council have taken

place (29th September and 4th October) to review the backlog of 20 cases.

The majority of cases demonstrated good collaborative working and care hadn’t been
compromised as a result of their diagnosis, although learning was identified in a small

number of cases and actions will be taken forward.

All deaths are now overseen and initially scrutinised by the Trust Medical Examiners.

37.8% (585 of 1,188) deaths have been reviewed by the ward-based teams between

September and 2021 and August 2022.

The review of the Mortality Review process is now complete, and the Learning from Deaths
policy amended accordingly. The required changes to the mortality database to incorporate
the changes to the process are also complete. Communications have been shared with via

the Business Unit SafeCare Meetings.

98.3% of cases are identified as being definitely not preventable.
87.7% of cases reviewed were identified as good practice.

12.1% of cases identified room for improvement.
0 deaths identified as potentially avoidable (Hogan score >=4)
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In summary, the new process now contains three key stages:

First level review

The Medical Examiner team will conduct the first stage, they will determine whether there is
evidence of any preventability of the death and whether where is evidence of any good
practice/room for improvement in the care. They will also consider whether a clinical or staff
incident or relative enquiry, an element of preventability or any combination of all these are
the reason for a more in depth ward level case record review should be undertaken by the
ward team. This will be notified to the ward team via email and should be carried out within
6 weeks of notification.

Ward level case record review

A structured review of case notes carried out by clinicians to determine whether there were
any problems in care provided to the patient. Case record review is undertaken routinely to
learn and improve in the absence of any particular concerns about care. This is because it
can help find problems where there is no initial suggestion anything has gone wrong. It can
also be done where concerns exist, such as when bereaved families or staff raise concerns
about care.

This will relieve some burden on ward teams and allow them to focus on the cases where
there may be greater learning. Regardless of whether they are notified of a case by the ME
team, the ward can still undertake a review if they choose to.

Mortality Council Structured Judgement Review
The Mortality Council will continue to undertake a structured judgement review of the deaths
that are mandated within the National Quality Board guidance:

- Deaths of people with a learning disability — was autistic and was over 18 years old
or learning a learning disability and was over 4 years old

- Deaths of people with a severe mental illness (SMI) — all inpatient, outpatient and
community patient deaths of people with SMI

- Infant or child deaths — come to Mortality Council for oversight

- Still births — are reviewed via the Perinatal Mortality Review Tool

- Concerns for bereaved families/carers — formal complaints/PALS/concerns via ME

- Service specialty, particular diagnosis or treatment group where an ‘alarm’ has been
raised (e.g. national indicators, CQC, audit work etc)

- Elective procedures

As well as random sample of 5% for quality assurance purposes.

5. Learning from Mortality Council

For the period April to September 2022, 75 cases had a level 2 review undertaken by the
Mortality Council. The scores of the review are detailed in the table below:
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15 cases were unable to be scored and will come to the committee on completion of the
relevant investigations.

Good practice identified:

Good practice was identified around obtaining a second opinion from a colleague in complex
cases which highlighted effective team working.

Good evidence of family involvement in decision making

Evidence of collaboration between teams in terms of patients with both physical and mental
conditions.

Learning themes identified:

Sharing investigation results with patients:

Results from investigations should be shared fully with patients and/or their families
in an appropriate manner, this should be carried out in a face to face consultation
when the results are significant. Radiology team to ensure that any results that
require urgent review are flagged to the requesting consultant.

Discharge / handover of frail elderly patients:

Theme emerged around patients being discharged home late in the day and
concerns around the handover of discharge information to care homes. This theme
has also been identified through the Safeguarding Team, a Rapid Process
Improvement Workshop (RPIW) has been planned to review these processes.
Caring for patients with a learning disability:

In order to support patients with a Learning disability, alerts on Medway will be
reviewed to explore the option of adding extra info in terms of how to best support
them during the admission or appointment.

Severity of learning disability and how this affected the deceased patient to be added
to learning disability mortality review proforma, to assist with whether reasonable
adjustments made where required and also to determine whether the care given was
appropriate for their needs and was not hindered by the learning disability.

Issues with MCA 1 & 2 and DoLS not being completed correctly continue to be a
theme.

When patients struggle to communicate their symptoms due to a cognitive
impairment, it can be difficult to perform an assessment, consider consultant review
for these patients to prevent any misdiagnosis.

Caring for end of life patients in inpatient mental health units:

In order to ensure the appropriate support for staff and patients is in place, involve
the specialist palliative care team for those patients at the end of life on the inpatient
mental health units.

Communication:

Being able to contact staff on busy wards via the telephone can be very challenging.
Explore the possibility of having a dedicated telephone line for the ward clerks for
internal calls.

Ensure that all documentation and terminology is grammatically correct as this sets
the tone for the care provided including replacing ‘patient refuses treatment’ with
‘patient declines treatment’.

Care/treatment:

Consider when tranquilisation and sedation of patients with life threatening iliness is
appropriate when they do not want to take their prescribed medications

Chest x-ray checklist
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+ Telemetry — alarm fatigue, equipment
+ Enhanced care tool/ afloat tool
+ Potential for full review of patients with a long admission

Actions identified/taken:

* A RPIW has taken place to review the discharge processes and design a new way
of working across the system.

« The Lead Nurse for Learning Disabilities has an ongoing programme of work to
promote best practice for patients with a learning disability. A basic level training will
be added into the core skills for all staff. A more in-depth level will be developed and
added to core skills for the relevant groups of staff — this is a work in progress.

» The annual DNACPR review for patients with a learning disability is being carried and
will be presented to the Mortality & Morbidity Steering Group and SafeCare Council
in October 2022.

» Learning in relation to documenting decisions and communication with patients has
been shared widely through the organisation via Business Unit meetings.

6. Recommendation

The Board is asked to receive this paper for information and assurance.

10
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Purpose of Report
Briefly describe why this report is
being presented at this meeting

Decision: Discussion: | Assurance: | Information:

O O X O

To provide the Board with an update on progress against
the well-led action plan.

Proposed level of assurance
— to be completed by paper

sponsor:

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

Paper previously considered
by:

State where this paper (or a version
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e In summary there are an increased number of
completed actions (93% now completed).

e There are three overdue (red-rated) actions.
Assurance can be provided that there remains a
commitment to complete all actions on the action
plan, acknowledging that there have been some
delays against original timescales due to
operational pressures and capacity constraints.

e A closure report will be presented to Board in
March 2023.

Recommended actions for
this meeting:

Outline what the meeting is expected
to do with this paper

The Board of Directors is requested to review the latest
action plan, noting the increase in completed actions.
Assurance is provided that there will be a continued focus
on addressing off-track and in progress actions and the
commitment to complete all actions prior to the
presentation of a closure report to Board in March 2023.
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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
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
that the report relates to:

Well-led supports the ability to deliver against the
corporate objectives through improved governance and
accountability, rather than linking to specific corporate
objectives.

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
significant risks and DATIX
reference)

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

Yes No Not applicable
O O




Page 222 of 232

Well-Led Action Plan Update — November 2022

1. Executive Summary

1.1. The Board of Directors is presented with the latest version of the Well-Led
action plan for review and assurance.

1.2. The Company Secretary has updated the plan as far as possible.

1.3.  There has been an increase in the number of complete actions, which now
account for 93% of the total actions, compared to 81% when the plan was last
presented to the Board.

1.4. The off-track category accounts for 7% of the total although the composition of
this has changed slightly. A number of these actions are substantial pieces of
work / projects which have been impacted upon by operational pressures and
capacity constraints, although there remains a commitment to complete this
work.

1.5.  The three open actions will be closely monitored with the aim of completing the
action plan fully by March 2023 and presenting a closure report to Board.

2. Introduction

2.1.  The Well-Led action plan was last formally reviewed at the Board of Directors in
May 2022.

2.2. The action plan has been updated as far as possible and is presented to the
Board for scrutiny and assurance.

2.3. Actions which were marked as complete on the last report to Board have been
removed from the detailed plan appended to this report to assist the Board in
identifying those actions which remain ongoing.

3. Key issues / findings

3.1.  Following its latest update, the current status of the action plan, including how it
compares to the previously reported Board positions, can be summarised as

follows:
Key Description Nov 22 Nov 22 as May 22 [May 22 as Jan 22 Sept 21
a % of a % of
total total
actions actions
Not yet started 0 0% 0 0% 3 6
Started and on track no 0 0% 3 7% 3 18

risks to delivery
Plan in place with some |0 0% 1 3% 2 7
risks to delivery

Off track, risks to delivery 3 7% 4 9% 7 -
and or no plan/timescales

and or objective not

achievable

Complete 40 93% 35 81% 28 12
TOTAL ACTIONS 43 100% 43 100% 43 43
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3.2.

3.3.

Assurance can be taken from the improvement in the proportion of completed
actions, which now account for 93% of the total number of actions.

Off-track actions have reduced from 4 to 3, although this includes one action
which was previously on-track (information asset management plan) and 2
previous off-track actions has been closed (business unit representation at the
Finance and Performance Committee and business unit capacity review). There
remains a clear commitment to complete these actions, which have been
impacted by operational pressures and other capacity constraints. A plan is in
place to seek external support to review and update key governance
documents such as the Standing Financial Instructions and Scheme of
Delegation following a recent review. In addition, the findings of the desktop
review of business unit governance are currently being drafted and should be
completed in a matter of weeks.

4. Solutions /| recommendations

41.

The Board of Directors is requested to review the latest action plan, noting the
increase in completed actions. Assurance is provided that there will be a
continued focus on addressing off-track and in progress actions and the
commitment to complete all actions prior to the presentation of a closure report to
Board in March 2023.
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Feedback from ICS
/ICP

ACTIONS

Develop a
communication
plan for
sharing
feedback from
ICS/ICP across
senior
management —
2 way process

LEAD

Kirsty
Roberton /
Helen Fox

DELEGATED
SENIOR
MANAGER

N/a

DUE
DATE

Oct 21

PROGRESS UPDATE

Terms of reference for the Senior
Leadership Forum (SLF) have been
agreed.

The SLF will have a focus on
partnership working and
collaboration, sharing learnings and

key messages from external meetings.

The first meeting of SLF is being
arranged for October.

Jan 22 — Executive Team discussions
taking place in respect of SLF and its
role (initial October meeting stood
down). Once this is determined, the
communications plan can be
developed.

May 22 — development work with the
Senior Management Team (SMT) and
Executive Team in April / May
included consideration on how to
ensure that this information would be
shared. As the new format SMT is still
evolving (first meeting on 19 May)
this action is retained as ongoing to
be prudent.

Nov 22 —this now features in the
cycle of business for SMT.
Recommended for closure.

R5

Capacity concerns
raised by some

Carryout a
deep dive into

Joanne
Baxter

N/a

Dec 21

New structures now in place and all
gaps to management structures filled.

RAG RAG | PROPOSED

SEPT
21

JAN
22

RAG MAY
22

NOV 22
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RAG RAG | PROPOSED
SEPT JAN | RAG MAY

21 22 22

REC RECOMMENDATION ACTIONS LEAD DELEGATED DUE PROGRESS UPDATE
REF SENIOR DATE
MANAGER
Operational capacity within New roles of assistant service line
Business Units OBUs and managers in place and triumvirates
(OBU) management | identify an starting to take shape.
action plan A deep dive reflection will take place
that includes in line with the agreed timescale.
capacity and
staff wellbeing May 22 — due to operational
pressures and capacity constraints the
deep dive has not yet been
undertaken
Nov 22- a number of changes have
taken place to strengthen operational
business unit capacity. This includes
embedding the new structure and
strengthening the support through
aligning business unit business
partners from corporate partners.
Leadership development work
continues with a commitment to
continue to strengthen triumvirate
working. Action recommended for
closure.
R6 | Visibility Develop Helen Fox / N/a Sept 21 | COVID restrictions have impacted the
programme of | Amanda / ability to fully relaunch the
activity to Maskery ongoing | programme of visibility, although this
include: has commenced on an informal basis.
As the visibility programme restarts
Corporate — fully there will be a need to develop

develop a back
to floor and 15

guidance on delivering feedback to

NOV 22
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REC RECOMMENDATION
REF

ACTIONS

steps
programme for
Execs, Non-
executives and
Council of
Governors
(CoQ)

COG - visibility
of non-
executive
directors with
COoG

General —
visibility of
business units /
staff with
board

DELEGATED

SENIOR
MANAGER

PROGRESS UPDATE

ensure feedback loops are effectively
closed.

The Council of Governors’ agenda has
been reshaped for the September
2021 meeting to place an enhanced
focus on the role of the Non-
Executive Directors. Training is being
held with the Council on 15
September to support them in their
role of holding Non-Executive
Directors to account.

Jan 22 — the formal visibility
programme restarted with Executive
and Non-Executive Directors, but this
was paused due to Omicron.
Executive Directors have continued to
meet with staff in operational

Areas. This will be kept under review
in light of restrictions.

May 22 — Non-Exec and Exec
walkrounds have recommenced. At
present the walkrounds with
Governors are still paused, but as we
move back to face-to-face meetings
the future format for these and a plan
to restart them safely will be
considered. Retain as ongoing but
with some element of risk.

RAG RAG | PROPOSED NOV 22

SEPT JAN | RAG MAY
21 22 22
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ACTIONS

LEAD

DELEGATED
SENIOR
MANAGER

DUE
DATE

PROGRESS UPDATE

Nov 22 — Governor engagement has
now restarted with visits to theatres
and intensive care. Plans in place for
Governors to join PLACE visits when
they recommence. Recommended for
closure as we move to business as
usual.

RAG RAG | PROPOSED

SEPT
21

R10

Finance &
Performance
(Advisory)

Develop cycle
of attendance
from BUs
leadership
teams

Jennifer
Boyle / Kris
Mackenzie

N/a

Oct 21

This requires further discussion to
balance operational capacity with the
ability to attend Board committees to
represent operational business units
where required.

Jan 22 — further discussions are
required once operational pressures
ease.

May 22 — no further action taken at
present, although as the new SMT
embeds this will be revisited.

Nov 22 —terms of reference recently
reviewed. Business units now attend
when required as part of the

accountability framework reporting.

Scheme of
delegation

Ensure the
scheme of
delegation and
Standing
Financial
Instructions

Kris
Mackenzie /
Kirsty
Roberton

N/a

Sept 21

Discussions underway but this action
is currently at risk due to capacity and
timescales.

Jan 22 — note that the review of the
Constitution, SFls, Scheme of

JAN
22

RAG MAY
22

NOV 22
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REC RECOMMENDATION ACTIONS LEAD DELEGATED DUE PROGRESS UPDATE
REF SENIOR DATE
MANAGER

(SFls) reflect Delegation and Standing Orders has
the decision- been rescheduled to March 22 Board.
making
authority of May 22 — note that due to capacity
the Executive constraints this action has been
Team and SMT further delayed until after the year
meetings. end processes have been completed.
Ensure that
expectations Nov 22 — external review to be
are clearin commissioned to undertake wider
respect of the review of Scheme of Delegation, SFls
responsibility etc following recent QEF governance
of SMT review. Action remains ongoing.
members for
cascading and
communicating
key
information
from SMT to
their teams.

R13 | Operational BU Undertake a Jennifer N/a Jan 22 This action is due for completion in

formal meetings review of Boyle / Kirsty January 22 and has not yet been

effectiveness Roberton started, but no risks to delivery are

of the formal
meetings in
place across
the
Operational
Business Units
(OBUs) in six
months’ time.

identified at this stage.

Jan 22 — planning meeting held
between Company Secretary, Deputy
Director of Corporate Services and
Transformation and the Head of
Quality and Patient Experience in Nov
21. Information requested from OBUs

RAG RAG | PROPOSED
SEPT
21

JAN
22

RAG MAY
22

NOV 22
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REC RECOMMENDATION ACTIONS LEAD DELEGATED DUE PROGRESS UPDATE
REF 3\ [e] DATE
MANAGER
This should to commence review, but given
include operational pressures and
comparing and reprioritisation of resource, this has
contrasting the been postponed.
meeting
structures. This May 22 — due to capacity constraints
will enable a this action has not been able to be
more accurate progressed and is retained as off
assessment of track.
Business Unit
governance to Nov 22 — desktop review completed
be made. and in the process of being
documented. Anticipated to be
completed imminently.

R16 | Finance Reports Where Kris N/a Sept21 | The forecasting element of this action
appropriate Mackenzie Dec21 | can only be fully completed once H2
include a planning requirements are published.

greater focus
on forecast
reporting
within the Part
1 finance
report to aid
transparency
regarding the
likely year-end
outturn.
Include a brief
overview of QE
Facilities (QEF)
performance in

As such, it is proposed the revised the
target date for this action to
December 21 to reflect the revised
national timescales.

May 22 — forecasting to be included
for 2022/23 against the new financial
plan for the year. Retain as ongoing to
be prudent.

Nov 22 — forecasting now included in
the finance report. Action
recommended for closure.

RAG RAG | PROPOSED
SEPT JAN
21 22

RAG MAY
22

10
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RAG RAG | PROPOSED
SEPT JAN | RAG MAY
21 22 22

REC RECOMMENDATION ACTIONS LEAD DELEGATED DUE PROGRESS UPDATE
REF 3\ [e] DATE
MANAGER
Part 2 of the
finance report.
R18 | Data Quality Identify ways Nick Black N/a Sept2% | Arelaunch of the work around
in which the March Information Asset Owners’ (IAO) roles
accountability 22 and responsibilities is underway. This

and
responsibility
for data entry
can be re-
emphasised to
staff, including
education on
the
implications of
entering
inaccurate
data.

will reinforce the responsibility across
the Trust for the information assets
and the data they are responsible for.
A presentation was given to SMT, and
an Information Asset Management
plan is in place to support the
relaunch, with an end date of March
22 (after which it becomes an annual
cycle of review).

May 22 — Information Asset Risk
Management Plan has a revised
completion date of 31 May 2022.
Retain as ongoing to be prudent at
this stage.

Nov 22 —there has been further
slippage against this plan with regular
escalation to SMT in August, October
and November. Overdue returns
continue to be highlighted with the 1G
team supporting teams to reach full
compliance.

NOV 22

11
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Meeting:

Trust Board

Chair:

Alison Marshall

Financial year:

2021/22 and 2022/23

Lead

Type of item

Public/Private

Jan-23

Mar-23

Standing Items

Part 1 & Part 2

Apologies Chair Standing Item Part 1 & Part 2 ' '
Declaration of interests Chair Standing Item Part 1 & Part 2 ' '
Minutes Chair Standing Item Part 1 & Part 2 ' '
Action log Chair Standing Item Part 1 & Part 2 ' '
Matters arising Chair Standing Item Part 1 & Part 2 ' '
Chief Executive's Update Report Chief Executive Standing Item Part 1 & Part 2 ' '
Cycle of Business Company Secretary Standing Item Part 1 & Part 2 ' '
Patient & Staff Story Company Secretary Standing Item Part 1 ' '
Questions from Governors Chair Standing Item Part 1 \ \
Items for Decision Part 1 & Part 2

Annual Declarations of Interest Company Secretary Item for Decision Part 1 '
Trust Strategic Aims & Objectives Chief Executive Item for Decision Part 1 \
Board Assurance Framework - approval of closing and opening position  |[Company Secretary Item for Decision Part 1 v
Standing Financial Instructions & Delegation of Powers (deferred - to be |Company Secretary / Group Director |ltem for Decision Part 1

rescheduled) of Finance

Calendar of Board Meetings Company Secretary Item for Decision Part 1

Winter Plan Chief Operating Officer Item for Decision Part 1

Constitution and Standing Orders - annual review Company Secretary Item for Decision Part 1

(deferred - to be rescheduled)

Board Committee Terms of Reference - Ratification Company Secretary Item for Decision Part 1

Board Committee Annual Reviews of Effectiveness and Terms of Company Secretary Item for Decision Part 1 v

Reference Update

Items for Assurance Part 1 & Part 2

Board Committee Assurance Reports Committee Chairs Item for Assurance Part1 v Vv
Corporate Objective Delivery Company Secretary Item for Assurance Part 1 ' v
Board Assurance Framework Company Secretary Item for Assurance Part 1 '

Organisational Risk Register Chief Nurse Item for Assurance Part 1 v v
Annual Staff Survey Results Exec Director of People & OD Item for Assurance Part 1 \
Finance Report Group Director of Finance Item for Assurance Part 1 v v
Integrated Oversight Report Chief Operating Officer Item for Assurance Part 1 \ \
Nurse Staffing Exception Report Chief Nurse Item for Assurance Part 1 \ \
Nurse Staffing Annual Capacity & Capability Report Chief Nurse Item for Assurance Part 1 \
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Learning from Deaths (6 monthly report) Medical Director Item for Assurance Part 1

SIRO Report & Digital Update Group Director of Finance Item for Assurance Part 1

EPRR Core Standards Self-Assessment Report Chief Operating Officer Item for Assurance Part 1

CNST Maternity Compliance Report / Ockenden Update Medical Director Item for Assurance Part 1

Green Plan (formally Sustainable Development Management Plan) QEF Managing Director Item for Assurance Part 1

QEF 6 monthly update report QEF Managing Director Item for Assurance Part 1

Well Led Review Action Plan Update / Closure report Company Secretary Item for Assurance Part 1

Freedom to Speak Up Guardian Report Exec Director of People & OD Item for Assurance Part 1 Y
Improving People Practices Update (now via POD Committee) Exec Director of People & OD Item for Assurance Part 1 v
WRES and WDES Report (6 monthly report March 23 and Sept 23) Exec Director of People & OD Item for Assurance Part 1

Quality Accounts Priorities 6 monthly update Chief Nurse Item for Assurance Part 1

People's Plan Briefing (dependent upon national publication) Exec Director of People & OD Item for Assurance Part 1

Maternity Integrated Oversight Report Chief Nurse Item for Assurance Part 1 v
Items for Information Part 1 & Part 2

Register of Official Seal Company Secretary Item for Information Part 1

Ad Hoc Items (i.e. items emerging during the year) Part 1 & Part 2

Trust Green Plan 2022-2025 annual updates QEF Managing Director Item for Assurance Part 1

Ockenden Next Steps and Assurance Visit Chief Nurse Item for Assurance Part 1

Communications Strategy Deputy Director of Corporate Services|ltem for Decision Part 1

Digital Strategy Deputy Director of Corporate Services|ltem for Decision Part 1

Estates Strategy Deputy Director of Corporate Services|ltem for Decision Part 1

Commercial Strategy Deputy Director of Corporate Services|ltem for Decision Part 1 v
Equality Diversity and Inclusion Strategy Deputy Director of Corporate Services|ltem for Decision Part 1 \
Finance Strategy Deputy Director of Corporate Services|ltem for Decision Part 1 \
People Strategy Deputy Director of Corporate Services|ltem for Decision Part 1 v
East Kent Maternity and Neonatal Services Investigation Report Chief Nurse Item for Assurance Part 1

Maternity Incentive Scheme Chief Nurse Item for Assurance Part 1 \
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