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Peter Griffiths, Chairman
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RESULTS

Richard Tyler, Chief Executive
AND ACTIONS

258-14 | Draft minutes of the meeting session held in public on 25 September 2014 13.10 1
for approval
Peter Griffiths, Chairman

259-14 | Matters arising and actions pending 13.15 10
Peter Griffiths, Chairman

260-14 | Update from the Chief Executive 13.20 12

STRATEG
265-14

Graeme Armitage, Head of Human Resources and Organisational Development
IC PRIORITIES

Quarterly update on delivery of Key Strategic Objective Three:

Operational Excellence

Richard Tyler, Chief Executive

261-14 | Patients: safe staffing and quality of care 13.30 16
Amanda Parker, Director of Nursing and Quality

262-14 | Operational performance: targets, delivery and key performance indicators 13.40 48
Jane Morris, Interim Head of Operations

263-14 | Financial performance: monthly update 13.50 56
Stuart Butt, Interim Director of Finance & Commerce

264-14 | Workforce 14.00 79
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97
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266-14 | Quarterly update on delivery of Key Strategic Objective Four: 14.25 101
Financial Sustainability
Stuart Butt, Interim Director of Finance & Commerce

ELECTRONIC PATIENT RECORD (EPR) - Update

267-14 | Electronic Patient Record (EPR) — Update 14.40 110
Jane Morris, Interim Head of Operations

GOVERNANCE

268-14 | Corporate Risk Register 14.50 112
Amanda Parker, Director of Nursing and Quality

269-14 | Board Assurance Framework 15.00 136
Amanda Parker, Director of Nursing and Quality

270-14 | Board Governance Assurance Framework — action plan update 15.10 156
Lois Howell, Interim Company Secretary and Head of Corporate Affairs

271-14 | Monitor Q2 Declaration (A) and Monthly Return (B) 15.20 172

Stuart Butt, Interim Director of Finance & Commerce
REPORTS FROM THE CHAIRS OF THE SUB-COMMITTEES TO THE BOARD (AND COUNCIL OF GOVERNORS)
272-14 | Clinical Cabinet 15.30 176

Richard Tyler, Chief Executive

273-14 | Board Outcomes Group 15.30 177

Lester Porter, Non-Executive Director

274-14 | Charitable Fund Advisory Committee 1535 178
Lester Porter, Non-Executive Director
STAKEHOLDER AND STAFF ENGAGEMENT

275-14 | Feedback from events and other engagement with staff and stakeholders 15.40 -

All board members

GOVERNOR REPRESENTATIVE AND NON-EXECUTIVE DIRECTORS

Observations from the Chairman, Non-Executive Directors & Governor Representative
Peter Griffiths, Chairman

MEMBERS OF THE PUBLIC

Observations from members of the public

Peter Griffiths, Chairman
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278-14 | Further to paragraph 39.1 and annex 6 of the Trust’s Constitution, it is proposed that 15.55 -
members of the public and representatives of the press shall be excluded from the
remainder of the meeting for the purposes of allowing the board to discuss issues of a
commercially sensitive nature.

Peter Griffiths, Chairman

PRIVATE AGENDA

COMMERCIAL-IN-CONFIDENCE

279-14 | Draft minutes of the meeting session held in private on 25 September for approval 16.00 180

Peter Griffiths, Chairman

280-14 | Contract Update 16.05 183

Stuart Butt, Interim Director of Finance & Commerce

281-14 | Business Case for IT capital investment 16.10 189

Stuart Butt, Interim Director of Finance & Commerce

282-14 | Community Services Feasibility Study 16.25 229

Richard Tyler, Chief Executive

283-14 | Project Initiation Document — Private and Overseas Patients 16.35 264

Richard Tyler, Chief Executive

284-14 | 18-week Recovery Plan 16.40 | To Follow
Richard Tyler, Chief Executive
NEXT MONTH’S AGENDA

285-14 | Draft agenda for next month’s meeting 16.50 268

Lois Howell, Interim Company Secretary and Head of Corporate Affairs

ANY OTHER BUSINESS (BY APPLICATION TO THE CHAIRMAN)

286-14 | Peter Griffiths, Chairman 16.55 -
Board of Directors: Sub-Committees Council of Governors
Public: 27 November at 13:00 Q & R: 04 November 2014 at 09:00 Public: 11 December 2014 at 16:00

Audit: 03 December at 14:00
CFAC: 18 December at 09:00
N & R: 29 January 2015 at 09:00
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Thursday 25 September 2014, 13:00 — 16:00, The Ark, Turners Hill,

Amanda Parker (AP) Director of Nursing & Quality

Welcome, apologies and declarations of interest
The Chairman opened the meeting and welcomed Ali Strowman who was representing
Amanda Parker at today’s meeting.

Apologies had been received from Brian Goode, Governor Representative and Amanda
Parker, Director of Nursing

GC apprised the board of a potential conflict of interest with regard to her position at Central
Surrey Hospital and the MSK contract, and agreed to update her existing Declaration of
Interest accordingly.

BH reminded the board that she was also Chair of the NCT which contracted directly with the
NHS (although not with QVH).

The Chairman asked report authors to assume that papers had already been carefully
scrutinised by the board in advance of today’s meeting and asked that in order to expedite
proceedings, presentations should focus only on areas of particular interest.

Patient Story

AS described an episode of sub-optimal care provided to a patient, which had taken place at
the end of 2013, and which she thought pertinent to bring to the board’s attention. The
patient’s subsequent complaint was upheld, and this resulted in changes in practice and
protocol.

The Chairman noted this was a timely reminder of why we were here; RT concurred and
noted the importance of learning from such episodes whilst providing assurance that
appropriate action was being taken.

GC suggested it might be useful for the board to receive a patient story first hand at the
meeting. LH agreed to seek to ascertain how other trusts addressed this key component of

Board of Director (public) September 2014
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board reporting. [Action: LH]

The Chairman thanked AS for her update and the board NOTED its contents.

227-14

Draft minutes of the meeting session held in public on 28 August 2014 for approval
AS advised that AP had requested item 203-14 be amended to read ‘A Never Event had
occurred within an offsite minor oral surgery clinic’.

Subiject to this revision, the minutes of the meeting were APPROVED as a correct record.

228-14

Matters Arising & Actions Pending
The board reviewed the current record of Matters Arising/Actions Pending, and the document
was updated as appropriate.

RT asked the board to consider items 144-14 and 157-14 in conjunction, and advised that the
outcome of the Green and Kassab review into the Estates function would form part of the
wider organisational review, due to commence in October. In the meantime, Estates planning
and capability updates would be provided as part of the Key Strategic Objective (KSO) 4
(financial stability). It was agreed to mark actions 114-14 and 157-14 as complete and
remove from the Matters Arising log.

229-14

Update on behalf of the Chief Executive
RT asked the board to note that in future, his monthly update would be in the form of a written
report. In the meantime, however, he provided a verbal apprisal including the following:

e The trust had not progressed as well as anticipated in either finance or operational terms
in August; additional details would be provided later in the meeting;

e Further to his recent discussions with the Medical Director and Director of Nursing, RT
informed the board he would be engaging external support to review the prevailing
theatres culture, (in context of compliance with the WHO checklist and other quality
metrics). JT sought clarification and RT agreed to circulate the detailed specification to
board members [Action: RT]

¢ In anticipation of a future CQC visit, RT, AP and LH would be meeting regularly to ensure
that the trust was adequately prepared.

e The Health Service Journal (HSJ) had identified QVH as one of the top 100 trust
workplaces in England. RT observed that whilst the staff survey was the main source of
data for the report, he had spent time meeting with staff throughout the trust and felt
assured that morale was at a reasonable level, despite current high workloads.

e The Finance and Operational teams would shortly start to provide the board with weekly
dashboard updates to enable it to remain apprised of in-year performance;

¢ RT and lan Francis had attended this week’s “5-Communities” public meeting in East
Grinstead, at which plans for development of the primary care infrastructure were
considered. RT reported that two of the surgeries within the town were considering a
combined solution, with an option to relocate to the QVH site, and he hoped to provide
further detail of this option appraisal exercise at next month’s board meeting. In the
meantime, RT was gratified by commissioners’ referral to a positive and productive
relationship with QVH.

o RT described the different approaches being taken across the region in the current
tendering exercise for dermatology services. He confirmed he was currently in
discussions with Sussex Community Dermatology Services about joint approaches to
secure delivery of more complex skin surgery. In the meantime, he asked the board to
note that Paul Banwell, (a plastic surgeon with specialist interest in dermatology) had

Board of Director (public) September 2014
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recently resigned, and therefore careful succession planning was required to ensure the
needs of future services were met;

¢ QVH was still in negotiations with the central Sussex consortium regarding Musculo-
Skeletal service contracts, but the impacts were still unknown;

e Project Initiation Documents contained within today’s private session of the board would
consider the next two aspects of the trust’s strategic work.

The Chairman thanked RT for his update, the contents of which were NOTED by the board.

230-14

Patients: safe staffing and quality of care
AS presented the monthly update on Patient care, highlighting the following:

o Safe staffing levels were maintained in August, despite increases in annual leave in the
month; areas of concern remained within Burns and the Intensive Treatment Unit (ITU);
Human Resources were reviewing recruitment opportunities;

e Under Quality and Risk Management, AS reiterated RT’s earlier report that, in response
to an executive evaluation of recent Never Events and SUIs, an external review of theatre
practice was to be undertaken. This would complement previously reported actions
including the Medical Director’s reiteration to medical staff of the trust’s expectations,
inclusion of medical staff in the Manchester Patient Safety Framework (MPSF)
programme and QVH signing up to the ‘Safety campaign’;

e A patient with a high body mass index (BMI), who was therefore at greater risk of skin
damage, had developed a grade two pressure ulcer following lengthy surgery; this had
affected the harm free care score in August. The board sought, and received, assurance
that preventative action was, and continued to be, taken;

¢ Consent targets fell in August, although AS assured the board they were back on track for
September;

e The Burns Unit had now re-opened; details of the action plan developed in response to
the recent healthcare acquired infection outbreak (HCAI) was contained in this month’s
report;

¢ Staff attitude and behaviour was identified as a continued theme within the Complaints,
Claims and Patient Experience report for August. AS outlined the direct actions which
were taken as a result of this and confirmed that a positive attitude was emphasised as a
priority at staff induction, through feedback on incidents, complaints, and in training on
customer care, conflict resolution and care and compassion;

e Patient feedback is currently good with a high Friends and Family Test (FFT) response
rate.

LP raised concerns that trust response to complaints appeared generic, and sought
assurance that issues were also addressed directly with individuals concerned. AS and SF
confirmed that all cases were actively managed, providing relevant examples. RT reiterated
the importance of emphasising values and behaviours, both at recruitment and induction
stages, to ensure all staff were cognisant of core standards. The Chairman asked if there was
any way of monitoring this trend; GA advised that casework levels in HR were usually an
early indicator but also concurred that whilst everything was done at corporate level to
mitigate risk, the trust did not hesitate to address individuals if incidents were wholly
attributable to poor behaviour.

AS reminded the board that whilst the rising trend in staff attitude and poor communications
complaints was of concern, the level of complaints Trustwide remained relatively low.
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The Chairman thanked AS for her update, the contents of which were NOTED by the board.

231-14

Operational performance: targets, delivery and key performance indicators

JM presented the operational plan for August, highlighting the trust’s failure to meet all three
aggregate 18-week targets; this included failure to achieve admitted targets in
ophthalmology, oral surgery and plastics, non-admitted targets in oral surgery and
rheumatology and open pathway targets in oral surgery, plastics and ophthalmology. JM
reminded the board of previously highlighted key risks and noted these were still valid for
September.

As figures had not been available in time for circulation of the board report, JM provided a
verbal update in respect of cancer waits, asking the board to note that the trust had failed its
62 day target.

RT drew attention to Monitor’s response to the trust’'s quarter 1 results; whilst it was
disappointing the trust had failed to meet its referral to treatment time (RTT) 18 targets, it was
reassuring that Monitor did not intend to take further action at this stage; RT felt it important
to acknowledge work undertaken by the team with the Department of Health's elective care
Intensive Support Team. Secondly, he highlighted the joint letter received last week from
Monitor, the Trust Development Authority (TDA) and NHS England requiring trusts to achieve
compliance with the RTT18-week wait standards by the end of November, and for these
standards to be met consistently thereafter. Additional above tariff resources would be
released to support trust delivery of these standards. Finally, RT updated the board on a
bulletin from NHS England, which set out the expectations on Clinical Commissioning Groups
(CCGs) in respect of the provision of specifics of service requirements.

GC raised concerns that in addressing targets, the trust could be building up a complex case
mix for the future; however SB provided assurance that addressing the 18-week target was
only one part of the overall picture. JM made a short presentation detailing total trajectories
for admitted and non-admitted patients which showed that the plan should stabilise in
October. However, SB asked to board to note that it was not possible to identify which
current outpatients might be converted to inpatients within the same timeframe

The Chairman noted that whilst the board already received updates on risks to achieving
targets and actions to mitigate these risks, the current format for the metrics published to
board members made it difficult to ascertain how many patients were currently waiting, and in
which categories. RT was hopeful the new weekly ‘flash’ report would go some way to
addressing this, but concurred it would be helpful for the board to monitor backlog reduction,
and would therefore consider how best to present this. [Action: RT]

JT asked for clarification on targets; for avoidance of doubt it was confirmed that, as from 1%
November 2014 the trust would be in a sustainable, compliant position in respect of the 18-
week target.

The Chairman thanked JM, RT and SB for the update, the contents of which were NOTED by
the board.

232-14

Financial performance: monthly update

SB reported that the trust remained ahead of its surplus plan for the year, at just over £1m,
consistent with the £2.2m planned surplus. However, performance was down compared to
previous months, due in the main to back pay claims from ophthalmic consultants, which had
resulted in a variance of £108k. SB explained that this related to an informal grievance which
had been managed outside formal trust process and accordingly was beyond budgetary
control. He was, however, working with GA to ensure this would not recur...
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SB highlighted rates of outpatient follow-up which were disproportionately greater than first
attenders, and could therefore be subject to commissioner challenge at a later stage. He
advised the board that he was also currently developing financial reporting processes to
ensure income and expenditure were better aligned.

SB reminded the board that a figure of £3.3m had been included in the 2014-15 capital
forecast; however, as the board was already aware, there had been significant slippage to
date. In order to address this in part, it had been suggested that plans for new anaesthetic
machines (currently included within next year’s plan) should be brought forward. RT
confirmed this had been discussed and agreed as a feasible option during a recent Clinical
Cabinet discussion. Due to its commercial sensitivity, the full business case was to be
considered at the private session of the board meeting, however in principle, the board
approved this as a sensible solution.

Accordingly, the board agreed that the trust should declare a capital forecast of £2.9m, to
include the cost of new anaesthetic machines, in its submission to Monitor.

JT queried underperformance within elective activity. SB advised this target was based on
the plan, giving a somewhat distorted impression and suggested focus on actual performance
rather than plan would provide a more accurate interpretation. (Additional detail was
contained within the contract report to be considered later on in the meeting).

The Chairman thanked SB for his update, the contents of which were NOTED by the board.

233-14

Workforce
GA presented the Workforce report for the month, highlighting areas of significance as
follows:

Sickness absence has returned to levels normally associated with this time of year; the HR
team continue to provide appropriate support to all managers in supporting sickness absence
cases. Whilst cases of stress and anxiety had reduced, GA commented there was still work
to do but as previously reported, the majority of cases of stress were not related to work.

GA highlighted a number of challenges within the recruitment team and its processes at
present, and set out some of the actions being implemented to address these; they included
changes to current line management arrangements, and the appointment of a new interim
Deputy Head of HR. Medical and general recruitment would also be combined in order to
streamline and improve current resources.

The results of an external report commissioned last month, focusing on recruitment initiatives,
were now available; resultant recommendations would be taken forward to improve
recruitment performance in support of operational services. Some examples included
development of the current Band 4 nursing roles and more targeted recruitment campaigns
for the future. Use of external agencies for recruitment in Europe was also under
consideration, however it was noted that there would be costs associated, with no guarantee
of recruiting staff with requisite specialist skills and expertise.

PAG raised particular concern with regard to recruitment of domestic staff. Whilst
acknowledging there were issues with pay and working conditions, GA observed it was
difficult to retain staff once recruited, and issues within the department needed to be tackled
separately.

Tracking systems indicated recruitment was taking an average of 5-6 weeks (despite an
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optimal timescale of 4-5 weeks), however, GA reminded the board that the recruitment team
was currently managing under difficult circumstances. The Chairman asked for future board
reports to include data relating to recruitment. [Action: GA]

The board NOTED the contents of the update.

234-14

Quarterly update on delivery of Key Strategic Objective (KSO) 1: Outstanding Patient
Experience

AS presented an update on the Outstanding Patient Experience objective, summarising
progress made against priorities identified for this financial year. Feedback indicated that the
most important element of outstanding patient experience related to staff attitude, politeness
and NHS values.

GC queried progress in attaining the bronze Food Charter Mark. It was agreed that standard
of food was a key component of patient experience, although at present the trust was ranked
in the bottom 20% of the country. The board was unanimous in its desire for this to be
addressed as a priority.

LP queried whether KSO1 was sufficiently ambitious in respect of new technology; he was
assured by JM that there was overlap between KSO1 and KSO3 (Operational Excellence)
which contained considerable aspiration in terms of Information Technology.

The Chairman thanked AS for her summary, the contents of which were NOTED by the
board.

235-14

Quarterly update on delivery of Key Strategic Objective (KSO) 2: World Class Clinical
Services

SF explained how the trust was working towards providing world class clinical excellence by
developing and demonstrating highest standards of safe, effective, efficient care, training and
innovation.

GC commended SF for the improved reporting format but queried whether this was designed
to encompass all staff or just medical teams. RT described how the decision to engage with
consultants in the first instance had been reached, and explained this would be developed
further in time to include, for example, therapists.

Whilst noting this was still very much a work in progress, JT requested additional detail
regarding delivery dates [Action: SF]

RT noted the enormous volume of work contained within the plan, and SB highlighted the
importance of aligning such an ambitious plan to funding. LP raised concerns regarding the
number of projects planned over the next five years and queried whether a trust the size of
QVH currently had sufficient resources to meet these objectives.

The Chairman thanked SF and the board NOTED the contents of the quarterly update.

236-14

Stakeholder Engagement Strategy

The board had previously agreed to update its stakeholder engagement plan; accordingly LH
had developed a plan describing the trust’s main stakeholders, including key methods by
which it engages with bodies and individuals.
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During appraisal, it was suggested the plan be amended to include politicians, local
councillors and Brighton & Sussex University Hospitals NHS Trust (BSUHT).

Subject to these changes, the board RECOMMENDED the plan, and AGREED to schedule
an annual review to ensure it continued to engage effectively with those bodies and
individuals who have an influence over, an interest in, or are affected by, the trust’s
performance and continued existence.

237-14

Corporate Risk Register (CRR)

AS presented the latest version of the Corporate Risk Register (CRR) which provided a
review of existing risks, whilst highlighting new or changing risks.

The Chief Executive sought clarification in respect Risk ID 388 ‘failure to deliver safe
healthcare .... training/recruitment’; it was agreed this would be amended to provide a clearer
explanation. [Action: AP]

The Chairman thanked AS for her update the contents of which were NOTED by the board.

238-14

2014 Emergency Preparedness Resilience and Response (EPRR) board assurance
AS reminded the board of its requirement to complete a self-assessment and to submit a
statement of readiness to NHS England (Surrey and Sussex Area team) stating compliance
against national requirements of EPRR core standards.

AS advised all outstanding areas were now compliant, and confirmed any remaining ‘red’
areas were not applicable to QVH.

After due consideration the board RECOMMENDED the content of the self-assessment and
APPROVED the statement of readiness.

The Chairman thanked AS for her update and the board NOTED its contents.

239-14

Canadian Wing Action Plan update

LH provided an update on the Canadian Wing action plan.

Whilst acknowledging a number of actions were now overdue, LH confirmed she would
continue to work with GA to pursue completion of outstanding matters and was confident of
an improvement in rate of completion by the time of the next quarterly update.

RT informed the board that once the plan was complete he would take stock of cultural
improvements, and report findings to the board in late November/early December [Action:
RT]

The board NOTED the contents of the report

240-14

Trust Standing Financial Instructions, Standing Orders and Scheme of Delegation

SB reported that, in accordance with its regular review of its policies, the trust Standing
Financial Instructions, Standing Orders and Scheme of Delegation had been updated. SB
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confirmed that these documents had been reviewed by the Audit Committee at its meeting on
17" September, and recommended to the board for approval (subject to some minor changes
identified within the report).

BH suggested that policy review dates be adjusted to align with the outcome of the
forthcoming Board Governance Review. Taking this suggestion into the account, and subject
to the proposed amendments, the board APPROVED the Standing Financial Instructions,
Standing Orders and Scheme of Delegation.

241-14 | Safeguarding Annual Report

The Child Protection and Safeguarding Annual report was presented to the board to provide
assurance that the trust was fulfilling its statutory responsibility to safeguard children and
young people as set out in Section 11 of the Children’s Act 2004.

The board NOTED the contents of the report.

REPORTS FROM THE CHAIRS OF THE SUB-COMMITTEES TO THE BOARD

242-14 | Clinical Cabinet

RT presented an update of Clinical Cabinet meetings held on 1% and 15" September, asking
the board to note, in particular, the following:

e A Trauma Review Group had been established to undertake a detailed option appraisal
on the extension of trauma capacity; the group was due to report its findings at the
beginning of November;

e In endorsing the existing Professional Leave policy, the Clinical Cabinet had expressed
approval of the need to implement the policy across the trust in a fair and consistent
manner.

The board NOTED the contents of the regular update.

243-14 | Quality & Risk Committee

GC presented a report from the recent Quality and Risk Committee, highlights of which
included:

e Adiscussion around how best the trust could engage with the new national patient safety
campaign; GC noted this would link into further quality initiatives enabling the trust to gain
support from other bodies;

o The Executive Governance Committee had identified a requirement for additional
assurance regarding their understanding of risk priorities; this would be addressed at the
next Clinical Governance meeting;

e Concern had been raised at the practicality of adjusting the Commissioning for Quality
and Innovation (CQUIN) target relating to the World Health Organisation (WHO) checklist
which had now been increased to 100% compliance. AP was currently seeking further
clarification from commissioners, but in the meantime it was recognised there would be
financial implications associated with this change.

The Chairman thanked GC for her report, the contents of which were NOTED by the board.

244-14 | Council of Governors
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LH summarised highlights of the Council of Governors’ meeting which had taken place on
11" September. Allocations to committee members and Lead Governor roles were proposed
and agreed. Chris Orman had succeeded lan Stewart as the new Vice Chair of Governors.

The board NOTED the contents of the report.

STAKEHOLDER AND STAFF ENGAGEMENT

245-14 | Feedback from events and other engagement with staff and stakeholders

RT reminded the board that he had attended the CCG’s "5 Communities” meeting in East
Grinstead earlier this week. In addition, he had been undertaking regular walkabouts and
meeting with staff and patients. He was assured that staff morale appeared positive, despite
high workloads

GOVERNOR REPRESENTATIVE & NON-EXECUTIVE DIRECTORS
246-14 | Observations from the Chairman, Non-Executive Directors and Governor
Representatives

The group overseeing the governance review would comprise BH, RT, LP and BG. Terms of
Reference (ToRs) would be circulated to the board. [Action: LH]

MEMBERS OF THE PUBLIC
247-14 | Observations from members of the public

A member of the public in attendance, (also a staff governor), urged the board to be mindful
of resources within Orthodontics in view of proposed increased activity.

EXCLUSION OF THE PRESS AND PUBLIC

248-14 | Further to paragraph 39.1, and annex 6 of the Trust’s Constitution, it was agreed that
members of the public should be excluded from the remainder of the meeting in order to
enable the board to discuss confidential information concerning the trust’s finances and
matters of a commercially sensitive nature.
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September 2014 meeting

1. | 226-14 Evaluation of optimum methods with which to present LH 30.11.14 09.10.14: Practice at other Trusts to be Pending
‘Patient Experience’ stories to the board. reviewed and discussed with DoN

2. | 229-14 Board to be apprised of specification for external | RT Oct 09.10.14: Specification circulated to BoD on Complete
review into prevailing theatres culture. 09 October

3. | 231-14 | Waiting list data to be enhanced to provide additional RT Oct 21.10.14: To form part of board update on Complete
information relating to backlog reduction, and details of 18-week recovery plan. On October board
plan —v- progress. agenda.

4. | 233-14 Future Workforce reporting to include recruitment | GA Oct 21.10.14: Recruitment metrics included in Pending
metrics. October update and future reports

5. | 235-14 Clarity on project delivery dates to be provided as part | SF Dec 21.10.14: Next update due December Pending
of future KSO2 quarterly reporting.

6. | 237-14 Additional clarification to be provided within description | AP Oct 21.10.14: Risk now removed from risk Complete
of Risk ID 388 (‘failure to deliver safe healthcare .... register, as within BAF risks, GA has risks
training/recruitment’) identified that cover recruitment which is the

specific issue which had escalated this this.

7. | 239-14 Following completion of action plan, changes to culture | RT Dec Pending
and practice within C-Wing to be identified and
reported to the board.

August 2014 meeting

8. | 223-14 Board to be apprised of planning timetables for two- | LH Sept 15.09.14: Details to be circulated by email. Overdue
year and five-year annual plans. Oct 09.10.14: Details to be included in DoF’s

paper to Board
July 2014 meeting

9. |175-14 Occupancy and staffing levels to be reviewed to | AP Oct 07.08. 14: Review to be undertaken on Complete
ensure no direct correlation with recent infection issues conclusion of current outbreak and completion
on Burns Ward. of action plan and Root Cause Analysis

09.10.14: Staffing review showed an increase
in RMN support required prior to each
outbreak. This has been flagged to the
operational team to ensure they have a
department al induction which covers Infection
Control, and that staff ensure policy is
followed.
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10.

178-14

Board to attend Safeguarding training

AP

Sept

Oct

07.08.14: Board to receive Annual
Safeguarding Report

07.08.14: Safeguarding training to be included
as part of October board seminar

21.10.14: Seminar on October agenda

Complete

Complete

11.

181-14

Further consideration as to which directorate risk
management should sit under, as part of wider review
of Executive workload.

RT

Dec

This will form part of the wider organisational
review which will start in October 2014
21.10.14: Review has commenced, not
expected to conclude until December

On-track

June 2014 meetin

g

12.

146-14

JM to raise concerns with Programme Board in respect
of allocation of accountabilities for breaches.

JM

Oct

14.07.14: Initial concerns raised by QVH at
Programme Board beginning of July. Issue
will be on-going over the next few months as
part of the wider work relating to 18-weeks. JM
to provide update after the next Programme
Board in September.

21.10.14: Update included in September
Board paper. Matter is the subject is regular
discussion at Programme Board. Audit of all
late referrals currently in hand; results to be
discussed at Programme Board when known.
Majority of late referrals relate to dental work
commissioned by NHS England.

Complete

May 20

14 meeting

13.

117-14

Deputy Director of Nursing to attend future board
seminar to provide update on Leadership
Development.

LH

26.06.14: Dep DoN to attend Board seminar
session in November to provide update

Pending

14.

136-14

Monitor’'s “Well-Led” assessment framework to be
implemented as part of the governance review.

LH to liaise with RT regarding next steps, and board to
be updated accordingly.

LH

08.07.14: Presentation to be made to October
Nomination & Remuneration Committee
15.09.14: Well Led Review template to be
used as framework for Board self-assessment
commencing at December away day.
21.10.14: Current Governance Review led by
Chair Designate to be based on Well —Led
Framework

Pending
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Queen Victoria Hospital m

NHS Foundation Trust

Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 260-14
Report from: Chief Executive
Author: Richard Tyler
Report date: 22 October 2014
Appendices: A:CEO Report

Chief Executive’s Report

1. Following discussion with the Board and the Council of Governors and reflecting best
practice as suggested by the Board Governance Assurance Framework, this is the
first formal written Chief Executive’s report.

2. The aim of the report is to provide an opportunity for the Chief Executive to reflect on
the key internal and external issues that have impacted on the Trust during the
previous month.

3.  The report is divided into two sections. The first focuses on issues that are specific to
the Trust, focusing on both in-year performance and longer term strategic
developments. The second section highlights a number of external issues that are
considered to be relevant to the Board.

4.  The report is not intended to replicate the detailed individual reports provided
elsewhere on the agenda but rather to draw attention either to specific issues or to
potential linkages between specific issues as they appear in the individual reports.

5.  Asthis is the first version of a new report comments are welcomed on both format and
content.

6. The Board is asked to NOTE the report.
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Queen Victoria Hospital NHS|

MHS Foundation Trust

Chief Executive’s Report
October 2014

TRUST ISSUES

Quality — staffing

1. The Quality & Risk report identifies the top six risks identified across the Trust in
September. The risk | would highlight to the board is risk 749, recruitment of appropriate
nursing, non-clinical and medical staff/skill mix. The workforce report highlights a vacancy
rate of 12.4%, with the highest levels of vacancies in ITU, burns, corneo-plastics, theatres
and Canadian Wing. This is having a knock on effect on agency usage, with increases in
all of the above areas. Whilst we are maintaining safe staff levels, as evidenced by the
safe staffing report, we need to be alert to possible implications for the quality of care that
is provided.

2. Performance against the Friends & Family Test for both in-patients and outpatients is
down in September, and the number of complaints relating to ‘uncaring’ staff has
increased over the last three months. To this end | have tasked the Head of Human
Resources & Organisational Development with reviewing and revising our approach to
recruitment and retention as a matter of urgency.

Finance — Income Volatility

3. The Board will note that, whilst we remain on track to deliver our planned surplus, income
has been behind plan during August and September. In terms of activity this is reflected
in lower than expected levels of in-patient activity. | have asked the Director of Finance to
undertake a more detailed analysis of these changes in order for us to both plan more
effectively for 2015/16 and to provide assurance as to the robustness of our forecasting
for the remainder of 2014/15. | have also tasked the Head of Operations with ensuring
that we are maximising our capacity for the second half of the year to ensure that our
activity plans are brought back on track. This in turn is linked to the delivery of our 18
week target as noted below.

Performance — 18 week recovery plan

4. Delivery of our current recovery plan has continued to show a reduction in the number of
patients waiting over 18 weeks, however it is extremely disappointing to note that we will
not have achieved the sustainable position we were predicting by the end of quarter 2. |
have been working with the Director of Finance and the Head of Operations to revise our
existing predictions and a detailed paper is included later on the agenda.

5. In parallel with our internal recovery plans, NHS commissioners have been tasked with
agreeing additional activity plans with providers to ensure that all 18 week targets are
achieved with effect from the beginning of December. As part of this process we have
negotiated additional activity and we are currently organising additional weekend lists to
run during November. At the time of writing the details are being finalised and an update
will be provided at the Board meeting.
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MHS Foundation Trust

Staffing — Industrial Action

6. As the Board will be aware, a number of the healthcare unions undertook industrial action
during the week beginning 13" October. On 13™ October a small number of staff took
action between 7am and 11am but this did not have a direct impact on patient care.

Business Developments — Our five focus areas

7. Community Facing Services: | responded on behalf of the Board to our local
commissioners with a letter of support for the 5 Communities Plan. Essentially the plan
aims to improve the capacity and capability of primary care and community services to
manage more people safely in their own homes and community. The next stage in our
proposed development of community services is included later on the agenda.

8. Burns & Trauma: NHS Specialised Commissioning has confirmed that the Burns service
will continue to have derogation for another year. This follows a review by the London
and South-East Burns Network (LSEBN) who reported as follows; The LSEBN therefore
are very happy to reassure commissioners that in their opinion the level of care provided
by East Grinstead with the burns that they admit from serious to minor is of the highest
level and commiserate with the standards expected anywhere in this country. It is
therefore very reasonable in the absence of a further set up that East Grinstead continue
to treat burns and the derogation of some of the standards is safe.

9. Overseas activity: Following discussion at Clinical Cabinet we are working with
Healthcare UK a body created by UK Trade & Investment and the Department of Health
to develop specific health offerings for the overseas market. As part of this development
two of our senior staff will be attending a Strategic Support Programme in December
which is designed specifically for NHS organisations interested in developing an overseas
offering. The next stage in our proposed development of overseas and private activity is
included later on the agenda.

NATIONAL & REGIONAL ISSUES
Ebola epidemic

10. The Board will be aware of the heightened media attention currently being given to the
Ebola epidemic in West Africa. Although there is currently no increase in the threat to the
UK, the NHS nationally and locally is undertaking a series of exercises to ensure
appropriate levels of preparedness are in place.

11. To this end the Sussex Local Health Resilience Partnership (LHRP) is to hold a multi-
agency exercise on 30" October. This will be attended by Ali Strowman, Deputy Director
of Nursing on behalf of the Trust. We have also distributed information to clinical staff
regarding actions to take in the event of any individual patient concerns.
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CQC Inspections

12. The Daily Telegraph reported that 65 hospitals out of 82 so far inspected under a new
Ofsted-style regime by the Care Quality Commission have been rated inadequate or
required improvement when it came to safety. The CQC said it had found ‘widespread
evidence’ of staff shortages affecting patients, with call bells unanswered for long periods,
and the elderly left to suffer falls because staff did not come to their aid.

13. Just one in three hospitals received an overall ‘good’ rating and only one hospital, Frimley
Park in Surrey received the top ranking of ‘outstanding’, according to the report detailing
the first year’s findings.

14. As discussed at the last Board | have tasked the Director of Nursing and interim Head of
Corporate Affairs with undertaking a review of existing levels of compliance with core
CQC standards as part of our internal assurance ahead of an inspection which we
assume will take place sometime next year.

The Dalton Review

15. Sir David Dalton, Chief Executive, Salford Royal NHS Trust has been undertaking a
review into NHS provider sustainability, considering evidence on the potential for
providers of NHS services to develop different organisational forms, and considering
opportunities to be more flexible and innovative. Sir David will report his findings in
October 2014.

16. The Kings Fund is holding a special one day conference on 24" November with Sir David
as keynote speaker and offering the opportunity for discussion and debate. As the Board
will recall we have contributed to this debate via the Foundation Trust Network and |
continue to be involved via the small hospitals group.

Monitor — Board Strategy Guide
17. Monitor has published Developing Strategy — what every board member should know. It

is available from their website and may provide some useful background ahead of the
Board development session planned for early December.

Richard Tyler
October 2014
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MHS Foundation Trust

Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 261-14
Report from: Director of Nursing
Author: Amanda Parker
Report date: 22 October 2014
Appendices: A:Committee reporting

B:Safe staffing
C:Never event summary
D: Patient experience, complaints & claims

Patients: safe staffing and quality of care

Key issues

1.

This report provides information on:

o Safe staffing and whether safe staffing levels are being achieved as per national
recommendations and information on how safe and well led each ward is. (Appendix
2).

e Quality and risk management with information provided on quality and safety
metrics and incident management (Appendix 2).

e Infection prevention and control issues and actions.

o Information on new and closed complaints, claims and patient experience feedback.
(Appendix 4).

Safe Staffing

2.
3.

Safe staffing levels were achieved throughout September.

Areas of concern are vacancy rates and an increasing use of agency staff.

Quality and Risk Management

4.

7.

Following the never event involving the extraction of a wrong tooth in a clinic environment
an investigation summary is provided.

One serious incident was reported to the Clinical Commissioning Group in September
following a patient falling in the car park which resulted in a fractured hip.

Quality metrics that have not achieved their target have been addressed with the relevant
staff groups.

Complaints have increased during September with staff attitude remaining a key theme.

Infection Control

8.

Infection control concerns being addressed are;

e The risk of Ebola, the trust has disseminated information for staff and will be
participating in a local multi-disciplinary exercise during October to confirm the local
health economies preparedness.
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Complaints, Claims and Patient Experience

9. There were ten complaints acknowledged during September these are under investigation
and progress is reviewed monthly by the chief executive and director of nursing. For all
closed complaints letters sent are signed by either the chief executive or director of nursing.

10. Any action identified as the result of a complaint is monitored through the monthly clinical
governance group and good progress on closure of actions is reported by the DN.

11. Staff attitude and behaviour is a continued theme — A number of direct actions continue to
be taken including information at induction, feedback on incidents/complaints and delivery
of training; customer care, conflict and care and compassion. Managers discuss with staff
at their individual appraisal where it is linked to their demonstration of the trust core values.

12. Patient feedback is good though our net promoter scores are lower than previously (below
80). Changes are being made to the scoring of the FFT and from October this will be
presented as a percentage figure.

Implications of results reported
13. Additional agency and bank staff have been required as a result of vacancies on wards.
Action required

14. Recruitment of substantive staff to reduce reliance on agency and bank staff.
15. Investigation into patient fall resulting in a fractured hip.

Link to Key Strategic Objectives

¢ OQutstanding patient experience
e World class clinical services

e Operational excellence

¢ Financial sustainability

¢ Organisational excellence

16. The issue raised can potentially adversely affect all of the trusts KSO’s however many also
support the KSOs and demonstrate that the trust is proactive in reporting and investigating
incidents and complaints to improve care to patients.

Implications for BAF or Corporate Risk Register
17. The corporate risk associated with the recruitment of staff remains at a rating of 16.
Regulatory impacts

18. Nothing within the report has an impact on our ability to comply our CQC authorisation nor
our Monitor governance risk rating or our continuity of service risk rating. However both are
aware of the never event and this has been formally discussed with Monitor.

Recommendation

19. The Board is recommended to NOTE the contents of the report.
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QUALITY & RISK INFORMATION REPORTING STRUCTURE

APPENDIX 1

Paper

Board

Q&R

Clinical Cabinet

Clinical Governance
Group

Other

Safe Staffing

Monthly staffing
summary by ward
DH requirement.
Monthly assess
summary and actions

Previous quarter
staffing stats.

6 monthly acuity
assessment prior to
Board

Monthly summary and
triangulation report.
G112 report

Infection Control

Targets in dashboard.
Risks — register
Incidents — incident
report

Annual report

Committee activity
each quarter.
Annual report.

Monthly report

Relevant incidents /
risks reviewed here

Infection Control
Committee quarterly —
policy approval.

IPACT monthly meeting

Incidents

Sl and never event
summary and action
plan.

Strategy ratification
Annual report

Sl and never event
reports.

Triangulation incidents
/ complaints / claims /
risks.

Policy ratification.
Annual report

Sl and never event
reports and incidents,
action summary and
trends.

Sl and never event
reports.

Incidents
Monitors all action
progress.

Policy approval.
Review DN / CEO

Complaints / Claims
etc

Monthly report
detailing complaints.
Exec overview

Annual report (DH req)

Quarterly report
summarising trends.
Action.
Triangulation with
incidents etc.
Annual report

Monthly report

Monitors all actions
progress

Patient Experience
each quarter

Risk Register

Monthly movement

Changes / 2 months

Risk register exec

Monthly risk register

from front CC and new and deep dive | challenge scrutiny
x1.
KSO review x 1yr full
Quality Account Briefed quarterly Full quarterly update Report and ... Variety of other areas —
update on progress. on progress background patient experience,

In dashboard
Annual Report

Quarterly update

FFT, complaints, WHO,
theatre user group

CQUIN

Briefed quarterly
update on progress. In

Full quarterly update
on progress

Report and ...
background.

Variety of other areas —
patient experience,
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Paper Board Q&R Clinical Cabinet Clinical Governance Other
Group
dashboard. Quarterly update FFT, complaints, WHO,
Risks to action theatre user group
escalated.
BAF In full x 1yr ? Audit committee in full

Quarterly abbreviated

quarterly

Emergency planning

Annual report.
Policy approval (CCA
requirement)

Quarterly summary

Monthly report.
Policy approval

Adult Safeguarding

Annual report

Annual report.

Specific issues
escalated

Monthly summary

Professional network

Paediatric
Safeguarding

Annual report

Annual report.

Specific issues
escalated.

Monthly summary

Paediatric Group -
detailed report.
Professional network

Board of Directors 30 October 2014

Page 19 of 179




Patients: Safe Staffing and Quality of Care

Introduction

The attached report provides an update on the quality performance of the trust in respect of safety, effectiveness and patient experience. Key national, regional and local

metrics are reported within the trust dashboard which is attached within relevant sections of the report along with the monthly complaints report that provides the detail

around complaints raised. Performance is described on an exceptional basis with a RAG (red/amber/green) rating used for guidance to highlight areas of concern.

To provide the board with the context of how areas of quality performance are monitored, managed and challenged prior to information being provided to the board of

directors a summary is provided at Appendix 1 of quality areas and their path and format through the trust committee structure.

Safe Staffing

1.

During September all areas were deemed to have safe staffing levels, where shifts were unfilled due to short notice sickness or in some instances failure of agency
staff to attend staff were redistributed and the site practitioner and trauma co-coordinators utilised to ensure safe levels of staffing.

2. Areview of ward metrics (Appendix 2) indicates that vacancy rates have increased within the ward area and of note is that the use of agency staff has increased
versus the use of bank staffing. This has impacted on all areas pay budget. Recruitment is reflected within the risk register and the Head of HR is aware of the DN’s
concerns that recruitment to nursing vacancies appears to currently be challenging.

e 2013/14 Year to
Source DESCI’IpFIOn (Aclivity per 1000 spells is based on HES Data which is the number of inpatients discharged total / Target Quarter 1 Quarter 2 Quarter 3 Quarter 4 date
per month including ordinary, daycase and emergency - figure /HES x 1000)
average actual
April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Margaret Duncombe Registered Day 112% 103.30% | 111% 103% |102.30% | 100%
Margaret Duncombe Support Day 114.50% 100% 94% 95% 97% 101.60%
Margaret Duncombe Registered Night 101% 95.90% 100% | 102.30% 98% 98.90%
Margaret Duncombe Support Night 106% 97.10% | 96.90% 100% 100% 100%
Ross Tilley Registered Day 73.40% 97.40% | 95.90% | 102.70% | 98.30% 101%
Ross Tilley Support Day 69.40% 86.70% | 89.70% 100% 101% 100%
Ross Tilley Registered Night 78.70% 95.70% | 94.30% | 95.20% | 97.70% 100%
4] Ross Tilley Support Night 70.70% 97% 92.90% | 92.60% | 82.80% 100%
% Peanut Registered Day 100% 93.90% 101% 95.30% | 92.90% | 98.90%
E Peanut Support Day 106.10% 97.20% 100% 100% 103% 100%
ﬂ Peanut Registered Night 100% 98.40% | 98.40% | 98.40% | 94.80% | 98.30%
é Peanut Support Night 100% 100% 100% 100% 100% 100%
0 Burns Registered Day 86.40% 92.50% | 93.60% | 98.90% | 95.70% | 100%
Burns Support Day 113% 103% 108% | 105.70% | 90.90% | 100%
Burns Registered Night 96.50% 98.30% 103% 100% 91.80% 100%
Burns Support Night 87.50% 92.90% | 92.90% | 105.50% | 150% 100%
ITU Registered Day 98.60% 93.30% | 94.70% | 97.70% | 92.50% | 98.30%
ITU Support Day 128% 94.70% | 94.40% 112% 100% 110%
ITU Registered Night 90% 96.20% | 87.10% | 94.50% | 98.90% | 98.10%
ITU Support Night 110% 100% 100% 100% 93.30% 100%

3.

Two areas; Margaret Duncombe and the Burns unit saw patients develop a grade 2 pressure sore. Both of these are under investigation as to whether there was
any failing in the nursing care provided that may have prevented their occurrence.
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Commissioning for Quality and Innovation (CQUIN)

4. The quarter two summary report is currently being compiled and will be presented to the Clinical Cabinet in November.

5. Approval of payment for quarter 1 CQUIN monies has been received from the CCG.

6. Metrics achieving below the expected target for September include the return rate for the inpatient friends and family test (FFT) which was below the monthly 30%
target. This is disappointing and ward staff have been requested to ensure that all patients are provided the opportunity to provide feedback. This percentage score
does not impact on the final CQUIN measure which requires achievement of 30% for quarter 4.

7. Overall scores for both inpatients and MIU attenders for the FFT were below the trust benchmark of 80 however scores of extremely likely and likely to recommend
are in excess of 97 and 92 % respectively.

8. InJuly the NHS undertook a review of the use of the net promoter score and from October all data will be presented as a percentage score of patient extremely
likely and likely to recommend the trust alongside a score of those extremely unlikely and unlikely to recommend the trust.

9. For September this would provide a score of 100% inpatients recommending the trust and 0% not recommending the trust and 98% of MIU attenders
recommending the trust and 0.9% who would not recommend the trust.

il el Iy B L Quarter 1 Quarter 2 Querter 3 Querter 4
Aug Nov Dec Jan Feb Mar

100% >95%
100% 0/100
86% >80
NEW 30%
85% >80 | | | 76
NEW 20%

z

8 NEW >4

(@] Recommend
93% 90%
100% 90%
89% 90%
— 65%
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2013/14
Description (Activity per 1000 spells is based on HES Data which is the number of inpatients discharged Year to
Source per month including ordinary, daycase and emergency - figure /HES x 1000) a:lc:?algle Target Quarter 1 Quarter 2 Quarter 3 Quarter 4 date actual
April | May Jun Jul | Aug | Sep Oct | Nov | Dec Jan | Feb | Mar
— NA Informatiion sum=bmitted to CCG during June 2014 Reported twice yearly
100% NA M e
100% Y/N
100% >95% 92%
z
3 100% >95%
o
o — TBC Baseline identified & reported Reported 1/4ly Reported 1/4ly Reported 1/4ly
90% by end Q2 &
9 9 .509 9 R ted 1/41
100% >95% by end Q4 47% 90.50% 89% eporte y Reported 1/4ly Reported 1/4ly
96% >95% 91% | | | | -
NEW Quarterly report submitted Quarterly report submission Quarterly report submission Quarterly report submission
NEW Quarterly report submitted Quarterly report submission Quarterly report submission Quarterly report submission
Quality Account

10. The quarter two summary report is currently being compiled and will be presented to the Clinical Cabinet in November.

e [DeE1BNn pety 0 ke o ot psne | | Targa Quarer Quarer Quarer Qs | e
average
April | May Jun Jul | Aug | Sep Oct | Nov | Dec Jan | Feb | Mar
> § < NEW 80% Quarterly report submitted Reported 1/4ly Reported 1/4ly Reported 1/4ly
§ § § NEW 50% incr from Q1 Quarterly report submitted Reported 1/4ly Reported 1/4ly Reported 1/4ly
o< NEW Commence reporting Quarterly report submitted Quarterly report submission Quarterly report submission Quarterly report submission

Clinical Indicators

11. Quarter one saw an increase in the unplanned transfer out rate compared to the average score for 2012/13. The overall trend for unplanned transfers out is not
upwards and we might expect to see some variation in one quarter, due to smaller numbers/chance. The medical director Dr Fenlon is monitoring
transfers/outcomes and information was presented at the last joint hospital audit meeting.

12. The overall trend figures for readmission is upwards and these are currently being reviewed and will be presented at a future joint hospital audit meeting.
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Sour [DERCTOn ey 10 i €S nrert ot | oty | g Quarr Quarr Quarr Qurers | et
average
April | May Jun Jul | Aug | Sep Oct | Nov | Dec Jan | Feb | Mar
o g % Unplanned patient return to theatre within 24 hours (ORSOS Data) 0.36% 0.35% 0.35%
% § i Unplanned patient return to theatre within 7 days (ORSOS Data) 0.92% 0.70% 0.70%
é g g Surgical mortality (excludes Burns) 1 1 1
Sl ; £ Burns mortality 1 1 1
% ;é g Unplanned transfers out (HES Data) 0.28% 0.46% 0.46%
g& Unplanned re - admission (HES Data) *final figure (includes end of month crossover cases). 1.29%* 1.39% 1.39%

Patient Experience

13.

14.

15.

16.

17.

During September the annual National Cancer Survey was published. Overall the trust achieved good scores and was rated within the top ten trusts for England.
QVH scored among the top 20% of hospital trusts in England for 38 of the 56 questions patients were asked about the hospital and only scored worse than average
for four questions.

QVH achieved the top scores out of all 153 trusts for 11 of the questions, including:
Giving a complete explanation of test results in an understandable way (91%)
Giving understandable answers to important questions all / most of the time (95%)
Patient confidence and trust in the doctors treating them (94%)

Patients able to discuss worries or fears with staff (80%)

Patients always feeling treated with dignity and respect (94%)

Families given all information needed to help care at home (80%)

The Macmillan nurses have reviewed the areas for improvement and their action plan will be reviewed and monitored by the patient experience group.

Macmillan also released a statement from Carol Fenton, General Manager for Macmillan Cancer Support in South East England who said, “We congratulate QVH for
achieving some of the best results in the recent patient experience survey. We know that the support and care people receive is as important as their actual

treatment, and can make all the difference between coping with cancer and finding it a real struggle."

The survey was carried out by Quality Health on behalf of NHS England. The national results, along with individual trust reports, are available from

http://www.quality-health.co.uk/surveys/national-cancer-patient-experience-survey.

In addition to inpatients and MIU FFT scores OPD and Sleep disorder centre scores are below the trust target of 80 however their percentage scores are 97 and 98%

respectively suggesting that patients would recommend these areas of the trust.
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18. Complaints received during September totalled 10 the full report is attached at Appendix 3.

19. Areas of note are; that staff attitude and communication remains the main areas raised by complainants. This is a decline from last year however this will be raised

20.

specifically to medical and nursing colleagues who receive the highest number of complaints.

Five complaints were closed during September of which 3 were upheld. Actions identified through a specific complaint are monitored for completion by the Clinical

Governance Group each month. Currently there are no outstanding actions.

21. Two new claims were received during September and these will be followed up and reported on to the Quality and Risk committee.

Sourc [DERCOn sy 10 i €t s | o) | Trge Quarer Quarr Quarr s Qurers | e,
average
April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Complaints per 1000 spells 4.7 6.9 6.6 6.7 1
Claims per 1000 spells 1
FFT Score acute in-patients 86% >80 75 1
% score for likely and very likely to recommend QVH >90%
FFT score MIU 85% >80 76 77 7 75 62

8 % score for likely and very likely to recommend QVH >90%

.§ FFT score OPD 82% >80 74 1

% % score for likely and very likely to recommend QVH >90%

e FFT score DSU 93% >80

§ % score for likely and very likely to recommend QVH >90% 76
FFT score Sleep disorder centre 76% >80 74 76 78 73 76 98%
% score for likely and very likely to recommend QVH >90% #DIV/O!
FFT score Therapy NEW
Mixed Sex accommodation breach 0 0
Patient exp_eri(_ance - Did you have enough privacy when discussing your condition or - >00%
treatment (indicates a yes response)

Patient Safety

22. Pressure injuries are known to be a risk to patients on admission hospital and if acquired whist in hospital to potentially extend the patients length of stay. During

September 3 (Grade 2) hospital acquired pressure ulcers were reported. One of these related to an intubation tube and the anaesthetist involved has been

informed so they can review their practise. Full root cause investigations are underway for the further two injuries.
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23.

24.

25.

26.

27.

28.

29.

30.

There was one fall in month that resulted in a fractured hip for a patient that fell within the trust car park. This incident was reported as a serious incident (Sl) to

the CCG and a full investigation is underway.

Five other falls are noted and while there was no significant harm to patients this number of falls is above the number expected.

The falls alongside the falls risk assessment completion rate which is below the trust target has been raised with matrons and ward managers and patients

identified as at risk of falling are flagged to staff at ward handover.

Medication errors are noted to have increased during September with the total number of errors being 3. No patients were harmed and thee are all investigated

and reported back to the Medicines Management Committee.

During September there were no red rated incidents reported.

Full investigations have been competed into the three red rated incidents from August, one reported as a never event.

The ‘never event’ was reported following the removal of the wrong tooth. This has now been fully investigated and a final reported reviewed by the Clinical Cabinet
and submitted to the CCG. Appendix 4 provides a summary of the report and the recommendations and actions identified following the investigation. The actions

will be followed up by the monthly Clinical Governance Group to ensure completion and the CCG will review the report and authorise final closure.

Of the two further red rated incidents investigations were undertaken and further to these social services closed a safeguarding investigation where concerns had
been made in respect of a doctor’s behaviour towards a patient. No evidence was found to support the concerns. Concerns raised about an agency nurse have

resulted in both the trust and their employing agency reporting the nurse to the Nursing and Midwifery Council (NMC) under ‘Fitness to Practice’.
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Source [DERCon iy 100 s €S o naertps oo | o) | g Quarer Quarr Quarer Qurers | et
average
Oct Nov Dec Jan Feb Mar

Number of Pressure ulcer development Grade 2 or over acquired at QVH 8
% of completed nutritional screening assessments (MUST) within 24 hours of
admission (Commences May 2014) NEW =
l;/:] ;)‘fnpatlents who have had a (MUST) reassessment after 7 days (Commences May NEW ~95%
Patient Falls resulting in no or low harm 16 —
Patient Falls resulting in moderate or severe harm or death NEW — 0.8
:g:t:i{\t Falls assessment completed within 24 hrs of admission (Commences May NEW ~95%
Avoidable patient falls identified on the Safety Thermometer —

% Serious Incidents 5

& |Never Events NEW

S Total number of incidents involving drug / prescribing errors NEW

5 No & Low harm incidents involving drug / prescribing errors NEW 13 10 18 16 17 20 0.3
Moderate, Severe or Fatal incidents involving drug / prescribing errors NEW
Medication administration errors per 1000 spells 13
To take consent for elective surgery prior to the day of surgery (Total) 72.2%
To take consent for elective surgery prior to the day of surgery (Max Fax) 60%
To take consent for elective surgery prior to the day of surgery (Plastics) 46% 5% 72.9% 1
To take consent for elective surgery prior to the day of surgery (Corneo) 81%
Number of outstanding CAS alerts NEW 17%
Number of reported incidents relating to fraud, bribery and corruption NEW

Staff Safety

31. Overall mandatory training figures are just below the target of 80%, significant efforts are being made by managers to improve compliance rates within their

individual areas.

32. Flu vaccination clinics have commenced and national reporting will figures will be collated and submitted. The trust continues to have an internal target of 60% of
all staff take up the offer of vaccination. On day one of the campaign in excess of 10% of staff were vaccinated. Nationally in 2013/14 54.8% vaccination rates were

achieved against a national aspiration target of 75%.
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Infection Control

2013/14
Description (Activity per 1000 spells is based on HES Data which is the number of inpatients discharged Year to
Source per month including ordinary, daycase and emergency - figure /HES x 1000) total / Target Quarter 1 Quarter 2 Quarter 3 Quarter 4 date actual
average
April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
> Staff incidents causing harm 58
|53
:/)rE RIDDOR (Patients & Staff) 4 0
E Mandatory training attendance 71% 80% 0
o Flu vaccine uptake 55% 60% 0

33. The limit for MRSA and Clostridium difficile 2014/15 remains as zero unavoidable cases. No cases were reported during September.
34. Screening for MRSA occurs prior to or on admission, during August was been below the 95% expected achieving 94%. This would appear to be due to a data
anomaly within our reporting system that has now been resolved and scores for September are reported as 96%.
35. Availability of microbiology support on site has been limited due to recruitment processes however full telephone support is available 24 hours a day.
36. The Burns unit remains open and no further infection control issues have arisen. New practises introduced have significantly reduced the traffic of staff through the
department.
37. Information on the management of patients suspected of having Ebola has been distributed to all staff and QVH will be participating in a local ‘live” exercise for
multi-agency staff on October 30™.
Description (Activi 1000 spells is based on HES Data which is th ber of inpatients discharged 2013/14 Year to
Cctivity per spelis Is based on ata which is the number of inpatients discharge
Source per month including ordinary, daycase and emergency - figure /HES x 1000) at/(;t?:\g:e Target Quarter 1 Quarter 2 Quarter 3 Quarter 4 date actual
April May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
0 0 0%
3 0 0 0%
o
£5 0 0 0%
§%
58 - -
§ T 96% >95%
= 98% >95%
95% >95%

Care Quality Commission (CQC)

38. The latest intelligence monitoring report published by the CQC was in July 2014 and this is available on their website.

39. No risks or elevated risks were identified and the trust is banded as 6 (where 6 is the lowest risk) for priority inspection.

Board of Directors 30 October 2014
Page 27 of 179




Ward Metrics APPENDIX 2

CANADIAN WING ]

Staff utilisation No/% No/% No/% No/% No/% Target Variance RAG Change Trend Improvement Plan / Actions
v

Vacancies wte/hrs

Est = 62.88 7.76 WTE  9.21WTE 6.22 WTE 3.83WTE 6.38WTE O ﬁ . Action required under established adverts
’ 1288.7hrs  1480hrs 1033hrs 636hrs 1025.3hr <5% 10.1% out to recruit
Temporary staffin <10%
5 kp A v N EOCRMN 3010 55345 73545 83650 41845 2358+ ‘ ‘ .a—-"‘-\____
ank / Agency hours 43130 36030  375.0 45230  499.30  vacancy 3437 No action required
Sickness . ‘ A\
2.4% 1.2% 1.0% 1.8% 1.5% <2% -0.50 On track no action required
Shifts meeting Est
Day RN 100% . t
-
Support 97.0% 98.0% 100.0% 99.0% 101% >95% 3% On track no action required
Shifts meeting Est .
Night RN 99% ‘ t
Support 100%
Training / Appraisal No/% No/% No/% No/% No/% Target Variance  RAG Change Trend Improvement Plan / Actions
Stat and Mand compliance t /S
70.2% 703% 63.2% 61.6% 48.0% >85% -37.02% ’ Action required below target
Appraisals . t —_—
67.7% 70.5% 73.7% 68.9% 66.7% >85% -18.30% Action required below target
Drug Assessments . - —_—
96% 98% 100% 100% 100% >95% 5% On track no action required
—
Friends and Family Test Score 89 94 87 83 73 +3 . ‘
MD /RT 85 94 91 82 75 >80 +2 On track no action required
79
Staff Friends and Family Test Score 17
r f Over spend on nursing budget due to
. t ad reliance on bank and agency to cover
Budget (K) 15 6 12.6 -24 -37 >0 -24 established posts
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MARGARET DUNCOMBE MAY JUNE July Aug
Safe Care No/% No/% No/% No/% No/% Target Variance RAG Change Trend Improvement Plan / Actions
Pressure Ulcers . ‘ /
0 0 0 1 0 0 1 On track no action required
Falls O ﬁ —_ For discussion at ward meeting no harm
0 1 2 1 4 0 1 patient slipped on when self transferring
Medication errors O ﬁ /\A/ Failure to sign for medication and failure to
5 2 1 0 2 0 0 provide patient with discharge medication
MRSA/Cdiff O »
0/0 0/0 0/0 0/0 0/0 0 0 On track no action required
VTE reassessment ‘ » —
100% 100% 100% 100% 100% 95% 0% On track no action required
Nutrition assessment 100% 94% 100% 100% 100% . »
MUST/7 day review 7
30% 100% 100% 100% 100% >95% 5% On track no action required
ACtiVity No/% No/% No/% No/% No/% Target Variance RAG Change Trend Improvement Plan / Actions
Bed occupancy (10am) 73% 67% 82% 67% <90% -23% -
On track no action required
Bed utilisation ~N
93% <100% On track no action required
Patient numbers =
158 141 148 132 133 On track no action required
Average length of stay 32 8Hrs
. . 0=12 the level of nursing required; acuity 0 =
Average patient acuity la=17 9OWTE
numbers/day 1b=7 la=1.39WTE, 1b 1.72 WTE
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ROSS TILLEY
Safe Care

Pressure Ulcers

Falls
Medication errors

MRSA/Cdiff

VTE reassessment

Nutrition
assessment
MUST / 7 day

Activity

Bed occupancy

Bed utilisation

Patient numbers

Average length of
stay

Average patient
acuity numbers/day

MAY JUNE
No/% NO/%

0 0

1 0

0 15
0\0 0/0

91% 100%

100% 100%
100% 92%

No/% No/%

67%
107%
199 186
34.9Hrs
0=143
1la=0.86
1b=15

JUuLy
NO/%

0/0

100%

100%
100%

No/%

64%

207

AUG
NO/%

0/0

100%

100%
100%

No/%

67%

190

NO/%

0/0

100%

100%
100%

NO/%

59%

178

Target

95%

>95%

Target

<90%

<100%

Variance RAG  Change Trend
e m
. @ J —
o O 1T —
@ = _
o=
5%
O | —
5%
Variance RAG Change Trend

23%

Board of Directors 30 October 2014
Page 30 of 179

Improvement Plan / Actions

On track no action required

On track no action required

Failure to administer eye drops

On track no action required

On track no action required

On track no action required

Improvement Plan / Actions

On track no action required

On track no action required

On track no action required

Patient acuity provides and indication of
the level of nursing required; acuity 0 =
\99WTE,

1la=1.39WTE, 1b 1.72 WTE



BURNS UNIT

Staff utilisation

Vacancies Est=30.63

Temporary staffing exc rvn
Bank / Agency

Sickness

Shifts meeting Est

Training / Appraisal

Stat and Mand compliance

Appraisals

Drug Assessments

Friends and Family Test Score

Staff Friends and Family Test Score

Budget

No/%

1.6 wte
266hrs

398.15
114

4.1%

96%

No/%

80.25%

58.82%

95%

100

No/%

6.40 wte
1028hrs

466.30
128.55

4.79%

99%

No/%

83.60%

66.67%

97%

94

79
17

15

No/%

7.40 wte
1229hrs

400.45
573.0

2.42%

98%

No/%

77.10%

86.21%

97%

100

-14.6

No/%

6.40 wte

1062.85

335.0
216.0

1.98%

92%

No/%

75.91%

80.00%

94%

100

NO/% Target
6.50wte
1044.6 <5%
<10%
124.45 114.8hrs+
78.0 vacancy
0.75% <2%
100% >95%
No/% Target
58.79% >85%
79.31% >85%
>95%
100 >80
-95 >0

v

4

4

4

Variance RAG Change Trend

ot

21.22%
_.I\____—__“
-956.9 . ‘
J —
2 @
RAG Change Trend

v @1 7/
sem O 1

% O 0 —
20 . ‘ -

ot

-90
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Improvement Plan / Actions

Vacancy on establishment

No action required

no action required

Staffing identified as safe due to acuity of
patients

Improvement Plan / Actions

Below target

action required

Action required

Non pay remains overspent some of which
will be due to increased requirements due to
infection outbreak plus activity income has
not been achieved.



BURNS WARD

Safe Care

Pressure Ulcers

Falls

Medication errors

MRSA/Cdiff

VTE reassessment

Nutrition assessment
MUST/7 day review

Activity

Bed occupancy

Bed utilisation

Patient numbers

Average length of stay

Average patient acuity
numbers/day burns & ITU

MAY

No/%

0/0
100%
100%
100%

No/%

78%

28

36.5Hrs

JUNE

No/%

0/0

100%
100%
100%

No/%

68%

25

0=1.2
la=0.23

1b=3
2=0.29

3=0.1

July

No/%

0/0
100%
100%
100%

No/%

77%

38

Aug

No/%

0/0
100%
100%
100%

No/%

29%

Sept _

RAG Change

No/% Target
1 0
0 0
0 0
0/0 0

100% 95%

100%
100% >95%
No/% Target

39% <95%

15

Variance

5%

=
I
=)
=)
=
=

o

5%

Variance

18% . ‘
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RAG Change

Trend

Trend
\_\—

Improvement Plan / Actions

On track no action required

No patient was harmed as result of their fall

On track no action required

On track no action required

On track no action required

On track no action required

Improvement Plan / Actions

Closed during August

On track no action required

Patient acuity provides and indication of the
level of nursing required; acuity 0 = .99WTE,

1a=1.39WTE, 1b 1.72 WTE, 2 = 1.97WTE, 3 =
5.96 WTE



MAY | JUNE  July Aug Sept _

ITU
Safe Care No/%
Pressure Ulcers
0
Falls
0
Medication errors o
MRSA/Cdiff
0/0
VTE reassessment
100%
Nutrition assessment 100%
MUST/7 day review 100%
Activity
No/%
Bed occupancy
Bed utilisation
Patient numbers
Average patient acuity
numbers/day burns & ITU
ITU
Staff utilisation No/%
Vacancies Est = 16.16 2.40 WTE
386 hrs
Temporary staffing exc rvn 15130
Bank / Agency 280.20
Sickness 14.59%
Shifts meeting Est 95%
Training / Appraisal No/%
Stat and Mand compliance 79.17%
Appraisals 50.0%
Drug Assessments 95%
Budget -7

No/%

0/0

100%
100%
100%

No/%

1la=0.23
1b=3

2=0.29
3=01

No/%

O WTE 0.0

238.40
112.30

7.01%
91%

83.60%

46.67%

97%

-25

No/%

0/0

100%
100%
100%

No/%

No/%

44wte
73.0

124.4
426.0

5.52%
97%

76.00%

33.33%

97%

-48

No/%

0/0

100%
100%
100%

No/%

No/%

1.76 wte
292.28

249.30
414.00

2.30%
96%

80.27%

37.71%

94%

-62

No/%

0/0

100%
100%
100%

No/%

No/%

2.76wte
443.5

64.00
184.00

2.15%
99%

56.42%

38.46%

-63

Target

>95%

>95%

Target

Target

<5%

<10%
60.6hrs +
vacancy

<2%
>95%

Target

>85%

>85%

>95

>0

Variance RAG Change Trend
, @ = _ _
, @ =
, Ot
, @@= _
., @ = —
5% . ‘
Variance RAG Change Trend
Variance RAG Change Trend
17% O ﬁ \/
-256.10 ' ‘ e
+0.15% O ﬂ -
»% @ § —
RAG Change Trend
-28.58% ‘ ‘ -
-46.54% ‘ t =
w O 4
-62 . t

Improvement Plan / Actions

On track no action required

On track no action required

Wrong drug given, full investigation underway and
will be raised and discussed with staff involved

On track no action required

On track no action required

On track no action required

Improvement Plan / Actions

Patient acuity provides and indication of the level
of nursing required; acuity 0 = .99WTE, la =
1.39WTE, 1b 1.72 WTE, 2 = 1.97WTE, 3 = 5.96WTE

Improvement Plan / Actions

action required

ITU was located within two areas during August
due to the closure of the burns unit

Sickness improved over last month,

Improvement Plan / Actions

Fallen slightly below target, action required

Raised directly with manager

Action required

Activity income is under plan in respect of ITU H&N
patients
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Peanut

Staff utilisation No/% No/%
Vacancies Est = 25.00 1.72wte  2.2wte
286hrs 365hrs
Temporary staffing exc Rmn
160.15 289.20
Bank / Agency 23,45 0
Sickness
3.8%  4.36%
Shifts meeting Est
96% 100%
Training / Appraisal No/% No/%
Stat and Mand compliance
81.3% 85.00%
Appraisals
87.1% 96.77
Drug Assessments
100.0% 95.5%
Friends and Family Test Score 100 100
79
Staff Friends and Family Test Score 17
Budget -6 -5

No/%

2.2wte
365hrs

328.05
7.30

10.03%

97%

No/%

67.20%

84.38%

88.0%

66

-6.6

No/%

.63wte
104.62

331.0
35.0

8.43%

94%

No/%

77.69%

87.10%

100.0%

-100

-12

No/% Target Variance RAG Change Trend
.63wte <5% 2.5% . t
<10%
19645 93.75+ O ﬁ ./'\—_____
20.00 vacancy | +21.45
6.05% <2%  +4.05 ® t —
99% >95% 2% O u
No/% Target Variance RAG Change Trend
58.54% >85% -26.46% . t /
Ot —
87.88% >85% +2.88%
~N—
100.0% >95% -8% O t
ot —
100 >80 -14
N
-17 >0 -12 O ﬂ'
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Improvement Plan / Actions

No action required

Sickness increased, carrying 1 long-term sickness case from 16.06.14.
Other sickness in the department relating to stress Anxiety, Back
problems

No action required

Improvement Plan / Actions

Action required

On track no action

On track no action

o data collected from the 8 patients eligible

This is asplit beoiwteen pay, non pay and income



Peanut MAY
Safe Care No/%

Pressure Ulcers

0
Falls
0
Medication errors
0
MRSA/Cdiff
0/0
Activity No/%

Bed occupancy
Taken at 10.00 daily excluding weekends 64%

Bed utilisation
Patient numbers
Average length of stay

5.5Hrs

Average acuity

JUNE
No/%

0/0

No/%

67%

July
No/%

0/0

No/%

68%

Aug
No/%

0/0

No/%

67%

No/% Target Variance RAG

0 0 1
0/0 0 0
No/% Target Variance RAG

@
-

59% <95% 27%
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Change

Trend

Trend

Improvement Plan / Actions

On track no action required

On track no action required

On track no action required

On track no action required

Improvement Plan / Actions



Queen Victoria Hospital m

MHS Foundation Trust

APPENDIX 4
Root Cause Analysis Investigation Report

EXECUTIVE SUMMARY

Incident Details
Incident date: 14/08/2014
Incident type: Never event/Serious Incident (SI)
Specialty: Maxillofacial Surgery
Effect on patient: Moderate harm
Severity level: Moderate
Pre-investigation risk assessment

A B C
Potential Likelihood of Risk Rating
Severity recurrence (C=AxB)

(1-5) at that severity (1-
5)
4 2 8

Background and Context

A 15 year old male attended a 9am appointment with his father at the Maxillofacial Outpatient Clinic
at Medway NHS Foundation Trust on 13 August 2014. The patient was in the Minor Operations
Room 2 EN.66 in the Orthodontic Department a Medway NHS Foundation Trust. He had attended
for the extraction of his UL4 (upper left first premolar tooth) under local anaesthetic and this
procedure was to be undertaken by a Locum Oral Surgery Specialist.

The procedure was carried out without any apparent issues being identified and the patient was
discharged.

The error was not identified until the patient had left the hospital. The patient’s father contacted the
clinic at 16:00 on 13 August 2014 to highlight that he believed that the wrong tooth had been
removed. He spoke to the Orthodontic Specialist Registrar, who arranged for the patient to attend
the following day to see the Locum Oral Surgery Specialist again.

Root causes identified following investigation

e Failure to carefully review the clinical features of the malocclusion whilst identifying the
correct tooth to extract whilst cross referencing to the radiographs

¢ Human error in identifying the correct tooth to be extracted
The Surgeon proceeded with the extraction before the nurse was ready to assist.

Lessons learned from investigation

1. All correspondence and clinic notes including radiographs should be reviewed prior to
consent and listing patients for procedures. Add a signature line at the bottom of the pre-op
checklist to confirm that the operating Surgeon has undertaken the correct checks before
commencing the procedure.

All entries in the notes must be signed.

No procedure to commence until the Surgeon and assistant are ready to proceed.

wnN
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Recommendations and Action Plan

Recommendation

Owner

Timescale

Progress

Email reminder sent to all maxillofacial surgeons
reminding them of importance of annotating
teeth correctly for extractions and to check all
records/ correspondence fully prior to any
procedure commencing.

Medical
Director

30/11/2014

Remind all clinical staff that entries must be
dated in the notes (discussion at 10/11/2014
Joint Clinical Audit Session and via email as
above)

Medical
Director

30/11/2014

Collaboration with QVH and Medway on the
amendment of the use of the improved pre-op
checklist to include a signature line at the
bottom of the sheet to confirm that Surgeon has
carried out the checks correctly

Medical
Director

30/11/2014

Review to be undertaken of the pre-op
checklists used in minor surgeries at QVH

Director of
Nursing

30/11/2014

Introduction of a generic checklist for all minor
surgeries at QVH

Head of
Risk

30/11/2014

QVH Head of Risk to attend Medway Clinical
Governance meeting to discuss findings from
both RCA reports on this Never Event.

Head of
Risk

31/12/2014

Arrangements for shared learning

Learning from the incident discussed at the Joint Hospital Audit Session in November 2014 and
Maxillo-Facial M&M meeting. Inter-organisation learning identified and communicated between QVH
and Medway NHS Foundation Trust via exchange of RCA reports that have been reported to Clinical

Governance Groups.

Planned attendance by QVH Head of Risk to Medway NHS Foundation Trust Clinical Governance

Meeting to discuss RCA and learning.
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Queen Victoria Hospital m

NHS Foundation Trust

Monthly complaints, claims and patient experience

report
1 September 2014 — 30 September 2014

This report provides an overview of all activity during this period. During this period there were 10
formal complaints received. This is a considerable increase of the previous month (4). The following is a
summary of the complaints that were received during this period:
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Monthly complaints, claims and patient experience report

Monthly complaints, claims and patient experience report

1 September 2014 — 30 September 2014

Complaints

Open complaints: There were 10 complaints opened during this period. All Complaints received are
acknowledged, investigated and responded to. Actions identified are monitored for completion by the monthly
clinical governance group.

Corneo Plastics

1.

Medical - Pain endured throughout eye surgery. No anaesthetic given patient informed that only drops
administered to numb the area. Patient had similar surgery the year before and his experience and pain
felt is completely different. Investigating lead — Clinical Lead

Initial risk grading: Moderate Likelihood of recurrence as: Likely

Comment/Action — Still undergoing investigation and awaiting comments.

Plastic Surgery

2.

Medical — Patient feels that removal of lump from ear was performed inadequately resulting in lump still
remaining. Also informed by consultant that skin graft would be performed however this was not
undertaken. Comment made to patient by clinician along the lines of that ‘| can’t do anymore as we aren’t
paid anymore’. Found attitude of clinician rude and patronising. Investigating lead — Clinical Lead

Initial risk grading: Moderate Likelihood of recurrence as: Likely
Comment/Action — Still undergoing investigation and awaiting comments.

Medical/Nursing - Following breast surgery the drain become detached and was reattached on Friday.
Following this no fluid drained which patient queried on several occasions but was informed that there
was nothing wrong. On Sunday it was noticed that the drain was clamped and had been since the Friday.
Patient would like to know why this was not noticed until 3 days later when she had queried this on
several occasions. Investigating lead — Consultant/Ward Manager/Matron

Initial risk grading: Moderate. Likelihood of recurrence as: Possible.

Comment/Action — Still undergoing investigation and awaiting comments.

Theatres/medical/nursing — Non-insulin patient was placed 3 on operating list and became unwell
when arrived at 10am. The patient was immediately reviewed by an anaesthetist and moved up the
operating list. Patient feels that she had informed the reception staff the day before that she was diabetic
and it was also in her notes but this was not taken into consideration with the scheduling. Investigating
lead — Matron/Clinical Lead

Monthly report — September 2014 °1

Nicolle Tadman, Patient Experience Manager
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Monthly complaints, claims and patient experience report

Initial risk grading: Moderate Likelihood of recurrence as: Possibly

Comment/Action — Patient should have been placed first on the theatre list and this should have been
communicated when the case was booked.

Sleep Disorder Centre

5.

Medical — Patient was seen in centre in November 2013 following a referral for seizures. Following a
sleep study the patient was informed that a referral would be made to the neurological department at
Princess Royal Hospital (PRH). Having not received an appointment from PRH the patient chased for
this. The referral was only made by the sleep centre on 19 September 2014. No explanation was within
letter to patient only that the referral had been made back in November 2013 but that for some reason
that letter had not been typed. Patient would like a full explanation as to the reasons for this.
Investigating lead — Service Manager

Initial risk grading: Minor. Likelihood of recurrence as: Possibly

Comment/Action — Still undergoing investigation and awaiting comments.

Radiology

6.

Technical — Failure to diagnose fracture of arm. On insistence of patients father referral was made by
MIU to the orthopaedic department at Pembury were fracture was diagnosed and treated. Investigating
lead — Clinical Lead/Service Manager

Initial risk grading: Major Likelihood of recurrence as: Likely

Comment/Action — Still undergoing investigation. Awaiting health records from Pembury.

Corneo Plastics/Anaesthetics

7.

Medical — Following several appointments with eye clinic patient attended pre-op assessment where they
were informed that operation could not go ahead. This was because at an earlier pre op assessment in
June a letter had been written by the anaesthetist to the consultant asking for a referral to a cardiologist. It
would appear that the referral was for a reason that needs to be ascertained, was not carried out.

Patient became extremely upset at hearing this news and as patient was leaving she turned and lost her
balance falling onto her L side in the car park. The patient was immediately transferred to Pembury where
a fractured femur was diagnosed and a partial hip replacement operation was performed. The patients
daughter feels that QVH have failed in its 'duty to care' towards the patient. Investigating lead —
Matron/Service Manager

Initial risk grading: Moderate Likelihood of recurrence as: Unlikely

Comment/Action — Still undergoing investigation and awaiting comments. This case has been reported
as an incident and is being investigating as an SUL.

Maxillofacial Unit

8. Medical - Parent of child is unhappy with the lack of treatment that has been given in relation to injury to

frenum of tongue. Felt that there was a delay in treating this injury. Parent has advised that second
Monthly report — September 2014 2
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Monthly complaints, claims and patient experience report

opinion has been obtained from Kings College Hospital where treatment has been provided.
Investigating lead — Clinical Lead

Initial risk grading: Minor Likelihood of recurrence as: Possibly

Comment/Action — The advice given by clinicians to wait and see whether the frenum released itself was
clinically appropriate for the nature of this type of injury.

Medical — Patients tooth extraction was cancelled by clinician due to patient having a hypoglycemic
episode the night before. Patient felt that the attitude of clinician was dismissive and uncaring and that
there was a lack of information given to patient. Investigating lead — Clinical Lead

Initial risk grading: Minor Likelihood of recurrence as: Possibly

Comment/Action — Still undergoing investigation and awaiting comments.

Off-site clinic (Medway)

10. Secretarial/administration — Issues raised by patient regarding the appointment system for QVH

patients being booked by the Medway appointments team. Patient’s appointment was not recorded onto
system which resulted in a delay in the patient being seen. Investigating lead — Patient Experience
Manager/Off-site Team Leader

Initial risk grading: Minor. Likelihood of recurrence as: Possible.

Comment/action: There was a delay in the referral letter being sent from the CCG to MMH. All Ken
dental referrals are initially sent to the CCG for vetting and discussions are in place with Kent CCG’s in
relation to service improvements. Action: Appointment service is run directly by Medway Maritime
Hospital, and we have brought this issue to their attention so that they can ensure that accurate data
entry in maintained at all times, thus improving the service provided to patients. Action complete.

Closed complaints: There were 5 complaints closed during this period. The Trust triages all complaints in line
with the Department of Health guidance to ensure that proportionate investigations take place. As part of the
investigation the investigating managers are required to make a decision, after consideration of the evidence,
whether or not a complaint should be upheld (supported), partially upheld (supported in part), or not upheld
(unsupported). Actions are monitored for completion through the monthly clinical governance group.

Plastic surgery

1.

Medical — Following hand surgery there was in delay in removing k-wire as had been instructed by
consultant.

Comment/Action - It was agreed that there was a delay however it cannot be confirmed whether this
resulted in patient losing tip of finger. Complaint —upheld.

Medical — Attitude of reception staff on arrival at theatres when patient arrived late. Lack of information
provided regarding aftercare following bilateral removal of breast implants and capsular contracture
surgery. Patient considers was discharged too early (patient states told 2-3 days — discharged 1 day post
operatively).

Comment/Action - Apologies given for staff attitude which is not what we expect from staff. Rather than

cancel patient we had to switch the list around. Patient was provided with leaflets regarding post-

operative at pre-assessment and this is clearly documented in patient’s notes. It was appropriate to
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discharge the patient 1 day post-operatively as was usual for this type of surgery. Complaint — not
upheld.

3. Medical — Patient alleges that consultant pointed finger and shouted ‘I don’t want to see this woman
anymore.” Complaint made via ICAS.

Comment/Action — Patient and clinicians account of events differ greatly. Patient was asked to attend at
the request of her employer to ascertain her fitness to return to work. Patient disagreed with clinical
opinion that she was fit to return to her cleaning duties. Discussed with clinician who does not recall that
he shouted at the patient or was in any way angry. Complaint — not upheld.

4. Medical — Surgery carried out not in accordance with what had been agreed by consultant and patient.
Patient’s wounds should have been left to heal rather than being sutured.

Comment/Action - Although the surgery that was performed was appropriately performed the patient’s
wounds should have been left open (as per the waiting list form) and not sutured. Surgeon is no longer at
Trust to obtain his statement. Further surgery required. Complaint —upheld.

Off-site clinic (Medway)

5. See open complaint 10.

Causes of complaints — Attitude

The Board asked at the last meeting for information on the number of complaints that had been made by patients
in regard to staff attitude between September 2013 and September 2014. During this period there were 18
complaints made that were categorised under the main subject matter of ‘attitude’. This is then broken down into
sub-subjects of ‘uncaring’ ‘inappropriate behaviour/comment and ‘rudeness’. The second chart breaks this down
by service area. Although staff attitude remains a key issue raised in patient complaints there has been a decline
from last year 21.

12
10
8
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4 Inappropriate
) - behaviour/comment
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Another key theme is communication and information; patients, their relatives and carers need to be fully
informed about their care and treatment. There has been an increased focus on communication skills and
effective sharing of information within customer care training at induction and as part of on-going staff training,
and this will continue. In addition, staff are being encouraged to deal proactively with concerns as they arise so
they can be quickly resolved.

Claims

There were 2 new claims opened during this period, a summary of which is below. Overall there are 46 claims. A
quarterly report is provided to the Quality and Risk Committee on claims paid, lessons from claims are
disseminated through the Joint Hospital Audit meeting each quarter.

Plastic surgery

1. Medical - Limited information provided by solicitors which outlines that patient sustained an injury to their little
finger and alleges that the treatment was inappropriate.

Maxillofacial
2. Medical - patient sustained a burn to the corner of their mouth from the surgical drill during tooth extraction.
Patient comments & Friends and Family Test

Patient feedback is actively sought by the trust through the friends and family test and patients can actively
feedback to the trust through NHS Choices, PALS, twitter or email.

NHS Choices

There were 5 new comments posted onto the NHS Choices website.
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What a credit to the NHS

‘Arrived at Minor Injuries at 8am. Greeted by the very pleasant receptionist. Saw Senior Nurse who explained
needed to see Plastic Surgeon regarding Post Op to my eyelid. Suggested | get a cup of tea. Doctors were on
rounds but was seen at 9.30. Reassured my eyelid was healing. This is a well-run and very pleasant Department.
Thank You. A patient of approximately 15 years.’

Visited in September 2014. Posted on 01 September 2014
Simply wonderful

‘Peanut Outpatients. Appointments ran on time, staff were friendly, knowledgeable and helpful. The ward was
spotlessly clean. Parking was good. We were very satisfied that my son was receiving the best care. There were
antibacterial gel dispensers everywhere and all staff we saw practiced excellent general hygiene. Very impressed
indeed.’

Visited in September 2014. Posted on 08 September 2014
Bad second visit

‘I had a good experience last year and was treated with great professional care, so on a return admission this
year | was surprised at the difference in staff attitude and general lack of time given to patient comfort. Having not
eaten since 6.45 in the morning ready for surgery and feeling rather sick after | was returned to the ward at 7.30
pm needing to rest and was confronted with a large group of visitor by an opposite bed who were really loud, but
when | mentioned this nothing was done to make these visitors aware that | and the lady next to me were both
trying to sleep after our operations, we were both to late up to get supper so a cheese sandwich was brought but |
do not eat cheese so was given 2 digestive biscuits, as ham had run out ! Not wanting the biscuits, later in the
night asked if | could have a cup of tea as | felt very empty and was told yes dear you can make as much tea or
coffee as you want in the day room, help yourself. Light headed and wobbly after my op | wondered with my drain
and made my own.....\What a difference a year has made....... After a sleepless night | was given a tepid bowl of
porridge and a rock hard croissant for breakfast as | had not filled in a menu form the day before, so nearly 24
hours with practically no food. Shocking!

Visited in September 2014. Posted on 24 September 2014
Queen Victoria Hospital (East Grinstead) replied on 02 October 2014

Dear Anonymous

Thank you for taking the time to post your comments. We are sorry to learn that your recent stay on Canadian
Wing was not as good as a year ago. This is not the experience that we aim to provide at Queen Victoria Hospital
and we would like to apologise for that. It would be helpful to discuss the issues you raised regarding staff attitude
and lack of time given to patients, which is very concerning and we would be grateful if you could please contact
either Kathy Brasier, Matron for Canadian Wing on 01342 306670 or myself on 01342 414355 so that we can look
into these specific issues further.

Matron Brasier will discuss this feedback at the next ward meeting which is due to be held on Monday 13th
October 2014. She has also invited the Head of Hotel Services to this meeting to address some of the issues that
patients are experiencing regarding food. This includes comments such as yours and our aim is to work together
to ensure that patients receive a better catering service in the future.

Staff at this meeting will also be made aware of the comments made about the nursing input and how you felt
during your admission. This will include staff providing hot drinks to patients despite the accessibility of the drinks
trolley in the dayroom. We will also endeavour to address those patients who have an excessive amount of
visitors, restricting this to two per bedside, this will again hopefully avoid any future similar experiences.
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Kind regards

Nicolle Tadman, Patient Experience Manager
Amazing

‘| thought this hospital and its staff (medical and non-medical) were amazing.

Everyone here gave the impression that they were genuinely enjoying their work and that at that moment | was
the most important thing they had on their, no-doubt crowded, plates.

I know that it's not fashionable to praise NHS management but they are clearly doing a great job here, fostering a
working environment that people enjoy and can shine in.

It's a while since | have needed anything from an NHS hospital so didn't really know what to expect, however |
was seriously impressed.

Thanks to everyone involved over my two visits.’
Visited in September 2014. Posted on 24 September 2014
Visit to the minor injury unit

‘I thought the service here was absolutely disgraceful. Plenty of staff but completely unfocused. Patients left in
bad discomfort as the nurses stood about gassing among themselves. | waited approximately five hours for an
simple X-Ray. If you are desperate go here by all means. If however you can hold out, try and limp to a proper
hospital with trained doctors. The head nurse sat there with a glazed expression doing nothing at all for most of
time. They really need to focus in this Dept. and multi-task rather than inefficiently drip feed patients through the
system there was always enough staff, just not enough respect for the patients and drive to run the place
efficiently. Everyone was moaning about the lack of communication from the staff. One nurse kept coming out
singing patients names in an operatic voice. Very strange and quite disturbing. Worse patients confidential
information was being shouted across the clinic by the "singing nurse" Before someone thinks | am just
complaining | would add my wife is also a Sister and she also thought the nursing standards were abysmal.’

Visited in September 2014. Posted on 30 September 2014
Queen Victoria Hospital (East Grinstead) replied on 01 October 2014

Dear Anonymous

We at Queen Victoria Hospital are concerned to read of your experience following your recent attendance to our
Minor Injuries Unit. It would be important to be able to understand what happened to you and the date that this
occurred so that we can fully investigate the significant issues that you have reported. This is not the experience
that we aim to provide. Please contact the PALS service pals@qgvh.nhs.uk to enable us to progress this.

We look forward to hearing from you and apologise for the negative experience that you have reported.

Kind regards

Nicolle Tadman - Patient Experience Manager

**Please note that the patient contacted the Patient Experience Manager where additional details were given of
their experience but asked not to be contacted further. The issues are being internally investigated.**

Monthly report — September 2014 7

Nicolle Tadman, Patient Experience Manager

Board of Directors 30 October 2014
Page 46 of 179



Monthly complaints, claims and patient experience report

Friends and Family Test

The role out of FFT is a national CQUIN by the end of 2014/15 we are required to achieve a return rate of 30% for
inpatient returns and 20% for MIU.

The Trust wide FFT scores for September is +75 with a 26.7% return rate with the % score for extremely
likely/likely 97%.

Specific area/wards FFT score, % score for extremely likely/likely and return rate are:

MD ward +73 97% 27.8%
RT ward +75 98% 22.5%
Peanut ward +100 100% 25.0%
Burns ward +100 100% 66.7%
Sleep disorder centre +76 98% 79.6%
MIU +62 92% 34.5%
Trauma +50 89% 28.8%
OPD +74 97% 6.6%
DSU +84 99% 14.9%

The following chart is a comparison of specialist hospitals and their FFT scores for August 2014 (please note that
NHS England publish their statistics 1 month behind).

Moorfields Eye Hospital NHS Foundation Trust +94 54 80 67.50%

Papworth Hospital NHS Foundation Trust +87 593 1037 57.18%

Queen Victoria Hospital NHS Foundation Trust +83 117 333 35.14%

The Royal Marsden NHS Foundation Trust +95 155 291 53.26%

Royal National Orthopaedic Hospital NHS Trust +75 310 514 60.31%

Stoke Mandeville Hospital +79 208 933 22.29%
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 262-14
Report from: Interim Head of Operations
Author: Jane Morris
Report date: 22 October 2014
Appendices: A: Operational Update Report

Operational performance: targets, delivery and key performance indicators

Key issues

1. Trustincome from patient activity was below plan in Month 6.

n

All three aggregate 18 week targets were not met in month.
a. The Trust failed to achieve the admitted target in three specialities —
Ophthalmology, Oral Surgery and Plastics.
b. The Trust failed to achieve the non-admitted target in two specialities — Oral
Surgery and Cardiology.
c. The Trust failed to achieve the open pathway target in two specialities — Oral
Surgery and Plastics.

3. Reduction in overall size of waiting list has been achieved; however in order to achieve a
sustainable waiting list position , the Trust is now forecasting non-compliance for all three

aggregate targets during October and November.

4. A detailed recovery plan has been devised and is being progressed to deliver compliance
by the 1st of December in line with the standards being demanded nationally.

5. There was one patient with a closed pathway in Sept who waited exactly 52 weeks for
treatment.

6. The Trust failed the Cancer waiting times for Aug for the following standards

a. 31 day subsequent treatment
b. 62 day

7. The Trust is predicting failing the 62 day target for Q2.
8. There was no urgent operations cancelled for a second time in Sept.

9. There were two operations cancelled on the day of admission in Sept but none of these
resulted in a breach of the 28 day guarantee.
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Implications of results reported

18 weeks

10. Focus on clearing backlog of long waiting patients and complete validation of open

11.

12.

pathways as planned has resulted in failure of 18 week Trust aggregate targets for Sept
and for Q2.

The trust is introducing additional waiting list management systems alongside extra
capacity to reduce the backlog and the trust expects to achieve aggregate compliance with
all 18 week targets by the 1% December. QVH continues working with commissioners in
monitoring trajectories to achieve Trust aggregate compliance by the end of November.

Department of Health continues to task all providers to have plans in place to return to
Trust aggregate compliance for 18 weeks by the 1% of December as part of operational
resilience.

13. Further detail is provided within the Operational update report (Appendix A)

Actions being taken to achieve compliance

18 weeks

14. Actions being taken during October and planned for November

Extra administrative staff being brought in to support existing teams this includes some
agency medical secretaries for typing to free up experienced staff to schedule.
Additional hours for validation have been put in place along with dedicated analyst for 18
weeks

Agency nursing continues in Theatres until the end of December

Doctor’s rotas are reviewed on weekly basis to ensure maximum capacity is provided
whilst ensuring safe care is delivered. This has included the use of locums to fill gaps on
the rotas where required.

Pooling of lists amongst consultants continues

Extra evening and Saturday clinics with additional staff being put into Orthodontics to
increase capacity for treatments.

Extra operating lists have continued throughout October on Saturdays, alongside the
additional theatre sessions for Ophthalmology, which includes using Centre for Sight for
complex corneal procedures we are unable to currently provide at QVH. Further lists are
planned during November and December.

Other extra weekend theatre lists are planned in November for Plastics alongside
outpatient clinics in Max Fac and Corneo as well as minor oral surgery sessions.
Operational Control centre has been set up to monitor progress daily until the end of
November. This will ensure review of individual waiting lists and patients as well as
address immediate operational issues so that backlog continues to reduce as per
trajectories

Ensure clinics are coded as patient attended more promptly and accurately, particularly
with regard to off-sites.
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* Reinforce with off-site secretaries to send information about additions to waiting list for
surgery at QVH within 24 hours.
» Continue training of staff on 18 weeks and validation

Cancer

15. Main risks to achieving compliance with cancer waiting times are as follows

e The Trust's cancer waiting time performance is particularly sensitive to any changes
in activity due to low levels of patients treated at QVH, complex multi-organisational
pathways and late secondary referrals.

e Late referrals from off sites

e Administrative errors at QVH due to shortages of staff / incorrect listing as routine
when added to waiting list

e Lack of availability of visiting consultants for immediate breast reconstructions

e Significant sickness levels in cancer data team

16. Actions being taken to mitigate the risks include

e Liaising with management teams off site to improve processes

¢ Training of admin teams and reinforcing to junior doctors about the correct listing of
patients

e Contacting individual Trusts when an immediate breast breach has occurred due to
unavailability of visiting consultant and asking them to review systems

¢ Managing sickness within team and trying to cover hours where possible via the
bank recognising that some roles are very specialised and difficult to fill.

e An interim manager has been brought in to cover sickness and to undertake a
review to streamline the data collection process surrounding cancer waiting times
and COSD.

Link to Key Strategic Objectives

¢ OQutstanding patient experience
e Operational excellence
¢ Financial sustainability

17. The income performance in Month contributes to the financial sustainability objective. The
Trust is currently discussing options with the CCG'’s for no penalties to be applied from July
if compliance is achieved by 1% December as backlog is cleared.

18. More relevant is the adverse impact on patient experience and operational excellence of
the 18 week and cancer breaches as well as urgent cancelled operations.

Implications for BAF or Corporate Risk Register

19. Risks associated with this paper are already included within the Corporate Risk Register
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Regulatory impacts

20. Currently the performance reported in this paper does not impact on our CQC authorisation
or the current Monitor governance risk rating which remains as ‘Green’.

Recommendation

21. The Board is recommended to NOTE the contents of the report
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Operational Update for Trust Board
30" October 2014

1. Operational Performance Update

i. 18 weeks
In Sept Trust failed all 3 aggregate 18 week targets as shown in the table below

Total Patient over 18 week %
Treatment Function Patients 18 weeks compliance

Ophthalmology 237 38
Oral Surgery 182 42
Plastic Surgery 530 77
Other 89 2
Admitted Total 1038 159
Ophthalmology 130 5
Oral Surgery 596 73
Plastic Surgery 472 23 95.13%
Cardiology 26 4 84.62%
Rheumatology 11 0 100.00%
Other 102 4 96.08%
Non Admitted Total 1377 108
Ophthalmology 747 44
Oral Surgery 1999 260
Plastic Surgery 1848 166
Cardiology 43 3 93.02%
Rheumatology 22 0 100.00%
Other 470 10 97.87%
Open Pathway Total 5129 483 ;

Reduction in overall size of waiting list has been achieved; however in order to achieve a sustainable waiting
list position , the Trust is now forecasting non-compliance for all three aggregate targets during October and
November. A detailed recovery plan has been devised and is being progressed to deliver compliance by the
1* of December in line with the standards being demanded nationally.

Actions that have been implemented during October and planned for November

e Extra administrative staff being brought in to support existing teams this includes some
agency medical secretaries for typing to free up experienced staff to schedule.

e Additional hours for validation have been put in place along with dedicated analyst for 18
weeks

e Agency nursing continues in Theatres until the end of December
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Doctor’s rotas are reviewed on weekly basis to ensure maximum capacity is provided whilst
ensuring safe care is delivered. This has included the use of locums to fill gaps on the rotas
where required.

Pooling of lists amongst consultants continues

Extra evening and Saturday clinics with additional staff being put into Orthodontics to
increase capacity for treatments.

Extra operating lists have continued throughout October on Saturdays, alongside the
additional theatre sessions for Ophthalmology, which includes using Centre for Sight for
complex corneal procedures we are unable to currently provide at QVH. Further lists are
planned during November and December.

Other extra weekend theatre lists are planned in November for Plastics alongside outpatient
clinics in Max Fac and Corneo as well as minor oral surgery sessions.

Operational Control centre has been set up to monitor progress daily until the end of
November. This will ensure review of individual waiting lists and patients as well as address
immediate operational issues so that backlog continues to reduce as per trajectories

Ensure clinics are coded as patient attended more promptly and accurately, particularly with
regard to off-sites.

Reinforce with off-site secretaries to send information about additions to waiting list for
surgery at QVH within 24 hours.

Continue training of staff on 18 weeks and validation

52 week breaches

From April to July the Trust has now had a total of 7 breaches that have been reported as waiting
over 52 weeks as shown in the table below.

April May  June ‘ July Aug Sept ‘
Plastics 1 1
Orthodontics 3 1 1

There are no breaches of the 52 week standard forecasted for October.

Trust cancer waiting times for April to Aug is shown in the table below.

Cancer 2 ww rule (93%) 96.6%

| o7.5%

Cancer 31 FDT (96%) 97.9%

| 97.1%

Cancer 31 Subs (94%) 97.6% 95.2%

B R

Cancer 62 day (85%) 92.3% 87.5%

| o0% |
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QVH failed the 31 day FDT performance target for Q1 and the Trust is currently predicting to
fail cancer 62 day for Q2. Predominately most of the 62 day breaches are shared with other
organisations for Skin, Breast and Head and Neck.

Main risks to achieving compliance with cancer waiting times are as follows
e Llate referrals from off sites
e Administrative errors at QVH due to shortages of staff / incorrect listing as routine
when added to waiting list
e Lack of availability of visiting consultants for immediate breast reconstructions

e Significant sickness levels in cancer data team

Actions being taken to mitigate the risks include

e Liaising with management teams off site to improve processes

e Training of admin teams and reinforcing to junior doctors about the correct listing of
patients

e Contacting individual Trusts when an immediate breast breach has occurred due to
unavailability of visiting consultant and asking them to review systems

e Managing sickness within team and trying to cover hours where possible via the bank
recognising that some roles are very specialised and difficult to fill.

e Aninterim manager has been brought in to cover sickness and to undertake a review
to streamline the data collection process surrounding cancer waiting times and
COSD.

iv. Intensive Support Team (IST) Recommendations

The IST has now made its final visit to review our performance and progress against their list of
recommendations made earlier this year. The IST plans to sign off the Trust from their support in the
next few weeks once we have supplied the current forecast for compliance and updated action plans. A
summary of progress against their key findings is outlined overleaf and a detailed action plan is

available on request.

Summary of Key action Timescale

1| Review of access policy IST has | Completed and ratified by CPC this month. Newest
recommended a number of changes which | version will be circulated

are being incorporated to tighten up

process
2| Central referral point has been | Completed and In place
recommended

3| Increase engagement with commissioners | Discussions have continued with commissioners over
to gain support with other providers who | the summer. Internal audit of referrals received late
cause delays in patient pathways before | will be undertaken to identify further actions based on
referring to QVH trends.

Interim Head of Operations continues to speak to
other provider Director of Ops as required including
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immediate breast reconstructions following earlier
communication with CEO’s

Further refine and improve patient tracking
especially within OPD and diagnostics to
proactively reduce waiting times

Daily tracking tool is being launched 22" October

Review demand and capacity using IST
developed tools with their support

All  specialties have now been completed for
inpatients. Further analysis and compliance modeling
will be undertaken by the dedicated 18 week analyst
and aim to have this completed for Orthodontics by
end of October.

Implement process for booking pre-
assessment and surgery date at same time
(with 3 weeks apart)

Steps being put in place to implement booked pre-
assessment being finalised and will be introduced
within one specialty at a time from November.

Trust to ensure PAS is primary source for
scheduling and should to discontinue
medical secretaries using spreadsheets

Dependent on upgrade to Patient Centre which has
now been delayed until Dec to allow further time for
testing after Windows 7 upgrade

Review overall booking processes to
ensure consistency and correct application
of rules by all secretaries involved in
scheduling

New system for offering dates for new OPD patients
has been finalized and is being rolled out to all
specialties. Appointment letters have already been
revised and implemented.

Weekly access meeting now embedded to ensure
patients are booked according to clinical priority and
to reduce waiting times as well as escalate issues

Trust to introduce partial booking for
follow up appointments — will need to
purchase software to make this possible

Tender specification being devised ready for
procurement to be commenced — part funded by
Safer Hospital, Safe Wards Technology funding. Also
exploring options for purchasing additional modules
to add onto current PAS which would also give
functionality to comply with this recommendation.
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263-14

Director of Finance and Commerce
Stuart Butt

October 2014

A: Finance report M6

Finance Report M6 September 2014

1. The financial performance report details the trust’s financial performance for September

2014.
Actual Plan Variance | Actual Plan Variance
In Month | In Month | In Month YTD YTD YTD
£k £k £k £k £k £k
Turnover 5,105 5,209 (104) 30,422 29,303 1,119
EBITDA 463 703 (239) 2,824 2,569 255
Surplus 182 407 (225) 1,134 793 342
Continuity of
Service risk rating 4 4 - 4 4 -
(CoSRR)

NB table subject to rounding differences.

2. Thetrust is £342k ahead of the surplus plan for the year with favourable income partly
offset by increased costs. In September the trust made a surplus of £182k however this
was £225k below plan and reflected a downturn in patient related income.

3. The Trust is maintaining a Continuity of Service Risk Rating of 4.

Implications of results reported

4. The surplus of £1,134k for the first 6 months is ahead of plan and provides assurance that
the annual plan surplus of £2,203k for the year is achievable.

5. The planned surplus for the second half of the year is cE1.4m however the forecast to
Monitor is being maintained at the agreed annual plan of £2,203k plus £242k income
arising from donated income giving a year-end surplus of £2,445k.

Action required

6. The achievement of the planned financial surplus relies on delivering the planned levels of
activity, as the cost base remains relatively fixed whilst significant financial penalties exist
for non-compliance with core performance standards e.g. 18 weeks.

7. Areview of elective activity is underway to better understand the reasons for reduced
activity and the potential impact of casemix changes on the financial performance.
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Link to Key Strategic Objectives

e Operational excellence
¢ Financial sustainability

8. The achievement of financial targets ensures financial stability and supports the other
KSOs including operational excellence.

Implications for BAF or Corporate Risk Register
9. Nothing new to add.
Regulatory impacts

10. The financial performance keeps our Monitor Continuity of Service Risk Rating at 4 and
does not have a negative impact on our governance rating.

Recommendation

11. The Board is asked to NOTE the contents of this report.
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Summary Actual Position — YTD M6 2014/15

Income‘ and Current Month-September Year to Date
Expenditure
Actual Budget Variance Actual Budget  Variance
£k £k £k £k £k £k
Income 4,785 5,105 5,209 (104) 28,848 130,422 29,303 1,119
Pay (3216) | (3,268) (3,199)  (69) | (18743) [(19,550) (19,119)  (432)
Non Pay (1203) | (1,374) (1,307)  (66) (r464) | (8,047) (7.615)  (432)
EBITDA 366 463 703 (239) 2,641 2,824 2,569 255
EBITDA % 7.6 9.1 135 -4.4 9.2 9.3 8.8 0.5
Post EBITDA (267) (282) (296) 14 (1,520) | (1,690) (1,777) 87
Donated assets 113 - - - 113 - - -
Surplus (Deficit) 212 182 407 (225) 1,234 1,134 793 342

Continuity of
Service Risk

Level 4

R threshold

Score Weighted score

Rating

Liquidity days 48 0 4 50% 2
Debt Senice Cover 3.0 2.5x 4 50% 2
Combined Score 1 2 3 4
4 N

Bridge from Plan to Actual: Year to date surplus
2,500

«»n 2,000

o

o

© 1,500

@

1,000
500
) Plan Income Pay Non Pay Post EBITDA Actual
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NHS Foundation Trust

Summary

. The trust remains ahead of the surplus plan for the year, with
additional income partly offset by additional costs.

. In month performance is below plan largely driven by reduced
income.

Issues

. The year to date surplus of £1,134k (3.7% surplus) is consistent
with the annual plan of £2,203k (3.7% surplus) .

. Income includes the recognition of 100% of CQUIN for the first
quarter and 75% for Q2.

. Income reflects estimated performance penalties of £275k year
to date. These are subject to confirmation.

. The Continuity of service risk rating is 4, as planned.

. The Trust continues to forecast achievement of the planned
surplus .

Risks.

. Key risks are the achievement of the higher activity plans in future
months, cost control and the level of penalties / incentives.

Actions

. Action plans being developed to deliver additional activity and to
meet performance targets (to reduce penalties and achieve
incentives).

. Budgetary control through revised accountability and reporting
arrangements.

Board of Directors 30 October 2014
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FOreCaSt - M6 2014/15 NHS Foundation Trust

Forecast Downside Downside Upside Midpoint
at M6 2014-15 £k £k £k

Income 59,581 Growth at actual levels 61,019 Increased activity to plan plus growth continues 61,693 61,356
Pay 38,431 Actual levels plus overspends 38,784 Increased activity and cost control. 38,844 38,814
Non-Pay 15,414 Historic overspending continues. 16,410 Increased activity and cost control. 16,460 16,435
ITDA 3,533 3,380 3,380 3,380
Surplus 2,203 2,445 3,009 2,727

Summary

. The downside forecast is for a surplus of £2,445k with an upside forecast of £3,009k, giving a midpoint of £2,727k.

. The Monitor forecast has been increased to £2,445k due to the planned inclusion of a donation to income of £240k from the League of Friends for anaesthetic
machines.

Issues

. The downside forecast assumes that the operating surplus performance in the first half of the year is repeated and the additional costs associated with

18week initiatives will be cost neutral .

. The potential to release £500k of debt and creditor provisions by year end remains subject to agreement and would be offset by additional non-recurrent costs
to support transformational projects. These costs include the removal of the PKL Building, demolition of Maud Barclay meeting room and additional revenue
costs associated with 18 week compliance and the interim management arrangements.

. The upside forecast assumes the overachievement on income continues whilst penalties decline. The planned income growth is from additional capacity with
cost assumptions reflecting increases in pay and non-pay to deliver additional activity.

Risks

. The trust surplus is sensitive to the achievement of the agreed activity/income plans.

. The operational pressures around staffing means that cost control remains critical.

. Penalties are assumed at year to date levels so the financial position would worsen if penalties increased.

Actions

. Monitoring of forecast levels of activity, and taking remedial action where necessary, is undertaken at a senior management level at the Weekly Operations

Meeting. This meeting looks at pay and non-pay costs associated with the delivery of all activity.

Page 4
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NHS Foundation Trust

Summary

The cumulative surplus remains ahead of plan.

Issues

The plans from July onward include additional activity
associated with the opening of theatre 11.

The plans for the remainder of the year reflect the phasing of
additional activity rather than any service changes.

18 Week RTT compliance is expected to increase both activity
volumes and costs as the Trust reduces waiting times to a
sustainable position.

The trust surplus is sensitive to the achievement of income
targets as costs are predominantly of a fixed base nature.

Cost control remains critical and additional activity needs to be
delivered at marginal cost rates.

Actions

Monitoring of forecast levels of activity, and taking remedial
action where necessary, is undertaken at a senior management
level at the Weekly Operations Meeting. This meeting also
looks at pay and non-pay costs.



Summary Actual Position — YTD M6 2014/15

Queen Victoria Hospital m

NHS Foundation Trust

Financial Performance 2014-15 September 2014 Year to Date 2014-15
Summary by Type QLT;;;I ACEIIl: a Bugkget (FZ\?(E Iuarna(::::]e/ AC;E a BugEet (F;/\?c: Iuarna(;:\ele/
£k ) )
Patient Activity Income 54,664 4,503 4,799 (296) 27,380 26,857 523
Other Income 3,763 480 314 167 2,234 1,882 353
Pay (38,196) | (3,276) | (3,182) (94) (19,274) | (19,016) (258)
Non Pay (14,451) | (1,229) | (1,227) ) (7,459) | (7,142) (317)
Financing (3,553) | (282) (296) 14 (1,690) | (1,777) 87
Underlying Position 2,227 196 408 (212) 1,191 804 387
Prior Year ltems - 3 - 3 (25) - (25)
Offset ltems (25) (18) (1) 17) (31) (12) (20)
Surplus / (Deficit) 2,203 182 407 (225) 1,134 793 342
Note: Financing costs consist mainly of depreciation, dividends and theatre loan interest.
Summary
. Patient Activity Income is down 6% on plan for the month.
. The headline total income variance for month 6 is -£104k (+£25k of matched income) and consists of Patient activity -£296k, and other +£167k.
. Other income is up with non patient income higher than planned, being an increase in notified RTA income (£53K) and the ratification of anincreasein
professional developmentincome (£73k).
Issues
. The impact of prior year items is shown separately in the above analysis.
. The impact of the prior year is expected to be positive. The bad debt provision remains at £938k and could reduce by £200k by year end if commissioner debt
reduces. The ERT provision is £659k and could reduce by £300k by year end as payments are received from commissioners.
. These items have been split out to focus the remaining analysis on in year performance.
. Offset items show a negative variance due to timing differences and is expected to reverse.

Page 6

Board of Directors 30 October 2014
Page 63 of 179



Income — M6 2014/15 Queen Victoria Hospital m

NHS Foundation Trust

Summary
Chtljé:wet:t Cl\l/JlgniEt Cl\l/chrJrnetEt i . Patientincome by point of delivery (POD) was £296k below planin M6 with
POD. Month 6 Actual = Plan  Variance VanEaknce elective inpatients showing a significant adverse variance .
£k £k £k . The assumptions around CQUIN, penalties and Emergency Rate Threshold (ERT)
Day Case 1,029 | 1,002 | 27 5625 | 5310 [ 315 are considered to be prudent at this stage and may be subject to revision.
Blective 691 930 -239 4,582 5,226 -644 Issues
Non Elective 1,007 951 56 5,699 5,365 334
Exclusions 280 257 23 1726 | 152 200 . Elective inpatients activity is low on Breast, Burns, Skin and Hands,
Outpatient First Attendance | 419 436 -17 2,603 2,534 69 . Day cases continue to be low within Maxfacs, The over performance is by
Outpatient Follow Up 825 790 35 4,948 4,611 338 Corneo.
Outpatient Procedure 346 335 12 2072 | 1,992 81 . Non Elective over performance is mainly for Hands
M'nc_’r Injuries 69 4 2 438 a7 21 . Radiology in-month is a cross period adjustment, year to date is on plan.
Radiology 61 156 -96 616 602 14
Critical Care 39 63 24 402 379 23 . Income by POD is at the full rate, i.e. it assumes 100% CQUIN, no penalties and
Sub total 4767 | 4992 | -225 28712 | 27.962 750 no reduction for ERT. These are accounted for separately.
CQUIN reduction -29 -29 -86 -86 . CQUIN has been planned at 100% achievement. Q1 CQUIN is reflected at 100%
Penalties -41 -41 -275 -275 based on internal calculations and Q2 at 75% . 100% CQUIN was achieved last
ERT deduction -71 -97 26 -197 -541 344 year.
Add back offset items 122 ) -96 =27 774 564 -210 . The penalties relate to 18 week breaches and other contractual penalties and
Patient Activity Income 4,503 4,799 296 27,380 | 26,857 523 remain subject to commissioner agreement.

. ERT was prudently assumed to be suffered at 100% in the budget but contracts
reflected an improved position. The financial provision reflects the agreement
that ERT is incurred at a provider not CCG level.

Risks

. Elective inpatient activity continues to be significantly below plan .

. Future income relies on additional capacity being utilised effectively.

Actions

. To explore and identify the reasons for elective under performance and take the
necessary steps to achieve the planned levels of activity.

. To aim for full achievement of CQUIN and reduce costs associated with

penalties.

Board of Directors 30 October 2014
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NHS Foundation Trust

Penalties: Issues / Risks

*  Within income there is an accrual of £275k for penalties and challenges. (activity data is still to be finalised and any
penalties to be further agreed with commissioners).

Penalties Accrual 2014/15 M1 M2 M3 M4 M5 M6 Total Q1 Q2 Total
£ £ £ £ £ £ £ £ £ £
RTT18 Admitted 2,400 2,400 10,800 23,600 29,200 30,800 99,200 15,600 83,600 99,200
RTT18 Non-Admitted 600 0 2,000 2,400 3,600 4,900 13,500 2,600 10,900 13,500
RTT18 Open pathways 7,200 5,200 8,200 9,000 13,300 14,800 57,700 20,600 37,100 57,700
Sub total RTT18 10,200 7,600 21,000 35,000 46,100 50,500 170,400 38,800 131,600 170,400
52 week waiters 0 5,000 15,000 10,000 10,000 10,000 50,000 20,000 30,000 50,000
Urgent operation cancelled for second time 0 10,000 10,000 10,000 10,000 10,000 50,000 20,000 30,000 50,000
Never Events (estimate) 0 1,000 2,000 0 0 0 3,000 3,000 0 3,000
Data Challenges (estimate) 1,000 1,000 0 0 0 0 2,000 2,000 0 2,000
Grand Total 11,200 24,600 48,000 55,000 66,100 70,500 275,400 83,800 191,600 275,400
est. est.

. 18 week penalties constitute the majority of the accrual. The 18 week penalties for Q2 remain subject to discussion with
CCGs as providers do not expect to be penalised for reducing backlogs.

*  The forecasts assume the continuation of penalties at this average level for the remainder of the year.
. Last year total penalties and challenges were £307k.

Actions

*  The actions to meet targets should reduce the level of penalties.
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Directorate Performance — YTD M6 2014/15

Financial Performance

by Directorate

2014-15

Annual
Budget
£k

Actual
£k

September 2014

Budget Variance

£k

(Favourable/

)

Queen Victoria Hospital m

Year to Date 2014-15

Actual
£k

Budget
£k

Variance

(Favourable/

)

NHS Foundation Trust

Anaesthetics and Surgery 14,594 1,183 1,417 (234) 7,148 6,907 241
Clinical Support 587 31 61 (30) 397 330 67
Nursing (1,698) (64) (138) 73 (765) (842) 77
Estates and Hotel Services (3,648) (312) (299) (14) (1,877) (1,788) (89)
Hurman Resources (746) (38) (63) 25 (311) (369) 58
Finance (5,382) (421) (447) 27 (2,398) | (2,693) 295
Corporate (1,504) (197) (125) (72) (1,059) (752) (307)
Grand Total 2,203 182 407 (225) 1,134 793 342
Summary
. The directorate performance summary highlights material variances and the relative position of each directorate.
. As previously noted the patientincome in month 6 is below plan by £296k which shows mainly in the Anaesthetics and Surgery directorate.
Issues / Actions
. Page 10 gives greater detail of the performance by Directorate.
. Maintaining income levels, controlling costs and meeting performance targets are key financial challenges for the remainder of the year.

Actions
. Delivering additional capacity through theatre 11 opening September 2014.

. Maintain control over costs through tighter budgetary control.
. Delivery of the action plans to meet performance targets.
Board of Directors 30 October 2014
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NHS Foundation Trust

Financial Performance by type 2014-15 September 2014 Year to Date 2014-15 Summary
Annual L sadger VATANCE L bigger | Vaniance . The in month surplus is £182k, a variance of £225K from
blieeieEi: W= B”gkge‘ £k £k (Fav°“rab"°;’ £k £k (Fa""“rab"“;’ plan. This is mainly the net effect of under achievement
of income.
SLAM Income 49,041 4,125 4,316 (191) 24,519 24,035 483
Anaesthetics and Other Income 1,390 120 116 4 753 695 58 Issues
Surgery Pay (18,766) (1,618) (1,567) (51) (9,499) (9,334) (164) .
Non Pay (6,688) (592) (578) (14) (3381) | (3,308) 73 ¢ Anaesthetics and Surgery —
Anaesthetics and Surgery Total 2,035 2,287 252 (252) 12,392 12,088 304 ° M6 income negative variance relates to Burns,
SLAM Income 3,721 255 319 (64) 1,863 1,868 (5) ; . R
N Other Income 567 61 47 14 319 284 35 Maxfacs, Breast and Skin which continue to
Clinical Support
Pay (4,937) (363) (406) 44 (2,361) | (2439) 78 underperform.
Non Pay (2,008) (170) (172) 2 (1,067) (996) (71) L. R ) )
Clinical Support Total (2,657) (217) (212) @ (1,246) | (1.282) 36 ¢ The YTD positive income variance is from Hands,
SLAM Income 1,668 158 143 15 891 837 54 Corneo and Sleep. Pay overspend is mostly within
Nursing Other income 1,046 162 & I 6% 523 197 medical and non-clinical. Non Pay variance largely
Pay (9,247) (778) (771) (8) (4,642) (4,623) (19)
Non Pay (2,304) (210) (194) (16) (1,305) (1,147) (158) relates to RTT18 outsourced work and theatre
Nursing Total (8,837) (669) (735) 66 (4,366) | (4,410) a4 items.
Other Income 294 23 25 (2) 132 147 (15) o ) L )
ES‘a‘Se:r;:‘iSHO‘e' Pay (1,657) (142) (138) ) (869) (829) (40) . Clinical Support’s income position is low on Radiography,
Non Pay (2,286) (193) (185) (®) (1,140) | (1,107 (33) and in Prosthetics which is offset by vacancy savings.
Estates and Hotel Services Total (3,648) (312) (299) (14) (1,877) (1,788) (89) . ) . ) .
Other Income 170 33 14 18 133 85 48 . Nursing — Other Income is high due to an increase in
Human Resources | &Y (714) (52) (60) 8 (335) (353) 18 professional development funding .
Non Pay (202) (19) (17) 2) (109) (101) (8) . . . .
DA ; ; ; ) ; ; . . Finance includes a number of the technical adjustments
Human Resources Total (746) (38) (63) 25 (311) (369) 58 and income not directly attributable to a service line e.g.
SLAM Income 236 (35) 21 (55) 107 116 (8) . . .
Other ncome 245 82 2 . 207 172 35 ERT, penalt.les, Cquin, RTAs. Pay and non pay |nc.Iudes
Fnance Pay (1,605) (132) (134) 2 (772) (802) 30 compensation payments and an element of upside from
Non Pay (805) (54) (67) 13 (387) (402) 16 the prior yea r.
ITDA (3,553) (282) (296) 14 (1,690) (1,777) 87 . . .
Other - Cross Year - - - 136 - 136 . The Corporate pay overspending will decline as reserves
IFIEIED EE] (2:362) (@20) (GED) 2] @RED) || (@GR 25 unwind to match agreed costs incurred in Q1.
SLAM Income - - - - - - -
Other Income (50) - (4) 4 - (25) 25 Actions
Corporate Pay (1,270) (191) (106) (85) (797) (635) (161) . .
Non Pay (184) © (15) 6 (101) ©2) (10) . Maintain control over costs through budgetary control.
Other - Cross Year - 3 - 3 (161) - (161) . Delivery of the action plans to meet performance targets.
Corporate Total (1,504) (197) (125) (72) (1,059) (752) (307)
Grand Total 2,203 182 407 (225) 1,134 793 342
note - for reconciliation purposes 'non-pay' here includes any net offset items
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Pay Analysis — M6 2014/15

Directorate Positions 2014-15 September 2014 Year to Date 2014-15
Annual Actual Budget Variance Actual e Variance
Pay Costs ek ek (Favourable/ ek ek (Favourablt;/
Anaesthetics and Surgery (18,766) (1,618) (1,567) (51) (9,499) (9,334) (164)
Clinical Support (4,937) (363) (406) 44 (2,361) (2,439) 78
Nursing (9,247) (778) (771) (8) (4,642) | (4,623) (19)
Estates and Hotel Services (1,657) (142) (138) (4) (869) (829) (40)
Human Resources (714) (52) (60) 8 (335) (353) 18
Finance (1,605) (132) (134) 2 (772) (802) 30
Corporate (1,270) (191) (106) (85) (797) (635) (161)
Grand Total (38,196) | (3,276) (3,182) (94) (19,274) | (19,016) (258)
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Summary

Pay costs are above plan in month and year to date.

Issues

Risks

Anaesthetics and Surgery adverse variance is mainly
payment for additional medical sessions and some agency
cover in theatres due to sickness and vacancies.

Clinical Support have vacancy savings which offset some
income reduction.

Nursing adverse variance is due to agency covering
vacancies and workload

Increased estates costs reflect agency cover.
Finance saving is for vacancies that will be filled.

Corporate variance in month includes a provision of £50k
for charges relating to PAYE and NI liabilities.

Not included in this table is £88k of pay claims relating to
prior years that are subject to negotiation.

Pay costs reflect the operational challenges facing the trust
— scheduling of activity, sickness, recruitment, retention
and the need to safely maintain capacity to meet
performance targets and objectives.

Actions

Improve budget holder accountability through change in
reporting structure, accountability agreements and lower
level controls.



Pay Costs — YTD M6 2014/15 Queen Victoria Hospital m

NHS Foundation Trust

Anaesthetics Estates and Human

. : inical " Nursi = "
Pay Variances by Directorate and Staff Group e Sy Clinical Suppor ursing Hotel Services R . inance Corporate
September 2014
CONSULTANTS (1) (41) (10) (33) (4) (24) - - - - - - 2 9 (14) (89)
JUNIOR MEDICAL (31) (87) - - (0) (2) - - - - - - - - (31) (89)
AGENCY JUNIOR MEDICAL (6) (32) 1 (8) (0) (5) - - - - - - - - (6) (45)
NURSING, MDWIFERY & HEALTH VISITORS 34 175 - (1) 39 231 - - 0 (0) - (0) - - 73 405
AGENCY NURSING, MIDWIFERY & HEALTH VISITORS | (13) (35) - - (44) (236) - - - - - - - - (56) (271)
SCIENTIFIC, THERAPEUTIC & TECHNICAL (28) (130) 48 161 (1) (29) - - - - - - - - 20 3
AGENCY SCIENTIFIC, THERAPEUTIC & TECHNICAL - - 2 (39) - - - - - - - - - - 2 (39)
OTHER CLINICAL STAFF 6 21 (0) (2) 6 51 - - - - - - - 12 69
AGENCY OTHER CLINICAL STAFF - - - - - (0) - - - - - - - - - (0)
NON CLINICAL STAFF (11) (33) 3 2 (3) (5) 2 (24) 7 19 3 36 (15) (14) (13) (20)
AGENCY NON CLINICAL STAFF (2) (2) 0 (1) 0 1 (5) (16) - - (1) (6) (72) (157) (80) (181)
Grand Total (51) (164) 44 78 (8) (129) (4) (40) 8 18 2 30 (85) (161) (94) (258)
|Key: CMV-Current month variance; YTDV- Year to date variances to budget; in £k's; (red) is adverse. | | | |These items cover similar roles and may be considered together I |
Summary

. The key ongoing variances are within medical staff

Issues / Risks

. Pressures of vacancies and sickness within nursing and theatre staff may lead to agency and bank use above budget to
maintain operating capacity.

. The key variances are explained on page 13.

Actions

. Enhanced budgetary control would contribute to the maintenance of pay costs within budget.

Board of Directors 30 October 2014
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NHS Foundation Trust

Key Variances

Anaesthetics and Surgery
* Junior medical costs are high in month with payments for additional sessions and cover.
* Scientific and therapeutic staffing costs are theatre staff covering sickness and absence.
* Non clinical staff is additional support in Maxfacs, theatres and health records.

Clinical Support
* Consultant cost are high in Radiology with additional cover.

* Scientific and therapeutic underspend relates to vacancies that will be filled, particularly in the Prosthetics Lab. And
Therapies.

Nursing

* Agency and bank cover for vacancies and workload is still causing an overspend on the wards, especially Canadian Wing, but
is mainly offset by outpatient and nurse management vacancies.

Estates and Hotel Services
* The overspend is agency cover within Building & Engineering
Corporate

* The overspend relates to costs that are covered by reserves and an increased provision for potential PAYE and NI payments.
All costs have been fully accounted for in the month to which they relate and will reduce as reserves (profiled equally across
the year) are released during the year.
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Non Pay Analysis — M6 2014/15

Directorate Positions 2014-15 September 2014 Year to Date 2014-15
Non Pay Costs Ql:];gl;jtl Actual Budget (F:\a\/\i; iuarnaclje/ Actual Budget (F;/\?(; Lalrna(;ﬁe/
£k £k £k £k £k )
Anaesthetics and Surgery (6,834) (590) (590) 1 (3,504) (3,382) (122)
Clinical Support (2,008) (170) (172) 2 (1,067) (996) (71)
Nursing (2,134) (194) (180) (14) (1,151) (1,062) (89)
Estates and Hotel Services (2,286) (193) (185) (8) (1,140) (1,107) (33)
Human Resources (202) (19) 17) (2) (109) (101) (8)
Finance (805) (54) (67) 13 (387) (402) 16
Corporate (184) (9) (15) 6 (101) (92) (10)
Grand Total (14,451) (1,229) (1,227) @) (7,459) (7,142) (317)
Page 14 Board of Directors 30 October 2014

Page 71 of 179

Queen Victoria Hospital m

NHS Foundation Trust

Summary

° Non pay costs — there are no significant
variances in month.

Issues

. Anaesthetics and surgery

. Clinical Support

. Nursing is over in month on clinical supplies.
Risks

. Overspends not linked to activity and shortfalls
on cost improvement plans are risks.

Actions

o Improved budget holder accountability through

change in reporting structure, accountability
agreements and lower level controls.



Non Pay Costs — YTD M6 2014/15

Non Pay Variances by Directorate and
Group

Anaesthetics and
Surgery

Clinical Support

Nursing

Estates and Hotel

Services

Queen Victoria Hospital m

NHS Foundation Trust

Human

Resources

Finance

Corporate

Total

September 2014

CLINICAL SUPPLIES & SERVICES EXPENSES 4 66 (7) (29) (16) (92) 0 1 - (0) 14 (4) 5) (57)
DRUG EXPENSES 0 (6) (1) (24) 6 10 - - 0 0 - (4) - - 6 (23)
ESTABLISHMENT EXPENDITURE 3 (48) 4 1 3 17 3 (1) (0) 2 2 11 9 16 23 (1)
GENERAL SUPPLIES & SERVICES (5) (13) (1) (5) (5) (21) (11) (13) (0) (0) (0) (0) - - (22) (53)
OTHER NON PAY EXPENSES (3) (125) 0 (4) 0 (3) (0) 0 0 (19) 3) (2) (23) (24) (158)
PREMISES AND FIXED PLANT 1 4 6 (10) (2) (6) 0 (21) (1) (10) 17 15 (0) (3) 20 (30)
RESEARCH AND DEVELOPMENT - - - - 5 - - - - - - - - - 5
Grand Total 1 (122) 2 (71) (14) (89) (8) (33) (2) (8) 13 16 6 (10) (2) (317)

|Key: CMV-Current month variance; YTDV- Year to date variances to budget; in £k's; (red) is adverse. |

Summary

. Non-pay costs are, in total, in balance for the month and £317k over for the year to date, but this includes non-recurrent and
activity related costs.

Issues / Risks
. Non Pay costs may come under pressure as the trust seeks to meet performance targets.

. Anaesthetics and Surgery — YTD Costs are over mainly due to Corneo outsourcing and theatre supplies, transport and an
underspend on SLAs.

. Nursing: YTD Clinical supplies overspend is on Skin for Burns and equipment maintenance.
Actions
. Improved budget holder accountability through change in reporting structure, accountability agreements and lower level controls.
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Cost Improvement Analysis — M6 2014/15 NHS Foundation Trust
Annual : :
Cost Improvement Programmes Achieved Achieved
built into budgets 2014-2015 Plan — MOBPlan — phqy¢ % Shortfall
£000's
Pay 337 168 140 83% 28
Clinical Supplies 233 116 82 71% 34
Non Clinical Supplies 142 71 9 12% 62
Other non operating expenses 170 85 72 85% 13
Total Cost Improvement o 441 Gl . 5
Programmes
Summary
. At M6 the trust is achieving 69% of the cost improvement plan, work is progressing to ensure further improvement.
Issues
. Pay - the key adverse variance is in the Programme Office where costs have been brought forward. The adverse variance will reverse and the planned
savings will be achieved.
. Clinical supplies - sleep devices are the key adverse variance and the procurement process is underway and the expected saving will be delivered.
. Non clinical supplies includes the cost of leasing Operating Theatre 6. The decision to dispose is subject to a business case and is unlikely to realise the full
benefit of the savings plan in year. Additional procurement savings are in development to help to achieve the full plan
. Other non operating expenses variance is due to an increase in the PDC dividend.
Risks
. A 31% shortfall on plan is a risk for the full year of £274k. The forecast, before additional procurement savings and the disposal of the lease, is to achieve
£734k of savings leaving a gap of £148k or 17% to be addressed by additional actions.
Actions
. Conclusion of disposal of leased building.
. Additional procurement savings.
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Balance Sheet — YTD M6 2014/15 NHS Foundation Trast
2013/14 Current Previous Summary
Balance Sheet Outturn Month Month . . .
s ST SRS . Net assets improve with the generation of the surplus.
Issues
Non-Current Assets . L
Fixed Assets 37,211 36,773 36,704 . Fixed assets are stable as depreciation matches
Other Receivables - - - additions, although this is not expected to continue as
Sub Total Non-Current Assets 37,211 36,773 36,704 capital plans are re-phased and actioned.
c  Acset . Debtor balances have improved significantly since the
urren ssets . .
Inventories 415 418 418 year end as commissioners reduce outstanding
Trade and Other Receivables 8,939 6,092 7,048 balances.
Cash and Cash Equivalents 3,655 7,137 6,547 L .
. Non-current liabilities have reduced in year due to the
Current Liabilities (6,574) (5,999) (6,478) loan repayment made in June. A further repayment
Sub Total Net Current Assets 6,436 7,648 7,535 will be made in December.
Risks
Total Assets less Current Liabilities 43,647 44,421 44,239
. Cash balances rely on prompt payment by
Non-Current Liabilities commissioners. The position has improved but the
Provisions for Liabilities and Charges (554) (582) (582) t tis likelv to b ffected bv fi ial
Non-Current Liabilities >1 Year (8,933) (8,545) (8,545) rustis likely to be artected by Tinancial pressures
within the health economy.
Total Assets Employed 34,159 35,295 35,113 .
Actions
Tax Payers Equity . Re-forecasting of the capital expenditure plan with a
Public Dividend Capital 12,237 12,237 12,237 . hi he phased ol
Retained Earnings 15,749 16,885 16,703 commitment to achieve the phased plan.
Revaluation Resene 6,173 6,173 6,173 - Continued focus on reducing debtor balances.
Total Tax Payers Equity 34,159 35,295 35,113

NB Analysis is subject to rounding differences
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Cap |ta| - M6 20 14/15 NHS Foundation Trust

Summary

2014/15 Committed  Forecast 2014/15 Total ‘ Capltal eXpendlture IS Slgmflcantly
Capital Programme Plan Spend below the phased plan.

: M6 forecast has increased by £585k
reflecting a decrease in IT for this year

£000s £000s £000s £000s

Estates projects of £257k and the addition of £814k to
13/14 Projects: medical equipment for new anaesthetic
Jubilee/Burns heating 450 237 33 29 300 machines, £240k of which will be

. F .
Other projects 92 12 9 33 54 donated by the League of Friends.
14/15 Projects: Issues
Corneoplastic electrical upgrade 100 - - 144 144 ° The key project within IT is a
Fire compartmentalisation 160 - - 15 15
A Wing repairs 100 - - - : replacement network to support more
Meeting rooms 50 - - 20 20 A
Carbon reduction 0 ] ] ) ) advanged clln'lcal systgms :fmd a .
Other projects 398 41 5 251 297 strategic outline case is being reviewed
by the Trust Board in October.

Medical Equipment 550 220 36 1,109 1,364 Risks

IT Equipment 1,400 15 197 0 933 . Sufﬁae.nt project management is ke.y t_o

the delivery of capital projects so this is

Grand Total 3,350 725 279 2,123 3,127 being bUIlt into delivery plans

Actions
. Deliver planned projects.
Page 18 Board of Directors 30 October 2014
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Debto s — M6 2014/15 NHS Foundation Trust
Summary
Debtor Trend «  Debtor balances continue to reduce this year
with the resolution of outstanding older
10,000 ~
9,000 - balances.
8,000 ~
4000 . e Issues
& §j§§§ ] »  Debtor balances are at historically high levels
%iggg - because of delayed payments. Work continues
- : : : : : : : : : : with commissioners to reduce outstanding
SR S I s SO L balances.
—=—Total 2014/15 . Accrued income includes income over
=i T otal 2013/14 .
e oal 2012013 performance that is to be agreed and then
invoiced.
. The bad debt provision is subject to monthly
Debtors 2014/15 review. Given the current value of debt, its age,
4000 and the pattern of cash receipts the provision
3.000 may reduce by c£200k-£400k by year end.
Risks

2,000
. Debt arising from over performance against

income plans is slower to be paid.

1,000

NHS Debtors Non NHS Debtors  Prepayment Accrued Income ACtionS

-1,000

. Continued liaison with commissioners to ensure
prompt payment.

-2,000

Board of Directors 30 October 2014
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Cash — M6 2014/15

Cash £k

10,000
9,000

4,000
3,000
2,000
1,000

0

Month End Cash Position

8,000 -
7,000 -
6,000 -
5,000 ~

Apr May Jun

Jul Aug Sep Oct Nov Dec Jan Feb Mar

s Actual 2013/14

s Plan 2014/15 g Actual 2014/15 eseee Forecast2014/15  -ceeve Forecast 2015/16
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NHS Foundation Trust

Summary

Cash balances are significantly above plan
because of reduced debtor balances and
delays to capital expenditure.

Issues

Risks

Cash balances are projected to increase
through to the end of 2015/16 reflecting
surpluses, continued reduction in debtor
balances and an increase in capital spend.

Cash balances are sensitive to the level of
surplus, payment performance of
commissioners and the level of capital
spend so these are risk areas.

Actions

Continued liaison with commissioners to
ensure prompt payment.

Robust management of capital planning
and associated schemes.



Creditors — M6 2014/15

Trade Creditors

2,500

o k\\/\ /
500 /¥\

i Y
1,000

500

0 T T T T T T T

=e=)014/15 ===2013/14

Apr May Jun Jul Aug Sep Oct Nov Dec

Jan

2013/14
Better Payment Practice Code Outturn

September 2014 #Inv's

2013/14
QOutturn
£k

Current Current
Month  Month

#Inv's

£k

Queen Victoria Hospital m

NHS Foundation Trust

Summary

. Current liabilities have shown a decrease this year.

Issues

*  The trade creditors element of creditors has fallen through
prompter payment and the reduction in capital spend.

. Payment performance against the 30 day target is below
target.

Risks

. Working capital levels are such that prompt payment of
suppliers does not pose a liquidity problem for the trust.

Actions

. Continued action to speed payment times with a view to
paying 90% of suppliers within 30 days by the end of the
financial year.

Total Non-NHS trade inwoices paid 15,071 21,255 1,297 1,382 7,584 8,090
Total Non NHS trade inwices paid within target 9,386 15,087 760 794 4,804 5,134
Percentage of Non-NHS trade inwices paid within target || 62% 71% || 59% 57% ” 63% 63%
Total NHS trade inwices paid 1,082 4,544 58 528 467 2,628
Total NHS trade inwoices paid within target 624 2,858 40 470 229 1,587
Percentage of NHS trade inwoices paid within target || 58% 63% || 69% 89% ” 49% 60%

Page 21
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Report to: Board of Directors
Meeting date: 30™ October 2014
Reference number: 264-14
Report from: Head of HR & Operational Development
Author: Graeme Armitage
Report date: 21 October 2014
Appendices: A: Workforce Performance Report

B:Recruitment activities dashboard (for information)
C: Draft proposals for QVH recruitment development (for information)

Workforce update — October 2014

Key issues

1.

The main focus for the report this month has been on recruitment. Turnover in the Trust
remains above target and higher than for the same period 12 months ago. This has been
the trend for the first 6 months of the year and therefore indicating the need to implement
initiatives to address this. The core stability of the organisation remains high and therefore
rather than recruitment being an issue affecting all areas it is localised to a few specific
services/departments i.e. Burns, ITU, Theatres and CWing. The impact of this has been an
increase in bank and agency in CWing and Burns however the relocation of Burns
temporarily during September also had an impact on this.

Consequently, a Recruitment Task and Finish Group has now been established to tackle
the problems of recruitment in those areas where turnover remains high. The first draft of
this group’s action plan is attached for information and the initiatives highlighted within the
plan will be taken forward. The group consists of nursing, therapies and medical
representatives but membership will be kept relatively tight to ensure actions are agreed
and implemented.

Included in the report are recruitment metrics to provide an outline of the activities within
the Recruitment Team at present. A more detailed breakdown of recruitment will be
provided verbally at the Board meeting on the 30" October 2014.

Sickness has risen in September but the number of episodes relating to stress and anxiety
has fallen sharply. This is no longer the highest reason for sickness absence. The HR
Team are focussing on those areas where sickness is high and continue to work with
managers to support them to address cases affecting their departments. Weekly reviews of
all sickness cases takes place within the HR ER team and actions agreed. All staff are
being encouraged to take up the flu jab to help minimise absence due to flu and in
November the HR team are running a well-being day for staff. Close monitoring of all
sickness will be maintained to reduce absence levels towards the outturn target of 2%.

Statutory and Mandatory training performance has improved through the year so far and
we are now entering Phase 3 of the improvement plan. This will further align roles to
national competencies and removing inaccuracies currently identified in the OLM system.
This has not previously been possible but greater system access has been established and
this further work can now take place. Reporting for managers will remain but at a basic
level until Phase 3 is completed which will take approximately three months. During this
time we can expect some fluctuations in the figures. Any particular areas of concern will be
addressed as they are identified.

Board of Directors 30 October 2014
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Implications of results reported

6.

The workforce metrics within this report have an impact on the quality of patient care and
so robust management of those remain a priority.

The Trust has a duty to make reasonable adjustments to those covered by the Equality Act
2010 and this is taken into account when managing sickness absence.

Workforce data is shared with NHS England and may be used by commissioners.

The efficient use of resources is essential to being a well-run organisation and therefore
effective and accurate workforce information being provided to managers through the HR
teams supports managers to make good decision which impact positively on their services.

Action required

10.

11.

12.

13.

14.

Turnover and recruitment have been highlighted as the main areas for concern at present
and therefore have been prioritised accordingly. A Recruitment Task and Finish Group has
been established to address the issues found in the areas most affected. Progress is being
monitored monthly.

Changes to the Recruitment Team have been implemented and the impact of this will start
to take effect from November 2014. The appointment of an interim Deputy Head of HR has
provided a greater level of support in this area and he has been tasked with ensuring
delivery of recruitment initiatives across the Trust. He has already met with the Burns
team, Director of Nursing and Quality and the Matron responsible for CWing.

Continue with the controls for agency and bank usage which require senior management
approval for non-clinical and over-establishment cover.

Continue to manage sickness absence proactively through collaboration between line
managers, Human Resources and Occupational Health.

Further review of workforce metrics including breakdown of average staff costs in
comparable services, e-rostering performance, recruitment timescales and staff
development.

Link to Key Strategic Objectives

15.

e Outstanding patient experience
¢ Financial sustainability
¢ Organisational excellence

Vacancies, sickness absence and bank and agency usage have an impact on the quality of
patient care, cost more to the organisation and affect the wellbeing of staff who are at work.
Therefore although the core stability of the Trust’s workforce is very good i.e. over 95%
turnover issues are being actively addressed and improvements to recruitment being
implemented.

Board of Directors 30 October 2014
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Implications for BAF or Corporate Risk Register

16. The issues raised at paragraphs 1 — 5 above are already included in the Corporate Risk
Register and Board Assurance Framework where they impact on ensuring safe staffing
levels and quality of services provided. The mitigations are currently felt to provide
assurance that these issues are not impacting negatively on the Trust’s overall
performance.

Regulatory impacts

17. Although there is always a potential for high turnover and staff sickness to compromise
guality of care and have a detrimental impact on the experience of other staff, it is not felt
that the level of turnover and staff sickness prevailing currently is a genuine threat to
regulatory compliance. Safety is maintained through use of temporary staff and the report
shows that bank and agency use is low and recruitment to vacancies is improving.

Recommendation

18. The Board is recommended to NOTE the contents of the report.

Board of Directors 30 October 2014
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Trust Turnover Rate - rolling 12 months

25

22.42

20 o T~
15.44

15 —

100—4?“=‘/0\000

5
0
P&"\\ VNA“ \o(\e \\)\“ ‘;\)% 599" o< ‘\0“ o o Qe“’ “\,6‘6“
g Trust Target m=@==2013/2014 incl M & D = 2014/2015 incl M & D
e 2013/2014 excl M & D s 2014 /2015 excl M & D —

16

14

12

10

Vacancy rate %

Y

PQ‘ sz“

we

W % e® ot W\

o

W e®

—0==Yr 2012/13 =—0==Yr2013/14 =—o—yr2014/15

N

21

16

10

12 24 6 14 11 22 15 9 9 21 12 43 17
18 18 19 21 16 17 19 19 20 17 16 19 20
10.2% 10.9% 6.9% 7.6% 6.9% 6.8% 10.2% 12.6% 13.6% 11.7% 12.3% 12.4%
1.06 2.41 0.73 1.46 1.14 2.37 1.55 1.04 1.04 2.18 1.35 4.62 1.77
1.27% 2.51% 0.73% 1.46% 1.14% 2.05% 1.65% 0.93% 0.93% 2.07% 1.24% 4.49% 1.70%

18.1% 20.5%

11.6%

13.5%

19.74%

19.94% | 20.15% | 21.55%

21.45%

21.66%

22.42%

13.62%

13.67% | 13.79% | 15.19%

14.93%

15.57%

15.44%




HEADLINE HR KPIs

Turnover (12 month rolling turnover)
Trust turnover for the 12 month rolling period ending 30t September 2014 is 15.44% which is above the Trust
target of 11%. At the same pointin time in 2013 turnover was at 11.6%

September saw 17 leavers (13.74 FTE), which is high compared to the same period last year where we had 10
leavers , however there are no specific concerns with leavers in any areas. Of the 17 leavers, 3 were retirements of
whom had long service, 8 were voluntary resignations which were due to promotion, relocation and lack of
opportunities, 8 end of fixed term contracts which were all doctors.

Due to the lack of exit interview data on leavers, we are reviewing our exit interview process and are currently
looking at designing an exit questionnaire on Survey Monkey to be emailed to leavers to help increase our data on
reasons for leaving the Trust.

Staffing stability has risen from 92.77% in August to 98.98% for September.

Vacancies Rates (figures 2 month in arrears)

Vacancy rate for August was 12.4 % of which 30.6 WTE were actively being recruited to. Bank and agency were
being used to the total of 91.72 WTE. The reason for this is the need to cover establishment vacancies, maternity
leave (currently 20 employees on maternity leave) and long-term sickness (14 employees with sick leave of 4 weeks
or more)

Vacancies/Recruitment

There were 17.8 WTE vacancies advertised in September which included 7.9 WTE nursing posts, 4.5 WTE admin
posts and 2.2 WTE medical and dental posts. This also included 4 internal promotions and 3 nursing posts that had
to be re-advertised due to lack of applicants applying. not included in the WTE is 1 fixed term secondment post.

The Trust continues to experience high levels of unfilled vacancies in ITU, Burns, Corneo, Theatres and Canadian
Wing. Research done by NHS Employers has shown that other Trusts are facing recruitment shortages within the
registered nurse staff group and that a high number of NHS organisations have already or are considering the use of
international recruitment primarily in Portugal and Spain to fill the gaps.

Board of Directors 30 October 2014
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WTE jobs advertised by month
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The graph above shows that year 2014 has seen a vast rise in jobs being advertised, this is not just new jobs being advertised but re-
advertised jobs that have not been recruited to and also internal promotions that create a further vacancy to fill. Evidence of this
can been seen in our increased turnover rate and vacancy rates for 2014.

The average recruitment timescales remain 5/6 weeks, from advert to conditional offer letter, with the exception of

1 Domestic post which is waiting DBS clearance and has been with the LPF for 46 days (started on risk)

1 Orthodontics post which is waiting DBS clearance and has been with the LPF for 53 days.

Exceptions

The Trust continues to experience the highest level of vacancies within the Nursing Workforce, where a centrally coordinated
recruitment campaign is in progress to address both current vacancies and future workforce developments concerning the Trust.
The new interim Deputy Head of HR has held discussions with DoN&Q, Burns Service and is developing an action plan on
recruitment initiatives. An increase in risk assessments are being undertaken to allow new employees to start in post before Trust
Induction i.e. due to induction only being once a month.

Actions

* Heads of department & key managers notify recruitment ASAP after a resignation letter is received and begin filling the
vacancy, commencing the ECF process; (as per new legislation)

* Look into offering incentives to nursing staff — ‘refer a friend’” & ‘Advocates’ within departments .

* Reward package for newly qualified staff for length of stay (implement own preceptor-ship package as not available now —
look into fast tracking)

* Rotate nursing staff to gain skills in other nursing areas, allowing cross cover in areas hard to fill

* Implement local Recruitment and Retention Premia in accordance with Agenda for Change

* Expand our talent pool so that the Trust can successfully recruit to our nursing posts.

* Look to recruit within Europe (Portugal & Spain) Board of Directors 30 October 2014
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A . Bank & Agency Spend
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Pay for August remained stable at £2,478,810 due to tighter monitoring of budgets and robust controls in place for the use
of bank and agency workers.

A breakdown of the split between total staff paid WTE and bank/agency and overtime is reported in arrears and for August
14, shows WTE staff in post was 816.79 however total WTE paid was 911.71 this is inclusive of 38.82 WTE Bank, 52.90 WTE @
Agency and 3.20 WTE over-time. At the present time we are above budgeted establishment.

Bank and Agency usage — (figures are 2 month in arrears)

Bank expenditure for August was £69,692 an increase of £2,201 from last month, while agency (excluding RMN) expenditure
fell to £46,314 a decrease of £9,055. The top three highest users of bank and agency expenditure were Canadian Wing at a
combined amount of £26,248 an increase of £5407 from last month. The increase in expenditure was due to additional
staffing required due to the relocation of burns patients to Canadian wing. ITU had a combined expenditure of £19,161 an
increase of £3136 from last month due to additional workload and Theatres with a combined expenditure of £13,217, a
decrease of £4006.

The Bank/agency combined shift fill rate for August was 79.2%. In total 10,414.85 hours were requested and 6424.77
(61.69%)were filled by bank and 1814.33 (17.49%) were filled by agency.

Actions

* Monitor controls put in place and review in month by month.
* Senior managers to sign off before any bank or agency agreed to avoid unnecessary use of bank/agency workers.

* Tighter financial controls on departments budgeted establighanebtDirectors 30 October 2014
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Top 10 Absence Reasons by Days for August 2014
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Sickness/Absence

Sickness absence rates continue to fluctuate across the Trust and remain above the current overall outturn target of 2%. There
were 129 episodes of short-term sickness absence (13.5% of Trust) through September with the highest number of short-term
sickness mapped back to cough/cold/flu, followed by Gastrointestinal problems. The average length of sickness through September
was 7.7 days which is comparable to Hospitals in Kent , Sussex and Surrey.

Long term sickness cases have reduced to 14 with 11 employees returning to work and 2 employees dismissed due to ill-health.

There were 1002 absence days lost (868.15 FTE days) due to sickness, the most significant reason being ‘Other known causes — not
elsewhere known’, which totalled 179 days.

There are no reported sickness cases this month due to disciplinary or capability procedures.

Cases involving surgery have gone up 10.8% and cases involving cancer have increased by 9.9% - both of which will impact on
long term sickness absence figures, therefore it will be necessary to look at the underlying sickness absence and the total
sickness absence.

Exceptions

The main affected areas are Plastics — Hands at 17.23%, Plastics— Burns at 16.37% and Plastics — Breast at 14.02%, it should be
noted that these areas all have long-term sickness due to anxiety/stress/depression and are all Medical Secretaries.

Other areas of high sickness are Therapies at 15.74% - 6 short-term sickness cases, Recovery at 13.63% - 1 long-term injury/fracture
and 2 short-term sickness cases, Day Surgery at 12.88% - 2 long-term anxiety/stress and injury/fracture and 3 short-term sickness
cases, Theatres at 7.30% — 4 long-term anxiety/stress and injury/fracture 21 short-term sickness cases, Maxillofacial Nursing at
8.22% - 1 long-term 10 short-term sickness cases, Pre-assessment at 7.24% - 1 long-term and 2 short-term sickness cases,
Radiography at 6.34% 1 long-term and 1 short-term sickness case, Paediatrics at 6.05% - 1 long-term and 5 short-term sickness
cases.

All cases are being managed through Occupational Health. Case management meetings with Occupational Health are taking place
where necessary to determine individual’s capability to continue in their role, 20 employees have hit trigger points and all are being
managed in line with the Trust Sickness Absence Policy, 4 employees are on formal stage 1 of the policy and 0 at formal stage 2.

Actions

*Staff wellbeing day 5t November 2014 to promote healthy living and work life balance

eMindfulness will be trailed in the Trust as part of our Wellbeing strategy and to address absence due to anxiety.

*A new HR session has been also been added entitled ‘Managing Work Related Stress’ which is designed to support managers more

specifically in understanding and recognising the signs of stress in the workplace and how to make improvements e.g. ensuring staff
have their breaks on time Board of Directors 30 October 2014
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* Payroll RAG Rating
All staff were paid on time, there were 5 overpayments. The overpayments were due to 1 x incorrect payroll action and 3 x
ESR input errors and 1 x late termination of employment by a manager. All over payments have recovery plans in place with
the exception of 1.

Interim payments made in September increased in volume from 5 to 7, due to managers error when finalising shifts on
HealthRoster and late notification of doctors starting in the Trust. E>

Employee Relations

There were 7 new cases in September 6 of which related to capability i.e. 2 cases being poor performance and 4 due to ill-
health grounds. There are 5 new cases of conduct reported, 3 are being managed informally at the present time and 2 are
under investigation with 1 employee being re-deployed while investigations are being carried out.

Long term sickness cases have reduced to 14 with 11 employees returning to work and 2 employees dismissed due to ill-
health, 4 employees have triggered under the sickness absence policy and are currently being managed at the informal stage,
while 4 employees are at First Formal Review.

In the previous months report there was 1 employee being investigated under behaviour/conduct who has since resigned and
now left the trust. In addition there was also an employee on suspension due to capability who has now returned to work

while further investigations are being undertaken.

September saw no reported cases of employees on long-term sickness whilst being managed under the disciplinary policy.

Case Type Number of cases
. Disciplinary 0 g

. Bullying & Harassment 0

. Conduct 5

. Capability 6 (this includes sickness capability cases)
. Long-term sickness 14

. Change Management 0

. Grievance 1

. Whistleblowing 0

. Probationary 2

. Appeals 0

. Suspension 0

. Flexible Working 1

. Dismissals 3

Total 32

Board of Directors 30 October 2014
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Trust COverall

(Expired +
Competence Name T Mon Compliance Expired but Booked Compliant | Grand Total |Compliant)
LOCALAdult & Paediatric BLS - annual 9.42% 6.04% g4 _54% 100.00% 90.58%
LOCALChHild Protection Level 1 - 3 vearly 19.75% 1.84% 78 42% 100.00% 80.25%
LOCALChHild Protection: Level 2 - 3 yearly 31.82% 2.69% 65 50% 100.00%5 65.18%
LOCALChild Protection: Level 3 - 3 yearly 2T 27% 0.00% T2.72% 100.00% T2 729%
LOCALConflict Resolution - 3 yearly 28.65% 6.658% 64.67% 100.00% f1.35%
LOCALEmergency Planning: annual 20.32% 3.56% 76.12% 100.00% 79.68%
LOCALInfection Control: annual 20.21% 3.79% T6.00% 100.00% T9.79%
LOCALManual Handling - Clinical - annual 27 40% 3.37% 69.23% 100.00% 72 60%
LOCALManual Handling - Mon-clinical - 3 yearly 15.59% 0.85% 80.56% 100.00% 81.41%
LOCALPDR - annual 37 20% 0.00% 62 80% 100.00%5 62 80%
LOCALRIsk: annual 18.94% 3.56% 7T 50% 100.00% 81.06%
LOCALSafeguarding Adults - 3 yvearly 20.67% 1.15% 78.19% 100.00% 79.33%
MHSCSTFEquality, Diversity and Human Rights - 3 Years 58 21% 5.40% 36.39% 100.00%
MHSCSTFHealth, Safety and Welfare - 1 Year 9587 % 1.72% 241% 100.00%
MHSCSTFInformation Governance - 1 Year 23.08% 0.23% 76.69% 100.00% T6.92%
Grand Total 32.71% 2.74% 64 55% 100.00%5 5?.29%'
Statutory & Mandatory Training RAG Rating

Phase 3 of the improvement plan is now underway and will take approximately 3 months to complete. This involves the re-alignment of statutory and
mandatory training profiles from local to those under the new national skills passport. This is a follow on from the mapping of competencies which has
now been completed and enabled a number of changes to overall refresher/compliance to be made. This has resulted in an evaluation of existing
training, adjusting the content of some training programmes, review of the Induction programme and the creation of additional training sessions for
more staff to attend. In the next 3 months competencies held again each job role will be agreed with managers to further improve the reporting
accuracy and address a number of outstanding changes which they have requested. Recent system access improvements are enabling these changes to
be made and whilst this takes place we will see some variances in the compliance levels as the changes take effect and the system is validated. System

reports will continue during Phase 3 but at a more basic level until the work is completed.

Exceptions

Equality, Diversity & Human Rights Following on from the amendments to the renewal and the alignment process the overall figure for the 3 yearly

competency has increased from 10.40% last month to 41.79%. This is a very positive improvement and the L&D team have also booked many
individuals onto courses both face to face and via e-learning. Feedback from the face to face courses has been consistently positive which will

encourage others to attend in future.

Child Protection Level 3 The compliance for CPL3 has been reviewed over the last month due to legislative changes in requirement and consequently
we have seen a big improvement in compliance for this areasi.e. 72.72% overall. The 27.275 non compliant actually relates to 12 individuals in total.

Therefore 32 of the 44 people that require CPL3 have the competency.

Health, Safety and Welfare This is a new CSTF (Risk, Fire) that individuals will be aligned to at present only some Non Clinical staff have been
transferred over hence the low compliance rate.

ACTIONS:

L&D are continuing to cleanse data whilst aligning competencies to the National Passport. This is the focus for the next few months. This also allows us
to target those individuals who do not have the relevant competencies Bwhleonmiressoeciicovitbeppoga enrolment targeting.
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HEADLINE HR KPIs

Quarter 2 results for Staff Friends and Family Survey
In quarter 2 of 2014 the Trust invited a total of 1,150 permanent and bank staff to participate by completing the paper-
based questionnaires. 188 staff responded to the staff friends and family test which equates to a 16% response rate.

Results by question
There are two questions which staff responded to and the results for these are broken down as follows:

Question one

How likely are you to recommend Queen Victoria Hospital NHS Foundation Trust to friends and family if they need
care or treatment?

Net Promoter Score = 76% (to be replaced)
The percentage score based on recommended changes on extremely likely and likely = 96%

The percentage score based on recommended changes on extremely unlikely and unlikely = 0.5%

Question Two

How likely are you to recommend Queen Victoria Hospital NHS Foundation Trust to friends and family as a place to
work?

Net Promoter Score = 19% (to be replaced)
The percentage score based on recommended changes on extremely likely and likely = 75%
The percentage score based on recommended changes on extremely unlikely and unlikely = 15%

As question 1 of the staff friends and family test relates to staff’s perception of the Trust as a place they would
recommend their family or friends to be treated and is solely related to delivery of clinical services in the Trust the data
is shared with the Director of Nursing for this to link with the patients Friends and Family test data and analysis.

Question 2 of the staff friends and family test relates to staff’s perception of the Trust as a place they would
recommend their family and friends to work, and as with the yearly survey results, the data will be analysed alongside
the national staff survey outcomes. The 2013 staff survey action plan is being reviewed in light of the FFT results and

the same will be the case following publication of the “014 staff survey results.
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V1 DRAFT October 2014: QVH Recruitment Activities Corporate Dashboard —Task & Finish Group

Appendix A

Area Activity Details Who Timescale Anticipated Progress Progress
Impact to RAG update
Recruitment
Employment Recruitment and Review further use of local Recruitment and Retention Medium
Incentives and Retention Premia payments (in line with Agenda for Change terms and
Support conditions) for hard to recruit posts, and where there is a

specific business need. Identify plan for the next 6 months.

Ensure sustained system to centrally monitor use of R&R.
Note that R&R premia must be funded by the Divisions /
Operational area.

Depts to review R&R Premia for B5 Nurses, working together
to review cases and design appropriate premia. —
consideration to appointing B6 nurses to fill vacancies
existing but also provide a higher level of nursing to work
within our specialist foundation trust.

Relocation
Allowance

Review the use of relocation payment offers more widely to
support the difficulty of Southampton being a high cost of
living area. Divisions to utilise as appropriate.

Use of relocation allowance should be signalled during RVP
process. Local sign off at CGM Level or above, and costs
against local budget.

Refer A Friend
Scheme / Rewards

The introduction of refer a friend scheme, where a Trust
employee refers a friend to apply for a role in the Trust. If
appointed and successful for over 3 months, the employee
receives a reward.

Re-trial refer a friend scheme with Divisions, and launch
formally based on success.

Employee
Accommodation

Establish a system and process for supporting employees
who are relocating, with finding accommodation in the
Southampton area.

Accommodation being pursued by estates. Paper is being
worked up for TEC. Consideration of engaging a preferred
supplier to be signposted to by Trust, to support employee
accommodation issues.

Exit Surveys

Set up task and finish group with staff side participation, to
look at a free way of capturing exit data perhaps using
survey monkey.
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Appendix A

Trust / NHS Jobs Website

Refresh QVH Recruitment Website

Refresh jobs website to include:
e  Promotion of Training and Development opportunities.
e Videos of Trust (Compassion video).
e Patient stories.
e E version of Southampton pocket guide.
e Information about Southampton and local attractions.
e Profession specific pages need to be updated.

Note that website will be refreshed as part of new contract with procurement
contract for recruitment advertising.

Weekly Jobs Bulletin

Production of a weekly internal jobs bulletin to identify posts being recruited to in the
Trust, to support promotion and joint working between Divisions.

Issues with NHS Jobs 2

Continue to press the Department of Health to remove the restrictions on licensing
for NHS jobs regarding the redirection function.

AUKUH to write to DoH to protest at current regulations.

Social Media

Purchase Recruiter and Careers page
functionality for LinkedIn

e Purchase recruitment functionality for LinkedIn (£6k 1 licence).
e Use for direct marketing to NHS staff of vacancies.
e Purchase and set up careers page on LinkedIn.

Enhancements will also be offered through new NHS advertising contract.

Twitter e Continue to promote the Trust and roles through @UHS_Jobs twitter feed.
e  Seek advocates to promote UHS through users.
Facebook e Toincrease the use of facebook as a promotional tool to showcase employer

branding of the Trust.
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Branding and
Promotion

Procure new recruitment
media supplier contract

Procure new recruitment media supplier with
the aim of:
e Providing advanced guidance on
employee branding.
e  Advertising wording.
e Digital advertising campaigns.

Use of ‘Friends and
Family’ Test results

e Ultilising the friends and family test results
to promote the Trust as a place to work.

e Add a strap line to all vacancies about
current Trust average.

Medium

Increasing Employee
Advocates

e Identifying individuals who will act as
advocates for the Trust, through promoting
their department and roles to prospective
candidates.

Medium

Utilisation of Open days
for registered nurse
corporate recruitment

e Creating Trust wide open days for
registered nurses to offer a one stop shop
process.-interview guaranteed with a
senior member of the team upon arrival.

e  Offer interviews and assessments on the
day.

e Ensuring information and general literature
is available for staff.

e  Wide publication of events.

e Division B to share names after the event
on 21* with other Divisions.

Medium

Agree the value of
corporate/individual open days
Broaden the existing plan to
move to a corporate calendar of
activity.

Utilisation of Open days
for HCA corporate
recruitment

e Creating Trust wide open days for HCA
recruitment to offer a one stop shop
process for those who wish to understand
and undertake the role.

e Offer interviews and assessments on the
day.

Medium

draft a programme.

Overseas
Recruitment

Secure a strategic
partner(s) for overseas
recruitment

e  Secure a strategic partner(s) for overseas
recruitment campaign, via a procurement
exercise.

e Partners(s) must be able to focus on
nursing supply, and other key areas
(Medical, AHP).

e  Selection process to be conducted during
August / September.

Ongoing overseas
campaign to
Spain/Portugal for
registered nurses
(incentive supported)

e Continue overseas campaign to
Spain/Portugal to secure additional WTE.

e Review package including a golden
welcome to ensure UHS remains
competitive with other overseas recruiters.
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Set up alternative
interview screening
processes for direct hires

Establish a formal process for interviewing via
internet media such as Skype. Set up a Skype
interview hub.

Medium

Recruitment of
newly qualified
registrants

Co-ordinate corporate
recruitment events to
maximise recruitment
from new qualifiers (2x
year)

e Participate in all available recruitment
open days run by local HEI's.

¢ Run corporate trustwide interview process
for newly qualified staff twice yearly.

e Run corporate induction and oversee local
induction process and preceptorship for
recruits.

e Aim to ensure promation prior to London
Hospitals.

Utilisation of Retaining Candidates for | Explore functionality with TRAC to notify of
Candidates other roles good ‘second place’ candidates to other
recruiting managers.
Talent database Explore how a talent database could be Low
created to hold details potential candidates (2nCI
place, or appointable in the future with
experience).
UK Adaptation Utilisation of Health Education conversion Medium
programmes programmes to enable overseas staff to
convert to trained nurses.
Funding has now been obtained and
information will be circulated to Divisions.
Return to practice Continue to use return to practice programmes Medium
nursing programmes to ensure a pipeline of ex-nurses. Re-
imbursement of fees after 6 months.
More focus on staff wishing to return to
nursing.
Recruitment Supporting cohorts of Utilisation of NHSP HCA development Medium
initiatives with HCA recruits through the | programme to help support and pipeline of
key partners NHSP development future recruits.
programme

Appoint Clinical
Academic Career posts
in partnership with UoS

Appoint newly qualified staff into clinical
academic fellowship posts, linked to the clinical
academic career pathway.

Develop joint training
opportunities as incentive
to recruitment in key
areas with UoS

Work with UoS to develop joint opportunities
with identified learning pathways in key areas:
e Dementia
e Older Person

Small numbers will always be
yielded, but key activity for
longer term career
opportunities.
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Each Dept will be requested to produce a dashboard in the same format

Key:
Anticpate Definition Progress | Definition
Impact RAG
Likely to yield more than 10 candidates Complete
Likely to yield more than 5 but less than 10 In progress

Likely to yield less than 5 candidates Significant slippage against target and / or at significant risk

V1 October 2014
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21°% October 2014
DRAFT PROPOSALS FOR QVH RECRUITMENT DEVELOPMENT
Introduction

There is an urgent need to re-align the current recruitment system and the process that’s in place at
QVH as there are a number of nursing vacancies existing across the organisation (particularly at Band
5), that if continue to be vacant; pose a potential risk to patient safety as well as staff wellbeing

A number of options have been considered over the past weeks; looking at recruitment in key areas
where there is most risk:-

¢ In Canadian Wing currently the recruitment of B5 Registered Nurses over the past year been a
real challenge; currently there are 8 WTE vacancies at Band 5 level despite constant adverts
being placed on NHS jobs.

¢ The Corneo department have several B5 nursing vacancies; again, these posts have not been
filled for some time.

The list of rewards and retention proposals to attract and retain staff is not exhaustive and recognises
that in order to encourage staff to work in QVH it must offer more recruitment ‘reward’ incentives than
the current system in place offers.

The purpose of this paper is to suggest a number of proposals to tackle known recruitment issues and
offer possible solutions to attract qualified nursing staff in moving forward:-

1. The implementation of a recruitment ‘Task and Finish group’ / steering group made up of key
departments who have issues concerning recruitment / retention of staff; the composition of the
group will need to be senior enough to take forward decisions regarding funding
recommendations, key actions / decisions regarding recruitment incentives. — Mike Darling-
Holmes; (Interim Deputy Head of HR) will draft the Terms of Reference for the group following its
formation with comments and suggestions from the group stemming from the first meeting.

2. The recruitment Task & Finish group once formed will look at the list of proposals outlined in
Appendix A to offer workable solutions to current issues; identify incentives where there is a
realistic chance of success with identified implementation deadline dates; (where possible)

3. The T&F Group will meet monthly, (as a suggestion) and report regularly on updates and
progress with key initiatives regarding recruitment pertinent to QVH

Mike Darling-Holmes

Interim Deputy Head of HR
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Report to: Board of Directors

Meeting date: 30" October 2014

Reference number: 265-14

Report from: Interim Head of Operations

Author: Jane Morris

Report date: 20 Oct 2014

Appendices: A: QVH 2020 KS03

Quarterly update on delivery of Key Strategic Objective Three
Operational Excellence

Background

1. The attached document summarises the progress against actions in respect of delivery of
key strategic objective (KSO) 3 — Operational Excellence.

2. Thisis a key strand of QVH 2020 and identifies the actions that support organisational
delivery of streamlined services that ensure our patients are offered choice and are
treated in timely manner. Operational excellence will be about everything we do.

3.  This will involve embracing the use of technology, implementing lean systems, reducing
duplication, striving to be paperless by 2018, standardising processes, reducing waste,
co-locating departments to improve efficiency and reviewing structures to ensure fit for
purpose.

Process

4.  Operational Excellence QVH 2020 programme has been prioritised and incorporated into
a ‘roadmap’ for implementation over the next 5 years.

5.  The following groups are meeting regularly and are being used to ensure Operational
Excellence is delivered over the next five years

o Electronic Patient Record steering group
o OQutpatient Redesign group

e Pre-assessment group

e Theatre User group

e Trauma Management group

¢ |npatient redesign (due to be set up in Q4)

6. The actions that were identified for achievement during 2014/15 are shown in Appendix A
and have been updated to reflect progress to date.

7.  The attached document is shared with the Clinical Cabinet and is updated following

Queen Victoria Hospital NHS

MHS Foundation Trust

discussions at the groups mentioned overleaf, using their action plans to support the
achievement of delivering operational excellence as part of QVH 2020 programme.
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Key issues

8.  The main focus of the actions relate to the key areas of focus of KS03 in 2014/15:
Pathway redesign, Capacity review and delivery of the annual operational plan.

9. Delivery of the objectives sits across the operational team, with the Interim Head of
Operations coordinating progress through the key transformation groups that are
supporting QVH 2020 as part of the wider Operational Excellence action plan.

10. Progress has already been made against a number of the objectives. The main areas of
challenge are;

o Full operational opening of Theatre 11 delayed due to on-going vacancies despite
recruitment of Plastic junior doctors.

e Focus of operational team on prioritising compliance with operational performance
standards for 18 weeks and cancer - see separate board report.- which has meant
that some developments have had to be delayed

o Delays in updating Patient Centre locally and the introduction of the new national e-
referral system replacing Choose and Book being postponed until March 2015.

11. Itis recognised that this document provides evidence of progress against the short term
plan for KSO 3. Detailed plans regarding the longer term goals for Operational Excellence
have been developed with the relevant teams with the support of the QVH 2020
Programme office and are being updated regularly.

Link to Key Strategic Objectives
12. The above information relates to the key strategic objective — Operational excellence.
Implications for Board Assurance Framework or Corporate Risk Register

13. Risks to achieving this objective are included within the current Corporate Risk Register
and Board Assurance Framework.

14. No new risks have been identified.
Regulatory impacts

15. Nothing within the paper attached indicates that the organisation is not fully compliant with
the Care Quality Commission’s requirement for the Trust to be:

e Safe

e Effective
e Caring

e Wellled

e Responsive

16. There is no impact on the Trust's Monitor governance risk rating or continuity of service
risk rating as a result of this paper.

Recommendation

17. The Board is recommended to NOTE the contents of the report.
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KEY STRATEGIC OBJECTIVE 3 Operational Excellence
Improving Productivity and reducing costs — through pathway redesign, delivery of operational plan and stakeholder engagement

KEY ACTIONS 2014/15 Owner Measure Due Progress RAG
Pathway redesign
Pilot of system is now planned for Jan 2015 due to combination of factors including November push on 18
1|Implement pre-assessment IT system JM + AN/TV/ID Pre-assessment steering group minutes Oct-14|weeks, new scheduling theatre booking process being implemented in Dec A
Software solutions were put in place to scan referrals electronically into Patient centre. However storage
issues have been highlighted. Alternative solutions being sought. Single point of receipt of referral put into
place from July and referrers encouraged to send electronically rather than paper copies. Upgrade of Patient
No paper referrals being used within trust to book OPD Centre now in December to allow further testing of system following Windows 7 roll out. New national e-
2[Introduce electronic referrals M appointments Dec-14|referral system now been delayed until March 2015 A
Theatre 11 opened on the 8th Sept and is now 50% sessions are utilised. During Q2 and additional hand See
Opening of Theatre 11 Jul-14{and Do clinics was introduced. Further sessions are planned to come on line during Q3 G
Movement of activity from main theatres By Sept 2014 Plans in place to facilitate these lists once theatre 11 open as theatre staff ill be available G
Introduce dedicated LA DC / See and Do [JM / GM for Surgery Backlog clearance has begun. Trajectories in place to monitor progress and weekly patient access meeting
3|unit & Anaesthetics Reduction in waiting list backlog From July 2014 |set up to focus team on booking patients without TCI's waiting over 13 weeks G
Push on reducing 18 week waiting times and seeking replacement theatre scheduling system has meant that
pilot has been put on hold. However in the meantime generla improvements to scheduling are being
Review and implement revised theatre Pilot completed |implemented and nearly 60% of patients now have TCl booked over 3 weeks notice. Teams are striving to
4|scheduling systems JM/PS/S) Pilot to be completed and reviewed by theatre user group [by October 2014 |meet 80% by the end of March 2015 G
Training proposal for service improvmenet to be devised Sep-14
Introduce internal service improvement October 2014
5|training modules JM/AN Programme to be launched onwards Training package being devised for use from Jan 2015. A
Delivery of annual operational plan
Weekly Operations and patient access meetings put into place
Delivery of annual operational targets as a. 18 weeks standard, inc. 28 day guarantee Proactive validation of admitted 18 week pathways adopted
agreed by Trust board for clinical b. Service lines performance Ops restructure to taken place in May 2014, and will be fully established from Aug 14
6|spoeciality areas M c. _Mandatory training and ADR compliance Monthly Detailed action plan devised in response to IST visit in April and now being implemented A
Average waiting time for cancer patients off site to be
reduced Trend analysis to be undertaken
Compliance with cancer waiting time targets Process map of delays in off site planned
Delivery of streamlined pathways of care COSD action plan to be reviewed for progress
7|for cancer patients particularly off site M COSD completion rates Monthly Consider purchase of Somerset Cancer database system A
Capacity versus demand review to be IST Demand and capacity tools to be completed for each
8|undertaken quarterly M Speciality quarterly Quarterly Q1 models completed and trajectories developed G
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Delivery of increased productivity

Service Start and finish times
Manangers
and
Matrons Action plan will then be implemented and supported by OPD redesign group. Metrics devised from Enlighten
9|Introduce Productive OPD series Throughput per OPD clinic Monthly system and used to form a monthly dashboard. Zero tolerence to late starts being introduced from Nov. A
Service
Manangers Metrics has been agreed by Theatre user group and dashboard being produced. Action plan in placee
Internal review of theatre productivity and [and following theatre review and will be monitored by Theatre User group. Staggered admission times being
introduce productive theatre series Matrons reviewed and zero tolerence to late starts being introduced from Nov. External review being undertaken in
10|methodology Implement recommendations from recent theatre review |Monthly October. A
% of elective operating lists booked on ORSOS upto 3
M /GM weeks in advance of date Metrics devised and reported regularly G
Surgical
80% of elective operating lists to be and Number of elective surgical cases cancelled and rebooked Q2 - from data specific areas will be targetted who are booking patients less than 3 weeks notice (excluding
scheduled at least 3 weeks in advance of |Anaes before admission for the convenience of QVH i.e. non cancer) and processes used by secretaries will be reviewed G
operating list, excluding cancer and those |Directorate clinical hospital cancellations rather than at the request of Version 4.3 Patient Centre to be introduced in Q3 G
11|requiring donor tissue (QA) the patient or for clinical reasons. Monthly Cancellation process — policy in final draft and to be agreed by the end of July G
New to FU ratio’s to decrease from current levels
Review of clinic templates for all clinical Capacity for OPFA to increase
services and implement alternatives to Action plan being implemented and supported by OPD redesign group. Audit into N:FU ratio for Corneo
12[FU’s to release capacity IM +GM's + SM's Waiting times for OPD to be at 6 weeks for all specialities  |Monthly being undertaken A
Off site spoke review (cross reference with Review of existing sites in terms of activity, income, costs, referral catchment areas is being incorporated
13|clinical strategy) JM/ER Development of clear strategy for off sites Quarterly into the wider QVH Clinical Strategy work being co-ordinated by E Richardson G
Number of patients who are treated on the same day as
initial assessment Q1 Proposal put forward to Clinical Cabinet for discussion and was in principle approved in May 2014.
Options appraisal presented to Clincal Cabinet in Sept 14 with plans for increasing trauma capacity to
facilitate improvement for these measures. Futher update provided in Oct 14 highlighting staffing
14|Introduce one stop services for trauma M Reduction in the number of visits to QVH for NEL patients _[Quarterly requirements, costs and estate needed. Final paper due to be presented in Dec for implementation in 2015 |G
Due to operational focus on 18 weeks administrative review and options appraisal for discussion will now
Proposal for options for centralized take place in Q4
a) Referrals
b) Appointments
c) Scheduling function
Review options around centralized put forward for consideration by Clinical Cabinet
referrals / appointments/scheduling
15|function IM/PS Implementation of recommended option for the above Quarterly Q1 2015/16- actions will depend on above review and discussion A
Review and implement colocation of Proposal for colocation put forward following a review
departments to reduce duplicaton or Implementation of proposal within exisiting estate with
16|delay in process IM + GM's minimal capital costs By March 2015 [Work on this objective will beginning once the outcome of the above review of admin teams is known G
Implementation of key IT projects which Outsourced mailing to be used for 80% of end user letters Existing letters been updated and project plan being devised to extend system to Sleep and Orthodontics in
enhance the Trust’s ability to operate from Patient centre Monthly order to achieve 80% A
more efficient and cost-effective systems Most recent metrics show improvement each month. Trust wide we have now achieved 70.25% from 54% in
that result in improved patient experience, July 2013. Team leader for appointments team is asking staff to encourage patients to use the system where
eg outsourced mailing, self check-in, smart 80% of patients to use Self check-in kiosks Monthly possible. A
scheduling (OPD), patient portal, OPD Smart scheduling system specification and tender document is being finalised with aim to go out to
electronic patient records, as well as Procurement of OPD smart scheduling system procurement before Sept 14
maximising use of ORSOS and electronic  [JM and service QVH staff involved with collaborative in SaCP process. Demonstration and evaluation completed. FBC now
17|theatre boards. improvement team |Procurement of electronic patient record system By March 2015 | being finalised including benefits realisation G
Ensure operational teams are able to 5 day trauma cover implemented at BSUH Jul-14[Q1 Plastic Lower leg consultant in post from June July. Medway ENT post recruited and due to start in Oct.
18|respond to key strategic service M Medway ENT all day list from Oct-14|Theatre capacity being facilitated G
M/ QVH 2020
Programme
Development of QVH 2020 programme |manager and other |Programme office established with progress reports Q1 Programme manager appointed and office set up. Met with all Leads and devising detailed action plans
19{management office QVH2020 leads tracking key milestones From July 2014  |to establish current progress G
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 266-14
Report from: Interim Director of Finance
Author: Stuart Butt
Report date: 22 October 2014
Appendices: A: KSO 4 Report

Quarterly update on delivery of Key Strategic Objective 4

Financial Sustainability and Standards

Introduction

1.

The attached paper is an update on the progress with the specific actions designed to
provide assurance to the Trust Board on the financial sustainability of the trust.

As can be seen from the paper many of the actions are in progress and by definition are
‘on-going’. The financial position in year remains healthy with the financial surplus ahead
of plan at M6 and forecast to meet the targets agreed within the annual plan.

There continue to be underlying variations that are identified through a retrospective review
of the financial or operational performance, so it is the area of proactive financial
management that requires greater emphasis. An inability to accurately forecast (and
deliver to the forecast) potentially undermines the ability of the trust to invest in a timely
way and will result in an increasing risk adverse approach to future planning.

The development of robust operational budgets, cost improvement plans, a clear
understanding of non-recurrent expenditure, the consistent delivery of operational and
financial targets will all help to build confidence and reduce the reliance on the need for
short term reactive decision making.

The actions identified within this paper seek to ensure that future planning is improved and
that the current controls are strengthened. The plans are not designed to represent quick
fixes but to provide an overarching framework where best practice, transparency, timely
reporting and robust controls exist as routine.

It should be noted that much of this is already in place and strong financial performance
continues, however in striving to meet the future economic challenges faced by NHS
providers the trust will need to improve all aspects of performance to remain competitive in
the coming years.

Link to Key Strategic Objectives

7.

The above information relates to all key strategic objectives.

Page | 1
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Implications for Board Assurance Framework or Corporate Risk Register

8. Risks are already included within the current Corporate Risk Register and Board Assurance
Framework.

Regulatory impacts

9. Nothing within this report would suggest that the organisation is not fully compliant with the
Care Quality Commission’s requirement for the Trust to be

e Safe

e Effective
e Caring

e Well led

¢ Responsive

10. There is no impact on the Trust's Monitor governance risk rating or continuity of service risk
rating as a result of this paper.

Recommendation

11. The Board is recommended to NOTE the contents of the report.
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Key Strategic Objective 4 — Financial Sustainability

QVH 2020: Outstanding care delivered by outstanding people

Key Strategic
Objectives
(aligned with
QVH 2020)

KSO1 - Qutstanding
patient experience
(AP)

KSO2 - World class
clinical services (SF)

KSO3 - Operational
Excellence (JM)

KSO4 - Financial
Sustainability (RH)

KSO 5 - Organisational
excellence (GA)

We put the patient at
the heart of safe,
compassionate and
competent care that is
provided by well led
teamsin an
environment that
meets the needs of
patients and their
families.

We provide a portfolio
of world class services
that are evidenced by
clinical and patient
outcomes and
underpinned by our
reputation for high
quality education &
training and innovative
research &
development.

We provide streamlined
services that ensure our
patients are offered
choice and are treated
in timely manner.

We maximise existing
resources to offer cost-
effective and efficient
care whilst looking for
opportunities to grow
and develop our
services.

We seek to maintain and
develop a strong
professional and caring
culture through clear
standards, high expectations
and exemplary leadership.

Focus areas
(aligned with
QVH 2020)

Superior care &
outcomes

Exceptional
environment

Outstanding personal
service

Clinical Strategy
Clinical Outcomes
R&D

Education & Training

Pathway redesign
Capacity review

Delivery annual
operational plan

Delivery of annual
financial plan

CIP programme 15/16 -
19/20

Business development
programme 14/15 —
19/20

Leadership development
Performance Management

Innovation & Learning
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KEY STRATEGIC OBJECTIVE 4 - Financial Sustainability

KEY ACTIONS 2014/15 Owner Measure Due Progress Risk
Delivery of the Annual Financial Plan
Financial Planning
1 Organisational Structures RT/SB Agreed operational Mar 15 Work continues to develop plans for
structure in place and engagement and future consultation on the
effective optimum structure for delivery of strategic and
operational objectives
2 Annual Budgets BS Annual Budgets agreed and | Mar 14 Complete
published
3 Contracts ER Contracts signed with all Mar 14 Complete
commissioners
4 Service Level Agreements ER SLAs signed with other Mar 14 Complete but subject to a wider review during
providers 14-15 to ensure these agreements meet the
needs of the trust and represent value for money
5 Cost Improvement Plans RT/SB Agreed savings plans for the | Mar 14 Complete
year 14-15
6 Capital Planning and Investment RT/SB Capital plans for estates, IT Mar 14 Complete
and equipment agreed
7 Performance Standards JM/SB Confirmation of agreed Mar 14 Complete

performance standards —
national and local
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Financial Control

8 Financial Support & Advice BS Provision of expert financial | On-going | The finance team has been undertaking regular
advice and assurance that meetings with all budget holders and have
financial plans are widely introduced routine drop in clinics to support
understood understanding. Work continues to ensure that all

budget holders fully understand the basis of the
budgets and associated responsibilities.

Further training is being offered to all in the
finance team where this is required.

9 Accountability Agreements BS Development and On-going | The finance, workforce, activity and performance
production of accountability information has been collated and is being
agreements for all developed to inform the basis of formal
directorates agreements in 15-16. This agreement will specify

the targets for compliance e.g. financial budget
and the responsibilities of the directorate leads.

10 | Establishment Controls SB/GA Assurance that robust On-going | A review of the Establishment Control panel has
establishment controls been completed and changes to the operational
exist, complied with and arrangements for approval and authorization of
monitored regularly changes to pay terms and conditions

implemented. Further work to align workforce
and financial systems is being progressed.

11 | Discretionary Spend BS To identify discretionary On-going | Discretionary spend relates in the main to
spend from within existing estates, IT and equipment. The nature of this
budgets and create a spend by definition is non-recurrent and would
framework for the not routinely sit within a departmental cost
enhanced control of this centre. Work is underway to identify these
expenditure budgets for the creation of ‘programme’ budgets

in 15-16.
12 | Financial Reporting BS To ensure financial reports On-going | Significant work has been completed to provide

are clear, transparent and
understandable to their
target audience

enhanced reporting at all levels in the
organization, including Trust Board reports. The
increased focus on directorate level reports has
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improved understanding but further changes
may be required should structures change in the
future.

13 | Capital Plans and Monitoring BS To produce detailed capital On-going | The key groups (Estates and Facilities, IM&T and
plans that are priortised, Medical Devices) tasked with oversight of capital
provide spend profiles and planning have all reviewed their T&Cs to ensure
include contingencies clarity about their role and responsibilities.
should project cost or The groups receive regular updates on the latest
timescales change plans and progress with specific projects.

Consideration is being given to the project
resources required to ensure delivery of material
projects in the short and longer term.

14 | Service Line Reporting BS To provide the organisation | Mar 15 Work has yet to commence, outline plans for the
with detailed directorate future of service line reporting will be developed
profitability statements for before Xmas.
each of the key profit
centres

15 | Benchmarking BS To make greater use of Mar 15 The publication of reference costs is due and
benchmarking to support initial findings will be presented to Trust Board in
decision making and the November. Other examples of benchmarks are
identification of being explored.
opportunities for savings

16 | Internal and External Audit SB To make best use of internal | On-going | Audit plans have been agreed and the review
and external audit to assure findings are routinely presented to Audit

the Trust Board of best Committee.

practice and compliance A log of all outstanding recommendations is

with all financial controls maintained and provided to evidence progress.
Cost Improvement Program —2015-16 to 2019-20
17 | CIP Strategy RT/SB To outline the approach to Oct 14 The latest agreement reflects the need for a 1.5%

future cost improvement
targets that recognises the

saving across all budgets (consistent with the
proposed tariff deflator for next year) and 2.5% to

4
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need for financial savings
but is balanced against
quality and future
sustainability

come from growth/transformation of our
services.

Future year savings are planned to be applied in
the same way.

18 | CIP Targets SB/BS To calculate and provide all Oct 14 A draft of the roll forward 15-16 budgets has
budget holders with the been produced including CIP targets and will be
impact of the financial shared widely by the end of October. The CIP
savings proposals targets feature as part of the wider business

planning framework.

19 | Programme Development SMT To work up a range of Oct 14 A number of schemes have been developed in
transformational schemes recent weeks and following review at SMT a
for discussion and shortlist created.
agreement These transformational schemes will be worked

up in detail and form the basis of the cross
cutting projects to be implemented in 15-16.

20 | Project Support J) To provide the necessary Aug 14 Complete — a project manager has been
resources to support and appointed on a fixed term contract to work with
deliver agreed operational teams to develop plans
transformational projects

21 | Quality Impact Assessments AP/SF To ensure all CIPs are Mar 15 Not yet due but as projects are progressed the
subject to robust Nursing and Medical Director will be engaged to
assessments ensure the savings proposal do not adversely

affect safety/quality prior to formal sign off prior
to the implementation of any approved project

22 | CIP Monitoring BS To routinely report and Apr 14 Complete — existing Board reports provide details
monitor compliance with CIP of the current plans and progress to date
targets

23 | Contingencies SB/BS To develop plans that On Going | CIP plans are constantly reviewed and where

provide for slippage in the
delivery of any or all CIP
projects

shortfalls are anticipated alternative schemes are
considered. In 15-16 the aim is to develop
project plans for 150% of the required target to
allow for any slippage in savings or increase in the
cost of delivery.
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Performance and Standards

23 | Performance Management SB/IM To develop and deliver a On Going | The performance management framework has
robust performance still to be fully defined, including roles and
management framework for responsibilities. However early work, including
all standards the development of senior management team

meetings is proving beneficial.

The challenge of 18 week and cancer standards
has highlighted the need for improved forecasting
tools, earlier involvement of senior management
and training for staff involved in some of the
more complex aspects of the business.

These challenges are being addressed and further
updates will be provided in the next quarter.

24 | Performance Monitoring SB/ER To enhance the quality and On Going | The appointment of an interim information
timeliness of all manager and a RTT analyst has seen positive
performance information in improvements within information. PTL reports
a way that best supports the continue to develop and the end of October will
needs of the target audience see the introduction of a new weekly flash report.

Business Development Program 2015-16 to 2019-20

Reducing the Potential for the Loss of Existing Activity

24 | Contract Management ER/BS To actively monitor the On Going | The trust continues to comply with the formal
contract and ensure both requirements of the contract e.g. data
commissioners and the trust submissions and regular contractual updates are
are aware of potential risks provided to the Trust Board routine.
and opportunities

25 | Compliance contractual ER/IM To ensure that the On Going | The contractual standards cover national and

performance standards

contractual standards are
widely understood in the
trust and systems for
monitoring performance are
in place

local agreements; whilst national standards are
routinely reported/monitored some local
standards require further development. As an
example the requirement to comply with new to
follow up ratio’s is an area of financial risk and

6
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work is underway to both understand and
routinely report our position at a specialty /
pathway level

26 | Provide high quality services and AP/SF This is covered in KSO’s 1&2 | On Going | The safety, quality and experience of our patients
excellent patient experience all play an important part in the retention of
clinical services and the support of
commissioners.
Maximising the Potential for Growth
27 | Maintain excellent working ER To respond proactively to On Going | All staff that have an interaction with
arrangements with the needs of commissioners commissioners have a role to play in maintaining
commissioners and promote the service and development good working relationships.
provided at QVH This work continues with good progress in many
areas and is being reflected in our stakeholder
engagement work.
28 | Ensure waiting times, SB/ER To move beyond agreed On Going | Planning and the necessary resources are being
performance, patient experience standard and strive to identified to ensure that the trust is able to
and outcomes are better than become the preferred deliver performance better than agreed
competitors provider for commissioners standards. This is a longer term aspiration but is
and patients an integral part of the wider QVH2020 strategy.
Developing Opportunities to Attract and Deliver New Services
29 | QVH - Business Case Development | ER To develop On Going | Work to develop the specific QVH2020 projects
continues with business cases being reviewed at
presented to trust Board at each stage in the
planning process.
30 | Localised Developments ER To provide a framework Mar 15 The 2015-16 business planning process will

whereby new ideas and
opportunities can be
progressed

consider all potential service developments or
ideas to generate additional revenues. These will
be subject to review at SMT with approved plans
being developed into detailed business cases for
wider consideration

7
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Queen Victoria Hospital NHS

MHS Foundation Trust

Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 267-14
Report from: Interim Head of Operations
Author: Jane Morris
Report date: 20 October 2014
Appendices:

Electronic Patient Record (EPR) — Update

Southern Acute Programme (SAcP) Collaborative

1.

10.

The provision of EPR and bulk scanning services is to be delivered as part of a
collaborative procurement, as a managed service. The participating Trusts:

o \Western Sussex Hospitals Trust (WSHT),
o East Sussex Hospital Trust (ESHT) and
¢ Queen Victoria NHS Foundation Trust (QVH)

Demonstrations of the systems and evaluation took place in June 2014.

Over the summer the Full Business Case (FBC) for the collaborative was being drafted
including benefits realisation and financial modelling. A draft of the FBC is currently with
HSCIC for comment.

The costs and benefits for QVH have been calculated and are in line with the figures of the
outline business case which was deemed affordable.

In addition to drafting the FBC, there was a national contract issue regarding specific
wording of certain sections which has now been resolved.

The preferred bidder has now been contacted and the process has entered a ‘standstill
period’ period. If there are no legal challenges the preferred bidder name will be announced
on the 23" Oct.

Once the preferred bidder is made public, then the FBC can be finalised.

All three Trust Boards within the collaborative need to sign off the FBC before it can be sent
to the Treasury for final review and approval.

For East Sussex Healthcare NHS Trust the FBC also needs sign off by the Trust
Development Agency (TDA).

The current timeline for the FBC to be presented to QVH Trust Board has slipped due to
delays with the procurement process and announcing the preferred bidder. It is anticipated
that this will now be ready for the November Board.
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11. The electronic bulk scanning company has already been selected to support the EPR
system but the name will not be announced until the other preferred bidder is known.

12. The actual start date for the providers to be on site currently remains on target for April
2015.

Internal Preparations

13. Aninternal EPR steering group has been set up and is currently meeting bi-monthly.
14. A specific piece of work is going to be undertaken that includes;

¢ review of the proposed systems to be put in place on site to support day forward
scanning,

¢ developing the strategy for implementation including project plan and project
management resources needed ,

e mapping the current paper processes and prepare for system implementation
between now and end of March.

Link to Key Strategic Objectives

¢ OQutstanding patient experience
e Operational excellence
¢ Financial sustainability

Implications for BAF or Corporate Risk Register

15. Risks associated with this paper are already included within the Corporate Risk Register
Regulatory impacts

16. There is no impact on our CQC authorisation or the current Monitor governance risk rating
Recommendation

17. The Board is recommended to NOTE the contents of the report
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Queen Victoria Hospital NHS

MHS Foundation Trust

Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 268-14
Report from: Director of Nursing
Author: Amanda Parker
Report date: 16 October 2014
Appendices: A: Corporate Risk Register

Corporate Risk Register
Key issues

1. The trusts top six risks are, risk of;

ability to meet RTT18 targets (risk escalated to 20)

breaching cancer targets

failing to deliver safe health care due to difficulties in recruiting

Infection to patients due to poor systems and practice resulting in harm to patients
infection risk resulting in an outbreak reducing the trusts ability to deliver an
operational service

e the potential for loss of work if the clean room failed

2. Five new risks rated above 12 have been identified and mitigating actions have been
taken and further actions that will further reduce the risk have been identified.

Two risks were closed following discussion at operational meetings.

Changed risk scores (6 identified) reflect action taken to increase current controls to
reduce risk and identification of an increasing risk and the implementation of additional
actions and controls to mitigate the risk.

5. The corporate risk register was reviewed at the monthly clinical governance group and
Clinical Cabinet in October.

Implications of results reported

6. The register demonstrates that the trust is aware of key risks that affect the organisation
and that these are reviewed by owners.

7. No specific group/individual with a protected characteristic are affected issues identified
within the risk register.

8. Failure to address risks or to recognise the action required to mitigate them would be
key concerns to our commissioners, the Care Quality Commission and Monitor.

Action required

9. Continuous review of existing risks and identification of new or altering risks through
existing processes.

Link to Key Strategic Objectives
e OQutstanding patient experience
e World class clinical services
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e Operational excellence
¢ Financial sustainability
e Organisational excellence

10. The attached risks can be seen to impact on all the trusts KSO'’s.
Implications for BAF or Corporate Risk Register
11. Significant corporate risks have been cross referenced with the trusts Board Assurance
Framework.

Regulatory impacts

12. The attached risk register would inform the CQC but does not have any impact on our
ability to comply our CQC authorisation and does not indicate that the Trust is not:

e Safe

o Effective
e Caring

e Wellled

¢ Responsive

13. The attached risk register does not impact on our Monitor governance risk rating or our
continuity of service risk rating.

Recommendation

14. The Board is recommended to NOTE the contents of the report
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Clinical Cabinet and Trust Board
Summary of Risk Register Overview (Risks scoring 12 and above) - September 2014 (includes
October change information on the Trust top six risks)

September 2014 data (01/09/2014 — 30/09/2014)

For the period of 01/09/2014 — 30/09/2014 there were 30 risks scoring 12 and above. A summary of
any new risks added, closures and rescores is given in this report.

The Trusts top six risks are given below (all were reviewed during September/early October 2014):

¢ Infection Control — Risk ID 27 — Infection risk to patients due to poor systems and practice of
control (Score=16)

¢ Infection Control — Risk ID 648 — Cross infection resulting in an outbreak (Score=16)

e RTT18 — Risk ID 159 - Ability to operationally meet 18 week target for all Directorates
(Score=20) (Risk score amended 13/10/2014)

e Cancer — Risk ID 474 — Cancer target breaches (Score=20) (Risk score amended
13/10/2014)

e Recruitment of appropriate nursing, non clinical and medical staff/skill mix (includes staffing
numbers) - Risk 749 (Risk added 10/10/2014 Replaces ID 388)

e Failure of the clean room resulting in potential for loss of work - Risk 681 — (Score=16).

New Risks scoring 12 and above
Three new risks were added meeting this threshold between 01/09/2014 and 30/09/2014 (CxL
scoring) and two during early October (ID 748 & ID 749):

Risk Risk Risk | Risk Description Rationale and/or
register | Score ID Where identified/discussed
Corp 4x4=16 749 | Recruitment of appropriate nursing, non Risk replaces ID 388 (see closed
clinical and medical staff/skill mix (includes | risk section of this report).
staffing numbers) Discussion at Trust Board, with
Head of HR and DoN.
Discussed at 13/10/2014 CGG
Corp 3x4=12 748 | Patient identifiable information on x-rays 07/10/2014 — Monthly CSS
may not be updated in the VNA (vendor meeting - Risk identified via Field
neutral archive. Studies pulled back from Safety Notice FSN83000189
the VNA or pushed into a new PACS will
potentially contain incorrect patient
demographics.
Corp 4x4=16 744 | Risk of non-compliance with HSE/IRMER 09/09/2014 - RPC
(Score due to vacant RPS post in Radiology
decreased (This risk was subsequently rescored to a
toa12) 4x3=12 as overleaf after addition)
Corp 4x3=12 743 | Reputational damage to the Trust as a 04/09/2014 — Q&RC
result of the occurrence of Never Events
Corp 4x3=12 745 | Risk of non-compliance with CQC, HSE and | 09/09/2014 - RPC
IRMER requirements due to level of
Radiology capacity/resource

1
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Closed risks scoring 12 and above

One risk scoring 12 or over was closed between 01/09/2014 — 30/09/2014 and one risk during early
October (ID388)

Risk Risk ID Risk Description Risk Rationale for closure Committee where
register Score closure
agreed/proposed
Corp 388 Failure to deliver safe 4x4=16 | Risk be replaced with specific | TB—25/09/2014
(BAF) healthcare and breach of risk regarding recruitment Discussion at Trust
targets due to poor (also included as part of the Board, with Head of
governance and staff 2014/15 BAF — See ID 749). HR and DoN.
training/recruitment Discussion at Trust Board, with
Head of HR and DoN. Discussed at
Increased agency use 13/10/2014 CGG
Sickness cover
Patient cancellations
Difficulty in recruitment
All areas of this risk are
included in the BAF risks of the
Head of HR
Dept 734 Impact of staff 3x4=12 | Burns Unit re-opened 8" 08/09/2014 - TUG &
redeployment to Theatres September 2014. CCG
Recovery to manage major
H&N cases due to Burns
Unit closure

Changes to Risk Scores — One risk had a change to the risk score between 01/09/2014 and

30/09/2014 (ID 725). Five risk scores were amended during early October 2014 (ID 749, 159, 474,
744, and 629)

Risk Risk | Risk Description Previous Updated Rationale for Committee
Register | ID Risk Score Risk Score Rescore where
(CxL) (CxL) change(s)
agreed/
proposed
Corp 749 Recruitment of 3x4=12 Discussion at Trust For discussion
(BAF) appropriate nursing, (Risk score 1‘ 4x4=16 Board, with Head of | at 13/10/2014
non clinical and medical | amended HR and DoN. CGG
staff/skill mix (includes | 10/10/2014) Increased agency use
staffing numbers) Sickness cover
Patient cancellations
Difficulty in
recruitment
Corp 159 Ability to operationally | 4x4=16 Trust prediction of Discussed at
meet 18 week target for T 4x5=20 failure to meet 18 September
all directorates week target based Clinical
upon previous Cabinet and at
quarter 1 and 13/10/2014
impending quarter 2 | CGG
non-compliance.
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Corp 474 Cancer target breaches | 4x4=16 Trust prediction of Discussed at
T4x5=20 failure to meet September
cancer target based | Clinical
upon previous Cabinet and at
quarter 1 and 13/10/2014
impending quarter 2 | CGG
non-compliance.

Corp 744 New risk added Sept 4x4=16 Interim cover 07/10/2014 -
2014 - Risk of non- ‘l,4x3=12 arrangements in Monthly CSS
compliance with place until meeting
HSE/IRMER due to recruitment
vacant RPS post in completed
Radiology

Corp 629 Inadequate health 5x3=15 Additional actions 03/10/2014
records storage 4x3=12 undertaken PDC

Corp 725 Reduced Radiologist 4x3=12 All actions 09/09/2014
cover over weekend for 4x2=8 completed and in RPC
undertaking ultrasound place
procedures

Committee Key:

- Q&RC-Quality and Risk Committee

- RPC - Radiation Protection Committee

- MDC - Medical Devices Committee

- PDC - Patient Documentation Committee

TUG -
COoG -
Css -
CGG -

Theatre User Group

Clinical Outcomes Group
Monthly Clinical Support Services Meeting
Clinical Governance Group
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ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2
c [} < =
g 3 |8 k]
o 2 [ 3
s |5 4
g |= g
o
i a
159( & |Ability to Failure to meet 1. Failure to update |1. RTT18 PTL established and now circulated E 2 20 8|Centralise all referrals through one access | &,
8 operationally referral to treatment  [booking system on  [daily.[] «Q g point - Completed 8
o |meet 18 week time of 18 weeks changes during 2. Weekly escalation process now established via § o Restructure of appointments and S
§ target for all (RTT18)for a second |pathway - clinical specialties managers, OPG meeting twice | (» g admissions teams to achieve consistent §
kv

directorates

month could result in

reduced Monitor rating | [

and a financial loss of
1.2 million. This could
be for the trust
aggregate failing to
meet target which
could be more than
two specialties failing
in one month.

administration errors

2. Failure to update
system on patients
declining treatment
dates(’

3. Increased number
of patients requiring
treatment(

4. Inadequate
number of surgeons
or Consultant
absence [

5. Lack of theatre
space (capacity)!
6. Poor validation of
data.

a week to ensure all capacity is fully utilised.(!

3. 18 week steering group, each specialty
highlighting capacity issues in issues log.[!

4. RTT 18 action plan being reviewed at steering
group.[J

5. Additional theatre lists provided on Saturdays(
5. RTT18 clinical outcome recorded on PAS(]

6. Additional data analyst post to provide cover
for DH returns.[

7. Clinical outcome forms revised for each
specialty.[

8. Develop reports to monitor specialty
performance, planned w/l with expected TCl,
backlog and open pathways monthly.[]

9. Validation of PTL lists weekly including
admitted, non admitted and open pathways.[!
10. Amended policy incorporates new guidance
re planned cases.[!

11. Training and guidance issued.[’

12. Monthly review of planned cases without date
for attendance at QVH.[

13. Develop early warning systems to track
increased demand and mismatch with future
capacity[!

14. Proactively discuss W/L each week at OPG
for patients 10 weeks plus who do not have TCI
date to avoid breach in each speciality [

15. Review and validate all pending TCI’s for Apr,
May, June to ensure patients booked within 18
weeks![!

16. Complete modelling tool to monitor backlog
reduction and provide assurance to the board of
when compliance will be achieved sustainablv( |

Trust wide approach to management of
elective pathway bookings

Training and guidance to be issued to all
relevant staff - Completed

Review to take place in January 2011. -
Completed

3. Ensure all Planned cases have
estimated TClI's when placed on list -
Ongoing

Implement daily ptl - completed

Ensure all future TClI's are validated in
relation to 18 weeks- completed

6. Introduce a new automated 6 month
administrative WL validation - Completed
Agree business case for increasing
capacity in sleep studies - completed
Explore locum for Ocular plastics -
completed

1. Expediate Medway hub

2. Develop matrix of planned cases seen
at QVH - Completed

Policy being redrafted, to launch May, with
associated training package. - completed
Clinic outcome forms being revised within
specialities - Completed

5. Clinical pathways for top 3 procedures
within specialities with clock stops being
devised with CD's - agreed, being put into
trust format

Appointment of Access and Performance
Manager - Completed

9. Ensure 95% patients are pre-assessed
at least 7 davs prior to suraerv (inc off

Board of Directors 30 October 2014
Page 117 of 179




ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2
c [} < =
g 3 |8 k]
o 2 [ 3
s |5 4
g |= g
o
i a)
474] o} |Cancer target Breach in any quarter [1.Administration Staff|1 - Cancer Data Co-coordinator issues reviewed | £ 2 16 8|Introduce and use cancer network 3
8 breaches for an Oncology for plastics and monthly by Directorate Manager(’ «Q g databases within QVH for all MDT's.- 8
4 treatment targets for [maxfacs failing to 2 - Patient tracking list for the specialties in place § o Completed X
§| 31 and 62 day follow alerts on and produced twice a week.[] 1) g Streamline current referral pathwaysfor all g
kv

pathways resulting in
delay to patient care
and reduction in
Monitor rating. This
could also result in
financial loss to Trust.

potential breaches
identified by cancer
data coordinator.[
2.Lack of theatre
capacity.[

3. Lack of outpatient
capacity.[]

4. Delays in recieving
referals from other
trusts.]

5. Patient choice to
wait longer for
surgery however the
clock continues to
run. Small numbers
at QVH cause this to
be an issue.

3 - Cancer Data Co-coordinator communicates
with staff on potential breaches.[

4 - Secretaries respond to requests to bring
patients forward wherever possible.[]

5 - Off site team leader in place to contribute and
reconcile breaches.[

6 - Appointments team allocate 2 week wait
referrals to avoid delay.[!

7 - All breaches reviewed weekly by Directorate
Manager.[

8 - Project team established to integrate the
cancer pathway.[

9 - Action plan for skin cancer performance
devised and implemented including process
mapping sessions(]

10 - Cancer Outcomes Dataset report reviewed
on a monthly basis by cancer team

types of cancer

Establish Cancer Group and Cancer Data
Management/MDT team for QVH.
Proposals in development - Completed
Setting up of 2 week skin cancer clinic -
Completed

Setting up of central referral management -
No longer required

Implementation of infoflex and Somerset
cancer databases on site - completed
Introduce same day see and do LOPA
slots - Completed

Expand use of infoflex system across
Trust

Establish business continuity cover in the
absence of the data co-ordinator -
completed - restructure being agreed and
implemented from 22nd April - Completed
Create local access policy for the Trust-
completed

Establish project team to integrate the
cancer pathway- Completed

Process mapping of skin cancer pathway
and cancer data - Completed

Action plan specifically focused on skin
cancer performance to be devised and
implemented including process mapping
sessions. - Completed

Set up QVH cancer improvement steering
group - completed

Review COSD data completeness and
agree action plan to improve % -
Completed
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ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2
c [} < =
2 s |3
o 2 | ¥ :

3 |® g
i a)
648| 9 [Cross infection  [1. Infection to patients |1.Spread of Multi - Hand hygiene (failure to achieve 90% E 5 16 4[Dept training as required 3
8 resulting in an causing harm and Resistant Infections |compliance in any staff group leads to matron S X Abx review by microbiologist 8
o |outbreak delay in recovery.[ to burns patients( audit) % E Complete RCA / PIR / outbreak report / X
S 2. Closure of 2.Unable to contain |- Robust implementation of gowning procedure(] |2 E Sul B
department resulting |bacteria/outbreak - Strict universal precautions(’ E Specific interventions depend on risk
in loss of activity(] - Review of patients requiring admission on < identified.
3. Potential for this individual basis with consultant microbiologist and Prepare Rycroft Ward as possible decant
bacteria to spread to clinician( area - complete
other patients - Regular outbreak review meetings to discuss
other actions required.[
- Monitoring via Datix reporting(’
- Internal inspections undertaken e.g. PLACE
inspections and Hotel Services cleaning audits(’
- Reporting of outbreaks as required e.g. Health
Protection Agency, CCG, PHE.[
- Mandatory training of all staff and awareness
raising sessions. [
- Implementation of trust policies.
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ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2
c [} < =
[) — = b
8 2 |9 5
E=T ) x
g |= g
©
i a)
278 |Infectionrisk to  |Increased risk of 1. Unknown infection |1. Mandatory training of all staff and awareness E E 16 6|Awaiting ICNet computer system access |
8 individual patient(s) contracting [to patients admitted [raising sessions.[] S S 7. Complete actions from RCA/PIR 8
g [patients dueto  [a HCAI such as to hospital.[] 2. Implementation of trust policies - isolation, % % investigations X
E poor systems and|MRSA, C.diff, MRAB |2. Infected patients |screening, treatment including root cause i) B 5. Provide direct IT access to BSUH E
practice of or Norovirus. not isolated on analysis for all C Diff / MSSA/Ecoli bacteraemia E E Microbiology system - complete
control admission.[ cases and PIR review for all MRSA < < 3. Follow up actions from current infections

3. Poor hand hygiene
/ environmental
cleaning.

bacteraemia.[’

3. Routine audit of practice, and monthly PLACE
inspections.[

4. Cleaning strategy implemented including deep
clean arrangements(]

5. Monitoring of trajectory targets for MRSA
bacteraemia, MSSA, E Coli and C.diff.[]

6. Monthly monitoring and Board reports from
DIPC to inform organisation of acquisition of
infection(

7. Failure to achieve 90% or more in any staff
group for hand hygiene leads to matron
auditing.[]

8. Decant arrangements include wider
involvement of matrons regarding single room
use, with advice from IPACT.[]

9. Specific interventions depends on risk
identified i.e. staff undertake an MRSA protocol
treatment( |

10: Training completed for IPAC Team re: access
to BSUH IT System. Awaiting ICNet.[

11. Review of investigation processes
completed(]

12. Follow up actions from current infections
completed(]

13. Infection control nurses have direct IT access
to BSUH Microbiology system(

14. Antibiotic policy reviewed to ensure best
practice use and reduce risk of C.diff [

15. Departmental training provided as and when

reauired

- Completed

4. Review of anti-biotic policy to ensure
best practice use and reduce risk of C.diff -
completed

2. Review of investigation process -
Completed

Complete actions from MRAB Sl report

6. Monitor microbiologist attendance on
site to ensure antibiotic prescribing
reviewed
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ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2
c [} < =
2 s |3
o 2 | ¥ :
3 |® g
i a)
681| S, [Failure of Repeated failure of cancelled internal Ad hoc repairs. [J 5 S 16 8|Case to the Estates & Facilitaties Steering | &,
8 cleanroom air the cleanroom air and external grafts, [Unit on quarterly maintenance contract (as E 'g Group on 08/09/2014 with quotes for 8
& [handling unit due [handling unit is loss of income and  |recommended) [ '?.': i decision X
§ to wear and tear |occuring due to the harm to reputation Company last attended site on 13/02/2014 to fix | 2 _°§a Business Case/options appraisal being §|
and age of unit. |age of the plant the bearings(’ n z drafted by General Manager for 3 Options
Latest failure in  [equipment leading to Reporting of breakdowns on Datix (on 13/02/2014
July 2014 - cancelled internal and ID 11705, On 28/03/2014 ID11878, and on
ongoing issues |external grafts, loss of 03/06/2014 1D12119).
income and harm to
reputation (unit was
installed in 2004 and it
has a life expectancy
of 10 years)
749| S, [Recruitment of  [Recruitment of 1. Continual review of recruitment processes[] N 2 16 6 3
8 appropriate appropriate nursing, 2. HR team review difficult to fill vacancies with £ I 8
S |nursing, non non clinical and operational managers!’ ; i S
§| clinical and medical staff/skill mix 3. Medical staffing team enhanced to improve o 2 §
medical staff/skill |(includes staffing recruitment to medical vacancies!( g <
mix (includes numbers) 4. HR attending weekly operational review g

staffing numbers)

meeting
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ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2

c [} < =

2 s 13 g

o 2 [ 3

s |5 4

g |= g

o

i a

710| S, [Increasing bed  [Patient care Increased occupancy | Staffing monitored in accordance with patient E @ 15 8|Recruitment of Band 5 staff to meet 3

& |occupancyon  |compromised, places strain upon  |acuity( = 8 vacancies &

9 (MD ward suboptimal quality and [the service/ nursing |Safer Staffing levels in place, reviewed actively % ﬂi Reduction in the use of agency and bank |

§ restricting the safe care not care provided to twice daily(’ i) £ staff g
trusts ability to provided(! patients/ carers/ Staff encouraged to report concerns regarding E S Recruitment drives to colleges and schools

relatives’ <

deliver care

Staff exposure to
increased stress and
anxiety(

Safe and effective
patient discharge!!
Increase in bank and
agency usel!
Increase in major
cases requiring higher
level care - SDU(!
Increase in
complaints(’
Increase in drug
adminstraion errors(]
CQUIN targets
compromised!!
Adequate cover from
surgical/ medical
team(’

Trust inability to admit
referred trauma
patients/ elective

Staff resources are
stretched due to the
increased demands
upon them(

Patients readmission/
return to theatre may
increasel]

Potential catastrophic
patient outcome due
to drug prescription/
administration
errors(]

Increase in litigation(
Loss of License to
operatel!

Loss of reputation

patient care, quality of care provided, etc(!

Staff to ensure "red" tabard is worn when
administering medications to avoid interruption(’
Staff encouraged to report incidents via Matron/
Manager and by using DATIX system[!

Matron to attend weekly OPG meeting to monitor
occupancy levels[

Monthly reprots on occupancy and utilisation and
length of stay provided
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670[ & [Failure to Failure to maintain *Unable to maintain a|*Recruitment to temporary staff authorised by o S 15 6|June 2014-Company commissioned to 3
8 maintain estates |estates service due to |full on call cover CEO[ 8 £ undertake a review of the Estates Service - 8
g service due to continued staff 24710 «Staff volunteering for additional on call duties.] E 'E Draft Report due end of September 2014 8
~ [continued staff  [shortages.) Increased stress in  |*[Use of external contractors and agency staff to 5 <
shortages. Continued staff the work place cover staff shortfalls e.g. lighting, storm damage i
shortages due to un  [leading to potential |and electrical failurel’
planned absences and|sickness absences.[1|Use of external contractors for March 2014 to
long term vacancies |sInsufficient staff to [provide additional cover.
which we have been |cover annual leave.
unable to find suitable [<Potential breeches
candidates and annual|in compliance work
leave entitlement, has |being carried out.[]
put pressure on the +Loss of reputation.
service. Loss of business.
689| &, [Potential to Risk to patient safety if| Staff would be 1. Statutory and mandatory training reviewed @ g 12 6| Training frequency under review to ensure | &
8 adversely affect |staff are not up to date|unaware of latest monthly and reported to Board.[ 2 pe match with NHS education passport 8
5\5 statutory and with their statutory and|updates relating to  |2. Departmental feedback from above.[! -:% E Continue with utilisation of agency/bank 8
& |mandatory mandatory training. key clinical and non- |3. Utilisation of bank and agency staff to release | 5 o staff to release others for training <
training due to clinical areas others to attend training. 04 % Review being completed of training matrix
increasing including infection g and adjustment of profiles as part of KSF
number of control, M&H, risk © skills passport
vacancies (3mths management and Implementation of more elearning options
and over) governance Overseas recruitment initiative being taken
arrangements. forward

Erostering review being undertaken to
utilise staff efficiency/availability
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620[ 9 [Potential loss of [1. Loss of income 1. Commissioners 1. Quality of work and reputation of QVH provides | € S 12 6|Risk being reviewed and transferred to 3
8 referrals due to |affecting financial set up central a strong position.[] «Q g 2014/15 BAF 8
5 [commissioners  |viability of the services such as 2. Identified areas of opportunity - Head and § 5 Divest Gynaecology service - Completed (&
E moving work to  |organisation(] muscular skeletal Neck services and breast surgery from other 1) = Develop relocation of head and neck g
centralised 2. Loss of activity services reducing trusts(] M surgery from Brighton to QVH
centres hand services at 3. Development of core reconstructive services( Develop provision of breast reconstruction

QVH.[O

2. Increased number
of community based
providers established

3. Reduction in
national tarrif makes
routine work non
viable financially

4. Contract monitoring meetings,

|

5. Programme Board overview [

6. Review of Service Line reporting(’

7. Weekly Business meetings reviews of
operational issues and referrals [

8. Continued dialogue with Health Service
Priorities Unit. [

9. Business model adapted to cover lost
procedures. [

10. Engagement with GP's[]

11. Compliance with low priority procedure
policy(

12. Education and engagement with CCG leads!
13. Engagement with the any qualified provider
scheme.[

14. 2013/14 reflects potential loss of income

surgery to Worthing and Brighton areas -
Completed

Develop hand surgery services for Surrey
residents

Develop new maxillo-facial clinics in
Horsham - Completed

Extend plastic-surgery service into East
Kent

Review non core services to ensure
sustainability

Develop referral base through business
development plan - Completed annually
Develop business intelligence capability
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623| 9 [Failure to meet [1. Financial penalty 1. Failure to meet 1. VTE risk assessments within each patient drug | © 5] 12 3|Risk to be updated for 2014/15 CQUINS |
& [cQuin and loss of CQUIN  |CQUIN requirements |chart - VTE policy in place( ERRE and 2014/15 BAF 8
5 [requirements for [funds set for 2013/14 2.Dementia - process in place to identify trauma % % Ongoing audit reports to demonstrate X
§| 2014/15 therefore patients >75 years of age.Clinical lead identified. |2 B CQUIN compliance e.g. WHO checklist g
incurring a loss of O & & and MaPSaF
CQUIN funds 3. Dementia training in place’] < < Provide Q3 update to quality and Risk
£1.4M 4. Patient experience group in place reviewing Committee and Board
and ensuring actions implemented and linked to
OPD experience. Family and friends test score.[]
4.NHS safety thermometer completion is linked
within deputy director of nursing job role and harm
score reported to the Board.[
5. Organisational performance against CQUIN
measures are monitored and reported to Trust
board on a monthly basis.[
6. High impact intervention CQUINS reports
produced each quarter and reviewed by Q&R
Committee.
540| Y [Risk of Risk to patients 1. Ineffective 1. Diagnostic Policy details procedure for each 5 s 12 6|Actions to be implemented from the June |
8 Diagnostic tests |condition and communication for  |step of process. E E 2014 Histopathology Sl 8
5 involving treatment being diagnostic tests.[ 2. Contract with BSUH for services. '?.': ﬁ Performance notice issued, awaiting a 8
@ |Pathology misdiagnosed or 2. Lack of request 3. Contract lead from BSUH provides training and | 2 = response <
delayed due to forms. ] support.[] n g
ineffective 3. Incorrect 4. On site microbiologist [ _:c%
communication for information on 5. Infection prevention and control team in 14
diagnostic tests forms.[ place.
involving pathology.  [4. Specimens lost in 6. Blood transfusion lead for the Trust and
These include transit / committee in place.[]
Histopathology department.[ 7. Monitoring of procedures within diagnostic
(including Biopsy), 5. Results not policy.[
Clinical Chemistry, reported back to 8. New Interim Pathology Clinical Director in
Microbiology and clinician.[] post(]

Haematology.

6. Misdiagnosis of 9. Successful accreditation achieved in Pathology
test. -20140

10. Quarterly Blood Transfusion Committee in
place (incidents and risks reviewed)
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584| Y [Potential harm 1: Harm to patient 1: Staff operating 1. Training and competencies for high risk 5 2 12 6|Elearning options being utilised e.g. 3
8 from medical from incorrect use of |devices without devices[] E I dermatomes 8
o |devices due to medical devices! training 2. Meetings with medical device co-ordinators to '?.': i Medical Devices Officer to review all X
Q inadequate 2: Financial loss due develop action plans for above.[ 3 2 medical device related incidents from g
training to litigation 3. Training compliance monitored by medical n < 01/09/2014
3: Reputational device officer quarterly.[] High risk and moderate risk competencies
damage from 4. Junior doctors familiarisation session to be completed by Medical devices
complaints incorporated into induction. [ Officer
5. Speciality training assessment forms available Risk rescoring amended to reflect L&D
for ad hoc junior doctor starters. [ Strategy Group output
6. Incident reports used to identify and monitor
trends that would highlight training as an issue
727| S, [Limited on site Limited on site Cover arrangements managed by Consultant ‘—g 2 12 6|Explore GPSI option and cover from hA
8 Physician cover [Physician cover and Plastic Surgeon(] _g I London Trusts 8
5 |and non non compliance with Onsite cover available on Tuesdays and S i SLA being agreed with East Surrey S
ﬁ compliance with |[NCEPOD standards Thursdays (in ward referrals taken by Sleep ™ 2 Hospital g
NCEPOD Studies Locum Physician on Thursdays)] = < Arrangements agreed in principal with
standards Telephone cover provided as part of SLA with f ESH
Brighton] = Meeting between QVH Medical Director
Geriatrics Clinic covered by Locum Geriatrician and Head of Geriatrics at ESH
from Brighton(]
Patient would be transferred to Brighton
(Haywards Heath) if specialised care required
728| S, [Risk of Risk of compliance Annual H&S assessments programme (monitored | & 2 12 8|Annual CiP assessments to continue at 3
& |compliance with  |with regulatory and by quarterly H&SC)J = I spoke sites &
5 |best practice and |best practice Annual infection control/decontamination % i revised programme of infection control and | &
§ regulatory requirements e.g. reviews[! i) 2 decontamination annual assessments g
requirements at |CQC, HSE, CiP CQC/HSE notifications of queries relating to E <
spoke sites assessments and service provision(’ <
audit etc at spoke 0
sites offering QVH 0

services
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732| S, [Use of Long Identification of Existing model storage can be accessed by 8 2 12 6|HoR to meet with new Records Manager |
& |Term Model Box |alternative storage for authorised staff using appropriate PPE[] 8 I (SJ) and Matron for Elective Servicesto | &
8 Store for Maxfacs|Maxillofacial models Risk assessment in place for use of existing _g i agree action plan for documentation 8
d on a long term basis location s 2 belonging to Department that is retained <
g < there to be reviewed as per retention
n guidelines
743| S, [Reputational Reputation damage to Risk Management and Incident Reporting Policy )| © 2 12 8|Governance reporting review underway 3
& |damage tothe  |the Trust as a result of Completion of RCAs [ = I &
& [Trust as aresult [the occurrence of Never Event reporting and notification process % i X
g of the occurrence |Never Events that includes internal and external notifications |2 2 g
of Never Events Internal incident reviews and analysis undertaken E <
via meetings/committees etc( <
Monitoring via dashboards!
External publishing of Never Event occurrence
via NHS England
744| & |Risk of non Recent vacancy of Nominated RPC in placel] E E‘ 12 8|Interim RPS cover arrangements to be hA
8 compliance with |Head of Radiology Extended SLA with MTW physics for on-site b E’ agreed 8
S [HSE/IRMER due |and RPS have led to presence and support on half day a month(’ ':‘“; = Recruit to permanent RPS post 3
g to vacant RPS  [there being a vacant RPS role is written into the job description of the |2 > g
post in Radiology |RPS post within new band 6 role. Until this person is in post the E § 4
Radiology. service manager, operational lead and exisitng < X
band 6 will share this role. Physics to provide a
course for these staff members.
745| S, [Risk of non Risk of non Provision of an additional day included in the s E‘ 12 8 3
& |compliance with - {compliance with CQC, BSUH Radiology SLA.[I < S &
8 CQC, HSE and |HSE and IRMER Radiation Protection Committee reporting and '?.': = 8
g [IRMER requirements due to governance structures and reporting(’ & > g
requirements due |level of Radiology Positive outcome of 2014 IRMER iinspection n j
to level of capacity/resources X
Radiology
capacity/resource
s
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742| S, [Limited ability to [Non-Compliance to No criminal sanctions |Head of Risk added reference to disseminating g_j 2 12( 12 5
Q |disseminate NHS Protect Security |brought to date to information on successful convictions to the Draft | G N g
é information on Standards due to demnstrate Comms Strategy in Sept 2014.] % i =
§ criminal ilimited ability to compliance Use of newletters e.g. Connect, and new Risk 2 2 §
sanctions disseminate newsletter.[] g <
information on Induction, mandatory training and other traingin <
successful convictions sessions!]
due to infrequent Dissemination of LSMS leaflets and information
occurrences
513| N [Potential failure [1. Delay in updating |1. Problems 1.Daily lab sheet of positive specimen results E 5 12 6|QVH to review BSUH contract to ensure | &,
8 to act on infection|policies(] recruiting consultants |however, not all positive specimen are listed on FS X appropriate microbiolgy service and 8
S |concerns due to [2. Reduced patient at BSUH O this sheet. C‘“; E consultant cover is available on site - S
g unavailability of |care due to review not (2. No regular 2. Presence of microbiologist during week on site | 2 IJEJ BSUH issued with performance notice E
Microbiologist conducted by microbiology has reduced, remainder of cover provided via E regarding the microbiology service
microbiologist on consultant cover on- |telephone (24/7)0 < provided to the QVH.
site[] site[] 3. Trust policies and procedures. Identify BSUH ability to deliver increased

3. Delay in reporting
on specimens(]

4. Reduced
attendance on site by
Microbiologist

3. Failure for BSUH
to fulfil contract
requirements

4. Staff mandatory training[’

5. Access to ICE system winpath for ICNs to
review organism resistances!!

6. Daily visits to wards by ICNs.[]

7. New consultant and Locum Microbiologist
employed from Sept 2014

on site attendance
Waiting feedback from BSUH
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711| S, [Reliability of Defective doors to Musculoskeletal Risk Assessment completed and Risk added to 5 S 12 6|Affected staff to use alternative accessto |

8 Theatre Doors theatre areas are injury to staffl’ the Theatre Risk Register on staff E £ Theatres 8

2 affecting entry for both [Restricts high levels |musculoskeletal injury.[] '?.': 'E one Theatre door to be replaced to "test" if [

§ staff and patients - of privacy and dignity [Two year "Willmott Dixon" agreement for repair of E 5 issue could be resolved by replacing the §
Please note this new build includes Theatre Doors(] n i door

affects ALL automatic
doors

for patients(
Inconsistency across
a range of Theatre
doors could lead to
staff applying
inappropraite
pressure when
opening doors

Regular meetings to monitor situation
takingplace!(’

Doors currently being reset by Estates and
Theatre staff when faults occur [

Willmott Dixon visit on 5th and 6th July to fully
service all doors

Ongoing updates at Theatre User Group
Meeting regardign this risk

Trial of replacement door-motors on doors
on Theatre 1 and Theatre 4

Increased follow-up with Estates &
Willmott Dixon

Notices to be put up in Theatres to alert
staff of defective doors - Completed

Staff utilised to retain privacy and dignity -
in affecetd areas - Completed

Raise staff awareness at team meetings -
completed
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627| 9 |Failure to embed (1. Patient harm due to |1. Key safety checks [1. 1st stage consent by experienced surgeon in 5 2 12 4(Ongoing monitoring at Patients Safety 3

8 safer surgery incorrect procedurel] |not undertaken for  |out patients.[] E g Forum and reporting as an indicator on the 8

5 |checklist process |2. Lititigation( each individual 2. 2nd stage consent on admission (check with '?.': 3 Quality Metrics dashboard X

§| due to lack of 3. damage to patient such as patient)[ 3 Audit tool amended following pilot to §

engagement reputation correct patient, 3. Surgical safety checklist-sign in and time out n improve robustness

operation site and stages.[] Quality audit of Time out and sign out

side and procedure.[!
2, Not all staff
engaged in process
so vital members
could be missing

4. Patient marking policy changed, presentations
to all medical staff and directorates by MD.[

5. Consent working group set up to improve
consent before day of operation.[

6. Pre list brief in place and effective prior to full
list starting(

7. Safer surgery checklist in place - (WHO
Checklist)

8. Information and awareness sent to all theatre
staff and clinicians[

9. Audit of checklist quality in place

10. operating surgeon is now responsible for
timeoutl

11. training in place for all staff’

12. patient safety forum in place to review
practice. [

13. Addition of WHO checklist compliance as a
2014/15 CQUIND

14. WHO checklist audit developed for 2014/15
CQUIN and reporting commenced!

15. WHO checklist audits x 2 reviewed at monthly
Theatre User Group and Patient Safety Forum.

process to be reviewed monthly at
Theatres and anaesthetics Meeting -
Completed and ongoing

Board of Directors 30 October 2014
Page 130 of 179




ID D Title Hazard(s) Cause(s) Controls in Place 2 o |CRR|RRR Actions 2
c [} < =

g 3 |8 k]

o 2 [ 3

s |5 4

g |= g

o

i a

733| S, [restricted access [due to the recent delays to treatment [controlled access by burns staff who retrieve kS 2 12 2|ldneitifation of funding for additional blood | &
8 to blood restrictive access for patient’ blood units and process blood gas [ ‘2 g fridge in Theatres 8

X |fridge/cross status of the burns 0 2 3 Review of Blood Fridge arrangementsto | &

§| infection from unit there is a potential|burns staff diverted |[cost and introduce a seperate blood fridge and 5 be undertaken-to include exploration of the §

staff movement

for delay for both
obtaining units of
blood and blood gas
analysis

from patient care to
manage theatre
requests’]

cross infection
between burns and
theatres

blood gas anaylsis machine for theatres

purchase of an additional fridge
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629 9 [Inadequate 1. Staff injury from 1. Kings House near |1. Health records policy includes process for 2 8 12 3|new group in place to monitor the progress| &

8 health records increased moving and |capacity( managing records off site[] g é of finding suitable a location and renewal 8

S |storage handling for staffl! 2. Delay in 2. Bags used for transporting notes changed to fit | x of contract S

§| 2. Staff injury from procurement of within boxes therefore reducing handling( g ‘—g Paper to April Clinical Cabinet §
slip,trip / fall over electronic patient 3. Regular destruction of notes in place.[’ i % summarising the costs associated with

notes/boxes!(’

3. Lack of storage
space for paper
records for Trust(

4. Delay to obtain
health record(’

5. Lack on budgetary
allocation for ongoing
storage costs from
mid June 2014

record system(]

3. Failure for
departments to follow
archiving and storage
proccess!(

4. Destruction of
records less than
10% of new records
created(

5. Departments
following different
storage methods(’

6. Existihg tender for
transport and storage
requires renewal

4. Increased racking in place in Commonwealth
housel!

5. Missing notes procedure in placel’

Paper to Clinical Cabinet with costs of more
packaging and moving records to free additional
spacel’

6. Regular transport runs between Kings House
and QVHL

7. Tracking system for notes in place(’

8. Outsourcing scanning of 10000 sets of notes to
increase capacity completed(

9. Tender renewal process underway.[
10.Regular meetings between Head of
Procurement, Head of RM, HR Manager and
Matron (commenced 09/04/2014)to monitor
progress(]

11. Action plan developed and monitored at
above meetings

packaging,moving and storage of medical
records as space limited to mid June 2014
Transport tender renewal to include
transport and storage of medical records
(est costs of transport 2.5-3k)

Continue collaborative procurement for
EDN

Review in 3 months whether further
permanent notes need to be scanned to
release more space

Review on site storage and archive to
ensure space utlilised appropriately
Develop report showing audits and
monitoring of compliance to discuss at
Patient Documentation Committee
Implement 5 S's lean approach to keeping
Health records tidy and that trip hazards
are kept to a minimum

Provide training sessions for staff to raise
awareness of correct filing system -
Completed

Review staffing on a regular basis to
ensure all processing kept up to date
including destruction as per policy
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748| S, |Field safety Patient identifiable Philips Healthcare We await the following from Philips: [ % % 12 6 3
8 notice information on x-rays |released an FSN -An explanation as to what workflow causes this 8 8 8
S |FSN83000189 may not be updated in |regarding their miss match in patient data between PACS and 5 5 S
& |patient data may |the VNA (vendor implementation of a  |VNA.C S S 3

not be updated |neutral archive. PACS/RIis solution  |-A description of a workflow to reduce/remove the
when exporting to|Studies pulled back |dated 27/07/2014 risk of miss- matched patient data between the
3rd party devices |from the VNA or stating that when a  [PACS and VNAL
using the auto pushed into a new study requires patient|-Implement Kona across Surrey and Sussex to
export featur PACS will potentially |informaion be correct this error(
contain incorrect updated the updated |-ldentify studies that have miss-matched datal’
patient demographics. |informaion is not -Produce and implement a fix for the identified
always passed to the [miss-matached data
VNA. There is no fix
for for our current
version of PACS but
there is a solution in
the next release of
software (Kona).
However the release
of Kona has been
delayed due to
desktop intergration
issues.

639 9 [Support and Unable to record data |Source company Discussed at ICAG monthly and theatre user 2 g 12 4|Agree on the preferred solution before A
8 access from for operations.[] withdrawn support.  [group.[] g % sourcing the new supplier 8
S |supplier to - impact on Paper back up o 0 Source the new supplier =
S |ORSOS will schedulingCl S E Demo of ORSOS completed in Sept 2014 |

cease 03/16 - effect on live theatre - = Specification being drawn up to procure
leaving Trust management [ s new/replacement system

without electronic
theatre record

- ORSOS reporting
including management
reports.

ICAG reviewing progress of replacement
each month; also Theatre User Group
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624 9 [Failure to invest (1. Failure to improve |1. Lack of systemin (1. IT strategy and site development strategy(’ E E 12 4(Continued monitoring at the Information 3
8 in IT, estates and |services[! place for capital 2. Estates capital programme for 2013/14] «Q «Q Management and Governance Committee 8
5 medical 2. increased funding’ 3. Medical device committee and procurement § § Complete capital bid / review process - g
™ [equipment due to [maintenance costs for |2. No review process 1) 1) Completed S
insuficient funds |equipment and estate |for capital funds for [4. Procurement software and process to ensure Develop wireless and mobile technology
or poor allocation the 3 key areas good procurement practice. [ Extend self check in and patient calling
estates, IT and 5. Allocation for capital funding between medical system - Completed
medical equipment |devices, estates and Information Technology to Implement digital dictation and voice
be prioritised on a needs basis rather than the recognition - Completed
previous process of set amount for each area. Progress joint procurement of electronic
document management and clinical portal
602 & [Business 1: Inability for the 1: Failure of 1: Available support from an external company to | € g 12 8|Looking to procure new network (by 3
8 continuity risk to |organisation to organisational IT repair if failure occurs.[ «Q § 31/03/2016) 8
& [the organisation [function and provide [network 2: Limited support available on-site[] § = IT Capital bids programme for 2014/15 S
§| due to failure of |services[! infrastructurel’ 3. A full network review has been carried out and | g monitored at Information Management and E
IT network 2: Delay/inability to 2: Lack of access to [awaiting budget approval.[ Governance Committee
infrastructure provide patient care(] |data/patient Funding approved for new infrastructure - Budget IT annual plan for 2014/15 in place to

3: Financial loss and
reputational damage

information i.e PACs,
Clinical and business
systems.[]

3: Lack of immediate
replacement/back-up
hardware/system

monitor progress on IT renewal
Purchase and install 2nd core switch
which is connected to all edges and other
core switch

New equipment to be rolled out within 12
months covered by life time warranties
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604 9 [Breach of 1: Breach of data 1: Failure to follow 1: Mandatory information governance training E g 12 6|Monitoring of compliance with IG Toolkit 3
8 information protection actl’ Trust policy, available for all staff and compliance rates «Q § Implement data leakage prevention 8

8 [securitydue to  [2: Loss/accidental legislation and increased.’ § = software S

§ use of unsecure |disclosure of patient |confidentiality[’ 2: Datix incident reporting and investigation 1) g Monitor IG training compliance E

email accounts to
transfer person
identifiable data
(patient and staff)

identifiable datal’|

3: Reputational
damage to the
organisation(’

4: Information
Commissioner's Office
(ICO) investigation
and fines[!

5: Complaints and
litigation

2: Lack of
responsibility from
staff to adhere to IG
standards(]

3: Potential for
private email
accounts to be
subject to hackingll
4. Emails containing
patient identifiable
data sent to non
secure address

procedure in place.[

3: Trust information governance manager to
oversee and advise regarding information
governance standards.[!

4: The following solutions are in place for
accessing and transferring information securely. [
4.1 NHS mail

4.2 Good e-mail app!’

4.3 Remote access!(]

4.5 encrypted memory sticks[

5IT & IG lead to review new security restrictions
(soft ware applications)[

6. Compatibility review in preparation for
Windows 7

Deploy encryption software to manage use
of unauthorised email accounts - Not
required after all
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 269-14
Report from: Director of Nursing
Author: Amanda Parker
Report date: 22 October 2014
Appendices: A: Board Assurance Framework Summary

B:KSO 1 in full

C:Risks associated with KSO 1

Board Assurance Framework (BAF)
Key issues

1. The BAF has been devised using a robust process ensuring the risks associated with
the key strategic objectives of the trust and the QVH2020 strategy have all been
captured.

2. Provided is a summary of all KSO board assurance risks (Appendix 1), further detail
around KSO 1 (Appendix 2) and the associated trust risks (Appendix 3).

3. The process for development was reviewed by the Audit Committee and there was
agreement that an overarching statement/risk would also be devised for monitoring.

4. This is a revised process still under development for 2014/15.

Implications of results reported

5. The BAF demonstrates that the Trust has been able to identify its key risks to achieving
the strategic objectives for 2014/15.

6. No specific group/individual with a protected characteristic are affected issues identified
within the risk register.

7. Failure to address the risks within the BAF or to recognise the action required to mitigate
them would be key concerns to our commissioners, the Care Quality Commission
(CQC) and Monitor. The CQC would consider risk management within the category of
was the organisation well led.

Action required

8. Regular review and monitoring of the BAF will take place through the Audit Committee
and at Board where executive leads will give an update on actions taken as identified in
the KSO's.

Link to Key Strategic Objectives

¢ OQutstanding patient experience
e World class clinical services

e Operational excellence

¢ Financial sustainability

¢ Organisational excellence
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Queen Victoria Hospital NHS|

MHS Foundation Trust

Regulatory impacts

9. The attached BAF would inform the CQC and has a direct impact on our ability to
comply with our CQC authorisation and would indicate that the Trust is:

e Safe

o Effective
e Caring

e Wellled

e Responsive

10. The attached BAF does not impact on our Monitor governance risk rating or our continuity
of service risk rating; however it does inform our quarterly Monitor declaration.

Recommendation

11. The Board is recommended to NOTE the contents of the report
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Board Assurance Framework (BAF) October 2014 update

APPENDIX 1

These Trusts strategic objectives inform the Trust's business objectives and vision for the future. The Board Assurance Framework identifies where there

are risks to the delivery of these objectives and provides assurance on risk mitigation and their delivery.

Trust Objectives and BAF Risks

Score

KSO 1 — Outstanding Patient Experience — SAFETY/STANDARDS - AP

Principal Risk 1A — Failure to deliver a safe service and to learn from incidents and events

(Failure to deliver a safe service and learn from incidents, and complaints)

Executive lead — Director of Nursing and Patient Experience (AP)

Reviewed by scrutinising committee — Quality and Risk Committee — Date:

Link to Corporate Risk Register: Risk IDs 27,749, 648, 513, 627, 744, 629, 540, 728, 745, 584, 727, 733, 675, 649, 535, 713,
715, 167, 60, 628, 594, 650, 666, 712, 718, 719, 721, 725, 539, 547, 609, 738, 684, 458, 615, 687, 622, 115, 484, 524, 632,
646, 577, 585, 671, 612, 686, 566, 512, 478, 422, 453, 631, 683, 731, 737, 668, 645, 611, 457 & 545

Initial Risk RatingCXL:4x2=8
Current Risk Rating C X L: 4 x 2 = 8 (Yellow)
Residual Risk ratingCXL:4x2=8

Q1 Q2 Q3 Q4

Principal Risk 1B — Failure to meet regulatory standards

Executive lead — Director of Nursing (AP)

Reviewed by scrutinising committee — Quality and Risk Committee — Date:

Link to Corporate Risk Register: Risk IDs 159, 474, 27, 749, 648, 710, 513, 627, 744, 623, 604, 745, 728, 499, 234, 673, 594,
517,741, 738, 678, 548, 534, 686, 644, 587, 708 & 588

Initial Risk Rating C X L: 4 x 2 =8
Current Risk Rating C X L: 4 x 2 = 8 (Yellow)
Residual Risk ratingCXL: 4x2=8

Q1 Q2 Q3 Q4

Principal Risk 1C - Failure of emergency planning and business continuity arrangements
(Inadequate resilience or preparedness for a major incident/critical incident)

Executive lead — Head of Operations (JC)

Reviewed by scrutinising committee — Audit Committee — Date:

Link to Corporate Risk Register: IDs 602, 60, 481, 72, 644, 643 & 501

Initial Risk RatingCXL:4x2=8
Current Risk Rating CXL: 4 x 2 = 8 (Yellow)
Residual Risk RatingCXL:4x2=8

Q1 Q2 Q3 Q4

Principal Risk 1D Risk of adverse publicity, reputation and stakeholder relationships

(Risk of adverse publicity and damage to reputation — Includes engagement with stakeholders and the community)
Executive lead — Head of Operations (JM)

Reviewed by scrutinising committee — Audit Committee — Date:

Link to Corporate Risk Register: IDs 474, 159, 513, 627, 623, 745, 743, 728, 620, 499, 672, 488, 60, 517, 741, 725, 738, 678
& 457

Initial Risk RatingCXL:4x2=8
Current Risk Rating C X L: 4 x 2 = 8 (Yellow)
Residual Risk RatingCXL:4x2 =8

Qi Q2 Q3 Q4
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Trust Objectives and BAF Risks

Score

KSO 2 — World Class Clinical Services — STANDARDS — SF

Principal Risk — 2A - Failure of senior leadership (431)

Executive lead — Medical Director (SF)
Reviewed by scrutinising committee — Quality and Risk Committee
Link to Corporate Risk Register: Risk IDs 749, 670, 609, 431, 668 & 457

Initial Risk Rating CXL:3 X4 =12
Current Risk Rating C X L: 3 X4 =12 (Amber)
Residual Risk ratingCXL:3x2=6

Q1 Q2 Q3 Q4

Principal Risk 2B — Potential for improved Trust-wide governance structures and reporting including review of clinical

indicators, clinical audit and morbidity and mortality data (388)

Executive lead — Medical Director (SF)

Reviewed by scrutinising committee — Quality and Risk Committee — Date:

Link to Corporate Risk Register: Risk IDs 58, 388

Initial Risk RatingC XL: 4x4 =16
Current Risk Rating C X L: 4 x 4 = 16 (Red)
Residual Risk ratingCXL:4x2=8

Principal Risk 2C — Risks emergent of the Trusts Research and Development arrangements

Executive lead — Medical Director (SF)
Reviewed by scrutinising committee — Quality and Risk Committee — d
Link to Corporate Risk Register: Risk IDs 361, 295

ate:

Initial Risk RatingC XL: 4x4 =16
Current Risk Rating C X L: 4 x 4 = 16 (Red)
Residual Risk ratingCXL:4x2=8

Principal Risk — 2D — Compliance with Responsible Officer requirements (includes revalidation arrangements)

Executive lead — Medical Director (SF)
Reviewed by scrutinising committee — Quality and Risk Committee
Link to Corporate Risk Register: Risk IDs 431

Initial Risk RatingC XL:4X2=8
Current Risk Rating C X L: 4 X 2 =8 (Yellow)
Residual Risk ratingCXL:4x1=4

Q1 Q2 Q3 Q4
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Trust Objectives and BAF Risks

Score

KS03 — Operational Excellence — Sustainability - (JM)

Principal Risk — 3B Inability to deliver annual operational plan

Executive lead — Head of Operations (JM)
Reviewed by scrutinising committee — Audit Committee — Date:
Link to Corporate Risk Register: ID159

Initial Risk Rating C XL: 3 x4 =12
Current Risk Rating C X L: 3 x4 = 12 (Amber)

Residual Risk rating: CXL:3x3=9

Qi

Q2

Q3

Qa4

Principal Risk —3C Inability to deliver increased productivity to meet demand

Executive lead — Head of Operations (JM)
Reviewed by scrutinising committee — Audit Committee — date:

Initial Risk Rating C XL: 3 x4 =12
Current Risk Rating CX L: 3 x4 = 12 (Amber)

Residual Risk ratingCXL:3x3=9

Link to Corporate Risk Register: ID613 Ql Q2 Q3 Q4
Trust Objectives and BAF Risks Score
KS04 - Financial Stability and Standards -
Principle Risk 4A — Overall Financial Sustainability Initial Risk Rating C X L:
Current Risk Rating C X L:)
Executive lead — Finance Director (SB) Residual Risk rating C X L:
Reviewed by scrutinising committee — Date: Q1 Q2 Q3 Q4
Link to Corporate Risk Register:
Principle Risk 4B — Scope and Provision of Clinical Services Initial Risk Rating C X L:
Current Risk Rating C X L:
Executive lead — Finance Director (SB) Residual Risk rating C X L:
Reviewed by scrutinising committee — Q1 Q2 Q3 Q4

Link to Corporate Risk Register:
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Trust Objectives and BAF Risks Score
Principle Risk 4C - Financial Control Initial Risk Rating C X L:
Current Risk Rating C X L:

Executive lead — Finance Director (SB)
Reviewed by scrutinising committee — Date:

Residual Risk rating C X L:

Link to Corporate Risk Register: ail Q2 a3 Q4
Principle Risk 4D - Infrastructure and Investment Initial Risk Rating C X L:
Current Risk Rating C X L:
Executive lead — Finance Director (SB) Residual Risk rating C X L:
Reviewed by scrutinising committee — Date:
Link to Corporate Risk Register: Ql Q Qs Q4
Principle Risk 4E — Performance and Standards Initial Risk Rating C X L:
Current Risk Rating C X L:
Executive lead — Finance Director (SB) Residual Risk rating C X L:
R.eV|ewed by scrutlr.usmg c?mmlttee — Date: a oY) a3 Qa
Link to Corporate Risk Register:
Trust Objectives and BAF Risks Score

KSO05 — Organisational Excellence - Staffing - (GA)

Principal Risk — 5A Risk of poor quality care resulting from low mandatory training and appraisal rates.

Executive lead — Head of Human Resources

Reviewed by scrutinising committee — Human Resources Committee (to be introduced in August 2014)

Link to Corporate Risk Register: ID388, 689, 584, 721

Initial Risk Rating C XL: 3 x4 =12
Current Risk Rating C X L: 3 x4 = 12 (Amber)

Residual Risk ratingCXL:3x2=8

Q1

Q2

Qa3

Q4

Principal Risk — 5B Recruitment of appropriate nursing and non-clinical skill mix (includes staffing numbers)

Executive lead — Head of Human Resources

Reviewed by scrutinising committee — Human Resources Committee (to be introduced in August 2014)

Link to Corporate Risk Register: ID388

Initial Risk Rating C XL: 3 x4 =12
Current Risk Rating C X L: 3 x4 = 12 (Amber)

Residual Risk ratingCXL:3x2=8

Qi

Q2

Q3

Qa

4
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Trust Objectives and BAF Risks Score
Principal Risk — 5C Risk of staff not complying and promoting the Trust core values Initial Risk Rating C XL: 3 x4 =12

Current Risk Rating CX L: 3 x4 = 12 (Amber)
Executive lead — Head of Human Resources Residual Risk ratingCXL:3x2=8
Reviewed by scrutinising committee — Human Resources Committee (to be introduced in August 2014)
Link to Corporate Risk Register: None Q Q2 Q3 Q4
Principal Risk — 5D Inability to support staff educational requirements due to financial costs and pressures (477) Initial Risk Rating C XL: 3 x4 =12

Current Risk Rating CX L: 3 x4 = 12 (Amber)
Executive lead — Head of Human Resources Residual Risk ratingCXL:3x2=8
R.eV|ewed by scrutlr'usmg c?mmlttee — Learning and Development Strategy Group al Q2 a3 Qs
Link to Corporate Risk Register: ID477
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2014/15 BOARD ASSURANCE FRAMEWORK

KSO 1 — Outstanding Patient Experience — AP
SAFETY/STANDARDS

APPENDIX 2

Principal Risk 1A — Failure to deliver a safe service and to learn from incidents and events
Executive lead — Director of Nursing and Patient Experience (AP) )5
Scrutinising committee — Quality and Risk Committee 50
Date last reviewed by Committee: TBC .5 ——Current risk
Review by responsible committee — Q&RC — June score
Link to Corporate Risk Register: Risk IDs 627 & 27 10 ———— . .
Links to Corporate and Priority Objectives: KSO 1 —Residualrisk
Last Reviewed: 11/06/2014 . e score
555535835888
Initial Risk RatingCXL:4x2=8
Current Risk RatingCXL:4x2=8
Residual Risk ratingCXL: 4x2=8
Qi Q2 Q3 Q4

Key controls to manage risks Assurance on controls Gaps Action Plans Date for

Identify the key controls in place to manage
the risks

Identify internal (1) or external (E) sources
of assurance and indicate if they need to
be re-confirmed

Identify any gaps in
controls or assurance or
negative assurance

Identify Action plans to address
gaps and negative assurances
with responsible Director
identified

completion of
action

1. Compliance in Practice (CiP) assessments
undertaken

1. Compliance in Practice (CiP)
assessment summary presented to
the Quality and Risk Committee (I)

2.  CQCreport of last inspection and
intelligent monitoring (E)

e Revised CiP assessment
process from May 2014

e Revised CiP assessment process
from May 2014

May 2014
Completed

2. Quality Metrics Dashboard completed
monthly

1. Included in the Trust Board and
senior committee reporting e.g.
Clinical Cabinet, and Trust Board (I)

2. Minutes from the Programme Board
and Single Performance meetings
where the CCG issues can be raised

(E)

e Updated Quality metrics
dashboard still requires
clarity for two indicators

e Updated Quality metrics
dashboard still requires clarity
for two indicators

Discussed
with CCG
quality lead
Completed
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3. Patient Safety Dashboard completed
monthly

Included in the Trust Board and

senior committee reporting e.g.

Clinical Cabinet, and Trust Board (I)
CCG review and as at 2 above (E)

e None

4. Family and friends questionnaire in place Family and Friends data included in e Reporting of national staff To be included within Board HR Oct 2014
the monthly dashboard reporting to Family and friends data reports
Quality and Risk Committee, and To be disseminated to QVH staff | Oct 2014
Trust Board (1) at staff briefing
Family and friends test data reporting
into national data (E)
5. Clinical Audit and Outcomes Group Minutes of Clinical and Outcomes e Outcome data not Ability to deliver under review by | Update
established to determine outcome data Group available and onward available for all specialties clinical outcomes group Oct 2014
reporting to the Quality and Risk
Committee (1)
Clinical indicators on the dashboard
so reviewed as a part of the CCG
quality and as above (2&3) All data
submitted through Quality Account
(E)
6. Included in the outcome measure for the Committee reporting e.g. Clinical e Revised Quality Account Revised Quality Account May 2015
2014/15 Quality Account Cabinet, Trust Board, Quality and Risk measures in place for measures in place for 2014/15 Priorities
Committee and Clinical Governance 2014/15 identified and
Group (1) published
Internal and External Audit Annual May 2014
Reports and Internal Audit
Programme of 2014/15 (E).
7. Incident data and trends reviewed at Committee reporting e.g. Clinical e Trust identified as a low Active engagement with staff to
various committees including Clinical Cabinet, Trust Board, Quality and Risk incident reporter increase reporting and identify Dec 2014
Cabinet, Trust Board, Quality and Risk Committee and Clinical Governance target
Committee and Clinical Governance Group Group and Patient Safety reporting to Identify as an action within the Oct 2014
the NRLS (1) sigh up to safety campaign
Six monthly NRLS benchmarking Ongoing MaPSaf workshops to Dec 2014
reports (E) encourage staff feedback on
incident reporting processes
Nov 2014

New staff risk/patient safety
newsletter under development
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8. Serious Incidents, and "red" and "amber" 1. Committee reporting e.g. Clinical e None Following further IC outbreak in Sept 2014
incident actions transferred to a learning Cabinet, Trust Board, Quality and BU undertake a review of
log (also complaints) that is reviewed at the Risk Committee and Clinical learning from last 3 outbreaks
Clinical Governance Group to action closure Governance Group (1)
2. CCG and LAT scrutiny and agreement
before final closure by them (E)
9. Presentations included in the monthly 1.  Joint Clinical Audit meetings notes e Limited opportunities to Identify opportunities to Update
Joint Clinical Audit meetings (and notes (also published on the intranet) disseminate learning in disseminate learning to Oct 2014
published on intranet) report in to the Quality and Risk some specialties and identified specialties and levels
Committee (includes clinical levels that do not receive
indicators e.g. via the dashboard) (1) feedback/learning
2. CCG and external auditors receive Junior Drs Forum commenced Nov 2014
copies of QVH annual reports (E) Oct 2014
Head of Risk and Medication
Safety Officer to attend M&M Dec 2014

meetings to improve
dissemination of learning

10. Staff Risk Management training, which

1. Included in the Trust Board and

e Training currently under

Training currently under review

All completed

includes being open and lessons learnt senior committee reporting e.g. review (induction and (induction and clinical refresher  |Oct 2014
Clinical Cabinet, and Trust Board (1) clinical refresher completed).
2. CCG and external auditors receive completed).
copies of QVH annual reports (E)
3. All Risk Management training fully
reviewed (induction, refresher, etc
and aimed at various staffing levels
e.g. junior doctors, Consultants
etc.(l)
11.MaPSaF 1. Quarterly summary provided to CCG o MaPSaF meetings with Programme of MaPSaF meetings | Planin
as part of CQUIN data (E) depts. now need to with depts. to be developed and process of
commence rolled out being rolled
out complete
March 2015
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Principal Risk 1B — Failure to meet regulatory standards

Executive lead — Director of Nursing (AP)

Scrutinising committee — Quality and Risk Committee

Date last reviewed by Committee: TBC

Review by responsible committee — Q&RC — June
Link to Corporate Risk Register: Risk IDs 689, 623, 513, 159, & 27
Links to Corporate and Priority Objectives: KSO 2

Last Reviewed: 11/06/2014

Key controls to manage risks
Identify the key controls in place to
manage the risks

Assurance on controls

Identify internal (1) or external (E)
sources of assurance and indicate if they
need to be re-confirmed

1 Compliance in Practice (CiP)
assessments in place.

CiP outcomes reported to the Quality
and Risk Committee (1)

CQC inspection reports e.g. IRMER
review) and intelligent monitoring (E)

2. Policies in place and published on Trust
Intranet

Clinical policies approved by the
Clinical Policy Group and non clinical
policies approved at Information
Governance Committee or other
specific groups as per Policy on Policies
U]

Internal and External Audit Reports (E)

3. Databases used for collation of
evidence IG Toolkit, HSE, NHS Protect
reviews and other assessments

Update reports on impending
inspections to relevant
committees/groups e.g. NHS Protect
(Security) reported to H&SC (1).

25

20

15 e CUITENT TiSk

10 sCore

e R sidual risk
sCore
5552355585888
Initial Risk Rating C X L: 4 x 2 =8
Current Risk Rating CXL:4 x 2 = 8 (Yellow)
Residual Risk rating CXL:4x2 =8
Q1 Q2 Q3 Q4
Gaps Action Plans Date for
Identify any gaps in Identify Action plans to completion of
controls or assurance or address gaps and negative action
negative assurance assurances with responsible
Director identified

Revised assessments e Revised CiP assessments from July 2014
from May 2014 May 2014
Revised governance e Revised governance process Dec 2014
process commenced in commenced in May 2014
May 2014 includes includes policy approval and
policy approval and policy on policies to be
policy on policies to be updated.
updated.
None but work e Work underway to develop a Dec 2014
underway to develop a system to triangulate
system to triangulate inspection and assessment
inspection and outcomes to provide

4
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Compliance with assessments,
accreditations and regulatory
requirements e.g. |G Toolkit, HSE,
MHRA and NHS Protect Security and
Fraud requirements (E)

Trusts quarterly and annual Monitor
Governance return (E)

assessment outcomes to
provide assurance.

assurance.

4. Clinical Governance Group (CGG) Clinical policies approved by the None
responsible and in place for approval of Clinical Policy Group and non clinical
clinical policies. policies approved at Information
Governance Committee or other
specific groups as per Policy on Policies
n
Internal and External Audit Reports (E)
5. Quality and Risk Committee Quality and Risk Committee is a sub None
responsible for triangulating and committee of the Trust Board and
monitoring patient safety outcomes minutes and reporting are escalated
including incidents, complaints, audits, (1.
risks etc. Also received Compliance in Trusts quarterly and annual Monitor
Practice update reports Governance return (E)
6. Audit and monitoring programmes in Committee minutes and inclusion of None
place for reporting to Trust Board, Quality data in the Trust Annual Report and
and Risk and Audit Committee, Clinical Quality Account. Also specific reports
Cabinet, CCG and to relevant e.g. quarterly Risk Management and
subcommittees on assessments and Complaints Reports (1).
recommendations Trusts quarterly and annual Monitor
Governance return (E)
7. Mock PLACE assessments undertaken Reporting of annual PLACE outcomes None

and annual PLACE inspection completed

to Quality and Risk Committee and
Trust Board and supporting PLACE
outcomes reported to TBC (l)
Annual PLACE outcome report (E)
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8. Education and training available for
staff

Attendance rates monitored against an
80% target on the Quality Metrics
dashboard (1)

Annual report (submitted to Q&RC) (E)

Maintenance of
compliance with
mandatory training
rates

9. Risk Management systems in place e.g.

risk assessments, risk registers, Root
cause analysis for "red" and "amber "
incidents and Serious Incidents and for
any C.diff case and MRSA Bacteraemia
(also reported) to ICC.

Reporting to Directorate meetings,
Clinical Governance Group, Quality and
Risk Committee and Trust Board
including the BAF (I)

External reporting to CCG of Sls and
Health and Safety Executive review of a
RIDDOR reportable incident in March
2014 (E)

None

10. IPAC team in place to ensure
processes followed and monitor
cleanliness/hygiene.

Monitoring at the Infection Prevention
and Control Committee (a sub
committee of the Quality and Risk
Committee) (1)

National reporting of infection control
data (E)

None

11. Deep clean programme in place.

3.
4.

. Reporting of annual PLACE outcomes to

Quality and Risk Committee and Trust
Board and supporting PLACE outcomes
reported to TBC ()

. Monitoring at the Infection Prevention

and Control Committee (a sub
committee of the Quality and Risk
Committee) (1)
Annual PLACE review report (E)
Annual PLACE outcome report (E)

None

6
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Principal Risk 1C — Failure of emergency planning and business continuity arrangements

Executive lead — Head of Operations (JC)

Scrutinising committee — Audit Committee

Date last reviewed by Committee: TBC

Review by responsible committee — Audit Committee —June
Link to Corporate Risk Register: ID 624, & 602

Links to Corporate and Priority Objectives: KSO 3

Last Reviewed: 11/07/2014

25
20
15 = Current risk
sCore
10
e R sidual risk
sCore
Initial Risk RatingCXL:4x2=8
Current Risk Rating C X L: 4 x 2 = 8 (Yellow)
Residual Risk RatingCXL:4x2=8
Q1 Q2 Q3 Q4

Key controls to manage risks
Identify the key controls in place to manage the
risks

Assurance on controls
Identify internal (1) or external (E) sources

of assurance and indicate if they need to
be re-confirmed

Gaps

Identify any gaps in controls
or assurance or negative

assurance

Action Plans

Identify Action plans to address
gaps and negative assurances
with responsible Director
identified

Date for
completion of
action

1. The Trust has two servers located in two
separate rooms.

1. Dashboard of IT system and
application performance and
resilience in place (1)

2. External reporting to Emergency
Planning network, Internal and
External Audit review reports.
Assurance meeting with LAT annually
on completion of EPRR (E)

None

N/A

2. Data is replicated daily to the second server.

1. Dashboard of IT system and
application performance and
resilience in place (1)

None

N/A

3. Back of main server is carried out in second
server room.

1. Dashboard of IT system and
application performance and
resilience in place (1)

None

N/A

7

Board of Directors 30 October 2014
Page 149 of 179




4. Back up tapes stored in fire-proof safe in second Dashboard of IT system and None N/A
server room. application performance and
resilience in place (1)
5. First server room has fire suppression. Dashboard of IT system and None N/A
application performance and
resilience in place (1)
6. Information Management and Governance Dashboard of IT system and None N/A
Committee monitor capacity and capability of IT application performance and
systems and plan future developments. resilience in place (1)
7. Dashboard of IT system and application Dashboard of IT system and None N/A
performance and resilience in place. application performance and
resilience in place (1)
8. Additional external support provided for server Independent survey completed of None N/A
breakdown whole site infrastructure (l)
9. Independent survey completed of whole site Independent survey completed of None N/A
infrastructure whole site infrastructure (I)
10. Trust Business Continuity arrangements in Business Continuity Plan in place (I) None N/A
place
11. Old and new Theatres on different circuits, so Old and new Theatres on different None N/A
rerouting is an available option. circuits, so rerouting is an available
option (I).
12. Backup generators in place. Routine testing programme in place None N/A
]
13. Planned electrical shutdown managed Minutes and reports of preparation None N/A

successfully on 26/04/2014

and also debrief report of Major
Incident Datix ID 11638 (l)
External reporting to Emergency
Planning network, Internal and
External Audit review reports.
Assurance meeting with LAT annually
on completion of EPRR (E)

8
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Principal Risk — 1D Risk of adverse publicity, reputation and stakeholder relationships

Executive lead — Head of Operations (JM)
Scrutinising committee — Audit Committee
Date last reviewed by Committee: TBC
Review by responsible committee — TBC

Link to Corporate Risk Register: ID587, 586, 672, 590

Links to Corporate and Priority Objectives: KSO3
Last Reviewed: 11/07/2014

25
20
15 = Current risk
sCore
10
e R sidual risk
sCore
2555555348888
Initial Risk RatingCXL:4x2=8
Current Risk Rating C X L: 4 x 2 = 8 (Yellow)
Residual Risk Rating CXL:4x2 =8
Q1 Q2 Q3 Q4

ey controls to manage risks
Identify the key controls in place to manage the
risks

Assurance on controls

Identify internal (1) or external (E) sources
of assurance and indicate if they need to
be re-confirmed

Gaps

Identify any gaps in controls
or assurance or negative
assurance

Action Plans

Identify Action plans to
address gaps and negative
assurances with responsible
Director identified

Date for completion of

action

1. QVH Comms Department in place 1. Structure of direct reporting to the None N/A
CEO (1)

2. Incident and Risk Management Policy and Risk 1. Internal reporting and minutes (I) None N/A
Management Strategy, and Comms Strategy in
place 2. Internal and external audit reviews (E)

3. Committee review of risks and incidents (as per | 1. Internal reporting and minutes (l) None N/A
the schedule of reporting) and at departmental
level 2. Internal and external audit reviews (E)

4 Serious incidents reported on STEIS and 1. Internal reporting and minutes (I) None N/A

communicated to CCG, CQC and Monitor at
time of discovery

2. Internal and external audit reviews (E)
3. CCG, Monitor and CQC reporting (E)

9

Board of Directors 30 October 2014
Page 151 of 179




5. Monthly Trust Board in place with public 1. Internal reporting and minutes (1) None N/A
sessions

2. Internal and external audit reviews (E)
3. CCG, Monitor and CQC reporting (E)

6. Quarterly CCG meetings 1. Internal reporting and minutes (1) None N/A
2. Internal and external audit reviews (E)
3. CCG, Monitor and CQC reporting (E)

7. National level reporting e.g. NHS England, NRLS 1. Internal reporting and minutes (1) None N/A
2. Internal and external audit reviews (E)
3. CCG, Monitor and CQC reporting (E)

10
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RISKS ASSICATED WITH KSO1 BAF

RISKS LINKED TO BAF RISK ID 1A

ID Title Executive Lead |Current Date
Rating |Reviewed
27|Infection risk to individual patients due to poor systems and practice of control Amanda Parker 16  [15/09/2014
749|Recruitment of appropriate nursing, non clinical and medical staff/skill mix (includes staffing Graeme Armitage 16  |10/10/2014
numbers)
648|Cross infection resulting in an outbreak Amanda Parker 16  |15/09/2014
513|Potential failure to act on infection concerns due to unavailability of Microbiologist Amanda Parker 12 |15/09/2014
627|Failure to embed safer surgery checklist process due to lack of engagement Steve Fenlon 12 |30/09/2014
744|Risk of non compliance with HSE/IRMER due to vacant RPS post in Radiology Amanda Parker 12 |09/09/2014
629|Inadequate health records storage Jane Morris 12 |02/10/2014
540|Risk of Diagnostic tests involving Pathology Steve Fenlon 12 08/09/2014
728|Risk of compliance with best practice and regulatory requirements at spoke sites Amanda Parker 12 |08/09/2014
745|Risk of non compliance with CQC, HSE and IRMER requirements due to level of Radiology Steve Fenlon 12 09/09/2014
capacity/resources
584 |Potential harm from medical devices due to inadequate training Steve Fenlon 12 |08/09/2014
727 |Limited on site Physician cover and non compliance with NCEPOD standards Mr Asit Khandwala 12 08/09/2014
733|restricted access to blood fridge/cross infection from staff movement Dr Ken Sim 12 30/09/2014
675|Room temperature in Corneo Rooms Jane Morris 10 |04/09/2014
649|Overbooked clinics resulting in failure to provide adequate treatment follow up Jane Morris 10 09/09/2014
535|Potential failure to implement NPSA requirement for non-luer lock system for spinal and epidural Steve Fenlon 10  [30/09/2014
needles and connectors
713|Wrong Eye Medication Prescribing Mr Raman Malhotra 9 12/08/2014
715|Patient notes not filed correctly Mr Raman Malhotra 9 02/10/2014
167 |Patient at risk of injury from falling Amanda Parker 9 11/08/2014
60|Influenza Pandemic / Seasonal Influenza Amanda Parker 9 15/09/2014
628|Potential harm to patients due to poor clinical record keeping Amanda Parker 9 02/10/2014
594 |Harm to patients from staff who have criminal records unknown to Trust due to out of date CRB Graeme Armitage 9 11/08/2014
checks
650|Failure to install new anaesthetic machines for the Trust due to lack of capital funds or Steve Fenlon 9 30/09/2014
666|Paediatric patients have to wait in same area as injured adults due to lack of waiting room space in [CCSDM 9 11/08/2014
MIU
712|Agency Nurse (drug administration) Ali Strowman 9 11/08/2014
718|Anti-coagulant Prescribing in Maxillofacial Directorate Steve Fenlon 9 09/09/2014
719|Anti-coagulant Prescribing in Plastics Directorate Steve Fenlon 9 12/09/2014
721 |Lack of available critical incident simulation suite for training purposes and inability to exercise Steve Fenlon 9 11/08/2014
knowledge and skills
725|Reduced Radiologist cover over weekend for undertaking ultrasound procedures Steve Fenlon 8 16/09/2014
539|Diagnostic test procedure for imaging Steve Fenlon 8 16/09/2014
547 |Risk of failing to effectively screen patients for MRSA Amanda Parker 8 15/09/2014
609|Lessons not learnt from clinical errors due to the absence of effective specialty morbitiy and Steve Fenlon 8 11/08/2014
mortality meetings
738|Risk to the Trust of not meeting its KSOs Richard Tyler 8 27/08/2014
684 |Recovery provision for burns patients (adult and paeds) CCSDM 8 30/09/2014
458|Paediatric resuscitation Richard Tyler 6 11/08/2014
615(Injury to patient from Dermatome during surgical procedures Steve Fenlon 6 30/09/2014
687|Inaccurate anaesthetic record printout (ARC) readings Steve Fenlon 6 30/09/2014
622 |Potential failure to improve patient experience and outcomes due to lack of outcome / experience |Amanda Parker 6 11/08/2014
data
115|Deterioration of drugs from hot weather Steve Fenlon 6 06/10/2014
484|Burns to patient during surgery from power drill due to poor maintenance or technique Steve Fenlon 6 30/09/2014
524|Security Risk: Burns Ward Nicola Reeves 6 21/07/2014
632|Risk of sharps injury from acupuncture Paul Gable 6 27/08/2014
646 |Lack of a designated 'Responsible Clinician' for sectioning patients under the MHA could cause a |Ms Patricia Bridgland 6 11/08/2014
delay in treatment
577 |Loss of essential staff due to intra-departmental issues within clinical areas Steve Fenlon 6 11/08/2014
585|Harm to patients from medical devices due to lack of specialised preventative maintenance and Steve Fenlon 6 11/08/2014
servicing
671| Adelay in patient appointments Amanda Parker 6 03/10/2014
612|Risk of harm to patient from diathermy burn during surgical procedures Steve Fenlon 6 30/09/2014
686/ Ability to deliver safe staffing to patients on C Wing Amanda Parker 6 12/09/2014
566 |Pseudomonas infection risk in the water supply and contamination of water outlets Amanda Parker 6 15/09/2014
512|Skills level of Technicians Mr John Tighe 6 14/08/2014
478|Infection risk from carpet in clinical area Amanda Parker 6 15/09/2014
422|Infection risk due to lack of clinical hand wash basins Amanda Parker 6 15/09/2014
453|Potential for some unlicensed medicines to be used without a full review Steve Fenlon 6 06/10/2014
631 |Infection risk through use of portable air conditioning units in clinical department waiting areas Amanda Parker 6 15/09/2014
683 |Failure of existing mechanisms for notifying Theatres of cardiac arresttMET calls Inadequate Amanda Parker 6 30/09/2014
731|Patient access to medication in Theatres Dr Ken Sim 6 30/09/2014
737|Maintenance/repair of blood fridge Amanda Parker 6 27/08/2014
668|No A&E Consultant available to support MIU staff in decision making / addressing clinical concerns [Amanda Parker 4 21/08/2014
645|Reduced staffing due to industrial action Ali Strowman 4 05/09/2014
611 |Potential harm to patients due to cross infection via endoscopes or surgical instruments Amanda Parker 4 30/09/2014
457|Paediatric cover from RSCH Brighton Steve Fenlon 4 11/08/2014
545|Risk of harm from failed diagnostic testing process for Point of Care Testing Steve Fenlon 4 11/08/2014
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RISKS LINKED TO BAF RISK ID 1B

ID Title Executive Current Date
Lead Rating | Reviewed
710|Increasing bed occupancy on MD ward restricting the trusts ability to deliver care |Amanda Parker 15)|08/09/2014
27|Infection risk to individual patients due to poor systems and practice of control Amanda Parker 16|15/09/2014
499(Failure to achieve financial targets for the organisation due to changes in external |Stuart Butt 10|14/08/2014
enviroment or increased internal costs
513|Potential failure to act on infection concerns due to unavailability of Microbiologist |Amanda Parker 12|15/09/2014
159] Ability to operationally meet 18 week target for all directorates Stuart Butt 20(13/10/2014
627 |Failure to embed safer surgery checklist process due to lack of engagement Steve Fenlon 12|30/09/2014
744|Risk of non compliance with HSE/IRMER due to vacant RPS post in Radiology Amanda Parker 12|09/09/2014
673|External confidential patient information breaches Amanda Parker 9|30/07/2014
234|Potential Risk of Legionella PRODIR 10|16/09/2014
474|Cancer target breaches Stuart Butt 20|14/10/2014
548|Failure to comply with IR99 radiation protection regulations resulting in radiation Steve Fenlon 6(06/09/2014
overdose
594|Harm to patients from staff who have criminal records unknown to Trust due to out |Graeme 9(11/08/2014
of date CRB checks Armitage
604 |Breach of information security due to use of unsecure email accounts to transfer  [Stuart Butt 12|07/10/2014
person identifiable data (patient and staff)
623|Failure to meet CQUIN requirements for 2014/15 therefore incurring a loss of Amanda Parker 12(08/09/2014
CQUIN funds £1.4M
745(|Risk of non compliance with CQC, HSE and IRMER requirements due to level of |Steve Fenlon 12|09/09/2014
Radiology capacity/resources
749|Recruitment of appropriate nursing, non clinical and medical staff/skill mix Graeme 16|10/10/2014
(includes staffing numbers) Armitage
728|Risk of compliance with best practice and regulatory requirements at spoke sites |Amanda Parker 12|08/09/2014
686 Ability to deliver safe staffing to patients on C Wing Amanda Parker 6(12/09/2014
648|Cross infection resulting in an outbreak Amanda Parker 16|15/09/2014
741|Risk of limited evidence to demonstrate compliance with NHS Protect Guidance  |Amanda Parker 9|12/09/2014
and Alerts
517|Non compliance (potential) to the Equality Act 2010 Amanda Parker 9|18/07/2014
534(New Burns CQUIN may lead to income loss for the Trust. Stuart Butt 6/20/07/2014
678|Non-compliance with national recommendations and local policy and guidelines Steve Fenlon 8(06/10/2014
with inappropriate use of antimicrobials
644(Chemical Biological Radiological or Neuclear Explosion Ali Strowman 6/05/09/2014
738|Risk to the Trust of not meeting its KSOs Richard Tyler 8(27/08/2014
587|Financial and reputational damage due to breach of Health & Safety legislation Amanda Parker 6(18/07/2014
588(|Lone working - Sleep Disorder Centre staff Jane Morris 4(29/07/2014
708|Risk of over exposure of Radiation Paul Gable 2(15/10/2014
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RISKS LINKED TO BAF RISK ID 1C

ID Title Executive |[Current Date
Lead Rating |Reviewed
60]Influenza Pandemic / Seasonal Influenza Amanda 9(15/09/2014
Parker
72| Adverse weather including heatwave and cold weather Amanda 6/05/09/2014
Parker
501|Radiology - single point of failure for business continuity Amanda 8(09/09/2014
Parker
602|Business continuity risk to the organisation due to failure of IT Stuart Butt 12|07/10/2014
network infrastructure
481 |Potential total failure of IT systems e.g. network failure Stuart Butt 8(30/07/2014
644|Chemical Biological Radiological or Neuclear Explosion Ali Strowman 6[05/09/2014
643|Bomb threat due to terrorist attack Ali Strowman 4105/09/2014
RISKS LINKED TO BAF RISK ID 1D
ID Title Executive |Current Date
Lead Rating [Reviewed
499|Failure to achieve financial targets for the organisation due to changes in Stuart Butt 10(14/08/2014
external enviroment or increased internal costs
513|Potential failure to act on infection concerns due to unavailability of Amanda 12{15/09/2014
Microbiologist Parker
159|Ability to operationally meet 18 week target for all directorates Stuart Butt 20|13/10/2014
488|Breach of infection control national reduction targets due to low threshold set |Amanda 9/15/09/2014
and failure to follow systems in place Parker
627|Failure to embed safer surgery checklist process due to lack of engagement [Steve Fenlon 12|30/09/2014
725|Reduced Radiologist cover over weekend for undertaking ultrasound Steve Fenlon 8116/09/2014
procedures
474 |Cancer target breaches Stuart Butt 20|14/10/2014
60|Influenza Pandemic / Seasonal Influenza Amanda 9/15/09/2014
Parker
728|Risk of compliance with best practice and regulatory requirements at spoke |[Amanda 12{08/09/2014
sites Parker
743|Reputational damage to the Trust as a result of the occurrence of Never Amanda 12{09/09/2014
Events Parker
745|Risk of non compliance with CQC, HSE and IRMER requirements due to Steve Fenlon 12{09/09/2014
level of Radiology capacity/resources
623|Failure to meet CQUIN requirements for 2014/15 therefore incurring a loss of |[Amanda 12{08/09/2014
CQUIN funds £1.4M Parker
672|Risk to reputation and staff wellbeing due to limited reception capacity in CCSDM 10(14/10/2014
Physiotherapy Dept
517|Non compliance (potential) to the Equality Act 2010 Amanda 9/18/07/2014
Parker
620|Potential loss of referrals due to commissioners moving work to centralised |Stuart Butt 12(08/09/2014
centres
741|Risk of limited evidence to demonstrate compliance with NHS Protect Amanda 9(12/09/2014
Guidance and Alerts Parker
457 |Paediatric cover from RSCH Brighton Steve Fenlon 4(11/08/2014
678|Non-compliance with national recommendations and local policy and Steve Fenlon 8(06/10/2014
guidelines with inappropriate use of antimicrobials
738|Risk to the Trust of not meeting its KSOs Richard Tyler 8(27/08/2014
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 270-14
Report from: Interim Company Secretary & Head of Corporate Affairs
Author: Lois Howell
Report date: 21 October 2014
Appendices: A: Updated action plan
Board Governance Assurance Framework action plan update
Key issues

1. Completion of the action plan is going well, with progress having been made in 57 of the 78
required actions. A summary of the transition from “Red” to “Green” scores is set out

below.
Initial self-assessment | Self-assessment at Current self-
July update assessment
Green 0 30 53
Amber-green 16 33 24
Amber-red 30 12 1
Red 31 3 1

NB — the totals in columns two and three do not match the total in column because one
subject is being addressed by two actions.

2. Regrettably a number of actions are how overdue or are unlikely to be completed on time.
The actions and the reasons for the delays are set out below. Where dates are indicated in

brackets, they are proposed revised dates for completion

Ref Action Due Reason for delay

1.12 Nominations and 36-09-14 | Now part of wider Governance
Remuneration Committee to | (31.03.15) | Review being led by Chair Designate
conduct formal review of
size, structure and form of
board

2.2 Exec Director job 30-:09-14 | Now part of wider Board
descriptions to be reviewed | (31.03.15) | development assessment and
to ensure adequate focus review, to be conducted during late
on corporate director Q3 and Q4
elements

3.3 Committee form and 36-09-14 | Now part of wider Governance
frequency to be reviewed (31.03.15) | Review being led by Chair Designate

4 Complete BGAF action plan | 332024 | Current Governance review based
in anticipation of (31.03.15) | on Well-Led Review framework
commissioning Well-Led
review

7.3 (i) / (i) ED objectives and 30414 | ED objectives and PDPs to be
PDPs to be reviewed after 300914 | reviewed and revised as required in
allocation of revised (31.03.15) | Q4 after changes to Operational and
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portfolios

corporate management structure and
in line with outcomes of both the
Governance Review and Board
development self-assessment work.

7.4 () / (i) NED objectives and 30414 | Anticipated review is now complete,
PDPs to be reviewed after 36:69-34 | but NED objectives and PDPs may
allocation of revised 31.03.15 | require further review and revision in
portfolios Q4 in line with outcomes of both the

Governance Review and Board
development self-assessment work.
8.2 Consider establishment of 3L0414 | Now part of wider Governance
Finance and Performance (31.03.15) | Review being led by Chair Designate
Committee
111 Review of Board Committee | 300824 | Now part of wider Governance
structure to be completed (31.03.15) | Review being led by Chair Designate
11.8 (i) Self-assessment against 3140814 | Now part of wider Governance
Quality Governance Well 311214 | Review being led by Chair Designate
Led Framework to be (31.03.15) | and based on Well-Led Review
conducted and reported framework
back to Board to inform
Board and Committee
development and
enhancement of clinical 30-09-14
governance arrangements 28-:02-15
(if) associated action (31.03.15)
planning to be completed
15.3 Governor Development 341015 | Deferred until after planned revisions
Programme to be (30.06.15) | to function and form of Council of
developed and approved Governors have bedded in.
Proposals on structure of Council
meetings to be considered at
December Council meeting for
implementation in April 2015.
15.4/7/8 | Function of Council of 301114 | Governor Forum held successfully in

Governors to be reviewed in | (31.12.14) | October; formal proposals to be

light of Health & Social Care submitted to Council 11.12.14

Act 2012 / revisions to be

proposed to full Council

15.10 Process for monitoring 310815 | Deferred until new Council of
effectiveness of (30.06.15) | Governor arrangements (including

engagement between Trust
and membership to be
developed

specifically plans to ensure
representation of interests of public
and members) have bedded in

3. The Board is asked to agree the new deadlines for these tasks.

Implications of results reported

4.

The delays outlined above do not place patients, staff or the future of the trust at any
greater risk than that to which they are currently exposed.

It is unlikely that the delays to completion of the actions set out in the table above will have
any significant impact on any specific group of patients or staff, or otherwise compromise
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equalities and/or human rights legislation.

6. There are no third party consequences associated with these delays.
Action required

7. The Interim Head of Corporate Affairs will continue to work with the designated Executives
to pursue completion of the outstanding actions.

8. In accordance with the current reporting programme, the next review of this action plan
should come to the board in January. However, the majority of the outstanding actions are
now associated with either the current governance review or the board development needs
review, neither of which will be completed until the end of Q4. It is unlikely that there will
have been significant reportable progress by the middle of January when the report would
need to be produced. It is proposed therefore that this action plan is not reported to the
board again until the end of April 2015.

Link to Key Strategic Objectives)

9. Completion of the required actions will support the achievement of KSO 5, organisational
excellence, which in turn will help to support all other KSOs.

10. Continued delay to completion of the actions may have an indirect impact on KSO5, but is
unlikely to compromise significantly achievement of organisational excellence.

Implications for BAF or Corporate Risk Register

11. There are no significant risks arising from the delays to completion of the action plan that
merit inclusion on the Corporate Risk Register or Board Assurance Framework at this
stage.

Regulatory impacts

12. Given that the actions which are the subject of the delays are all improvements on existing
systems, there is no concern that the failure to complete them on time compromises the
Trust’s requirement to meet the Care Quality Commission’s requirement to be:

e Safe

o Effective
e Caring

e Wellled

e Responsive.

13. There will be no impact on the Trust’s Monitor governance risk rating or our continuity of
service risk rating as a result of these delays.

Recommendation

14. The Board is recommended to NOTE the contents of the report and agree the proposed
changes to the deadlines for the actions set out in the table at paragraph 2.
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Board composition and commitment

1 Board positions and size

Ref Original Action Who Due Update Current
score status
1.1 Board membership to be reviewed to reflect need for CEO 30.08.14 | 09.05.14: Review completed on interim basis; Head
board level input from Ops and HR. of Ops and Head of HR to attend Board meetings as
non-voting attendees to provide relevant input
20.06.14: Long term review of Ops function, including
Board level role to be completed during Q3
1.12 (i) Nominations and Remuneration Committee to Chair 30-09:14 | 09.05.14: Review to be conducted after outcome of
conduct formal review of structure, size and Desig- | 31.03.15 current recruitment for Chairman complete
composition of the Board nate 11.07.14: On the Noms and Rem Committee work
programme for January
14.07.14: Board self-assessment work planned for
Q3 to support Board development and Well-Led
review will inform review to be conducted by the
Committee during Q4
17.10.14: review of structure, size and composition of
board included in terms of reference of current
Governance Review led by Chair Designate
(i) Noms and Rem Committee work programme to iHCA 31.05.14 | 30.05.14: Quarterly meetings for Noms and Rem
include regular review diarised; regular review of board structure etc added
to work programme
2 Balance and calibre of Board members
Ref Original Action Who Due Update Current
score status
2.1 Board membership to be reviewed to reflect need for CEO 31.05.14 | 09.05.14: Review completed on interim basis; Head
board level input from ops and HR. of Ops and Head of HR to attend Board meetings as
non-voting attendees to provide relevant input
20.06.14: Long term review of Ops function, including
Board level role to be completed during Q3
2.2 Exec Director roles / JDs to be reviewed to increase focus | CEO 30.09-14 | 20.06.14: Review of Exec Director / Corporate
on corporate elements of role, beyond formal portfolio 31.03.15 Director roles to be linked to review of Ops function
(e.g. effective at working in teams, independence of and corporate management structures during Q3
thought, well developed political / influencing skills, sound 14.07.14: Board self-assessment work planned for
judgement, ability to build trusting and respectful Q3 to support Board development and Well-Led
relationships, ability to listen first and then assert view). review will inform review and revisions

Updated by LH 17.10.14
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17.10.15: Director of Finance / Deputy CEO role
designed and to be filled during Q3 / Q4. Other roles
to be reviewed further once Governance review
complete and any associated revisions to Exec
Director cohort / roles can be assessed in light of any
changes to the board made as a result of governance
changes. Other assessments arising from planned
Board development work expected during Q4 / Q1 will
also feed into the reviews of Exec JDs etc.

2.3 BoD recruitment processes to take into account limited iHCA 31.07.14 11.07.14: Newly recruited Chair has significant
Board membership from private / third sector background experience of working with and leasing third sector

organisations

211 Terms of reference of Audit Committee to be reviewed to iHCA 310414 | 20.06.14: Discussions with Chairman of audit
after recruitment of Chair and possible associated committee undertaken; proposals for review of terms
recruitment of a further NED to consider membership in 30.09.14 | of reference on form and function of the committee
light of Code of Governance provision plus work programme to be submitted to July Board

14.07.14: Report ready for July Board but pushed
back to September because of length of July agenda.
17.10.14: Revisions to terms of reference presented
to and agreed by board in August 2014.

2.12 Written description of division of responsibilities between iHCA 30.06:14 | 20.06.14: statement drafted and included in revisions
the Chairman and the Chief Executive, to be produced to Standing Orders, for agreement by July Board.
and agreed by Board of Directors 30.09.14 | 11.07.14: Revised Standing Orders now likely to be

presented to September Board meeting

17.10.14: Revised standing orders, including
statement of division of responsibilities, approved by
Board at September meeting.

3 Board member commitment

Ref Original Action Who Due Update Current

score status

3.3 (i) Committee meeting form and frequency to be HCA 30:09:14 | 20.06.14: Detailed discussions undertaken with

reviewed 31.03.15 Chairmen of both Quality & Risk and Audit

Committees. Q&R likely to move to 6 times per year
with revised work programme, reflecting
establishment of Exec level quality committee.
Revisions to Audit Committee terms of reference and
work programme to be included in annual review of
Audit Committee to be presented to July Board for
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approval.

14.07.14: Report ready for July Board but pushed
back to September because of length of July agenda.
17.10.14: Audit Committee terms of reference and
work plan approved at August Board meeting. Wider
issues of Committee forms, functions, structure etc
now included in current Governance review.

(i) NED job descriptions to be reviewed to ensure time
allocation is accurate

iHCA +
Chair

310814

31.03.15

20.06.14: Discussion with Chairman booked for early
July. NED views canvassed.

17.07.14: NED views of past six months or so
indicate that time commitment is higher than per job
description, however, NED membership of the Board
has been one person short. Agreed with Chairman
that NEDs to be encouraged to note time commitment
over coming 6 months to ensure an accurate picture
now that NED contingent of board is at full strength.
Further review to be conducted, along with market
test of remuneration (er action 15.21), in time for
further NED appointment anticipated in Q1 2015.

3.4 CEO to refresh Trust Vision and Values, and promote
appropriately (C Wing action plan 6.2.a)

CEO

31.05.14

17.04.14: This will form part of the QVH 2020
communications strategy, CEO in discussion with
Laura Donaldson w/b 21* April regarding
communications strategy

20.06.14: QVH 2020 Comms strategy agreed; vision
and values issues included

Board evaluation, development and learning

4 Effective Board level evaluation

Ref Original Action

score

Who

Due

Update

Current
status

Complete BGAF action plan in anticipation of
commissioning independent Board effectiveness review
(Well-Led review) in due course per Code of Governance
direction

HCA

311014
31.03.15

20.06.14: Implementation well in hand; quarterly
updates to Board planned for July and October
11.07.14: Proposals for completion of Monitor's Well-
Led review to be put to July Board meeting

17.10.14: Current Governance review to be based on
Well Led review framework
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5

5 Whole Board Development Programme

(i) Create programme of board seminars

iHCA

31.05.14

15.05.14: Programme well-developed for year

(i) Conduct review of Board developmental needs

HHR

30.09:14

31.12.14

14.07.14: Review to be completed during Q3 and
combined with Well-Led review self-assessment.
External facilitation and subsequent advise expected
and currently being commissioned. Review to include
collective view of Board performance, individual view
of Board performance and individual views on other
Board members’ performance. Results to inform
Noms & Rem review of Board structures etc in
January 2015 (see action 1.12) as well as collective
and individual development planning, including
induction training and board role development
programme. Enhanced system for regular Board and
Board member appraisal also to be produced by this
process

15.09.14: Board away day in early December 2014 to
begin the review

(i) Design/commission Board development programme

HHR

301114

31.03.15

14.07.14: See update at 5 (ii) above. Implementation
of programme to commence in Q1 of 2015/16.
15.09.14: Potential supplier identified; to be involved
in assessment of needs commencing in December
2014.

(iv) Add Board development into Board work programme

iHCA

31.12.14

20.06.14: Board seminars and departmental visits all
included on work plan.

6 Board induction, succession and contingency planning

6.1

Board member induction programme to be reviewed to
ensure adequate focus on Board role (rather than just
portfolio role)

HHR

30.06:14

31.12.14

14.07.14: See update at 5 (ii) above

6.4

CEO to review need to Deputy CEO role and create plan
to address identified need

CEO

30.06.14

20.06.14: Deputy CEO role likely to be included in
new DoF role — recruitment planned Q3
17.10.14: Recruitment planned for late Q3 / Q4.

6.5

CEO to work with HHR to ensure that Talent Management
Plans adequately promote opportunities for succession
planning

CEO

31.10.14

17.10.14: Noms and Rem Committee to review
succession planning for top team in January
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7 Board member appraisal and personal development

appraisal to be researched and proposed to Board

7.1/9 Complete current review of appraisal process HHR 31.05.14 | 11.07.14: All 2014/15 appraisals now being
conducted under new scheme
7.3 (i) ED objectives to be reviewed after allocation of CEO 3107414 | 20.09.14: ED objectives to be reviewed and revised
revised portfolios 30:09:14 | as required in Q3 after changes to Operational and
31.03.15 corporate management structure
17.10.14: Now dependent on outcome of Governance
Review and Board development assessment due
during late Q3 / Q4 and associated decision making
re: Head of Ops post
(i) NED objectives to be reviewed after allocation of Chair 3107144 | 17.07.14: review to be completed at meeting 28.08.14
revised portfolios 30.09.14 | 17.10.14: review completed.
(i) ED PDPs to be reviewed after allocation of revised CEO 310714 | 20.09.14: ED Personal Development Plans to be
portfolios / objectives 30-09-14 | reviewed and revised as required in Q3 after changes
31.03.15 | to Operational and corporate management structure
17.10.14: Now dependent on outcome of Governance
Review and Board development assessment due
during late Q3 / Q4 and associated decision making
re: Head of Ops post
(i) NED PDPs to be reviewed after allocation of revised | Chair 310714 | 17.07.14: review to be completed at meeting 28.08.14
portfolios / objectives 30.09.14 17.10.14: review completed.
Programme for development of EDs as Corporate board HHR 300914 | 14.07.14: See update at 5 (ii)
members to be developed and (as required) 31.03.15 17.10.14: ditto
commissioned
Board members’ appraisal template to include focus on HHR 30.09.14 | 14.07.14: See update at 5 (ii)
how board participation, performance etc has developed 15.09.14: Template revised and discussed at July
Noms & Rem Committee. HHR to outline timetable
for appraisal at January Noms & Rem
Appropriate processes for Governor involvement in NED iHCA 30.06.14 | 20.06.14: Research conducted; proposals on June

Board agenda

14.07.14: NEDs considering proposals; to be
discussed again and agreed at NED meeting
28.08.14

17.10.14: Agreed by Board that feedback on NED
performance to be sought from Governors for
inclusion in NED appraisals in same way as feedback
re: Chairman sought (ie, by questionnaire)
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ensure that Quality Impact Assessment forms an integral
part of the process

7.8 Board member performance appraisal results to feed into | HHR 30.11.14 | 14.07.14: See update at 5 (ii)
development programme assessment 17.10.14: ditto
Board insight and foresight
8 Board performance reporting
8.2 Consider establishment of Finance and Performance CEO 3107414 | 17.10.14: Included in terms of reference of current
Committee to ensure adequate focus on effectiveness, 31.03.15 Governance review
efficiency and economy as well as quality
8.3 Review board report format to scope a switch to iHCA 31.07.14 | 20.06.14: Initial discussions held with Director of
integrated performance dashboard Nursing — some revisions to Safer Staffing reports
agreed to improve level of integration between issues,
but for ward areas only so far. For further discussion
with Director of Finance.
17.10.14: iHCA has worked with DoN to produce
integrated safety and staffing scorecard. Integrated
board report format not possible at current time with
current resources, but an on-going target for Finance /
performance reporting. Review completed for now.
8.4 Produce template and timetable for written feedback from | iIHCA 30.06.14 | 20.06.14: Template produced, circulated and in use
key bodies to Board (committees and CoG) from June Board onwards
8.5 Review and enhance risk reporting arrangements to DN 30.06.14 | 20.06.14: Full corporate risk register to be reported to
ensure that Board is fully apprised of relevant operational the board from June onwards
and strategic risks and progress in their management /
treatment (cf C Wing action plan)
9 Efficiency and productivity
9.1 CIP / QIPP development programme to be reviewed to DF 30.09.14 | 11.07.14: 15/16 CIP / QIPP programme initial

discussions to begin at July Board seminar;
completion of programme planned for 31.10.14.
Need for initial quality impact assessment recognised
and will form part of development process.

30.09.14: CIP /QIPP programme for 2015/16 and
beyond still under development, but will include
quality impact assessment process.
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9.3 CIP / QIPP reporting programme to be revised to include DF 30.09.14 | 11.07.14: 15/16 CIP / QIPP programme initial
regular updates on quality impacts and associated discussions to begin at July Board seminar. Need for
mitigation regular quality impact assessment recognised and will

form part of reporting programme.

30.09.14: CIP /QIPP programme for 2015/16 and
beyond still under development, but will include
regular quality impact assessments during
implementation and reports thereon.

9.5 Need for, sources of and likely cost of Directors’ Liability iHCA 30.06.14 | 15.05.14: Extent of cover available from NHSLA
insurance to be researched and results presented to under discussion — principal query concerns cover for
Board for decision Corporate Trustee role

20.06.14: Agreed with CEO that additional cover
required. iHCA to arrange.

14.07.14: iHCA continuing to pursue, but very few
providers offering D&O insurance to FTs

17.10.14: Provider identified, cover in place from
01.10.14

10 Environmental and strategic focus

10.1/3 (i) Consider more effective ways of using the Market CEO 30.06.14 | 20.06.14: Revised report on Strategy and
Report Sustainability to be introduced to Strategic priorities
section of the board meeting from August onwards
(i) Include regular report on issues of concernto /in iHCA 30.06.14 | 20.06.14: Revised report on Strategy and
connection with regulators, commissioners and other Sustainability to be introduced to Strategic priorities
stakeholders (including Programme Board) section of the board meeting from August onwards —
to include environmental issues including regulator,
commissioner concerns / issues. Board report
template revised to ensure that impact on regulatory
and commissioner issues of all board reports
addressed.
10.4 DF to lead Board seminar in December 2014 to begin DF 31.12.14 | 14.07.14: seminar on board work programme
development of 2015/16 Annual Plan
10.5 KPIs / Milestones to be developed for each key strategic CEO 31.08.14 11.07.14: Relevant milestones / KPIs to be included
objective in quarterly update to Board on each KSO from
August
10.6 (i) Board to receive appropriately timed information DF 30.09.14 14.07.14: Downside forecasting now part of routine
about down side planning board reporting (began in June)
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(i) Discussions re: 2015/16 Annual Plan specifically to DF 31.07.14 | 14.07.14: Annual plan process now replaced by 2
include details of downside scenarios used in year and 5 year planning process — both now
development submitted to Monitor. Regular downside forecasting

now included in regular monthly board updates.
10.7/10 (i) Form and function of BAF to be reviewed DN 30.09.14 15.05.14: Initial discussion re: 2014/15 BAF to take

place at Board seminar 22.05.14

14.07.14: Revised BAF to be presented to July Board

(i) BAF to be updated and reported to Board on a DN 31.08.14 | 20.06.14: BAF to be reported to board via Audit
quarterly basis rather than six monthly Committee, on quarterly basis from September

Board statement of trust objectives, showing plans to iHCA 31.07.14 | 29.05.14: To be included in statement of QVH 2020

balance interests of patients, community and other 11.07.14: summary statement of QVH 2020 produced

stakeholders to be developed and drafted for Board's by CEO, statement included

approval

Board to receive quarterly updates from each KSO Lead iHCA 30.06.14 | 15.05.14: New reporting framework to commence

on progress towards achievement of KSO from June Board meeting
20.06.14: First quarterly reports (KSO 1 and KSO2)
on June board agenda

11 Quality of Board papers and timeliness of information
11.1 Planned review of Q&R and Audit committee timings, iHCA 31.07.14 | 20.06.14: On board work programme for July.

programme and terms of reference to be completed Discussions held between DoF, Chair of Committee
and iIHCA
17.10.15: Revisions to Audit Committee terms of
reference and work programme agreed at August
Board

Review of board committee structure to be completed HCA 300824 | 11.07.14: Audit Committee review to be presented to
the Board in September; revised format, work

31.03.15 programme and frequency for Quality & Risk
Committee to begin in September. Review of need
for HR and Finance / Performance Committees
underway.
17.10.14: Included in terms of reference of current
governance review.
11.3/5 Board report template to be revised to prompt more iHCA 30.06.14 15.05.14: Template revision complete; consultation
effective summary, options appraisal, signposting and with users underway. For implementation from June
decision making meeting.
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20.06.14: June Board papers published; new
template in use.

and submitted for Board approval

(i) Ability of Trust information systems to be reviewed to DF 31.07.14 | 14.07.14: Review of information systems complete —
establish capability to produce integrated systems are adequate. Current review of structures
comprehensive flash reporting and roles in Finance and Operations Directorate will

include a revised approach to reporting.

(ii) If required, plan for introduction of flash reporting to be | DF 310814 | 14.07.14: See update 11.4 (i) above. Current review
developed and implemented 30.09.14 | to be complete by end of September

30.09.14: Integrated board report format not possible
at current time with current resources, but an on-
going target for Finance / performance reporting.
Review completed for now.
Data Quiality to be added to Audit Committee work DF 30.06.14 11.07.14: regular reviews of data quality added to
programme and fed back to Board Audit Committee work programme — to be presented
to July Board for approval
17.10.14: Included in work plan agreed by Board in
August.
(i) Self-assessment against Quality-Governance Well HCA 310814 | 20.06.14: Report to be presented to July Board re:
Led Framework to be conducted and reported back to proposals for implementation of the Well-Led Review
Board to inform Board and Committee development 3141214 | 14.07.14: See update at 5 (ii)
and enhancement of clinical governance 17.10.14: Current Governance review to be based on
arrangements 31.03.15 Well-Led Framework
(i) Action planning arising from QGF Well Led DN 30:09:14 | 20.06.14: Report to be presented to July Board re:
assessment to be completed and implementation HCA proposals for implementation of the Well-Led Review
commenced 28.02:15 | 14.07.14: See also update 5 (ii)
17.10.14: Current Governance review to be based on
31.03.15 | Well-Led Framework
Moratorium on tabling of board papers to be enforced, Chair 31.05.14 | 30.05.14: Board members notified of position;
apart from in pre-agreed or urgent cases. enforced at May Board.
Board engagement and involvement
12 External stakeholders
12.1/4 Board'’s statutory duties of cooperation to be identified iHCA 31.07.14 | 15.05.14: RO issues noted; to be included

and described to board, with associated plan for 14.07.14: Report on agenda for July board

discharge 17.10.15: Report included in Medical Director’s

presentation to board in September
12.2 Stakeholder engagement programme to be developed iHCA 31.08.14 14.07.14: Development of plan underway, in

anticipation of presentation to August Board.
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Recording of Board level engagement to commence
from July Board
17.10.14: Plan approved by Board in September

iHCA

31.08.14

14.07.14: On board annual work programme

HCA

301114

31.12.14

29.05.14: November board seminar on Annual
Planning process to include details of plans to engage
stakeholders

14.07.14: Annual planning seminar to be held at
December board, not November

Annual review of stakeholder engagement plan to be built
in to Board work programme

Plans for wider engagement of external stakeholders in
mid- to long- term planning to be developed
Communication strategy for QVH 2020 to be developed
and implementation commenced

iHCA

31.07.14

20.06.14: Draft QVH 2020 comms plan agreed; for
further refinement in discussion with QVH 2020
project lead

11.07.14: Comms plan for QVH 2020 produced and
under implementation

Internal stakeholders

iHCA

31.05.14

15.05.14: Departmental visits to Board programme
developed and commenced. Promotion of Back to
Floor Programme to commence by end of May.
11.07.14: Back to the floor programme underway,
having commenced with CEO visit to Housekeeping

iHCA

31.07.14

20.06.14: Draft QVH 2020 comms plan agreed; for
further refinement in discussion with QVH 2020
project lead

11.07.14: Comms plan for QVH 2020 produced and
under implementation

13.1 Programme of departmental presentations to Board and
‘Back to the Floor’ programmes to be developed and
implemented (cf C Wing Action Plan)

13.3 Communication strategy for QVH 2020 to be developed
and implementation commenced

13.8 Regular review of Whistleblowing arrangements to be built
into Audit Committee work programme

DF

31.05.14

20.06.14: Revised work programme for Audit
Committee (to include review of Whistleblowing
policy) to be presented to July Board for approval
17.10.14: Audit Committee work programme,
including Whistleblowing reviews, agreed by board in
August
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14 Board profile and visibility

14.1/2 Programme of departmental presentations to Board and iHCA 31.05.14 | 15.05.14: Departmental visits to Board programme
Board seminar programme to be developed and developed and commenced. Promotion of Back to
implemented) Floor Programme to commence by end of May.

20.06.14: Seminars planned for year. Back to the
Floor programme commenced with CEO visit to
House keeping
Formalise opportunities for feedback from clinical iHCA 30.06.14 | 20.06.14: All Board members now prompted to
elements of MD and DoN roles, esp MD’s out of hours feedback about staff and patients engagement at
work — formalise the feedback each board meeting (from June Board meeting)

14.3 (i) Implement programme of formal recording of Board iHCA 31.05.14 | 29.05.14: Feedback on staff and stakeholder

member attendance at high profile events (internal engagement to be added to board agenda from June

and external). 2014
20.06.14: On published June board agenda
14.07.14: Practice ineffective on first attempt; re-
launch planned for July Board
17.10.15: Process now working well.

(i) Review after 6 months and assess need for further HCA 301114 | 14.07.14: See note at 14.3 re: timing

actions. 31.01.15

14.5 Scrutiny of alleged reasons for taking Board papers in iHCA 30.06.14 15.05.14: New Board agenda format to be

private rather than public to be enhanced implemented from June meeting. Use of private part
of meeting to be scrutinised
11.07.14: revised board agenda in place from June
2014

14.6 Board agendas to include the required formal resolution to | IHCA 31.05.14 | 15.05.14: included on May agenda
exclude press and public

15 Engagement with FT Governors / Council of Governors / members generally
15.2 Schedule of matters reserved to the Board and of the role | iIHCA 31.10.14 | 29.05.14: Dispute resolution processes described in

and responsibilities of the Council of Governors, including
dispute resolution provisions to be drafted and submitted
for Board's approval

1013/14 Annual Plan
17.10.14: Remainder of issues included in revisions
to Standing Orders agreed by Board in September
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including Governor responsibilities towards members and
other stakeholders to be drafted and submitted to Board
and CoG for approval

15.3 Governor development programme to be prepared and HCA 3110244 | 17.07.14: On September CoG agenda
submitted for adoption by Board and Council 30.06.15 | 17.10.15: Deferred until after revisions to CoG format
bedded in and needs identified.
15.4/7/ (i) Function of Council of Governors and Governor iHCA 31410244 | 11.07.14: Questionnaire re; form and function of GSG
18 Steering Group to be reviewed in light of Health & and CoG to be developed for presentation to CoG in
Social Care Act 2012, changes to Board structure and 31.12.14 | September, with a view to Governor Forum in October
KSOs and presentation of resulting proposals to December
CoG for implementation ion April 2015.
17.10.14: Outline proposals well-received at
Governor Forum; formal proposals to be put to
December CoG meeting.

(i) Proposals for revisions to COG function to improve iHCA 301114 | 11.07.14: Questionnaire re; form and function of GSG
efficiency and enable effective holding to account by and CoG to be developed for presentation to CoG in
CoG and CoG input into strategic decision making to 31.12.14 | September, with a view to Governor Forum in October
be developed and submitted for approval and presentation of resulting proposals to December

CoG for implementation ion April 2015.
17.10.14: Outline proposals well-received at
Governor Forum; formal proposals to be put to
December CoG meeting.

Board strategy for engagement with membership and iHCA 31.08.14 17.07.14: On August board agenda

patients (nb, separate document from Governor/Member 17.10.14: Strategy approved by Board in August

engagement strategy, but must be complementary)

Processes for monitoring engagement between Trust and | iHCA 310814 | 17.07.14: On August board agenda

membership to be developed and implemented 30.06.15 | 17.10.15: Deferred until after new CoG arrangements

to represent interests of members and public bedded
in
Board statement of how public interests of patients and iHCA 31.07.14 | 14.07.14: Statements addressing these issues
local community will be represented, including reference included in Annual Report and Quality Accounts;
to overlap with governors and local consultative bodies to specifically 3.1 Directors’ report, 3.5 Stakeholder
be drafted and submitted to the Board for approval relations, 4.2 Board of Directors (Relationship with
Council of Governors section), Quality Account Part 2,
Priorities for 14/15, Review of performance in 12/13,
Statements from thirds parties, CCG, Council of
Governors

Statement setting out roles and responsibilities of CoG, iHCA 31.08.14 | 17.07.14: On August board agenda

17.10.14: approved by board as part of stakeholder
engagement strategy in September
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15.15

15.21

Policy on engagement between CoG and Board in the
event of CoG concerns about performance compliance or
other matters to well-being of the Trust to be developed
and submitted to Board and CoG for approval

iHCA

31.10.14

15.05.14: Proposal included in text of Annual Report

NED remuneration levels to be market tested, using
external advisers

HCA 300914

30.06.15

14.07.14: Need for revisions to NED jds to reflect time
commitment under consideration by Chair

17.07.14: to be postponed until after further review of
NED time commitment now that NED contingent of
board is at full strength, but in time for further NED
appointment anticipated in Q1 2015.
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 271-14 A
Report from: Interim Director of Finance and Commerce
Author: Stuart Butt
Report date: October 2014
Appendices:

Monitor Declaration: Quarter 2 of 2014/15

Key issues

1.

The Trust is required to submit its Quarter 2 (Q2) monitoring return by the end of
September.

The paper confirms the In Year Governance Statement from the Board contained in the Q2
return.

For finance the declaration that “The board anticipates that the trust will continue to
maintain a Continuity of Service risk rating of at least 3 over the next 12 months” is
Confirmed.

In Q2 the COSRR is submitted as 4: No evident financial concerns.

In the annual plans submitted to Monitor the planned rating from Q3 onward is 4 and the
forecast remains at 4.

For governance the declaration that “The board is satisfied that plans in place are sufficient
to ensure ongoing compliance with all existing targets (after the application of thresholds)
as set out in Appendix A of the Risk Assessment Framework; and a commitment to comply
with all known targets going forwards” is Not confirmed.

For Q2 the three Referral To Treatment time, 18 weeks in aggregate targets have not been
met. Performance against the other targets is to be confirmed.

For Q3 the trust is expecting not to meet the 18 week targets. The forecast is non-
compliance in Q3 for 18 weeks as we expect to fail the standards in M7-8 with a compliant
position in M9.

As the Board is unable to confirm this declaration a response has to be included in the
return. The draft response is “in line with NHSE and CCG directives the trust continues to
pursue a strategy to significantly reduce patient waiting times through the provision of
additional capacity. These plans are designed to ensure specialty level compliance with all
RTT standards from the 1st December onwards”.

The Governance Rating for Q1 was Green: No evident concerns.

The actual and forecast performance against targets may trigger a downgrading of this
rating.
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6. For Otherwise the declaration “The board confirms that there are no matters arising in the
guarter requiring an exception report to Monitor (per the Risk Assessment Framework
page22, Diagram 6) which have not already been reported” is Confirmed.

7. For Consolidated subsidiaries the response is Nil to the question the “Number of
subsidiaries included in the finances of this return. This template should not include the
results of your NHS charitable funds”.

Implications for BAF or Corporate Risk Register
8. Nothing new to add.
Regulatory impacts

9. Implications for Continuity of Service Risk Rating and Governance Rating noted in the
report.

Recommendation

10. The Board is asked to NOTE the contents of this report and APPROVE that the above
declarations be made to Monitor.
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 271-14 B
Report from: Interim Director of Finance and Commerce
Author: Stuart Butt
Report date: October 2014
Appendices:

Monitor Monthly Return October 2014
Key issues / Action Required

1. Foundation Trusts are required to make a monthly return to Monitor giving an update on
actual and forecast revenue and capital performance.

2. The return based on September performance is shown below and will be submitted to
Monitor by the due time of noon on October 24th.

3. The actual and forecast positions reflect those presented in the Finance Report.

Link to Key Strategic Objectives

e Operational excellence
¢ Financial sustainability

Implications for BAF or Corporate Risk Register
4. Nothing new to add.
Regulatory impacts

5. The forecast financial performance keeps our Monitor Continuity of Service Risk Rating at 4
and does not have a negative impact on our governance rating.

Recommendation

6. The Board is asked to NOTE the contents of this report.
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DH monthly reporting data collection

The Department of Health has mandated regular, monthly, reporting from FTs of data to assist the DH in controlling and forecasting expenditure against the two Departmental Expenditure Limits (DELs), capital and revenue.
You MUST submit areturn. You must complete every yellow cell your return.

Please upload your completed template to your Monitor portal outbox with content type 'Trust return' and activity 'Return for DH'

The deadline for submission of completed return templates is NOON on Friday 24 Oct 2014

for guidance see definitions below, remember to enter your name and contact details in case of any queries arising.

DH monthly reporting data from Queen Victoria Hospital NHS FT as at 30 Sep 2014

Plan value from 14-15 APR
. Actual Value Forecast value
Question . or latest re-planned value A
No Question text in £m in £m in £m as at
at 30 Sep 2014 at 30 Sep 2014 31 March 2015
only enter numbers below only enter numbers below only enter numbers below
1 What is the trust's Surplus / (deficit) before impairments and transfers by absorption 0.793 1.134 2.445
2 What is the trust's Capital Expenditure, net of disposals, on an accruals basis 1.564 0.725 3.127
In the rows below you have the opportunity to add any comments about the information above or provide any feedback to Monitor about this data collection
The trust is ahead of the year to date surplus plan, £1.134m actual compared with the plan of £0.793m and this is due to increased income. The forecast for the year is to meet the planned surplus of £2.203m and also receive
comments [unplanned income from asset donations of £0.240m in Q4. The Q1 reforecast of capital expenditure projected year to date Q2 capital spend at £1.564m. The actual spend is £0.725m. The variance of £0.839m splits property
£0.669m (projects delayed whilst priorities are reconsidered), IT £0.072 (projects started but spend delayed) and Other (which is medical equipment) £0.098m (delays in product selection).
feedback

Please enter your name and contact details in case of any queries arising.

Completed by (name) on n .
behalf of the trust Stuart Butt Director of Finance Date

‘ Job title email |stuart.butt@qvh.nhs.uk

Definitions

"Surplus / (deficit) before impairments and transfers by absorption” —this is calculated as per the figures in row 231 of the SoCl in Monitor's 14/15 Q1 quarterly reporting template.

"Capital Expenditure, net of disposals, on an accruals basis" — this is Capital expenditure less Proceeds of capital disposals calculated as per the figures in rows 151 and 148 of the SoCF in Monitor's 14/15 Q1 quarterly reporting
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 272-14
Report from: Clinical Cabinet
Author: Richard Tyler, Chief Executive
Report date: 22 October 2014
Appendices: None

Report from meetings of the Clinical Cabinet held on 6™ & 20" October
Key issues and Actions

1. Performance: 18 weeks: Updated on progress of recovery plan and November waiting list
initiatives.

2. Service Transformation & Productivity: Updated on development of 2015/16 cost
improvement programme.

3. Review of Trauma Service: Received update from Trauma Review Group. Detailed options
appraisal scheduled for December Cabinet.

4. Quality & Risk: Endorsed September Quality & Risk report.

5. Head & Neck Services: Presentation from Brian Bisase on vision for development of head &
neck services. Agreed version of the presentation should be made to the Trust Board.

6. Key Strategic Objectives: Cabinet were updated on progress against KSOs 1 & 2

Link to Key Strategic Objectives

¢ OQutstanding patient experience
e World class clinical services

e Operational excellence

¢ Financial sustainability

Implications for BAF or Corporate Risk Register

7. None

Regulatory impacts

8. Issues reported do not have an immediate impact on either CQC or Monitor risk ratings.
However it should be noted that the Trust continues to fail the aggregate in-patient waiting
list target for three consecutive quarters.

Recommendation

9. The Board is asked to NOTE the contents of the report.
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 273-14
Report from: Lester Porter, Non-Executive Director
Committee meeting date: 9 October 2014
Appendices: None

Report of the Chair of the Board Outcomes Group [BOG]
Key issues discussed

1. The BOG received an interim presentation from Dr Mark Farr, Director of Information at
the East Kent Hospitals University NHS Foundation Trust, and head of EKBI, the
business intelligence service run by the trust as a provider of business intelligence
services to third parties. EKBI were retained by QVH to review the requirements, issues,
progress and barriers to implementing the Clinical Outcomes project in QVH, particularly
with reference to EKHUF’s own experiences in this area. The final report has recently
been delivered and will be reviewed in detail by the BOG team.

2. Inview of the impact of this review on the broader QVH Information Technology and
Information Management agenda, it was agreed that a separate meeting would be set
up to discuss possible cooperation between Dr Farr and the Interim Director of Finance.

3. Inview of the time taken to discuss the EKBI report, all other items were deferred to the
next meeting of the BOG.

Items to be referred to the Board of Directors

4. The EKBI report raises some very significant issues in relation to QVH’s current
capability to implement Clinical Outcomes in an efficient, automated and cost effective
manner using modern technology. These issues go far beyond the immediate remit of
the Clinical Outcomes project, and are likely to require significant funding, and senior
management time and effort to address them. It is therefore likely that further progress
on this project in the short term will continue to rely heavily on manual collation and
manipulation of data drawing in considerable staff resources, and with all the resultant
risks to the accuracy and consistency of reporting.

Additional information or assurance sought
5. None

Implications for BAF or Corporate Risk Register
6. See above

Recommendation

7. The Board is recommended to NOTE the Committee’s actions and the findings.
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Report to: Board of Directors
Meeting date: 30 October 2014
Reference number: 274-14
Report from: Lester Porter, Non-Executive Director
Committee meeting date: 25 September 2014
Appendices: None

Report of the Chair of the Charitable Fund Advisory Committee

Membership of Committee

1. Beryl Hobson was appointed to the CFAC to replace John Thornton as the second non-

executive director.

Key issues discussed

2. Terms of Reference

The annual review of the Terms of Reference was undertaken and one change only was
agreed by the committee relating to the removal of the requirement for one of the non-
executive director members to also be a member of the Audit Committee

Internal Audit Report

Chantrey Vellacott presented a summary of their internal audit report which makes 16
recommendations, 6 of which are high risk. The majority of these were around
requirements to improve and standardise the processes for application for funds, and for
purchases arising from commitments made by the Fund. A draft Action Plan was
submitted to the meeting, with a further update on progress to be provided at the
December CFAC meeting. The audit recommendations will be addressed as a key part
of the current project to develop an amended application and commitment process,
which is currently being undertaken by the Trust on the Fund’s behalf.

Research post
The committee received an update on current research projects, and application for

external grants, from Julian Giles, Clinical Lead for Research and Development. The
committee discussed the proposal to provide funding in order to extend the contract for
Dr Brian Jones on secondment from Brighton University for a further two years, and
agreed that a proposal for this funding should be put to the November Corporate
Trustee meeting of the Charitable Fund with the support of the CFAC. JG will be
preparing a recommendation paper for the Corporate Trustee meeting.

Items to be referred to the Board of Directors

Items to be discussed at the next meeting of the Board of Directors in their capacity as
Corporate Trustee in November:

e Results of the internal audit, and progress on implementing Action Plan

¢ Revised Terms of Reference to be confirmed

e Application process and sign-off limits

e Regulation of NHS Charities report

e Consideration of funding research post for 2015 and 2016
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Additional information or assurance sought

6. The Committee has sought further work on, and clarification of, the decision making
process for applications, and the allocation of funds for projects from within the overall

Charitable Fund. Detailed recommendations to strengthen the processes will be brought
to the Committee in December.

Implications for BAF or Corporate Risk Register

7. There were no items identified which should be added to the Corporate Risk Register
(CRR) or the Board Assurance Framework, (BAF).

Recommendation

8. The Board is recommended to NOTE the Committee’s actions and the findings.
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	On-going
	Development and production of accountability agreements for all directorates
	BS
	9
	A review of the Establishment Control panel has been completed and changes to the operational arrangements for approval and authorization of changes to pay terms and conditions implemented. Further work to align workforce and financial systems is being progressed.
	On-going
	Assurance that robust establishment controls exist, complied with and monitored regularly
	SB/GA
	10
	Discretionary spend relates in the main to estates, IT and equipment.  The nature of this spend by definition is non-recurrent and would not routinely sit within a departmental cost centre.  Work is underway to identify these budgets for the creation of ‘programme’ budgets in 15-16.
	On-going
	To identify discretionary spend from within existing budgets and create a framework for the enhanced control of this expenditure
	BS
	11
	Significant work has been completed to provide enhanced reporting at all levels in the organization, including Trust Board reports.  The increased focus on directorate level reports has improved understanding but further changes may be required should structures change in the future.
	On-going
	To ensure financial reports are clear, transparent and understandable to their target audience
	BS
	Financial Reporting
	12
	The key groups (Estates and Facilities, IM&T and Medical Devices) tasked with oversight of capital planning have all reviewed their T&Cs to ensure clarity about their role and responsibilities.
	On-going
	To produce detailed capital plans that are priortised, provide spend profiles and include contingencies should project cost or timescales change 
	BS
	Capital Plans and Monitoring
	13
	The groups receive regular updates on the latest plans and progress with specific projects.
	Consideration is being given to the project resources required to ensure delivery of material projects in the short and longer term.
	Work has yet to commence, outline plans for the future of service line reporting will be developed before Xmas.
	Mar 15
	To provide the organisation with detailed directorate profitability statements for each of the key profit centres
	BS
	Service Line Reporting
	14
	The publication of reference costs is due and initial findings will be presented to Trust Board in November.  Other examples of benchmarks are being explored. 
	Mar 15
	To make greater use of benchmarking to support decision making and the identification of opportunities for savings
	BS
	Audit plans have been agreed and the review findings are routinely presented to Audit Committee.
	On-going
	To make best use of internal and external audit to assure the Trust Board of best practice and compliance with all financial controls
	SB
	A log of all outstanding recommendations is maintained and provided to evidence progress.
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