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Chairman
BOARD OF DIRECTORS — PUBLIC SESSION
25 JuLy 2019
MINUTES OF MEETING

Present:

Frank Collins Chairman FC
Mark Brandreth Chief Executive MB
Chris Beacock Non-Executive Director CB
Nia Jones Director of Operations NJ
David Gilburt Non-Executive Director DG
Harry Turner Non-Executive Director HT
Paul Kingston Non-Executive Director PK
Sarah Bloomfield Interim Director of Nursing SB
In Attendance:

Hilary Pepler Board Advisor HP
Shelley Ramtuhul Trust Secretary SR
Kerry Robinson Director of Performance, Improvement  and KR

Organisational Development

FC welcomed all Board members to the Public Board.
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25/07/1.0 APOLOGIES
Sarah Sheppard and Alastair Findlay
25/07/2.0 MINUTES OF THE MEETING 27 JUNE 2019
The minutes of the meeting held on the 27 June 2019 were agreed as an accurate
representation of the meeting
25/07/3.0 MATTERS ARISING
FC went through the actions which were noted to be completed or updates provided.
25/07/4.0 DECLARATIONS OF INTEREST
PK confirmed he had been appointed as independent Safeguarding Chair for Dudley
25/07/5.0 CHIEF EXECUTIVES THANK You
MB advised that before making his intended thank you he was sad to announce that a
member of the catering team, Aisha Parish had died Aisha Parish and invited the Board
to join a minutes reflection
MB invited members of the Housekeeping and Catering Team to the Board in order that
he may publicly extend his thanks and congratulations to them for delivering the best
food. Further the Housekeeping Team were top in the country for cleanliness. The
teams have consistently performed at the top year after year and a lunch was going to
be held as a way of saying thank you for their hard work.
FC commented that these teams are seen as a first point of contact for patients and their
families so not only are they great ambassadors externally but internally for patients too.
25/07/6.0 PATIENT STORY
SB welcomed the Bloor Family and advised that Eleanor had been a patient on Alice
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ward so was attending to share her story but that the Board would also hear her family’s
experience.

Eleanor explained how she had been transferred by ambulance from University
Hospitals North Midlands (UHNM) following a traumatic spinal cord injury. She was on
bed rest for 6 weeks on Alice Ward where she received treatment, care and daily
physiotherapy. She went in hydro pool, had school lessons with Helen and played with
play co-ordinator. She found all the staff were friendly and wanted to do their best.

Suzanne the Ward Manager had let her bring in her dog, Helen the Ward Teacher had
helped her keep up with her school work And Holly the Play Coordinator was kind and
patient.

Eleanor explained she found it very quiet at the weekends and the play facilities outside
were limited and the garden could be improved. The view was very grey and made her
room feel dark and sad. Her family travelled from home and stayed overnight and the
bathroom facilities were limited. The family room was good and appreciated. She
admitted to being fussy with food and her family therefore brought her homemade meals.
The family kitchen facilities were limited but her family were allowed to us the electric
hob as she was a long term patient. Her only other comment was that a dishwasher
would have been good.

Mrs Bloor advised that the family had organised a walk to raise funds for Alice Ward as
they would like to see the garden environment improved. Also, they are looking at reality
goggles to make the experience of going to Theatre less frightening for children.

FC commented that the Board hears patient stories every month and they are a real
highlight and he always enjoys hearing the experiences of patients as they provide
important feedback.

DG asked about the Wi-Fi and Mrs Bloor advised this was ok.

MB noted the comments about the family bathroom and advised that since Eleanor’s
inpatient stay the Trust has opened a new bathroom and shower facility. He also
advised that there was a new garden being built for spinal cord patients and whilst
children are not taken onto the spinal cord injury unit it would be good to think of a way
patients with spinal cord injuries but who are not being cared for on the ward can access
the garden.

Mr Bloor thanked the hospital.

PK asked if the hospital could change one thing what would it be and Eleanor responded
the play facilities. She also advised that the green wall on the ward made her feel a bit
funny after coming back from Theatre.

Mrs Bloor explained that UHNM was very modern and given the good reputation of the
Trust they had been expecting a modern environment however the room Eleanor stayed
in was very dark. The nursing and medical care however was excellent. The weekends
very quiet which was sometimes a challenge. MB advised that Eleanor was an unusual
case as most paediatric patients are home for the weekend and it was for that reason it
was important she was able to bring her home here.

Mr Bloor advised that they had Eleanor’s younger sister to think about as well.

The Bloor family provided details of the sponsored walk they were organising and
advised that they have raised £3000 so far.
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The Board thanked the Bloor family for sharing their story.
| SmRatecvanpPoucyUpbates |
25/07/7.0 CHIEF EXECUTIVE UPDATE
MB provided an update on the following:

¢ Welcome to Geraint Thomas, Lecturer in Population Orthopaedics, he will be
attending a future Board to give a presentation.

e |t was the birthday of the NHS on 5 July. MB thanked the league of friends for
organising popcorn and candyfloss And for the ‘It's a Knockout Games’ held in
the main entrance

e The Trust celebrated Armed Forces Day with the reservists

¢ A new parents bathroom has been on Alice Ward paid for by the League of
Friends and they have also supported the refurbishment of Cottage 3

e Hilary Garrett, Deputy Chief Nurse for NHS | and E visited the Trust and
presented her vision of the long term plan for nursing. She also presented the
Chief Nursing Officer silver medal to Ann Bishop, the first paediatric nurse in the
country to receive such an award

e Thanks extended to the Executive Team for diligence and hard work, working
outside of portfolio to help and improve the Trust’s performance position.

e Fundraising continues to go well for the Veterans Appeal, with some fundraising
opportunities being explored with national charities and Smith and Nephew.

e Congratulations to Victoria Hall, Assistant Practitioner in Pre-Operative
Assessment who was the Health Hero winner for the month

The Board noted the update.
25/07/8.0 QUALITY AND SAFETY COMMITTEE CHAIR’S REPORT
CB highlighted the following:

e There had been good discussion at the Committee regarding the monitoring of
deaths. It was noted that unexpected deaths are very unusual but that they get
tracked and monitored.

e The Committee reviewed the Histopathology action plan which was a complex
and involved piece of work. He had the privilege of visiting the laboratory after
the meeting.

e The Committee received the Inpatient Survey Results and noted the good
progress being made and the areas of focus for the year ahead.

The Board noted the Chair’s Report.

25/07/9.0 Q&S ANNUAL REPORT
SR outlined the process for assessing the effectiveness of the Committee and confirmed
that the results had been presented and agreed by the Committee.
CB added that a survey had been undertaken of a small number of members with some
areas for improvement identified but not anything significant. The main takeaway was
the need to rotate the agenda to allow equal time for agenda items over the course of
the year and this will be taken forward.
The Board noted the report.

25/07/10.0 | SAFEGUARDING ANNUAL REPORT
SB presented the report and commented that the Trust as fortunate to have two
experienced safeguarding leads.
SB highlighted the following areas:
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25/07/11.0

e Good systems in place

e There is an improving training compliance picture with a plan in place to ensure
continued improvement

e Board safeguarding training has been completed

e Anew clinical lead is in place for adult safeguarding, Mr Budithi

e PKis the NED lead for safeguarding and is a national expert

SB highlighted a particular future challenge regarding changes to the deprivation of
liberty safeguards and advised the Board that there will be a lot of work to do to ensure
compliance.

PK commented that it was a thorough report. He felt that the Mental Capacity Act
changes are going to challenge the entire system and will start at the age of 16 not 18.

He was satisfied that the Trust was well prepared

The Board noted the Safeguarding Annual Report.

INFECTION CONTROL ANNUAL REPORT
SB presented the report and highlighted the following:

e Additional support has been put into the team with an extra surveillance nurse to
broaden screening activity

¢ Another good year for infection prevention with no cases of MRSA.

e There has been a reduction in E.coli but this needs to remain an area of focus
There are growing issues around ESBL with chronic long term patients at a
higher risk. There have been no instances of cross infection but the risk is well
recognised. Thank you to CM and Capital Management Group for the estates
work carried out on MCSI to further reduce risk of cross infection.

e The Infection Prevention and Control Committee continue to meet for which SB
is the chair. This has seen increased attendance.

e There have been challenges with surgical site infections but the increased
surgical site infection surveillance cover will support the work on this.

e Consideration to now be given to how the tissue viability provision can be
increased as the Trust is accepting more patients with complex wounds and
infections.

e Cleanliness audits show that patients rate the hospital highly so thanks extended
again to the domestic and housekeeping teams.

FC-commented on the significant contribution the housekeeping teams make to patient
health and wellbeing in terms of infection prevention.

DG commented on the increased flu vaccine uptake and asked when the flu campaign
starts again. SB confirmed it would start in September. Karin Evans, the Practice
Development Senior Nurse has developed a plan and SB is meeting with her soon to go
through this. SB will be looking at what additional measures can be taken as a result of
the feedback from staff as to why they did not have the vaccine.

MB commented on the quality validation audit and in particular the results for TSSU and
Orthotics. MB confirmed the TSSU refurbishment scheme is well underway and there
have been issues with the Orthotics environment at Shrewsbury hospital however new
accommodation has been found. It is anticipated that these actions will improve the
results going forward.

HT commented that the performance has been outstanding, particularly the year on year
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trends and national benchmarking. He was disappointed to see doctors bottom of the
list for bare below the elbows. SB acknowledged this and advised that there have been
discussions around what can be done to improve this going forward.

CB asked about isolation facilities and whether it solves the problem. SB advised that it
is a safe outcome as will enable the cohorting of patients. In the longer term more side
rooms will be needed as this is a national issue relating to infection prevention and
control. MB confirmed the doors were fitted yesterday.

The Board noted the report.

dlignd - suQ ved T

25/07/12.0

LEARNING FROM DEATHS REPORT

SW presented the report and explained that the Trust has very few deaths and most are
expected in light of the medical ward which cares for patients who may be on an end of
life pathway. So far this year, two expected deaths have been carefully reviewed by the
Learning from Deaths Lead with no issues or concerns identified.

The Learning from Deaths Lead has taken an interest in the system provision and is
looking to meet with other organisations in the STP to look at how learning can be
shared cross organisationally.

HT commented that he was surprised that the swan palliative care work is not
referenced and SW confirmed that he would look into that further.

ACTION: SW to look at the inclusion of the Swan palliative care work in the report

The Board noted the report.

9ANN2aX3 Jalyd ¢

25/07/13.0

PROMS PERFORMANCE OVERVIEW
SW presented an overview of the Trusts PROMS performance and how the
benchmarking comparisons have been undertaken
e Comparator data presented for Knees and Hips. Adjusted post op scores show
that the Trust ranks highest for both hips and knees
e Evidence of gradual and continuous improvement

PROMS Performance Presentations

PK asked if whether given the small number reporting deterioration it is possible to dig
into the data further. SW confirmed that this is already done.

CB congratulated SW and his colleagues for the results. He commented that the
hospital is about more than just hips or knees and therefore what assurance was there
around other specialties e.g. spines. SW advised there is the British Spinal Registry and
so data will start to come from there and there is also also independent data to be
shared regarding foot and ankle.

The Board noted the overview.
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25/07/14.0

CHAIRS REPORT FROM AUDIT COMMITTEE
DG highlighted the following:

e There was review and discussion regarding the Board Assurance Framework.
The Chair of Risk Committee and he felt that there would be a strengthened
review if combined meeting was held at the beginning of the year so it has been
agreed that SR will build this into future plans.

e The Committee received an update on the fraud action plan. The fraud
prevention did not previously meet the regulatory guidance and as such an
action plan was pulled together to address the gaps.

e Focus on the monitoring of preparation for Brexit.
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The Board noted the Chair's Report

25/07/17.0

25/07/15.0 | CHAIR’S REPORT FOR FINANCE PLANNING AND DIGITAL COMMITTEE
In the absence of AF, DG highlighted the following:

e The Board will be aware from national reports the pressure on the NHS capital
programme and the fact that NHSI and E are looking at how system wide capital
programme savings can be identified. The Trust has identified a £150k
contribution.

e A large part of the meeting was spent discussing operational performance.
Given the shortfall at the end of Q1, an additional meeting has been put in place
in August to review the performance of July. The Executive Team are focussed
on mitigations and will review these in due course for impact.

The Board noted the Chair's Report.
25/07/16.0 | CHAIR’S REPORT FOR RISK MANAGEMENT COMMITTEE

HT highlighted the following:

e The meeting was attended by Jan Greasley as Lead Governor.

e The Committee noted the continued improvement in the process and
management of risk within the Divisions. Appropriate citation of risks now in
place.

e The age of risks is being well managed

e Actions and mitigations are appropriately up to date

e Consistency across the Divisions has much improved and the cross divisional
attendance has been reported back as useful.

e This month the Committee received deep dives in to Theatres, Surgery,
Diagnostics and Medicine.

e The Risk Appetite was discussed and it was agreed this should be reviewed
from an internal perspective and from a system perspective. It is recommended
that the Board review this in due course

e The Board Assurance Framework was reviewed and it was agreed there would
be additional time allocated to this at the next meeting to allow for a deep dive.

¢ Internal audit report was considered

¢ Risk Management Report was received with significant improvements in risk
management performance noted so the Committee felt that reporting could now
be by exception

The Board noted the Chair’s Report

PERFORMANCE REPORT — MONTH 3
KR presented the M3 performance report and highlighted the following:
e Sickness absence had increased but was in line with trajectory
e Staff turnover data has been updated retrospectively following a data quality
review
e Falls have increased in M3 but remain within the control range
e Cancer waiting times have been met for 3 consecutive months
e The list size has grown but by less than 1%
¢ No English patients waiting over 52 weeks
o Diagnostic waits remain a challenge
e Theatre activity remains a challenge and is impacting on the financial position

Caring for Staff
PK asked about the ‘other known causes’ in relation to sickness absence and SS
confirmed that there is a national system for the categorisation of sickness absence.
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The team are looking to increase understanding of why the Trust has so many recorded
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as ‘other’.

SS drew the Board’s attention to performance in relation to turnover which is
encouraging.

FC commented on the triangulation of sickness and turnover and that it gives a mixed
message and KR advised that the link is visible when you look at the hotspots that have
been identified.

MB commented that it in one of strategy sessions it would be worth looking at the
triangulation of the performance data.

ACTION: Data triangulation to be included in a future agenda for the Strategy
Board

Caring for Patients
SB highlighted the following:
¢ Review of the falls data has been undertaken despite it being within the control
range. Having looked at falls in last month have had a few more non inpatient falls
e Good month for infection prevention and pressure ulcers
e Friend and Family Test results have improved back to usual levels.

SW highlighted the following:
¢ No unexpected deaths
e VTE performance on target

NJ presented the following:

e Theatre activity was below plan in June with extensive discussion at the Finance
Planning and Digital Committee. It is forecast that activity will also be below,
below plan in July and the Finance Planning and Digital Committee has been
taken through the key drivers. A weekly Theatre Delivery Board has been put in
place to focus on immediate actions and working through the more medium term
actions with full executive team and divisional management engagement.

HT asked whether delayed discharges have any impact on theatre activity. NJ
confirmed that the Trust does not have bed capacity issues in relation to surgical beds.

Caring for Finances
CM highlighted the following:
e Lost trajectory against the control total by £0.5m
¢ Income shortfall as a result of shortfall in theatre activity.
e Anticipating July will deteriorate further but August is recoverable.
e The focus is on stabilising the issues to remove blockages
e A recovery plan is being formulated and will be taken to the Finance Planning
and Digital Committee in August.

MB confirmed that there will be an extraordinary meeting in August given the
seriousness of the position

The Board noted the Performance Report.
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25/07/16.0

GOVERNORS UPDATE
SR advised that the Governor elections were underway and that the outcome would be
announced at the next Board.
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The Board noted the update

25/07/17.0

AOB

SR raised the Pensions Proposal that had been discussed during a previously held
Remuneration Committee. FC provided an update regarding the Trust’s response to the
treasury pension changes. FC outlined the potential impact this could have on the
Consultants and Senior Staff and confirmed the Trust is considering options to assist
with the impact of this through flexible working options. FC confirmed that no formal
decisions had been made but asked the Board to note that it is on the agenda and a fully
worked up proposal will be presented to a further Remuneration Committee in
September for sign off.

FC confirmed that he is participating in a sponsored walk on 21 September on behalf of
the Orthopaedic Institute.

dlignd - suQ ved T

DATE OF NEXT MEETING IN PuUBLIC:
Thursday 26 September at 9.30 in the Meeting Room 1.

CHAIRMAN’S CLOSING REMARKS
FC thanked everyone for their contribution and closed the meeting.

9ANN2aX3 Jalyd ¢

Kayes » Auend ‘¢

® 9oueWIONad P

‘S

9]0oUu 0] swal|

ssauisng Jay10 Auy ‘9

=
N




BOARD OF DIRECTORS MEETING

SUMMARY OF KEY ACTIONS

25 JuLy 2019
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Outstanding Actions from Previous Meetings | Lead Progress
Responsibility

25/04/6.0 RESEARCH UPDATE

PK and SS to look at the people strategy around | Director of In progress

research with a particular focus on upskilling. People

KR and the team to give consideration to be | Director of In progress

given to the identity of the Research Department | Improvement,

Organisational
Development
and

9ANN2aX3 Jalyd ¢
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Performance
30/05/5.0 VOLUNTEER STORY
Memorial books and benches to be explored | Director of Benches being selected in
with the Interim Director of Nursing Nursing partnership with the Estates
Department
Option of a taxi phone at the main entrance to | Director of This is being progressed. The
the hospital to be explored with the Director of | Finance phone will have several contacts
Finance one of which will be a taxi firm
30/05/6.0 WOMEN IN SURGERY
SS to look at interview panels and take | Director of Balance of panels now considered
recommendations to People Committee People by the Chief Executive as part of
new appointments process
30/05/15.0 PERFORMANCE REPORT — MONTH 1
SS to include actions and impact on trajectory in | Director of Completed
next the narrative of the IPR next month. People
Actions from Last Meeting Lead Progress

Responsibility

® 9oueWIONad P

25/07/12.0 LEARNING FROM DEATHS REPORT Medical Current reporting is in line with
SW to look in to including the Swan Palliative | Director National Quality Board guidance on
Pathway in the learning from deaths report Learning from Deaths. An update
on the Swan Palliative Pathway will
be presented to the Quality and
Safety Committee.
25/07/17.0 M3 PERFORMANCE REPORT
Data triangulation to be included in a future | Director of On the agenda for the next
agenda for the Strategy Board Performance, Strategy Board
Improvement
and

Organisational
Development
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The Robert Jones and Agnes Hunt NHS|

Chair’'s Assurance Report

Quality and Safety Committee (19" September 2019)

0. Reference Information

Orthopaedic Hospital

NHS Foundation Trust

Mary Bardsley,
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1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is

required?

This paper presents an overview of the Quality and Safety Committee Meeting held on 19

September 2019 and is provided for assurance purposes.

2. Executive Summary

Kayes » Auend ‘g

2.1 Context

The Board of Directors has delegated responsibility for the oversight of patient safety and
quality to the Quality and Safety Committee. This Committee is responsible for seeking
assurance on the quality and safety of the services it delivers in order that it may provide

appropriate assurance to the Board.

2.2 Summary

Experience

2.3. Conclusion

The meeting was well attended
The quality report for the month was from the Surgery Division

The committee discussed the NICE Guidance and Clinical Audit Annual Report
The committee received an update on the STAR, TSSU, Histopathology and Patient

The Board is asked to note the meeting that took place and the assurances obtained.
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The Robert Jones and Agnes Hunt NHS|
Orthopaedic Hospital

Chair's Assurance Report NHS Foundation Trust

Quality and Safety Committee (19" September 2019)

3. Main Report
3.1 Introduction

This report has been prepared to provide assurance to the Board from the Quality and
Safety Committee which met on 19 September 2019. A full list of attendees is outlined
below:

Chair/ Attendance:

Membership:

Chris Beacock, Non-Executive Director (Chair)
David Gilburt, Non-Executive Director

Paul Kingston, Non-Executive Director

Hilary Pepler, Board Advisor

Mark Brandreth, Chief Executive

Sarah Bloomfield, Interim Director of Nursing
Shelley Ramtuhul, Trust Secretary

Nia Jones, Director of Operations

Attendees:

Mary Bardsley, Assistant Trust Secretary

Nicki Bellinger, Deputy Director of Nursing
Alyson Jordan, representing the Surgery Divisional Manager
Lindsay Leach, Governance Lead

Apologies:

Steve White, Medical Director

3.2 Actions from the Previous Meeting

The Committee received the actions from the previous meeting. An update was provided on
those outstanding actions. The committee will receive an update on the Controlled Drug
Accountable Officer Report, an audit has been scheduled which will be presented to the
committee in November.

3.3 Key Agenda
Agenda Item / Discussion Assured  Assurance Sought

(Y/N)
NICE Guidance Annual Report

The committee received the clinical audit annual
report. The following was highlighted: Partial

Further assurance is to
be presented on the
relevance and scrutiny
e 219 guidance’s issues with 4 being applicable of the NICE Guidance

2
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The Robert Jones and Agnes Hunt NHS|

Chair’'s Assurance Report

Orthopaedic Hospital

NHS Foundation Trust

Quality and Safety Committee (19" September 2019)

to the Trust

e 2 guidance’s are currently being audited

e Currently 43 guidance’s need to be assess for
relevance to the Trust.

The committee discussed the process on reviewing
the NICE Guidance’s and the committee asked for
further assurance on this.

The committee noted the annual report.

which are applicable to
the Trust. The
committee requested
the NICE Guidance
compliance tracker is
to be presented to the
next meeting.

dlignd - suQ ved T

Clinical Audit Annual Report

The committee received the clinical audit annual
report. The following was highlighted:

e Good attendance at the both MDCAM
meetings and the Clinical Audit Committee

e An audit of audits has been completed which
has outlined some areas for improvement, an
action plan is currently being developed

e 2 NICE Guidance’s have been audited

9ANN2aX3 Jalyd ¢
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once available.

Further discussions are to be held with the Ludlow
ward manager to ensure bare below the elbows and
hand hygiene tolerance remains acceptable.

A risk assessment has been completed on safe
sharps due to increase in incidents. The information
will be shared with the risk management committee.

The committee discussed the Trusts microbiology
cover due to recent sickness. Concerns have been
raised predominantly within in the Arthroplasty firm

e The clinical audit forward plan has been Y
incorporated into the annual report for
information

The committee discussed the ongoing debate over
cemented and non-cemented replacements. It was
agreed that further information would be shared to the
Board through GIRFT and not a local clinical audit.
The committee noted the annual report.

Infection Control

Overall the Trust has reported a positive Q1. The
committee received the report and the following was
highlighted:

e 0 MRSA bacteraemia

e 0 MSSA bacteraemia

e 2 E-coli bacteraemia

e 0 C.difficile

The committee was informed the annual PLACE audit
is scheduled and there is an expected change within
the process. A report on the findings will be shared Y

® 9oueWIONad P

‘S

9]0oUu 0] swal|

ssauisng Jay10 Auy ‘9

=
»




The Robert Jones and Agnes Hunt NHS|

Chair’'s Assurance Report

Quality and Safety Committee (19" September 2019)

Orthopaedic Hospital
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due to the gap. The Trust is seeking support from
other organisations as it is not essential for a
microbiologist to be onsite.

dlignd - suQ ved T

Patient Experience

The committee received the patient experience report
for Q1. The Trust reported a total of 20 complaints and
321 PALS contacts. There has been no cause of
concern regarding these figures.

The Trust identified the closure rate and response rate
to complaints are to be improved.

There were no incidents raised with the Ombudsman.

Overall patient feedback remains positive and a 1 year

9ANN2aX3 Jalyd ¢
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The committee received the quarterly update on the
cancer and RTT breaches.

It was noted there has been one breach of the Welsh
52 week standards — no harm was identified. The
committee were reminded that the report excluded
BCU patients. The committee were informed that were
would not be a financial penalty for this.

review on the meridian system is to be completed. %
The committee were informed that the CQC are
increasing asking for specific correspondence to
complaints.
The Trust explained there could be a potential
increase in complaints recorded due to a change
within the process. The organisation has agreed that a
PALS concerns should be resolved within 1 week
before escalating to a complaint.
The committee noted the quarterly report.
Serious Incidents
The committee was advised that there is currently 1
incident open on STEIS, which was reported in
September.
The committee discussed the complex never event.
The committee were assured the Trust continue to
support the patient and family member throughout the
investigation.
The Trust has discussed the incident with the CCG, to Y
which they have agreed with the Trusts handling
appropriately. The committee sought assurance that
duty of candour had been exercised.
Further details are expected to be shared with the
Board in November.
The committee noted the update.
Harms Assessment

Partial | The Trust is to be

provided to the

October Strategy
Board to  provide
information and

assurance on the
follow up back log of
patients including the
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Chair’'s Assurance Report

Orthopaedic Hospital

NHS Foundation Trust

Quality and Safety Committee (19" September 2019)

The committee was informed a process is to be put in
place regarding the back log of follow up patients,
further discussions with the surgical team is required.
An update is to be provided to the October Strategy
Board to provide information and assurance.

The committee members raised concerns with regards
to the back log figures increasing. The Trust explained
an agreement is needed not only within the Trust but
the CCG. The Arthroplasty firm have identified a total
of 380 patients which will be discharged without harm.

The Trust continues to provide a monthly update to
the CCG.

Harms Assessment.

dlignd - suQ ved T

Histopathology Action Plan

9ANN2aX3 Jalyd ¢

The committee received the monthly update on the
Histopathology action plan.

The committee were informed that there are currently
4 red actions due. It was discussed that the reviewing
of documents is still ongoing but not completed due to
staff annual leave and sickness.

The Trust is dedicated to reduce the actions and it
was noted the progress made.

The committee were informed the Trust is expecting
an inspection within Quarter 3.

Kayes » Auend ‘g

TSSU Update

The committee were informed the development
remains on track for completion and it's currently
progressing well.

The committee praised the staff for their continued
hard work and it was noted no out sourcing has been
required.

The progress will be shared weekly through social
media and through the committee.

® 9oueWIONad P

STAR Assessment

The Trust has been receiving the STAR Assessment
which is a ward and department accreditation system.

A workshop was held in August with good attendance
from senior nurses.

The workshop included the review of the current
STAR framework and discussions on improvements
across the organisation including:

e a continuous improvement system instead of
an annual presentation

e embed the performance indicators

e make the system electronic.

The committee noted the update.
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Chair’'s Assurance Report

Quality and Safety Committee (19" September 2019)
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Surgery Quality Report

The committee received the Surgery Quality Report
for discussion. The committee discussed the following:

Safe staffing — there remains a 3.88 WTE gap within
the nursing vacancies. The staffing associated risk is
to be reviewed.

Further information is
to be provided on the
clinical audit and the
associated overdue
action plans

dlignd - suQ ved T
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It was noted a NICE Guidance Compliance Tracker

STAR - there has been an update to the national Y
guideline, with the focus being critical care.

The committee asked for further information on the list

of clinical audits for the division and queried the
overdue action plans. The information will be shared

at the next meeting under matters arising.

Harms — there have been no harms within the division

The committee note the quality report.

CQC Action Plan

The committee received an update on the CQC Action

Plan and noted that all actions were on track for
completion with no issues to raise.

Further work is to be completed on the Accessible Y
Standards and written information available to children

in different languages.

The committee noted the update.

Integrated KPI Report

The committee received the integrated KPI for review,

the following highlights were discussed:

Pressure Ulcers - It was noted there has been a rise in
pressure ulcers; however this remains within the

Trusts tolerance rates. The Trust is encouraged to be

more proactive, senior nurses are discussing the rise

with ward managers to raise awareness.

Safe Staffing - The figure remains good.

Delayed Transfers of Care — Transfers from surgical Y
areas remain a concern. The Trust has sourced
external advice with regards to bed management.

There was one expected death.

The committee were informed a monthly learning
newsletter is to be circulated across the organisation.

The committee approved the Quality and Safety
aspects of the Performance Report ahead of
discussion at the Board.

Work plan 2019/20

The committee received and approved the work plan

for the future meetings. N/A
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Orthopaedic Hospital

Chair’'s Assurance Report NHS Foundation Trust

Quality and Safety Committee (19" September 2019)

would be presented at the next meeting (October) in
order to provide further assurance to the Board.

Chairs Reports

dlignd - suQ ved T

The committee received and consider the following
Chair Reports:

Research Committee

The committee were informed the action plan
regarding the ASCOT Trial has now been completed.

The Clinical Trial Quality Policy will be presented to
the Policy committee for formal approval. It was noted
the local SOP are approved by the Research
Committee.

Clinical Governance and Quality Committee

The committee were informed the committee will be
revised. The meeting will be co-chaired by the Director
of Nursing and Associate Medical Director.

9ANN2aX3 Jalyd ¢

3.5 Risks
During the course of its business on 19 September 2019, the Committee did not identify any

risks for escalation.

3.6 Approval
During the course of the meeting, the committee approved the following:

e Work plan 2019/20
e Performance Report for Quality and Safety items for discussion at the Board of
Directors meeting.

3.5 Any Other Business
The Trust was congratulated on the recent Improvement Champions Events which shared

learning and improvement projects across the organisation. It was suggested some of the
projects are to be presented to the Board.

3.7 Conclusion

The Board of Directors is asked to note the meeting that took place and the assurances
obtained.
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Chair’s Assurance Report
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1. Purpose of Paper
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1.1. Why is this paper going to the Board of Directors and what input is required?

This paper presents an overview of the People Committee Meeting which was held on 11t September
2019 and is provided for assurance purposes.

2. Executive Summary

2.1 Context

The Board of Directors has delegated responsibility for the oversight of the Trust's Caring for Staff
performance to the People Committee. People Committee is to assist the Board obtaining assurance
that the Trust's workforce strategies and policies are aligned with the Trust's strategic aims and
support a patient-focused, performance culture where staff engagement, development and innovation
are supported. The Committee will work with the Audit Committee and Risk Management Committee
to ensure that there are adequate and appropriate governance structures, processes and controls in
place throughout the Trust to:

e Promote excellence in staff health and wellbeing
o lIdentify, prioritise and manage risks relating to staff
e Ensure efficient and effective use of resources

2.2 Summary

The Trust held the second People Committee meeting

The meeting was well attended

The work plan was reviewed and further agenda items are to be incorporated into the plan
Discussions were held regarding the Guardian of Safe Working Hours and the Freedom to
Speak Up Guardian

¢ HR Metrics and Performance data was considered by the Committee

2.3. Conclusion

The Board is asked to note the meeting that took place and the assurances obtained.
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NHS

The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust
Chair's Assurance Report
People Committee 11" September 2019

3. Main Report
3.1 Introduction

This report has been prepared to provide assurance to the Board from the People Committee which
met on 8" May 2019. The meeting was quorate with two Non-Executive Director and one Executive
Director in attendance. A full list of the attendance is outlined below:

Chair/Attendance:

Members

Paul Kingston, Non-Executive Director (Chair)
Chris Beacock, Non-Executive Director

Harry Turner, Non-Executive Director

Kerry Robinson, Director of Performance, Improvement and OD
Sarah Sheppard, Director of People

In Attendance

Hilary Pepler, Board Advisor

Sue Pryce, Head of People Services

Shelley Ramtuhul, Trust Secretary

Liz Hammond, Freedom to Speak Up Guardian
Chris Marquis, Guardian of Safe Working Hours

Ruth Longfellow, Associate Medical Director

alignd - auQ Ued T
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3.2 Actions from the Previous Meeting
The Committee noted the actions of the previous meeting held in May and that all were completed.

3.3 Key Agenda

The Committee received all items required on the work plan with an outline provided below for each:

Agenda Item / Discussion Assured Assurance
(Y/N) Sought
Declaration of Interest

® 9oueWIONad b

There were no announcements regarding declarations of interest. N/A

Guardian of Safe Working Hours

The committee received the quarterly report outlining the Trust's
performance in relation to safe working hours. The Guardian
advised the committee that there had been no exceptions
reported.

The Guardian advised the committee that there is work underway Y
to look at formalising the electronic reporting of exceptions
through Allocate and also there were plans to link with the
Freedom to Speak Up Guardian.

The committee sought assurance regarding long term vacancy
management and the Guardian confirmed that regular exceptions
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reports would prompt a job plan review aimed at addressing the
gaps. The committee felt it would be useful going forward to have
an indication of which vacancies are being tolerated and which
are being mitigated.

dlignd - suQ ved T

Freedom to Speak Up Annual Report

The committee received the report and an update from the
Freedom to Speak Up Guardian regarding the Trust's ongoing
work. It was noted that there continues to be a focus on
promoting the role and informing staff how they can raise their
concerns.

The committee was advised that it has low reporting with only 8
concerns raised since February although nationally reporting is
increasing and therefore the Trust should expect to see an
increase in reporting rates.

The Freedom to Speak Up Guardian advised that the majority of
reports have been anonymous and this can hinder the ability to

Further
benchmark data to

9ANN2aX3 Jalyd ¢
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The committee discussed the statistical analysis needed to
understand these results further and it was agreed that these
would be presented back to the next committee.

It was noted that the WRES Team had predicted where Trusts
should be and that this would be worth analysing in relation to the
Trust.

It was recommended to the committee that an Equality Diversity

investigate. Talks are being given to new staff regarding the Y be presented to
importance of providing a name in confidence. the committee in
The committee noted that October was ‘Speak Up’ month and the future
there would be a campaign around this.
The committee noted there had been a stepped change in the role
of the Freedom to Speak Up Guardian and the Trust’'s Guardian
was thanked for her hard work.
The committee sought assurance regarding the Trust’s reporting
rates and felt that benchmark data would be useful. It was agreed
this would be reviewed after one calendar year of the substantive
Freedom to Speak Up Guardian put being put in place.
The committee noted the report.
Divisional / Unit People Information
The committee considered what information it would require from
the Divisions (new Units) going forward and it was agreed that the
operational information goes to the Performance Review Meetings N/A
and that a Chair’s Report from the these meetings would provide
the required assurance.
Workforce Race Equality Standards Annual Report
The committee received the Workforce Race Equality Standards
Annual Report.
It was noted that there were two areas that required additional Equality Diversity
focus: and Inclusion

. Group to be
Bullying and harassment established.
Appointment and shortlisting of BME staff

Y Consideration to

be given to a Non
Executive Lead
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and Inclusion Group be established to take forward the required
actions and enable the committee to provide assurance to the
Board. The committee agreed this recommendation.

Further the committee discussed consideration of a Non
Executive Lead for the equality, diversity and inclusion agenda.

The committee noted the report.

dlignd - suQ ved T

Staff Experience

The committee receive a paper outlining the work being
undertaken to improve staff experience and there was an action
plan outlining the implementation.

The committee noted the work being undertaken and was
supportive.

9ANN2aX3 Jalyd ¢

Employment Briefing

The committee was advised that going forward it would receive
updates on disciplinary actions being — given the sensitive nature
this information would have to be limited and shared in
confidence.

The committee noted the current position with regard to staff
disciplinary action and was assured that the Trust's policy was
being complied with and that staff supported as required.

HR Metrics

The committee considered the HR metrics and noted a request to
change the calculation for turnover %. The data has been audited
by the Information Team as part of the Data Quality Audits and it
is recommended the data is calculated using WTE rather than
head count. The committee approved the change in calculation.

In addition the committee was advised there would be a change
going forward with the topics included in the mandatory training
figures as the reporting will be aligned to the core skills
framework.

The committee noted the updates.

Kayes » Auend ‘g

Committee KPls
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The committee reviewed the KPIs and particularly noted the
sickness absence, vacancy rate, turnover, training and appraisal
performance. The committee was advised that there had been a
significant amount of work on sickness absence management and
a new policy was going to the Joint Consultative Group in the
following week. This will ensure staff are supported whilst sick,
further the committee heard how the focus of the performance
review meetings has shifted from implementation of the sickness
policy to preventing staff sickness.

The committee considered that a staff story regarding an
experience sickness absence management would be helpful.

The committee noted the KPI report.
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CQC Action Plan

The committee received an update on the CQC actions that sit
within its remit and noted that these were either all completed or
on track.
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The committee noted the report.
CQC Action Plan
The committee received the CQC actions which are aligned to the
committee for information.
The action plan will remain a standard agenda item and a tracker Y
will be shared with the Board of Directors highlighting actions
which are outstanding.
The committee noted the CQC Action Plan.
Committee Work Plan
The following amendments were required to the work plan:
e Removal of divisional deep dives as this information will
come from the Performance Review Meetings
e Sub Group Chairs Reports to be added for the Equality Y
Diversion and Inclusion Group and Staff Experience
Group
The committee approved the committee work plan in line with the
above suggestions.
Committee Attendance Matrix
The committee attendance matrix was shared for information only. Y

3.4 Approvals

The committee received no items for approval.

3.5 Risks to be Escalated

In the course of its business the Committee identified no risks for escalation.

3.6 Conclusion

The Board of Directors is asked to note the meeting that took place and the assurances obtained with

regard to the format and remit of the Committee going forward.
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1. Purpose of Paper

1.1. Why is this paper going to People Committee and what input is

required?

The information is shared with the People Committee for information.

The committee is asked to note the Freedom to Speak Up report.
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Freedom to Speak Up Update

2. The Main Report
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2.1. Introduction

From the 1st February 2019 Liz Hammond has been employed for 7.5 hours a week
as the Freedom to Speak Up Guardian for the Trust. Hilary Pepler and Jan Greasley
are also Guardians at RJAH.

Since February the Guardians have been trying to promote the role by sending out
information, via communicate, about the role and who the Guardians are.

The three main points which the Guardians are promoting are:-
1. Who the Guardians are
2. What concern can be raised
3. How to raise the concern.

Concerns can be raised about malpractice, risk or wrong doing that is harming the
service we deliver.

This covers unsafe patient care, unsafe working conditions, inadequate training or
induction of staff, lack of or poor response to a reported patient safety issue,
suspicion of fraud or a bullying culture(across a team or organisation not individual
cases)

Staff can raise their concerns either:-

e Directly with one of the Guardians
e Via the email;- Rjah.freedomtospeakup@nhs,net
e RJAH App. Either on apple stores or google play.

Since February | have been giving talks to all new staff about the role. During the
next 12 months we will be arranging and visiting staff in their departments to explain
the role and make staff aware of who the Guardians are.

Since February we have received and dealt with 8 concerns, unfortunately the
majority of them have been received anonymously. This had made it difficult to give
feed back or support those who raised the concerns.

Feedback is very important and the Guardians will be sending out, via communicate,
an update to all staff about changes which have been made as a direct result of
raising their concerns via FTSUG.

National, as the Guardian role is developing, concern reporting is raising. This year
6,274 concerns have been raised to NHS Guardians Nationally.

The National Guardian’s Office asked Freedom to Speak Up Guardians in all trusts
and foundation trusts for information on Freedom to Speak Up cases raised with
them in the fourth quarter of 2018/19 (1 January to 31 March 2019). The latest
results are set out in the attached table and reveal that 97 per cent of trusts have
provided data this quarter.
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Q4 Data headlines

3,406 cases were raised to Freedom to Speak Up Guardians / ambassadors /
champions

928 of these cases included an element of patient safety / quality of care
1,312 included elements of bullying and harassment

122 related to incidents where the person speaking up may have suffered some form
of detriment

506 anonymous cases were received
5 trusts did not receive any cases through their Freedom to Speak Up Guardian
220 out of 227 NHS trusts sent returns

Who is speaking up?

Based on the information provided, most cases were received from nurses:
Nurses

29%

Administrative / Clerical workers
15%

Allied health professionals (other than pharmacists)
13%

Other*
13%

Healthcare assistants
9%

Doctors
8%

Corporate service staff
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5%

Cleaning/catering/maintenance/ancillary staff
5%

Midwives
1%

Pharmacists
1%

Board members
<0.5%

Dentists
<0.5%

*includes health visitors, union reps and anonymous reports
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1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

For approval

2. Executive Summary

2.1. Context

This paper includes details on Clinical Audit Activity over the last financial year and a copy of the
Clinical Audit Forward Plan as an appendix to this paper.

2.2. Summary

This paper states the National Audits we have been involved in, all NICE Guidance that has been
audited, details of the Multi-Disciplinary Clinical Audit Meetings, and how many approved proposals
and reports we have had in the last financial year. This paper also states what actions have or are
being undertaken resulting from clinical audits and quality improvement projects.

2.3. Conclusion

We are asking the Trust Board members to read and approve the Clinical Audit Annual Report

ahead of publication on the document centre.
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3. The Main Report

3.1. Introduction

The report summarises the clinical audit activity for 2016/17. It provides an overview of the
strategic, operational and developmental work that has been undertaken.

Main Title Clinical Audit Annual Report

3.1.1.Sub heading Overview of Clinical Audit Activity
3.1.2.Sub Heading Clinical Audit Committee
3.1.3.Sub Heading The Multi-Disciplinary Clinical Audit Meetings

3.1.4.Sub Heading National Institute for Health and Clinical Excellence (NICE) Guidance
3.1.5.Sub heading National Audits

3.1.6.Sub heading Action Planning

3.1.7.Sub heading Improvements through Clinical Audit and Quality Improvement
3.1.8.Sub heading The Year Ahead and Further Challenges

3.

2. Associated Risks

None

3.3. Conclusion
The Trust Board are asked to read and approve the contents of this paper ahead of it being
disseminated on the Document Centre-RJAH Intranet.

Appendix 1: Acronyms
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NICE National Institute for Health and Clinical Excellence
HQIP Healthcare Quality Improvement Partnership

SCI Spinal Cord Injury

DMD Duchenne Muscular Dystrophy

CAC Clinical Audit Committee
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The Robert Jones and Agnes Hunt m

Orthopaedic Hospital

NHS Foundation Trust

Clinical Audit Annual Report
2018/2019

Prepared by:
Claire McKechnie-Mason, Governance Lead for Medicine & Rehabilitation and Clinical Audit Lead

Amanda Roberts, Governance Assistant for Medicine & Rehabilitation & Diagnostics Divisions
On behalf of:

Mr S White, Medical Director
Mr C P Kelly, Consultant Clinical Audit Lead

3.1 Introduction

This report summarises the clinical audit activity for 2018/19. It provides an overview of the

strategic, operational and developmental work that has been undertaken.

The last twelve months have presented challenges in terms of the organisation and administration
of Clinical Audit due to the reorganisation of the Governance Department. There is no longer a
dedicated audit facilitator role, though a Clinical Audit Lead — Claire McKechnie-Mason — has
been appointed. Each Governance Lead and their Assistant is now responsible for the audits that
are proposed and undertaken in their Division. The Governance Lead who is how responsible for
Clinical Audit has promoted an increased focus on risk, incidents, and complaints in terms of our
audit strategy and the restructure of the Governance Department should facilitate this further. She
is updating the Clinical Audit Strategy for the Trust in line with the Clinical Audit Policy.
Governance Leads and Clinical Audit Leads are committed to the improvement of our current

strategy and endeavour to meet the new challenges with energy and creativity.

Last year clinical audit focused on using a technique called SNAP audits which are designed to
capture a snap shot of patients quickly to determine if there are any concerns or risks that need

immediate attention. This year we plan to continue with this piece of work.
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Under the leadership of Lindsey Leach, Governance Lead for Corporate Services, we are in the
process of undertaking an audit of audits to ensure our clinical audit process is working correctly
using the full audit cycle. It will also identify any areas of weakness/concern within this area of
governance. We will have a focus on involving Junior Doctors in Clinical Audit and Quality
Improvement projects and training staff in Clinical Audit using our external training provider-
Clinical Audit Support Centre. This year sees the Clinical Audit continue to focus on more realistic
time frames for the completion of clinical audits and quality improvement projects. We also have
increased interaction with Clinical Audit Leads ensuring that the unit meet with all leads on a

regular basis or have regular interaction via email.

The department has a strong commitment to education and to providing all staff with the
opportunity to access training. Last year we ran two Clinical Audit and Quality Improvement
training days, facilitated by external trainers, which were well attended. There is a plan to increase
the number of Clinical Audit and Quality Improvement training days we are able to offer staff

across the Trust and details of this will be released in due course.
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3.1.1 Overview of Clinical Audit Activity

Projects are categorised depending on their ‘drivers’ or rationale, which in turn inform the
importance that can be given to each. The audit programme consists of national, strategic, Trust
division driven projects and Service Evaluation projects which describe the allocated priority in
line with HQIP guidance.

The Consultant Clinical Audit Lead and the Divisional Governance Leads are active in raising the
profile of audit throughout the Trust and incorporating the Trust corporate objectives into projects.
Through the development and utilisation of the clinical audit programme, the department has
provided substantial emphasis, support and expertise to clinicians and other staff in conducting
high quality audit projects. All audits now have recommendations and a realistic and achievable
action plan in place to ensure that any identified issues are resolved and improvement to the
quality of patient care that the Trust provides implemented. Governance Leads follow-up and
monitor these action plans to ensure their implementation. Re-audits are carried out when
necessary to ensure we have improved our services and successfully addressed identified issues
through Clinical Audit.

3.1.2 Clinical Audit Committee

The Clinical Audit Committee, chaired by Mr C P Kelly; Consultant Clinical Audit Lead or Mr A
Bing; Consultant Orthopaedic Surgeon meet every 3 months and review all recently approved

proposals, completed reports and action plans, as well as any other clinical audit-related activity.

Last year there was a change in the structure of the Clinical Audit Committee and we have now
reduced the number of committee meetings from 6 per year to 4. This allows us to minimize any
disruption to clinical services for the purposes of these meetings. Although we planned to have a
non-executive director Chris Beacock involved in the last year, we have instead secured the
involvement of Julie Roberts, Assistant Director of Nursing and Governance. Julie is keen to
contribute to the process, helping us to choose appropriate and useful projects that will benefit
patient care and the organisation. We also now have the Associate Director of Strategy and
planning (Kerry Robinson) and Trust Secretary (Shelley Ramtuhul) that have joined the Clinical
Audit Committee recently to whom are also strong links to Risk and Safety. Please see appendix

6 for the attendance of the meetings.

3.1.3 The Multi-Disciplinary Clinical Audit Meetings (MDCAM)

The Governance Department is committed to raising the profile of clinical audit and quality
improvement projects within the Trust. With this in mind a bi-annual clinical audit presentation
event is held to share best practice across the organisation. All staff members are invited to
attend the event and staff who have completed audits are invited to present their findings and

discuss their learning experience. This event is very well-attended by clinicians, non-clinicians
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and the senior management team and generates a lot of discussion and learning. The Clinical
Audit Committee has linked in with the Risk Management Committee and the Health and Safety

Committee to ensure we focus on risk and incidents that occur at RJAH.

Staff who undertake Clinical Audit projects are encouraged and supported to present their findings
to a multi-disciplinary audience. The Trust continues to encourage all staff to participate in the

meetings and limit clinics and operations to facilitate this.

During 2018/19, 2 Multi-Disciplinary Clinical Audit Meetings were held. One chaired by Mr Kelly,
Clinical Audit Lead, was held on 24 May which was attended by 91 people and one chaired by Mr
Bing on 6" November, which was attended by 80 people. A list of the presentations from the

meetings can be found in appendix 3.

3.1.4 National Institute for Health and Clinical Excellence (NICE) Guidance

All  published NICE guidance is reviewed monthly by Mr P Jermin, Consultant
Anaesthetist/Consultant NICE Guidance Lead. All new NICE Guidance is also sent to monthly
divisional meetings for discussion and to identify whether it is of relevance to the division. Any
identified relevant guidance is sent to the specialist clinician in that area for a baseline review to
be completed. A plan of action to improve the service is defined and implemented if it is found

that we are not fully compliant with the national standard.

A baseline assessment/Statement of local practice was carried out for guidance’s relevant to the
Trust and where appropriate audits were undertaken to measure compliance are put in place.
Audits that are being carried out or have been carried out in 2018/19 in relation to NICE guidance

include:

Patient Group Direction Policy Audit MPG 2

Assessing and document the risk of venous thromboembolism CG 92

National Rheumatology Audit CG 79, QS 33

Reaudit Urological Service Provision CG 148

Physical Activity in Children aged 5-18 PH 17

Reaudit of Pneumonia in adults CG 191

Medications prescription and dispensing for inpatients at MCSI NG 5

Evaluation of incidence of DVT in patients undergoing lumbar fusion surgery QS 29
Botox administration in Children with Cerebral Palsy CG 145

Reaudit of Acute Kidney Injury among In-patients CG 169

3.1.5 National Audits

National clinical audit is designed to improve patient outcomes across a wide range of health
conditions. Its purpose is to engage all healthcare professionals in systematic evaluation of their
clinical practice against standards and to support and encourage improvement and deliver better

outcomes in the quality of treatment and care.
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Although the majority of the national audits commissioned are not relevant, the Trust participated

in the following national audits during 2018/19:

Eligible to participate % cases
submitted

National Joint Registry Yes N/A
Elective Surgery (National PROMS Yes N/A
Programme)

(o)
National Confidential enquiry-Chronic e 100%
Neurodisability
National Confidential enquiry- Yes 100%

Perioperative Diabetes

3.1.6  Action Planning

Good practice in Clinical Audit requires an action plan that is supported by the team with named
individuals who take responsibility. Our ‘action planning software’ tracks the progress of actions
to ensure we do what we say we do in order to complete the audit cycle and precipitate
improvement in patient care. It is a Trust requirement to complete an action plan if corrective
action is as a result of a clinical audit and, where appropriate, agree a date for reaudit. The
Governance Team has implemented a system for tracking the progress of each action plan to
ensure that the Clinical Audit cycle is completed in a timely manner. This year will see focus on
the department ensuring actions are Specific, Measurable, Achievable, realistic and timely

(SMART) to ensure excellent patient care is being adhered to.

3.1.7 Improvements through Clinical Audit and Quality Improvement

In the past year we have continued to encourage the teams to engage in Clinical Audit and
Quality Improvement projects that are directly related to serious issues in the Trust, such as
clinical incidents are other areas at risk highlighted to us by the clinical risk committee. We have
continued to have difficulties engaging staff in the process of clinical audit at a time of staff
shortages and continued increased demand on staff time. Although many of our staff are
allocated time for clinical audit through Supporting Patient Activity (SPA) and others have no
direct allocation of time for this process. Despite these difficulties we’'ve had some excellent
projects that have been presented to us with robust action plans and evidence of improvement of

practice and patient care. The following three projects are examples of excellent practice.

A few examples of improvements made through clinical audit and quality improvement are below:

1. Reaudit of National Joint Registry Data Capture at RJAH.

e The reaudit demonstrated that for total shoulder replacement (TSR) and total

allgnd - auQ ved ‘1

aANNoaX3 Jalyd ¢

Kayes % Auend ¢

¥ ?Jduewlolad ¥

‘S

9]0OU 0] swal|

ssauisng J1ayi0 Auy ‘9

3

»




elbow replacement our rates of compliance with NJR data entry have improved
from the previous audit. All patients who underwent TSR had valid consent
documented in NJR as opposed to 89% compliance in 2014. However 4 patients
had incorrect entries (92% compliance) as opposed to 58% compliance in 2014

Total Elbow replacement demonstrated 100% compliance to data entry as
opposed to 70% in 2014 however 1 (12.5%) patient did not have a signed consent

which was the same in 2014 audit.

2. Reaudit of Date of surgery following referral of a patient with an ACL tear

The aim of this audit was to asses if the Oswestry Sports Knee Department meets
the required standards following implementation of the recommendations from the
previous audit. The standard of care was for patients with an anterior cruciate
ligament (ACL) tear is surgical reconstruction within 3 months from the time of
injury.

Patients received ACL reconstruction within 3 months of decision to treat in 80% of
cases. In 2013 53% of patients met this criterion

Patients had a definite diagnosis of an ACL tear at the time of surgical listing in all
cases-this was not measured in 2013 audit.

Patients had an MRI scan of their knee prior to surgery in all cases. In 2013 66% of

patients met this criterion.

3. Reaudit of patient experience in the pre-operative assessment unit Service

Evaluation

The majority of patients having planned surgery at RJAH are required to attend the
pre-operative assessment (POA) clinic. The patient visit may take some time it is
therefore in our interest to keep patient dissatisfaction with the process, facilities,
and time taken for their attendance to a minimum. The initial Service Evaluation of
this area was undertaken in 2015 — this is the re audit which focussed on obtaining
further patient feedback of the process since implementation of the original
recommendations.

The Overall experience was rated as higher in 2017 than 2015 (56% of patients’ v
42%).

Most patient responses showed an increase in satisfaction, especially around
communication, information sharing and interaction with staff.

There was an increase in satisfaction around waiting times and time of entire
process.

There was an increase in satisfaction with the environment and facilities.

Average time spent in pre-op assessment clinic had decreased slightly between
2015 and 2017, with an increase in “face time” (where patients are actually seeing

a staff member) and a reduction in “dead time” (where the patient is merely

allgnd - auQ ved ‘1

aANNoaX3 Jalyd ¢

Kayes % Auend ¢

® 9oueWIONad b

'S

9]0OU 0] swal|

ssauisng J1ayi0 Auy ‘9

w
~




3.1.8

waiting).

The Year Ahead and Further Challenges
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Key objectives for forthcoming year: 9
@,
5
Ensure that the Trust is fully compliant with the requirements of the National Clinical Audit g
and Patient Outcomes Programme, CQC Essential Standards of Quality and Safety, all &
relevant published NICE guidance, and GIRFT recommendations.
Locally agreed standard audits and service evaluations should be based on a strategic 0
approach towards the types of audits that are undertaken so that they focus on the main O
Governance areas of risk, Datix incidents and complaints and contribute to the Trust §_
Values. f;
. Audits focused on quality, completion of the audit cycle and most importantly actions that g}
result in improvement of patient safety, quality, and experience. For example, improving g
systems by ensuring that documents, policies, and procedures are updated based on the
learning from clinical audit activities. ~
Ensure effective patient and public engagement in the whole audit process through active o
patient participation in an audit project. %
Improve visibility of clinical audit learning by sharing across the Trust and improve visibility g
of Multi-Disciplinary Clinical Audit Meeting presentations by sharing across the Trust. §
Ro
o
Appendix 1 - Clinical Audit Proposals approved in 2017/2018 & 2018/2019 %
Priority 1 Priority 2 Priority 3 Priority 4 Priority 5 g
Division [ 51711 | 20181 | 20171 | 20181 | 201771 | 201811 | 20177 | 201811 | 20171 | 20181 | &
8 9 8 9 8 9 8 9 8 9
Theatres 3 0 0 0 0 0 0 1 6 1
Surgery 2 0 2 0 0 1 10 7 2 8 P
Medicine& 10 4 3 2 1 0 5 5 11 4 >
Rehabilitati 5
on “é
Corporate 2 0 0 0 0 0 2 3 2 0 =
Diagnostic 0 0 3 2 0 0 1 4 4 4 <
s &
Paediatrics N/A 3 N/A 0 N/A 0 N/A 4 N/A 3 %
Totals 17 7 8 4 1 1 18 24 25 20 g
38




Appendix 2 - Clinical Audit Reports approved in 2017/2018 & 2018/2019

al|and - 8UQ Med T

Priority 1 Priority 2 Priority 3 Priority 4 Priority 5
Division 20171 | 2018/1 | 2017/1 | 2018/1 | 2017/1 | 2018/1 | 2017/1 | 2018/1 | 2017/1 | 2018/1
8 9 8 9 8 9 8 9 8 9 =
Theatres 1 0 0 0 0 0 0 0 0 4 O
Surgery 1 2 0 0 0 3 4 3 6 2 =)
- ®
Medicine& 8 1 0 2 0 0 1 1 9 7 o
Rehabilitati <
Corporate 0 0 0 0 0 0 0 0 0 1 =
Diagnostic 0 0 0 1 1 0 0 1 3 1 ®
s
Paediatrics N/A 1 N/A 0 N/A 0 N/A 0 N/A 0
Totals 10 5 0 3 1 3 5 5 18 15 @
O
c
Appendix 3 £
<
Ro
Presentations from the Multi-Disciplinary Clinical Audit Meeting 2" May 2018 0
Q
¢ Introduction 8
¢ Morbidity and Mortality Statistics
¢ Morbidity and Mortality Case Presentation N
o Surgical Antibiotic Prophylaxis in Primary Joint Replacement g
¢ Reaudit of Lead Gowns 5"
e Human Factors 5
>
o Audit to review outpatient X-Ray requests 8
e Duty of Candour Survey R
¢ Introduction of the Edmonton Fraility Score to improve patient outcomes
e Datix ol
e Acute Kidney Injury Audit T
7
5]
>
Appendix 4 — Attendance Figures for MDCAM meetings %
Year Attendance
2003 115
2004 52 o
2005 128 z
2006 110 S
2007 114 =
®
No =
2008 meetings o
2009 148 2.
2010 148 &
2011 212

3
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2012 159
2013 159
2014 73*
2015 89

2016 149
2017 139
2018 171

*Only one meeting was held in 2014/15 — Unfortunately the November meeting was cancelled

Appendix 5 — Clinical Audit Forward Programme 2019/20

What is Clinical Audit?

‘Clinical audit is a quality improvement process that seeks to improve patient care and
outcomes through systematic review of care against explicit criteria... Where indicated,
changes are implemented...and further monitoring is used to confirm improvement in
healthcare delivery.’
Principles for Best Practice in Clinical Audit (2002,
NICE/CHI)

Clinical Audit is an integral part of the clinical governance framework through which NHS
organisations are accountable for continually improving the quality of their services and
safeguarding high standards of care by creating an environment in which excellence in
clinical care will flourish. Clinical Audit is a quality improvement process that seeks to
improve patient care and outcomes through systematic care against explicit criteria and the
implementation of change.

All clinical staff will be expected to provide evidence of their clinical audit activity. For
consultants evidence obtained from clinical audit will also form part of their individual
portfolio for revalidation. However, it is important that all professional groups undertake audit of
their practice in order to assure high standards of care for our patients.

In the light of clinical issues new audits will be added to this forward plan if required.

Clinical audit (CA) in 2018/2019 was very productive and 40 new audits and 7 re- audits were
completed. Unfortunately as usual some audits never made it to completion and there was a
cull of 8 audits which failed to progress according to Trust Guidelines. We continue to
encourage valued multi-disciplinary audits which are of high priority to the Trust. Progress
towards a timely report and useful Action plans is constantly monitored. We encourage staff
to engage with us especially if they encounter problems.

Last year we had 2 successful Multi-Disciplinary Clinical Audit Meetings (MDCAM) in April and
November. The format remains the same with Mortality and Morbidity discussion and
presentation of some of the most useful audit projects during the previous year. During the
year we had 18 presentations with discussion.

Progress with the “Audit of Audits” has been slow in 2018 due to staffing issues but we are on
track to complete this valuable work before summer. It should guide us in defining any
weaknesses of the process in order to make further improvements.
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2019 brings changes in the staffing and management structure around Clinical Audit and is
now in process of implementation. We now have Directorate management taking
responsibility for CA. This should create closer links to Directorate Risk management and so
promote more useful audit topics. Also we expect improved monitoring and facilitation of
projects. We continue to use the CARMS (Clinical Audit Registration and Management
System) and thank staff for their compliance with this paperless process of registration and
monitoring. We hope that this re organisation will re invigorate CA in 2019.

We welcome back Amanda Roberts from maternity leave who now is Governance Assistant
for the Medical and Diagnostics Division. During her absence CA was astutely managed by
Carol Roberts and Lynda Reid and we thank them both for keeping us on track. In the
restructure of the Governance Department, a new Clinical Audit Lead, Claire McKechnie-
Mason, has been appointed. We welcome the other new staff in this new structure. It involves
the following individuals working closely with the Clinical Audit Lead Mr Cormac Kelly, all of
whom will sit on the Clinical Audit committee working together promoting Clinical audit as a
vehicle for Quality improvement.
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The Clinical Audit committee met 4 times last year (March, June, September and December).
Current membership of the committee includes:

Clinical Audit Lead for RUJAH
Clinical Audit Lead F&A
Governance Lead-Clinical Audit Lead

Governance Assistant

Assistant Director of Nursing and

Governance
Patient Panel Member

Statistics Analysist

CCG Representative

NICE Guidance Lead for RJIAH
Clinical Audit Leads

Risk Management Committee rep

Priority Table

Mr Cormac Kelly

Mr Andy Bing

Claire McKechnie-

Mason

Amanda Roberts/Janet King/Carol
Roberts/Ashling Donohue-Harrison/Julie
Humber

Julie Roberts
Post Open

Jan Herman Kuiper

Post Open

Paul Jermin

S.Gummaraju / S.Lewthwaite / R.Lalam / A.Bing /
N.Kumar / P.Kandapalli / R.Freeman / S.Roberts /

B.Balain /
L.Sharp/ S.Ho / R.Amarasena / |.Hanif
Non-Executive C.Beacock/K.Robinson/S.Ramtuhu

All of our clinical audit and quality improvement projects are prioritised using guidance from
the Healthcare Quality Improvement Partnership (HQIP); please see table below:

Priority 1 National requirements, including those identified for inclusion in the Quality

Account

Priority 2 Internal must do audits

Priority 3  Directorate priority audits
Priority 4  Locally agreed standards

Priority 5  Service evaluations

As well as using the HQIP prioritising guidelines, we incorporate the Trust's strategic
priorities to our projects; they are as follows:

Priority 1 Operational Excellence

Priority 2~ Local Musculoskeletal Services

Priority 3 Specialist Work

Priority 4  Culture and Leadership

Monitoring

The Governance Leads/Assistants will be monitoring the forward plan as follows:

= Monthly clinical audit progress reports are sent to the clinical audit leads/divisions
containing information regarding planned, accepted and overdue projects.

« All projects are discussed with the clinical audit committee (quarterly meetings)
consenting with members who include healthcare professionals and patient panel
representative on proposals, reports and action plans.

Trust Corporate Objectives

Within Clinical Audit and Quality Improvement we ensure that at least 1 Trust corporate
objective are reflected in every project:

1. Delivering timely access to patient care
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2. Delivering outstanding outcomes and experiences
3. Achieving outstanding patient safety

Main Key Risks
We have incorporated at least 1 main key risk into each project. The main key risks are:
1. Caring for patients
2. Caring for finance
3. Caring for staff
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New activity to be undertaken in April 2019-March 2020

Corporate Services Division (including involvement from: Information, Wards, Patient Panel and Resuscitation)

Reaudit of Butterfly Scheme Service Evaluation 5 Anne Worrall Anne Worrall SerV'CeJune
2010 14 9 9 1
Reaudit of Outcome Data collection for Upper Limb Service
Unit 5 Samantha Davies Mr C P Kelly EvaIuationJune
2019 1&2 1
Audit of Serious Incidents Action Plans 4 Julie Roberts Julie Roberts Local April 2019 1,2&3 1&3
Standards

Medicine and Rehabilitation Division (including involvement from: Rheumatology, Physiotherapy, MCSI, Paediatrics and Pharmacy)

Reaudit of the communications of the decision Clini
to prescribe antimicrobials in 2 Sarah Norris | Imran Hanif inica May2019 | 1,2&3 [1,2&3
orthopaedic infections |
. : Service
Reaudit of Sexual Disorder among men . October
with SCI 5 Mr Kumar Mr Kumar Evslﬁatl 2019 1 1
Assess the prescribing and interventions of . . Local Septembe
intravenous vancomycin at RUIAH Hospital 4 Craig Booth | - Imran Hanif Standards r2019 1,243 182
DrR DrR National
National Rheumatology Audit 1 r r Guidelin | April2018 | 1,2&3 | 1&2
Amarasena | Amarasena es

Bunasn
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Reaudit of Management of older persons

MrJ

Bunasn
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with new spinal cord injury at Mr K Kumar | chowdhur MASCI 283 1
MCSI y P
Reaudit of Heart Failure NICE Guidance Dr S Ho Dr s NIC | Aprii2o1e| 2&3 1
187 Washas E
h Guidanc
Reaudit of Delirium among in-patients Dr S Ho Dr KHmon GLll\il(Ijng?ce Atugus 2&3 1
Reaudit of Acute Kidney Injury among In- DrP NIC August
patients ol Kandepalli E 2019 2 !
Pharmacy Intervention Audit Imran Hanif DHo(\?J(relgs cQcC 2&3 1
Outpatients Turnaround Times Audit Imran Hanif X/Ivgggé cQc 1,2&3 1
To Take Out (TTO) Turnaround Times Imran Hanif \;Vend cQcC 1,2&3 1
Anidit
VTE Policy and Anti Coagulation Audit Imran Hanif ?(l;pgéia StaLr?(;:::ds 2&3 1
Reaudit of Accuracy of discharge . Kennita Local
information to GPs Imran Hanif Myers Standards 1,283 182
Reaudit of compliance to NICE TA 383 I%r TB N|IEC 2&3 1&2
Physical Activity in Children aged 5-18 Sam Dawson GCe'i'rrse N,'EC June2019| 1,2&3 1
Rheumatoid Arthritis in over 16’s NICE Dr NIC
Guidance NG 100 & Quality Standard 33 R [E E 28 | 1&d
Upper Gl bleed audit NICE Guidance Dr S Ho [I)(ra':]ﬁ‘jsgltl:‘ N,'EC May2019 | 2&3 1
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Surgery Division (including involvement from: upper limb, foot and ankle, arthroplasty, spines and sports knee)

Reaudit of day case anterior cruciate Directorate
reconstruction E A 23 BETREE U Standards IEe ZEd !
NICE CG 92-Venous Thromboembolism: reducing NICE
the risk 1 Mr A Barnett TBC Guidance TBC 2&3 1
Reaudit of Plain Film Radiographs with GP Local
referrals to elective lower Iirr?b grthopaedics 4 Mr A Barnett TBC Standards TBC 28&3 1
Reaudit of Day Case ACL Reconstruction 3 Mr A Barnett TBC I;itrec;orzte TBC 2&3 1
andards
National Joint Registry Consent Rate Unknown 4 Mr A Barnett c l\l/:r Ph StLogald TBC 2&3 1&2
allacher andards
, . : vIrS .
Reaudit of Peri-Operative management of : Junior Local August
arthroplasty patients receiving warfarin therapy 4 Le\&/thrvii.e/Mr Doctor Standards 2019 283 1
arlakki
Reaudit of Enhanced Recovery 4 L(:ﬁ:‘?;m ;L;r;lc;rr Stle;rc::j:::'ds A2uOg1u;t 2&3 1
Reaudit of Adequacy and accuracy of recording Mr S Junior Local August 283 1
drug allergy status on EPR discharge summaries Lewthwaite Doctor Standards 2019
Reaudit of the standards of operation notes on : Local 1
scarf osteotom;? 3 Mr A Bing TBC Standards TBC 28&3
Reaudit of the evaluation of foot and ankle patient . Service
information leaflets 5 MrABing  Jane Herbert Evaluation TBC 28&3 1
Are patient’s co-morbidities being recorded : . Service
cc?rrectly? Foot and Ankle withgcoding Mr A Bing Registrar  gyaluafion TBC 2 2
Adequacy of peripheral venous cannula (PVC) 4 Mr M Mr G Local TBC 1283 183
documentation Ockendon Manoharan Standards ’

Bunasn
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Assessment of neurological deficit after

Mr G

Service

Bunasn
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surgery to relieve lumbar canal MrBBalain  pjanohara  Evaluation TBC 1,2&3 1&3
Incidence of deep vein thrombosis in patients Mr S Mr Service TBC 1283 183
undergoing lumbar fusion surgery Chitgopkar Chitgopkar Evaluation ’
Incidence of revision surgery for adjacent Mr'S Mr Service e . .
disease (ASD) after primary cervical surgery Chitgopkar  Chitgopkar  Evaluation ’
Antibiotic prophylaxis in spinal surgery Imran Hanif Kieran Service TBC 1,2&3  1&3
Bentick Evaluation
Compliance of VTE assessment in foot and Mr A Bing MrN Local TBC 1,2&3 1&3
Makwana Standard
Consent and Co-operation for National Mr A B t Gaynor Local TBC 1283 183
Registry for ACL Reconstruction Patients rAbamne Kanes Standard ’
Reverse Shoulder Arthroplasty patient MrCP Kelly MrM Ghandi _Servic®  april2019 1,2&3 1&3
Evaluation
Mr Amit Local
Reaudit of Outcome of Shoulder Mr C P Kelly Chaturvedi Standar April2019 1,2&3 1&3
Decompression &M cobert "
. . r Robe :
Sl e ALk I RARLE ek MrCPKelly Jordan&  _SS™€  Apiiog1g 1,283 183
Arthritis, Radiological Review Mr Potter Evaluation

Theatres Division (including involvement from: Anaesthetics, Recovery and Theatre)

Sepsis: recognition, diagnosis and

DrS

NICE

Keres » Aend ¢
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. Dr J Neil . TBC 2&3 1&2
early management Gummaraj Guidance
. : : DrS : Local :
Reaudit of Anaesthetic Record Keeping . Dr Yaschik April 2019 2&3 1
Gummaraju Standards
Reaudit of the Availability and use of colour DrS .
coding Gummaraiu Dr R Patil RCoA July 2019 2&3 1
DrS
Reaudit of Appropriateness and DrS Gummaraju CcQcC
effectiveness of the care provided to Gummaraju &DrP Standards S ALie 1
diabetics for suraerv Kandepall
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Reaudit of Paediatric recovery Leighann Service
satisfaction evaluation Sharp TBC Evaluation Trl? 243 1
Reaudit of Bedside transfusion practice Leslﬂgfgn Nicky Wilson ST;;?;SL TB 2&3 1
c
Reaudit of Patient Satisfaction Survey DrS . Dr S Katti Serviqe Februar 1&2 1
Gummaraju Evaluation y

Diagnostics Division (including involvement from: radiology, X-Ray, histopathology and Orthotics)

Directorate

arepdn
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Eeaudlt of Pre-operative chest X-Ray DrR Lalam | DrP Tyrrell Standards April 2019 2&3 1
enorts
Reaudit of CTPA studies DrR Lalam | Naomiwinn| -2l | Aprii2019| 1&3 |1,2&3
Reaudit of X-Ray Marker audit compliance Dr R Lalam | Kate Herbert| Complaint | April2019 | 1,2&3 1&3
Reaudit of Gonad Shielq in paediatric DrR Lalam | Kate Herbert Local April 2019 | 1,283 183
pelvic x- rays Standards
Reaudit of IRMER Auto Report Dr R Lalam | Kate Herbert| Complaint | April2019 | 1,2&3 1&3
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Paediatric Division (including paediatric surgery and medicine and ORLAU)

Mr
Derfel

17/18_013 Paediatric Surgery, X-Ray

request audit 1,2&3 1

Junior Doctor| 4 April 2019

Bunasn

allgnd - 8UO Wed T

Summary of Current Activity
The table below shows the clinical audit and quality improvement projects that are currently being undertaken in each division.

Priority 1 2 1 0 5 1 0 9

Priority 2 0 0 0 1 0 0 1

Priority 3 0 0 0 1 0 0 1

Priority 4 4 4 1 3 1 1 14
Priority 5 0 1 0 3 3 4 11
Total 6 6 1 13 5 5

Current Audit Activity (projects being carried over to 2019/20)

Craig

arepdn
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Keres » Aend ¢
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Corporate 17/18_017 Sepsis CQUIN Audit 1 Mr C P Kelly Lammas CQUIN April2019| 1,2&3

An Audit of Audits: Are Carol Local 12
Corporate 17/18_057 we 4 MrCPKely| o S"O . °§a 4 | April2019| 1,283 | o

completing the obert tandards
. . , . August 1,2 &

Corporate 17/18_043 | Digital Case note Audit 1 Mr C P Kelly| lan Meredith| IG Tool Kit 2018 3 3

Audit of RUIAH Subject Local J
Corporate 18/19_012 Access 4 | Julie Roberts| Sara Fox oca anuar 1,28&3 | 1

Request Standards y
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Reaudit of Orthopaedic
Paediatrics 17/18_029| registrar on-call Mr D MrB Local August | 4 583 | 1
handover Williams Mwaur Standards 2018
Evaluation of the use of Mr D Servi
Paediatrics 18/19_010 | waterproof plaster for vir Mr P Rao eVICe 1\ guly2018 | 1,2&3 | 1
hio spica Williams Evaluation
Paediatric
Paediatrics 18/19_009 Operative Mr D Mr D Local | Septembe | 4 5 g3 | 4
Notes to support Williams William Standards r 2018
L Safety of Mr D DrR Service August
Paediatrics 18/19_016 | ,roscribing Williams | Kulshresth | Evaluation 2019 1,2&3 1
o Paediatric Scoliosis Mr D Sara National March
Paediatrics 18/19_027 SOP Wiliams | Ellis- Standards | 2019 | 1283|143
G How are patients with Mr D Local TBC after
Paediatrics OVEMance|  cTEV managed in T Mr N Kiely ocal | approvalof| 1,2&3 | 1
Review Ponseti clinic at Williams Standards audit
Enhanced recovery DrS Service November
Theatres 16/17_004 | 5ter major spinal Gummaraju | PrJJohn | evajation 2018 1,2&3 1
Safety Attitudes: .
Theatres 17/18_038 | Frontiine DrS | brsghapter] _Service | August | 4 5531 g3
- Perspectives from Gummaraju Evaluation 2019
Evaluation of the
Space DrS Service March
Theatres 17/18_070 Blanket for Gummaraju Dr J John Evaluation 2019 1,2&3 1
temperature
Analgesic efficacy
of DrS Service Februar
Theatres 17/18 072 intrathecal morphine Gummaraju Dr J John Evaluation y 1,2&3 1
in posterior cervical 2020
Theat 18/19 024 Documentation of Spinal DrS Dr N Hadd Servic Decembe 1283 1
eatres — Anaesthesia at Gummaraju r adden e r ’
The effectiveness of track
Surger CARMS | and trigger systems Mr C P Kelly| Julie Newton| ~ NIC Mgt | 1,283 | 1
in identifying E
y C%SI\Z/IBS 5 dtp’rprinrati]l;\% nafgagr"\:/lc GSuida.nc Narch
utcomes of thum . ervic arc
Surger _ Joint replacement Mr C P Kelly| Mr | Roushdi e 2019 1,2&3 1
CARMS Outcomes of wrist .|  Servic March
Surger . replacement Mr C P Kelly| Mr Roushdl e 2019 1,2&3 1
Surger 17/18_065 A“ggﬁjoﬁg‘gff” L e\',\\",trhfv ai Dg‘i’r']r(‘]‘:]er Sevie | uly2018 | 1,283 | 183
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Validation of theatre Leighan Local 1,2
Theatres 18/1 9_019 times for the Model 4 n Mr P Cool Standards May 2019 1, 2&3 &
Post-Operative
Surger 18/19_023 instructions 4 | I\:Ir: S - MrR o '-Odca' ’ Deggster 1,283 | 1&3
M d\'/ i VTEA'rtErODIaStV t o ;”e?(ee D'an tar ? D b
edicine risk assessmen ecky irectora ecembe
8 17/18_006 form completion in 3 Mr N Kumar Warren e r 1,2&3 | 1&3
- MCSI Respiratory Mr N .
Medicine & 17/18_011 Audit: 5 Kumar/Sa | AmyWyatt | _Service | March | 50 3| 453
Rehabilitation VC. peak flow and m Dawson Evaluation 2019
Medicine Preventing Pressure : NIC :
& 17/18_022 Ulcers NICE CG 179 1 Mr N Kumar | Alison Lamb E April2018| 1,2&3 | 1&3
Medicine Reaudit of Outreach . . January
& 17/18_047 service by MCSI 1 Mr N Kumar | Harriet Smith cQcC 201 1,2&3 | 1&3
Medicine MCSI patient Becky Loca
& 17/18_055 monthly 4 Mr N Kumar Warren | July2018 | 1,2&3 | 1&3
Medicine MCSI Urology Admission Becky Loca October
& 17/18_067 Pack 4 Mr N Kumar Warren | 201 1,2&3 | 1&3
Medicine National DrR DrR National Decembe 1,2
& 18/19_001 Rheumatology 1 Amarasena | Amarasena Audit r 1,2&3
Reaudit of
Medicine & Urological Service , NICE November
Rehabilitation 18/19_003 Provision at 1 Mr N Kumar| Thuya Win Guidance 2018 1,2&3 | 1&3
MCSI-NICE
. Medications
Medicine & 18/19_021 prescription 4 | MrNKumar| . MrJ beeell ) Desiileel g 5 qa | s
Rehabilitation and dispensing Chowdhur Standards 2018
. Reaudit of BTA Therapy
Medicine & Governance BTA
T . to manage focal 1 Mr N Kumar| Mr N Kumar S TBC 1,2&3 | 1&3
Rehabilitation Review spasticity in SCI Guideline
Review of physiotherapy
Medlc.:l.ne'& 18/19_029 provision at bone and 5 S Gerain Serwge April2019| 1,283 | 1&3
Rehabilitation soft tissue sarcoma D t Evaluation
awson .
Appropriateness and tofal navie
Medicine & 18/19_028 |  duration of antibiotic 2 | ImranHanif| PonaAnn | DoH 1y o019] 1,283 | 183
Rehabilitation prescribing Jacob Regulation
. Quality of pain relief .
Med'(.:'.ne.& 18/19_034 | and 5 Imran Hanif | Imran Hanif Serwqe May 2019 | 1,2&3 Iy 2
Rehabilitation Evaluation

outcome of unused
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case shoulder surgery 0O
Assess RJAH ability Local 3

Diagnostics/Oncolog| 18/19 026 | to meet the 28 day 4 | Miss G Cribb| Miss G Cribb| _, -°¢@

v faster standard|
=)
=

National Clinical Audit and Clinical Outcome Review Programmes N
The table below lists the National Clinical Audits and Clinical Outcome Review 0
programmes which NHS England advises Trusts to prioritise for participation and c:—;
inclusion in their Quality Accounts for 2019/20. The list includes those which may have Fnh
relevance to our trust: &
g
=
®
Child Health Clinical Outcome The National Confidential Enquiry into
Review Programme Patient Outcomes and Death
Elective Surgery (National PROMS NHS Digital w
National Audit of Rheumatoid and - : '
Early Inflammatory Arthritis British Society for Rheumatology ?,
National Comparative Audit of Blood =
Transfusion programme NHS Blood and Transplant ;
National Joint Registry (NJR) Healthcare Quality Improvement Partnership 0
Q
o
<
Appendix 6-Attendance of clinical audit committee meetings:
e
. 2017/18 Meeting dates 2018/19 U
(0]

Meeting dates 2017/18 Attendees 2018/19 Attendees =
3
5

Friday 9t June 2017 10 Friday 8" June 2018 11 2
Ro
Friday 8t September 9 Friday 14t 15
2017 September
o
Friday 8t December o Friday 14t o T
2017 December g
>
=1
, nd ®
Friday 9t March 2018 10 Friday 221 March 10
2019
o
>
2
O
=
@
w
c
@,
>
®
)]
w
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1. Purpose of Paper

9ANN2aX3 Jalyd ¢

1.1. Why is this paper going to Board and what input is required?

The Board of Directors is asked to consider and note the Trust’s position in relation to safe
working hours for doctors in training.

2. Executive Summary

2.1. Context

As part of the 2016 Terms and Conditions for Junior Doctors it was agreed that additional
safeguards would be put in place to protect the working hours of doctors in training. This
included a Guarding of Safe Working to champion safe working hours and provide
assurance to the Board in this regard.

2.2 Summary

The Trust has in place a Guardian of Safe Working and this paper presents the July 2018
report from the Guardian. It outlines the work that has been undertaken to date and
highlights some of the issues being faced as the new system of monitoring and exception
reporting embeds. The report provides the data currently available in relation to rota
vacancies and agency and locum usage.

2.3. Conclusion
The Board is asked to consider and note this report from the Guardian of Safe Working.
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The Robert Jones and Agnes Hunt NHS

Orthopaedic Hospital

Safe Working Hours: Doctors in Training NHS Foundation Trust

Q1 2018-19

3. The Main Report

3.1. Introduction

This paper sets outs the background and context around the introduction of the Guardian of
Safe Working as part of the 2016 Terms and Conditions for Junior Doctors and
implementation of that role in the Trust.

The 2016 national contract for junior doctors encourages stronger safeguards to prevent
doctors working excessive hours. During negotiations on the junior doctor contract,
agreement was reached on the introduction of a 'guardian of safe working hours' in
organisations that employ or host NHS trainee doctors to oversee the process of ensuring
safe working hours for junior doctors. The Guardian role was introduced with the
responsibility of ensuring doctors are properly paid for all their work and by making sure
doctors aren’t working unsafe hours.

The role sits independently from the management structure, with a primary aim to represent
and resolve issues related to working hours for the junior doctors employed by it. The work
of the guardian will be subject to external scrutiny of doctors’ working hours by the Care
Quality Commission (CQC) and by the continued scrutiny of the quality of training by Health
Education England (HEE). These measures should ensure the safety of doctors and
therefore of patients.

The Guardian will:

* Champion safe working hours.

Oversee safety related exception reports and monitor compliance.

Escalate issues for action where not addressed locally.

Require work schedule reviews to be undertaken where necessary

Intervene to mitigate safety risks.

Intervene where issues are not being resolved satisfactorily.

Distribute monies received as a result of fines for safety breaches.

» Give assurance to the board that doctors are rostered and working safe hours.

» Identify to the board any areas where there are current difficulties maintaining safe
working hours.

* OQutline to the board any plans already in place to address these

* Highlight to the board any areas of persistent concern which may require a wider,
system solution.

The Board will receive a quarterly report from the Guardian, which will include:

* Aggregated data on exception reports (including outcomes), broken down by
categories such as specialty, department and grade.

» Details of fines levied against departments with safety issues.

» Data on Rota gaps / staff vacancies/locum usage

+ A qualitative narrative highlighting areas of good practice and / or persistent concern.

Other new features of the 2016 contract include:

Work scheduling — junior doctors and employers will be required to complete work schedules
for the doctors in training. This will begin as a generic schedule setting out the hours of work,

dlignd - suQ ved T

9ANN2aX3 Jalyd ¢

Kayes » Auend ‘g

® 9oueWIONad P

‘S

9]0oUu 0] swal|

ssauisng Jay10 Auy ‘9

5

SN




The Robert Jones and Agnes Hunt NHS|

Orthopaedic Hospital

Safe Working Hours: Doctors in Training NHS Foundation Trust

Q1 2018-19

the working pattern, the service commitments and the training opportunities available during
the post or placement.

Exception reporting — enabling doctors to raise exception reports where their work schedules
do not reflect their work, and to ensure that a work schedule remains fit for purpose, This is
beneficial to employers as it will give real-time information and be able to identify key issues
as they arise. It also benefits doctors, as issues over safe working or missed educational
opportunities can be raised and addressed early on in a placement, resulting in safer
working and a better educational experience.

Requirement for junior doctor forums to be set up - principally these forums will advise the
Guardian of Safe Working who will oversee the processes in the new contract designed to
protect junior doctors from being overworked. The Guardian and Director of Medical
Education in each Trust and relevant organisation shall jointly enable a nomination/election
process to establish a Junior Doctors Forum (or fora) to advise them and make appropriate
arrangements to enable the elected representatives time off for their activities & duties in
connection with their role. Election onto the forum will be for the period of rotation and
replacements must be sought for any vacancies.

3.2 Guardian of Safe Working Report

3.2.1 High level data

For the period Apr-Jun 2019

Orthopaedics Training posts 11

Of which Doctors in training on 2016 contract 5

Rehabilitation/ Spinal Training posts
Injuries

Of which Doctors in training on 2016 contract 0
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Orthopaedic Hospital

Safe Working Hours: Doctors in Training NHS Foundation Trust

Q1 2018-19

3.2.2 Exception reports (with regard to working hours)

The exception reporting system is designed to allow employers to address issues and
concerns as they arise, in real time, and to keep doctors’ working hours, both rostered and
actual, within safe working limits. If the system of work scheduling and exception reporting is
working correctly, in anything other than truly exceptional circumstances, the levying of a fine
indicates that the system has failed or that someone — the supervisor, Guardian or the
individual doctor concerned — has failed to discharge his or her responsibilities appropriately.

Any levying of a fine should therefore be followed by an investigation in to why it was
necessary and remedial action to ensure that it does not happen again. The most important
thing to remember is that fines should rarely, if ever be applied at all.

Currently there have been no exceptions reported to the Trust.

The trust continues to engage with the junior doctors regarding rotas and via the Junior
Doctor Forum. At all stages care is taken to ensure hour’s compliance is achieved without
compromise to patient safety and our training responsibilities.

As it stands the Trust can be reassured we are compliant with the demands placed upon us.

3.2.3 Work schedule reviews

None — please see above. Work schedule reviews are triggered by repeat exception
reporting highlighting an issue with a position or rota. With no exception reports, no work
schedule reviews should be expected.

3.2.4 Junior Doctor Agency and Locum usage and Rota Vacancy Report

Trauma and Orthopaedics

Number of Vacancies
April — 1 part time trainee
May — 1 part time trainee

June — 1 part time trainee

Vacant shifts

April - 6
May — 3
June — 0.25

Total spend has been £ 5625
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Medicine
Number of Vacancies

April — Info pending
May - Info pending

June - Info pending

Vacant shifts
April — Info pending
May — Info pending

June - Info pending

Total spend pending

MCSI

April — 2
May - 2
June -2
July - 2
Aug- 2

Vacant shifts

April — 15
May — 10
June -5
July- 6
Aug - 17

Total spend pending - £3510

dlignd - suQ ved T

9ANN2aX3 Jalyd ¢

Kayes » Auend ‘g

® 9oueWIONad P

‘S

9]0oUu 0] swal|

ssauisng Jay10 Auy ‘9

o1
~




The Robert Jones and Agnes Hunt NHS|

Orthopaedic Hospital
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Q1 2018-19

3.2.5 Fines

None — please see exceptions report section 3.2.2

3.3 Challenges

3.3.1 Engagement

As required, induction was attended in August. Awareness of the role, requirements etc. was
reassuringly consistent. JDF continues with no concerns raised to report at this point. 1 am
attending the national annual conference for GJDWH in October.

3.3.2 Software System

Expectation that the Trusts will move to the Allocate system. | am attending sessions at the
GJDWH national conference targeted at electronic reporting systems and further information
will be fed back in my next report

Associated Risks

As discussed in the previous report there needs to be reassurance to ensure our processes
and engagement from all stake holders is embedded firmly to deal with any change from our
current position of zero returns. With recent staffing changes this has not yet occurred but
should be available for the next report.

Next Steps
The Board is asked to consider and note this report from the Guardian of Safe Working.

3.4. Conclusion

The Trust continues to see no exception reports or fines. This is strongly suggestive of a
high level of satisfaction in the training and experience offered by the Trust to the Junior
Doctors.

The trust continues to work hard to fulfil its responsibilities under the terms of the new junior
doctors’ contract and based on available information and assessments appear to be
compliant.

Christopher Marquis
Guardian of Safe Working
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1. Executive Summary
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1.1. Context: Why is this paper going to Trust Board and what input is required?

It is mandated by NHS England for the Board to note these 4 papers and recommend any actions if
concerned. It is also required that Annex D (section 4) is approved and signed by Mark Brandreth, Chief
Executive Officer.

The Trust’s performance on medical appraisal and revalidation is monitored quarterly by NHS England.
To meet the requirements of NHS England, the Responsible Officer is also required to provide quarterly
updates to the Trust board.

Purpose:

The purpose of appraisal and revalidation is to ensure that the doctors are up to date and fit to practice.
Our achievement of being in the top 5% of Trusts in external benchmarking according to patients in the
Friends and Family Test (Picker Study) includes highest levels of trust in the doctors. Similarly, we have
the highest quality outcomes in England as reflected by the Patient Reported Outcomes Measures
(PROMS) for hip and knee replacements. None of this is achievable without processes, and a culture,
for doctors to develop. Central to this is our appraisal system, gathering information on individual
performance, reflecting and learning with the support of expert appraisers on an annual cycle. The other
area of consideration is the way we, as a Trust, respond to concerns about doctors and learn from
incidents.

We note the following issues:

Doctors rated the management of the appraisal process and access to the necessary supporting
information lower than previous years. Therefore we have improved communication with the Governance
and Information departments to try and ensure that all information is available to doctors in a timely
manner. We have also had issues with some doctors who have not demonstrated timely completion of
statutory and mandatory training and so we have taken a more rigorous approach with them. This
measure has not been universally popular! In addition there has been a much more rigorous approach to
the inclusion of governance information from other hospitals were our doctors’ work. This is improving
but can still be difficult as some hospitals are not so organised in the way they provide Governance
information.
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Medical Appraisal and Revalidation Report NHS Foundation Trust

In terms of benefits our Trust has an increased number of doctors compared to previous years and has

a higher compliance of completion of appraisals (100%) within the year than the previous year and better

than comparable designated bodies in the sector and total designated bodies. We continue this year to
achieve 100% compliance rate for the number of completed appraisals within the first quarter of 2019-
20. There were 4 doctors due to be revalidated in this quarter, 3 of whom were recommended for
revalidation and approved by the GMC. One doctor was deferred due to insufficient supporting
information for a recommendation to revalidate and this was approved by the GMC.

The local appraiser development and support group continues to meet 3 times a year with good
attendance. As partners in the Integrated Care Service we are inviting medical appraisers form
Shropshire Community NHS Trust to join us in the development sessions.

In May this year we created a Responsible Officer Advisory Group (ROAG) to meet and advise on the
management of concerns about doctors. There were 41 concerns in 2018/19 of which all but two have
been resolved by informal processes. No formal processes have been necessary.

Recommendation

The Board is asked to note the position with regard to medical appraisals and revalidation for quarter 1
of 2019-20 and also the findings from the annual appraisal audit and the Annual Organisational Audit
comparator report from NHS England. The Board are also asked to formally approve the NHS England
Annex D which follows in section 4.
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2. The Main Report

The four sections;

Section 1: provides the details about the 105 doctors with a prescribed connection as at 30th June 2019
offering assurance against the trajectory for medical staff appraisals and revalidation in quarter 1 of
2019-20.

Section 2: provides the annual medical appraisal audit data for 2018-19 collated by Dr R Longfellow for
the Board to note.

Section 3: provides the details from the RJAH personalised report from NHS England which enables the
Board to compare its Annual Organisational Audit for revalidation responses against those from
designated bodies of a similar type, and all designated bodies in England — no issues have been
identified.

Section 4: this is the NHS England Annex D; Annual Board Report and Statement of Compliance which
is a stipulated requirement for NHS England for Medical Appraisals and Revalidation.
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The Robert Jones and Agnes Hunt NHS|
Orthopaedic Hospital

Medical Appraisal and Revalidation Report NHS Foundation Trust

Section 1- Quarter One’s position for medical staff appraisals and
Revalidation

2.1 Introduction

The Medical Director, Mr Stephen White is the Trust Responsible Officer (RO) and is now supported in
this role by Dr Ruth Longfellow (sRO). The management and monitoring of medical appraisal and
revalidation is now undertaken Mr Nilesh Makwana as the Appraisal Lead (AL), and the People Services
Manager (PSM) Jo Bayliss.

A quarterly report has been provided to update the Board on the appraisal and revalidation of Doctors
since October 2014 and includes the details of the quarterly submission to NHS England called the
Annual Organisational Audit, (AOA) which is part of the Framework for Quality Assurance.

2.2 Actions undertaken during quarter 1, 2019/20

The Trust submitted the Annual Organisational Audit (AOA) return in June 2019 as required and the
details of the AOA Comparator Report received in return are detailed in Section 4 of this report.

2.3 Appraisal and Revalidation Performance Data Quarter One
Table 1: 2019-20 appraisal compliance data as at 30th June 2019
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Indicator Q1 Q2 Q3 Q4
(1Apr19- | (1July19- | (10ct19- t“ ;?nM19
30 Jun 19) | 30 Sep 19) | 31 Dec19) | © 20) ar
1. Number of doctors with whom the designated body has a
f - 105
prescribed connection at end of quarter
2. Number of doctors due to hold an appraisal meeting in 19
the reporting period
3. The number of doctors who held an appraisal meeting 19
in the reporting period
4., The number of doctors who did not hold an appraisal 0
meeting in the reporting period
5. Number of doctors in #4 above for whom the RO 0
accepts the postponement is reasonable
6. Number of doctors in #4 above for whom the RO does 0
not accept the postponement is reasonable
Total number of completed appraisals for period 19*
01/04/2019 to 30/06/2019
Total % of completed appraisals for period 100%*
01/04/2019 to 30/06/2019

‘S

9]0U 0] swal|

* Figure excludes new employees who are exempt from an appraisal in the first 6 months of employment.

Table 1 (above) shows the 2019-20 appraisal compliance data as at 30th June 2019.
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The Trust achieved a 100% compliance rate for the number of completed appraisals within the first
quarter of the year 2019-20.

The Medical Appraisal Policy ensures that all non-compliance and reasons for non-completion of a
medical appraisal are followed up by the AL and PSM with the RO advised accordingly. The follow up
algorithm includes a personal discussion between the AL and individual doctor and formal
correspondence is issued regarding the matter if necessary.

2.4 Revalidation Recommendations

There were 4 doctors due to be revalidated in this quarter, 3 of whom were recommended for
revalidation and approved by the GMC. 1 doctor was deferred due to insufficient evidence for a
recommendation to revalidate and this was approved by the GMC. A date for revalidation has been set
with time allowed to collect the required supporting information.

2.5 Training

The RO and Clinical Lead for Appraisals are booked to attend the Regional network meeting and training
events in September 2019, plus will attend further meetings in 2020. Attendance enables them to
maintain their designated accreditation.

The AL will continue to hold the local Appraiser Network meetings 3 times a year with the next session
planned for October 2019. From this October these meetings will be held joint with medical appraisers
from Shropshire Community Trust.

2.6 Associated Risks

There were no risks identified in quarter one; the process of revalidation deferment of the one doctor
was clear and agreed.

2.7 Conclusion

The Board are asked to note the position for quarter 1 for Medical Appraisals and Revalidation.
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Section 2- The annual medical appraisal audit data for 2018-19 collated by Dr R
Longfellow.

2.8 Audit of Appraisal Reports

During the past year at least one Appraisal Summary per appraiser has been audited using the ASPAT
audit tool. This tool audits all aspects of what is and isn’t included in the appraisal summary written by
the appraiser following the appraisal discussion. It is an audit of the quality of the report produced by the
appraiser and in no way reflects the calibre of the doctor being appraised. The audit was carried out by
the Lead Appraiser. The ASPAT audit tool is a new tool developed by NHS England and looks at all
aspects of the appraisal summary in more detail. ASPAT is scored out of 50 (Appraisal Summary and
PDP Audit Tool).

Results

The ASPAT audit tool produces a score between 0 and 50. Scores between 45-50 represent high
quality reports. Scores between 40-44 represent good reports. Scores between 31-39 represent
satisfactory reports, scores between 21-30 average. Scores less than 20 are considered unacceptable.

Table 2: The table below shows the ASPAT scores out of 50, of audited appraisal reports, for appraisals
undertaken over the last year (Y axis = Number of appraisals X axis = ASPAT scores)

45
40
35
30
W <20/50 = poor
25 W 21-30/50 = average
31-39/50 = satisfactory
20 W 40-44/50 = good
M 45-50/50 = excellent
15
10
5
0

Number of appraisal summaries attaining the ASPAT scores between 1 and 50
(1t April 2018 — 31st March 2019)

Interpretation of Results
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The overall standard of reports was of a high quality, only 2 scored as ‘satisfactory’, the rest being ‘good’
and ‘excellent’.

Action Plan

All Appraisers will receive individual feedback on their scores and comments made by the appraisees.
Appraisers who produce low quality appraisal summaries are invited to a 1 to 1 session with the AL, with
an aim of discussing how to improve the quality of their summaries. If they refuse to meet they are asked
to stop undertaking appraisals (as happened with an appraiser who stopped appraising after March
2017). One appraiser agreed to attend a 1 to 1 meeting with the AL and the quality of the appraisal
summaries has since improved significantly.

Attendance at Local Network / Support Group meetings
Three local network meetings were held in 2018/19 with good attendance. All appraisers agreed to
attending at least one local network / development meeting a year.

Feedback audit
As part of the appraisal process feedback forms are provided for doctors who have
been appraised to feedback using a 0 — 5 rating. The forms also indicate the length of the appraisal
discussion and provide an opportunity for scoring and commenting on the following areas:

a) The management of the appraisal process.

b) Their appraiser’s ability.

c) The usefulness of their appraisal.
54 feedback forms were returned for appraisals carried out between the 1st April 2018 and 31st March
2019. A summary of the results and comments is provided below.

2015-2016 2016-2017 2018-2019 2018-19
Number of feedback forms returned 19 19 45 54
Mean duration of meeting in hours 1.9 hours 1.9 hours 2 hours 2 hours
Range of hours 1hr —3.5hrs 1hr - 3hrs 1hr - 4hrs 1hr — 4hrs
Management of appraisal system 4.6 4.4 4.0 4.3
_Access t.o the necessary supporting 45 4.7 4.0 4.0
information
Appraiser preparation for my appraisal 4.9 4.9 5 4.8
Appraiser ability to conduct my appraisal 4.9 4.9 5 4.8
Appraiser ability to review progress against 4.9 4.9 5 48

last year's PDP

Usefulness of appraisal for my professional 48 46 5 4.4
development

UsefL_JIne_ss of appraisal in preparation for 48 45 5 45
revalidation

Usefulness of my PDP 4.8 4.4 5 4.4
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Results will be fed back to individual appraisers as part of their annual review. Doctors continue to rate
their appraisers highly, but have still rated the management of the appraisal process and access to the
necessary supporting information lower than previous years.

We have improved communication with the Governance and Information departments to try and ensure
that all information is available to doctors in a timely manner. Despite this there were still issues with
information being available on time. As a result a new system has been put in place.

A more rigorous approach to the inclusion and adequate completion of statutory and mandatory training
at the time of appraisal has been introduced. This has not been universally popular by all doctors being
appraised.

In addition there has been a much more rigorous approach to the inclusion of governance

information from other hospitals were our doctors work. This is improving but can be difficult

as some hospitals are not so organised in the way they provide Governance information. This is a work
in progress, and is positively strengthening communication with our local hospitals.
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Section 3: Annual Organisational Audit Report for revalidation responses against those
from designated bodies of a similar type, and all designated bodies in England.

2.9 Report findings

At the end of quarter One, the Trust received its personalised report from NHS England, to enable the
Trust to compare its Annual Organisational Audit for revalidation responses against those from
designated bodies of a similar type, and all designated bodies in England.

The AOA exercise is designed to help designated bodies assure themselves and their boards (or
equivalent management bodies) that the systems underpinning the recommendations they make to the
General Medical Council (GMC) on doctors’ fitness to practise, and the arrangements for medical
appraisal and responding to concerns, are in place and functioning effectively. Similarly, it provides a
mechanism for assuring NHS England that the systems in place are functioning effectively and
consistently.

The key findings from the comparison reports from NHS England received since 2014 are summarised
below for information:

Graph 1: Total number of doctors with whom the designated body (the Trust) has a prescribed connection
as at 31st March each year

101

100
99 /\//
98
97 //
Total number of doctors with

96
/ whom the designated body has a
95 / prescribed connection as at 31st

94 / March

93
92
91

90 T T T T 1
2014-15 2015-16 2016-17 2017-18 2018-19

Graph 1 above shows that the number of doctors has increased again as at 31st March 2019 and there
has been a steady increase in numbers since 2014.
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Graph 2: Percentage of doctors with whom the designated body has a prescribed connection and who had
a completed annual appraisal between 1 April — 31 March each year
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Graph 2 (above) shows that since 2014, the percentage of doctors who had completed an appraisal in
year remained above the figures for both the designated bodies in the same sector and nationally.

Graph 3: Total percentage of doctors with whom the designated body has a prescribed connection and
who had an approved incomplete or missed or delayed appraisal between 1 April - 31 March each year

10.0%
9.0% =
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8.0% 7.8% 5 7.9%
7.0% 7.2% 2%
/ \ ; 6.4%
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3.2%
3.0% \
2.0% \
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0.0% T T T 0.0% 1
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There was a spike in the number of doctors who had an approved incomplete or missed appraisal in
2015-16 due to factors relating to a lack of time by the appraisee due to clinical activity. This number
reduced from 2016-17 due to more timely reminders and interventions regarding medical appraisals by
the Appraisal Lead and Training Manager. In 2017-18 there were no appraisals that were incomplete or
missed however, in 2018-19, one consultant had a delayed appraisal, due to incomplete supporting
information. This has been addressed accordingly and resolved.
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Graph 4: Total number of doctors with whom the designated body has a prescribed connection who had an
unapproved incomplete or missed appraisal between 1 April — 31 March each year
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Graph 4 shows the Trust has continued to ensure that no doctors are categorised as having an
unapproved incomplete or missed appraisal.

The findings of the reports show that the Trust continues to compare very favourably with both the sector
specific and national standards. Overall there continues to be an upward trend, not only in the appraisal
rate, but also in the improvement of the system in general. Therefore no further action has been
identified at this time to further improve the existing procedures.

3.0 Conclusion

The Board is asked to note the position with regard to medical appraisals and revalidation for quarter 1
of 2019-20 and also the findings from the annual appraisal audit and the Annual Organisational Audit
comparator report from NHS England. The Board are also asked to formally approve the NHS England
Annex D which follows in section 4.
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Section 4: this is the NHS England Annex D - Annual Board Report and Statement
of Compliance
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A Framework of Quality Assurance for
Responsible Officers and
Revalidation
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Annex D — Annual Board Report and
Statement of Compliance.
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A Framework of Quality Assurance for
Responsible Officers and
Revalidation

Annex D — Annual Board Report and
Statement of Compliance.

Publishing approval number: 000515

Version number: 3.0

First published: 4 April 2014

Updated: February 2019

Prepared by: Lynda Norton, Claire Brown, Maurice Conlon

This information can be made available in alternative formats, such as easy read or large print,
and may be available in alternative languages, upon request. Please contact Lynda Norton on
England.revalidation-pmo@nhs.net.
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Introduction:

The Framework of Quality Assurance (FQA) for Responsible Officers and Revalidation was first
published in April 2014 and comprised of the main FQA document and annexes A — G.
Included in the seven annexes is the Annual Organisational Audit (annex C), Board Report
(annex D) and Statement of Compliance (annex E), which although are listed separately, are
linked together through the annual audit process. To ensure the FQA continues to support
future progress in organisations and provides the required level of assurance both within
designated bodies and to the higher-level responsible officer, a review of the main document
and its underpinning annexes has been undertaken with the priority redesign of the three
annexes below:

¢ Annual Organisational Audit (AOA):

The AOA has been simplified, with the removal of most non-numerical items. The intention is
for the AOA to be the exercise that captures relevant numerical data necessary for regional
and national assurance. The numerical data on appraisal rates is included as before, with
minor simplification in response to feedback from designated bodies.

e Board Report template:

The Board Report template now includes the qualitative questions previously contained in
the AOA. There were set out as simple Yes/No responses in the AOA but in the revised
Board Report template they are presented to support the designated body in reviewing their
progress in these areas over time.

Whereas the previous version of the Board Report template addressed the designated
body’s compliance with the responsible officer regulations, the revised version now contains
items to help designated bodies assess their effectiveness in supporting medical governance
in keeping with the General Medical Council (GMC) handbook on medical governance’.
This publication describes a four-point checklist for organisations in respect of good medical
governance, signed up to by the national UK systems regulators including the Care Quality
Commission (CQC). Some of these points are already addressed by the existing questions
in the Board Report template but with the aim of ensuring the checklist is fully covered,
additional questions have been included. The intention is to help designated bodies meet
the requirements of the system regulator as well as those of the professional regulator. In
this way the two regulatory processes become complementary, with the practical benefit of
avoiding duplication of recording.

! Effective clinical governance for the medical profession: a handbook for organisations employing, contracting or
overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org/~/media/documents/governance-
handbook-2018_pdf-76395284.pdf]
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The over-riding intention is to create a Board Report template that guides organisations by
setting out the key requirements for compliance with regulations and key national guidance,
and provides a format to review these requirements, so that the designated body can
demonstrate not only basic compliance but continued improvement over time. Completion of
the template will therefore:

a) help the designated body in its pursuit of quality improvement,
b) provide the necessary assurance to the higher-level responsible officer, and
c) act as evidence for CQC inspections.

e Statement of Compliance:

The Statement of Compliance has been combined with the Board Report for efficiency and
simplicity.

16
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Designated Body Annual Board Report
Section 1 - General:

The board of Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust can
confirm that:

1. The Annual Organisational Audit (AOA) for this year has been submitted.

al|gnd - 8UQ Med T

Date of AOA submission: 16/05/2019
Action from last year: None identified
Comments:

RJAH AOA Comparator report has been received. The report shows that the Trust
continues to perform favourably and above the designated bodies across England, both
in a similar sector and nationwide.

Action for next year:

To maintain performance and ensure that the number of doctors with whom the
designated body has a prescribed connection have completed an annual appraisal in
year is 100%

9AIIN23X3 JalyD ‘¢

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

Kayes » Auend ‘¢

Action from last year:

To support the Medical Director in his role as RO, the Medical Appraisal Lead (RL) has
been appointed as supporting RO and a new Medical Appraisal Lead (NM) has been
appointed.

Due to a period of extended sickness, alternative arrangements were successfully put
into place to cover the administration tasks of the medical appraisal and revalidation
process.

Comments:

Both RL and NM have completed the necessary training, including Responsible Officer
Training, and continue to attend the regional Medical Appraisal and Revalidation
Network meetings.

Action for next year:

Nothing further at this time.

® 9oueWIONad b

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

‘S
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Yes/Ne [delete as applicable]

Action from last year:

17

ssauisng Jaylo Auy ‘9

~
()]




The Robert Jones and Agnes Hunt NHS
Orthopaedic Hospital

Medical Appraisal and Revalidation Report NHS Foundation Trust

Same response as for question 2
Comments:
Same response as for question 2.

Additionally, the administrative process has been reviewed and will be strengthened
with a Standard Operating Procedure (SOP) being put into place.

Action for next year:
Production of SOP

al|gnd - 8UQ Med T

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

9AIIN23X3 JalyD ‘¢

Action from last year:

An accurate record of all licensed medical practitioners with a prescribed connection to
the designated body was fully maintained throughout the year.

Comments:

The administrative process has been reviewed and will be strengthened with a Standard
Operating Procedure (SOP) being put into place.

Action for next year:
Production of SOP

Kayes » Auend ‘¢

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

Action from last year:

The Medical Director / RO ensures that the revalidation process adheres to the Trust
policy and GMC guidelines already in place.

Comments:

As above.

Action for next year:

Review and update process and policies in accordance to new Trust policy framework.

® 9oueWIONad b

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

Action from last year:

The Medial Appraisal Lead undertakes an annual review of the medical appraisal
process, data and feedback which is presented to the Board. No issues have been
identified to date.

‘S
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Comments:

Aspects of the administration process for appraisals and revalidation have been
reviewed and streamlined to create some further efficiency in the process for consultant
and medical staff.

Action for next year:

Consider undertaking / requesting external audit of appraisal and revalidation process to
provide further assurance.

al|gnd - 8UQ Med T

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

9AIIN23X3 JalyD ‘¢

Action from last year:

All locum and short-term placement doctors working in the organisation, including those
with a prescribed connection to another organisation, are supported in their continuing
professional development via the Study Leave for Consultant and Medical Staff policy
and process, the appraisal and revalidation process which includes the provision of
governance data and intelligence.

Comments:

Staff lists are run monthly to ensure all locum and short-term placement doctors working
in the organisation, including those with a prescribed connection to another organisation
are included in the processes.

Action for next year:

Nothing further identified at this time.

Kayes » Auend ‘¢

Section 2 - Effective Appraisal

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

® 9oueWIONad b

Action from last year:

All doctors in the organisation are provided with all relevant information relating to the
doctor’s fitness to practice and which relates to their work carried out in the organisation
i.e. information about complaints, significant events and clinical outcomes so that this
can be reviewed at their annual appraisal

Comments:

‘S
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As a number of doctors also practice in other organisations they are required to provide
data relating to this work at their appraisal so it can be reviewed and discussed. The
Medical Appraisal Lead also checks this data has been supplied and discussed at the
appraisal when quality assuring completed appraisals. This ensures that the appraisal is
a comprehensive review of the doctor’s fitness to practice and that all elements are
completed and checked before the appraisal is signed off as satisfactory and meeting all
the requirements by the Medical Director.

Action for next year:

To continue to work more closely with other organisations to ensure consultants and
medical staff receive this data in a timely way.

al|gnd - 8UQ Med T

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

and suitable action is taken.

9AIIN23X3 JalyD ‘¢

Action from last year:
As per response for Q1.
Comments:

An issue was raised in year that the reports/data from the Clinical Governance and
Information Departments was being sent “too early” for the data to be timely and relevant
at the time of the appraisal meeting. Therefore following discussion between all relevant
parties it was agreed that these reports are now generated and sent 6 weeks in advance
of the appraisal anniversary date.

Action for next year:

To continue monitoring

Kayes » Auend ‘¢

3. There is a medical appraisal policy in place that is compliant with national policy and has

received the Board’s approval (or by an equivalent governance or executive group).

Action from last year:

No specific action was required as the Trust policy is compliant with national policy and
has received the Board’s approval

Comments:
None
Action for next year:

To review and update processes and policies in accordance to new Trust policy
framework

® 9oueWIONad b

4. The designated body has the necessary number of trained appraisers to carry out timely

annual medical appraisals for all its licensed medical practitioners.
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The Trust has a total of 26 trained medical appraisers, with representatives from each of
the different specialities, which ensures that the same appraiser cannot appraise
the same person more than 3 times in a 5 year period.

Comments:
As above — no further comment

al|gnd - 8UQ Med T

Action for next year:

Nothing further identified at this time.

9AIIN23X3 JalyD ‘¢

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

Action from last year:

Medical appraisers are encouraged to participate in ongoing performance review and
training/development sessions which are organised to take place three times a year. All
appraisers agreed they would attend at least one network/development session per year
(out of a potential 3) External speakers were invited to run appropriate developmental
sessions which were well received by the medical appraisers. The sessions also enable
peer discussion to take place.

Additionally, the results from the annual medical appraisal audit undertaken by the
Medical Appraisal Lead are circulated to the appraisers collectively and as individualised
feedback reports providing further feedback about performance in the medical appraiser
role.

Comments:

No further comments

Action for next year:

Plan and arrange the programme content for the development sessions for the next year.

Include/invite colleagues who are medical appraisers from ShropCom to participate in the
development sessions.

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

group.

9]0u 0] swal|

Action from last year:

Since October 2014, a quarterly report has been provided to update the Board on the
appraisal and revalidation of Doctors. This report includes the details of the quarterly

2 http://www.england.nhs.uk/revalidation/ro/app-syst/
2 Doctors with a prescribed connection to the designated body on the date of reporting.
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submission to NHS England called the Annual Organisational Audit, (AOA) as part of the
Framework for Quality Assurance.

The appraisal system is quality assured on a continuous basis by the Medical Appraisal
Lead and the supporting RO role who audit all submitted appraisals using the widely
used Appraisal Summary and PDP Audit Tool (ASPAT), produced by NHS England. An
annual report of the audit findings is provided to the medical appraisers and submitted
annually to the Board

Comments:
Audits of quality assurance have been completed and highlighted no major issues.

Action for next year:

To continue monitoring

al|gnd - 8UQ Med T

Section 3 - Recommendations to the GMC

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

Action from last year:

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

In the period 01/04/2018 — 31/03/2019, the Trust had a total of 21 doctors to revalidate;
20 were recommended for revalidation and 1 doctor was deferred.

Comments:

The revalidation for 1 doctor was deferred due to insufficient evidence being provided by
the doctor in a timely way for a recommendation to revalidate to be made.

Action for next year:

To continue monitoring and ensure all doctors have sufficient evidence in place in
advance of revalidation date.

2. Revalidation recommendations made to the GMC are confirmed promptly to the doctor
and the reasons for the recommendations, particularly if the recommendation is one of
deferral or non-engagement, are discussed with the doctor before the recommendation is
submitted.

Action from last year:

Revalidation recommendations made to the GMC are confirmed with the doctor. The
reasons for the deferred recommendations are discussed with the doctor by the Medical
Director and confirmed in writing prior to the revalidation due date.
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Comments:

The Trust has a set of criteria which doctors are required to meet before a
recommendation for revalidation is submitted. Failure to meet the set criteria will mean
their revalidation recommendation will be deferred until it is met.

Action for next year:

To continue monitoring

a1lgnd - 8UQ Med T

Section 4 - Medical governance

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

aANN2ax3 Jalyd 'z

Action from last year:

The organisation aims to ensure that all doctors practise in accordance with the
principles and values set out in Good Medical Practice and participate in the revalidation
and appraisal process. The Trust also requires all doctors to participate in the systems
and processes put in place to protect and improve patient care.

Comments:

The Trust received its CQC inspection report results in February 2019 and were rated
good overall and outstanding for caring.

Action for next year:

To continue to build upon the results of the CQC inspection report and ensure all
doctors continue to practice in accordance with the principles and values set out in
Good Medical Practice and participate in the revalidation and appraisal process.

Kayes » Auend ‘¢

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

® 9oUBWIONAd 'V

Action from last year:

All doctors in the organisation are provided with all relevant information relating to the
doctor’s fithess to practice and which relates to their work carried out in the organisation
i.e. information about complaints, significant events and outlying clinical outcomes. This
data is reviewed and discussed at their annual appraisal

Comments:

The Trust has a formal process to manage all complaints made to the Trust. All
clinicians are provided with a copy of any complaints received regarding them or their
practice or that of their Registrars.

Action for next year:

To continue monitoring

9
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3. There is a process established for responding to concerns about any licensed medical

practitioner’s fitness to practise, which is supported by an approved responding to
concerns policy that includes arrangements for investigation and intervention for
capability, conduct, health and fitness to practise concerns.

al|gnd - 8UQ Med T

Action from last year:

The Responsible Officer Advising Group (ROAG) was established in 2019 and meets
on a monthly basis to discuss and agree appropriate actions regarding concerns about
any licensed medical practitioner’s fithess to practise (does not include trainees who are
linked to the Training Programme).

Comments:

As above

Action for next year:

Update the Trust’s Responding to Concerns Policy

9AIIN23X3 JalyD ‘¢

. The system for responding to concerns about a doctor in our organisation is subject to a

quality assurance process and the findings are reported to the Board or equivalent
governance group. Analysis includes numbers, type and outcome of concerns, as well
as aspects such as consideration of protected characteristics of the doctors3.

Aayes 3 Auend ¢

Action from last year:

Concerns raised are now discussed at the ROAG and follow up actions are undertaken
as agreed. The ROAG aims to gives a balanced view, including that of a lay
representative, and also looks at the concerns in the context of Human Factors, the
environment, culture and systems. Clinical Leads have been invited to attend the ROAG
if concerns have been raised to them and they wish to gain further advice and support.

Comments:
As above
Action for next year:

The ROAG intends to produce a yearly report on concerns discussed and outcomes. It
will also carry out an analysis to ensure there is no bias.

® 9oueWIONad b

5. There is a process for transferring information and concerns quickly and effectively

between the responsible officer in our organisation and other responsible officers (or
persons with appropriate governance responsibility) about a) doctors connected to your

4This question sets out the expectation that an organisation gathers high level data on the management of
concerns about doctors. It is envisaged information in this important area may be requested in future AOA
exercises so that the results can be reported on at a regional and national level.
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organisation and who also work in other places, and b) doctors connected elsewhere but
who also work in our organisation®.

al|gnd - 8UQ Med T

Action from last year:

We have good working relationships with the ROs at Shropshire Community Trust and
Shropdoc. In addition we are strengthening relationships with local private hospitals, in
particular Shrewsbury Nuffield Hospital and Spire Healthcare Wrexham

Comments:
We have no formal process for this
Action for next year:

To create and agree a formal process to follow with local hospitals and other hospitals
where our doctors work.

9AIIN23X3 JalyD ‘¢

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

Action from last year:

Any concerns are investigated locally by the Clinical Lead and Clinical Director
supported by the Medical Director, Responsible Officer and People Services
Department, in addition to the ROAG.

Comments:

Action for next year:

Ensure our Responding to Concerns policies are free from bias or discrimination

Kayes » Auend ‘¢

Section 5 - Employment Checks

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

® 9oueWIONad b

Action from last year:

The Trust has a comprehensive recruitment process is in place with adheres with all
legislation and NHS requirements for appropriate pre-employment background checks
to ensure that all doctors including locum and short-term doctors, have the qualifications
and are suitably skilled and knowledgeable to undertake their professional duties.

‘S
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4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11:
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents
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Comments:

Audits of the R&S procedures are undertaken periodically by the Trust’s official Auditors
i.e. BDO LLP

Action for next year:

To continue monitoring

a1lgnd - 8UQ Med T

Section 6 - Summary of comments, and overall conclusion

Please

- General review of last year’s actions
A summary of actions undertaken during the last year is as follows:

1.

use the Comments Box to detail the following:

To support the Medical Director in his role as RO, the Medical Appraisal
Lead (RL) has been appointed as supporting RO and a new Medical
Appraisal Lead (NM) has been appointed.

The Medical Director, Support Responsible Officer and Medical Appraisal
Lead have all completed the necessary training and continue to attend the
regional Medical Appraisal and Revalidation Network meetings.

The Medial Appraisal Lead continues to undertakes an annual review of
the medical appraisal process, data and feedback which is presented to
the Board.

Aspects of the administration process for appraisals and revalidation have
been streamlined to create some further efficiency in the administrative
process for consultant and medical staff.

All doctors in the organisation are provided with all relevant information
relating to the doctor’s fithess to practice and which relates to their work
carried out in the organisation i.e. information about complaints, significant
events and outlying clinical outcomes. This data is reviewed and
discussed at their annual appraisal. An issue raised in year related to the
delivery date for these reports which was considered “too early” for the
data to be timely and relevant at the time of the appraisal meeting.
Therefore following discussion between all relevant parties it was agreed
that these reports will now be generated and sent 6 weeks in advance of
the appraisal anniversary date.

Medical appraisers continue to participate in performance review and
training/development sessions. External speakers attend these sessions
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to run appropriate developmental sessions which have been well received
by the medical appraisers.

7. The appraisal system is quality assured on a continuous basis by the
Medical Appraisal Lead and the supporting RO role who audit all submitted
appraisals using the widely used Appraisal Summary and PDP Audit Tool
(ASPAT), produced by NHS England. An annual report of the audit
findings is provided to the medical appraisers and submitted annually to
the Board

8. In the period 01/04/2018 — 31/03/2019, the Trust had a total of 21 doctors
to revalidate; 20 were recommended for revalidation and 1 doctor was
deferred. The revalidation for 1 doctor was deferred due to insufficient
evidence being provided by the doctor in a timely way for a
recommendation to revalidate to be made.

9. The Trust has a set of criteria which doctors are required to meet before a
recommendation for revalidation is submitted. Failure to meet the set
criteria will mean their revalidation recommendation will be deferred until it
is met.

10.The Responsible Officer Advising Group (ROAG) was established in May
2019 and meets on a regular basis to discuss and agree appropriate
actions regarding concerns about any licensed medical practitioner’s
fitness to practise.

11.During 2018/19 there were 41 concerns

Type of concern No. of concerns | Completed |Formal
raised

Communication
Conduct
Grievance

Patient

Use of Equipment
Procedure

Health
Performance

N = NNOOIOIW(=
N[N =2 OOO0|W—
O|I0|0|0|I0|O0|0O|Oo

Of these investigations 39 are now completed and closed. There is one
investigation still in progress and one decision awaited.

The MD has held informal interviews with doctors. No written warnings have been
given. The GMC has recently been informed about one concern, a Never Event
(which will be included in next year’s figures) as the MD is duty bound to report. The
doctor concerned has been interviewed by the MD as procedure dictates. No doctor

al|gnd - 8UQ Med T
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has been removed from the medical register because of concerns although a few
doctors have retired and relinquished their license to practice.

- Actions still outstanding
There are currently only three actions still outstanding which are:

1. Consideration to be given to undertaking external audit of the appraisal
and revalidation process to provide further assurance.

2. Anonymised data analysis from the ROAG meetings to be formally
presented to the Trust Board periodically for information.

3. Update our Responding to Concerns policies and ensure they are free
from bias or discrimination

- Current Issues

There are no current issues to report

- New Actions:
The new actions to be undertaken in 2019-20 are as follows:

1. Following the review of the administrative process an Standard Operating
Procedure (SOP) is to be put into place

2. The Trust medical appraisal policies and procedures are due to be
reviewed in accordance to new Trust policy framework in 2019-20.

Overall conclusion:

The RJAH AOA Comparator report for 2018-19 shows that overall the Trust
continues to perform favourably and above the designated bodies across England,
both in a similar sector and nationwide for appraisal and revalidation. The data
reviewed for completion of this document also supports that the Trust is meeting the
requirements set out in the Framework of Quality Assurance for Responsible Officers
and Revalidation and is compliant with the GMC standards/requirements for medical
appraisals and revalidation.

28
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Section 7 - Statement of Compliance:

The Board of Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation Trust has
reviewed the content of this report and can confirm the organisation is compliant with The
Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body

Official name of designated body: Robert Jones and Agnes Hunt Orthopaedic
Hospital NHS Foundation Trust

Name: Mr M Brandreth Signed:
Role: Chief Executive Officer Date:
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CQC Action Tracker NHS Foundation Trust
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Executive Sponsor: ﬁat‘;?i?n%??e@g?lg% Nursing Paper Category: Governance and Quality
Paper Reviewed by: Paper Ref: N/A

Forum submitted to: | Board of Directors Paper FOIA Status: | Full

1. Purpose of Paper

1.1. Why is this paper going to the Board of Directors and what input is
required?

The Board of Directors is asked to note the CQC action plan tracker and the oversight
arrangements to ensure all actions are completed with appropriate assurance achieved.

2. Executive Summary

2.1. Context

The CQC Report of February 2019 made several recommendations which have been
considered with appropriate actions identified.

The CQC Action Plan has previously been presented to the Board in its entirety with
agreement that each assurance committee will receive an update at each meeting on the
actions within its remit. This will assist in the triangulation of the action plan progress with
the other reports they receive and the risks within their remit. The Board receives assurance
of this via the Chair’s reports but in addition it was agreed that a quarterly tracker would be
presented.

2.2 Summary

This paper presents the second CQC Action Plan Tracker. The Board will note that in the
main the actions are either completed or on track. The small number that are currently
behind schedule are detailed in the main report along with a progress update.

2.3. Conclusion

The Board of Directors is asked to note the action plan tracker and the oversight
arrangements in place.
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3. Main Report

3.1. Introduction

The CQC Action Plan consists of 61 actions aimed at addressing 26 key observations of the
CQC inspectors.

3.2. Current Status

As of 20 September 2019 the status of the actions was as follows:

Completed -
G
15
A
0

On track

Behind scheduled but will be completed within a month

Behind schedule

Not applicable (i.e the work is not yet required to start) N‘{A

Progress updates are provided below for those that are not currently on target:

Ref  Action Due Progress Update
Date
06/19 | Business case to provide 24/7 critical care
A full review of the Critical Care outreach cover has been written and is
15.1 Outreach service to be undertaken awaiting consideration from the Exec team
with regard to hospital cover as to progress — being considered in the
context of the wider organisation
restructure
) ] 07/19 | Review of the current systems has
Recommendations regarding indicated that an electronic solution is not
system / process updates required currently possible. Short term mitigating
99 | forfullimplementation of the options are being considered and will be
accessible information standard to presented to the Quality and Safety
be presented to Quality and Safety Committee in October but the long term
Committee solution will need to come from the new
EPR.

The full tracker is available at Appendix 1.

3.3. Conclusion

The Board of Directors is asked to note the action plan tracker and the oversight
arrangements in place.
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Activity

Well Led

Action Lead

Target Current

Date

Process to be aligned to the production of the annual report to ensure annual renewal takes place Trust Secretary 04/19

Implementation of new Governance Structure to ensure robust divisional governance support Assoc. Dir. of Governance 08/19
1.2 Meetings to be held between the Governance Leads and Divisional Managers to ensure clarity of roles and .
. Assoc. Dir. of Governance 04/19
responsibilities
1.3 Introduction of templated reports and agendas for oversight of divisional governance Assoc. Dir. of Governance 04/19
1.4 Formal inclusion of the Trust’s Divisional Governance Meetings into the Trust’s Governance Framework Assoc. Dir. of Governance 04/19
1.5 Clinical Governance Department to review divisional governance arrangements at 3 months and 6 months Assoc. Dir. of Governance 10/19
1.6 Internal audit of divisional governance at 12 months Assoc. Dir. of Governance 03/20
2.1 Deep dive of departments highlighted in the staff survey as having potential cultural issues with associated action | Dir. of People / Dir. of OD,
plans Improvement and 06/19
Performance
2.2 Increased visibility and accessibility to the Freedom to Speak Up Guardian Dir. of People 06/19
2.3 Review of Dignity at Work Policy with associated communications to relaunch the policy Dir. of People 06/19
2.4 Improved education for managers Dir. of People 03/20
2.5 Development of a People Committee to ensure adequate oversight of workforce Dir. of People 04/19
3.1 Review of the training needs analysis to ensure that staff training requirements are fit for purpose and in line with .
. . . . . . Dir. of People 05/19
the core skills framework. This should include review of the compliance requirements
3.2 Review and update of the Trust’s Training Policy to align with output of training needs analysis review Dir. of People 06/19

Board Governance Framework to be updated 04/19

7.1

External review of current practice and policies to be commissioned in order to identify gaps

of Improvement, OD and
Performance

Director of People / Director

5.1 Development of a tracker to monitor the updating of policies overdue for review Trust Secretary 04/19
5.2 Introduction of proactive prompts to the authors / executive leads for policies due for review Trust Secretary 04/19
5.3 Quarterly reporting to the ratifying body regarding any overdue policies / policies due for review within Trust Secretary 09/19

05/19

RAG
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Ref Activity Action Lead Target Current
Date RAG

7.2 Refresh of diversity and inclusion priorities in the People Plan Director of People / Director

of Improvement, OD and 12/19 G

Performance

CQC Observation: Succession planning below Executive Level requires strengthening
8.1 Development and implementation of a succession plan Director of People 10/19 G
8.2 Maximise use of the Leadership Academy Director of People 03/20 G
8.3 Participation in STP leadership activities Director of People 03/20 G

CQC Observation: Sluices and areas containing COSHH found to be unlocked

9.1

Inspection of sluices and COSHH to be included in the new H&S Inspection Checklist with follow up actions by the

Associate Director of

H&S Officer as required Governance 05/19
CQC Observation: A small number of staff found to not be adhering to bare below elbows policy
10.1 | Staff not adhering to the policy to be identified and spoken to Medical Director | N/A
CQC Observation: Issues identified with the Trust’s prescription sheets
11.1 | EPMA business case to be developed with clear implementation timescales Director of Nursing | 09/19 | G
CQC Observation: 7 day rehabilitation services not available
12.1 |Business case for 7 day services to be developed with clear implementation timeframes Director of Operations 09/19 G
12.2 | MCSI Review to incorporate a model of service which reflects 7 day availability of therapy services Director of Operations 09/19 G
CQC Observation: The Trust needs to continue working on addressing delays in discharge processes
13.1 | Option for a step down bed provision to be considered with specialist commissioning Director of Operations 09/19

13.2

ECIST to be asked to complete a review of the current processes to ensure all is being done to reduce delays
Surgical

CQC Observation: Cultural issues identified within Theatres in relation to respect and communication

Director of Operations

05/19

culture work)

14.1 |Meeting to be held with Divisional Manager and Matron to discuss the cultural issues in Theatres Director of People 03/19
14.2 |External support to be commissioned to examine the culture within the theatre department —to include review Director of People 06/19
of the staff survey results
14.3 | Staff Cultural Amb d le to be developed t t th It k (note: acti ded by theat . .
aff Cultural Ambassador role to be developed to support the culture work (note: action superseded by theatre Chief Executive 04/19

14.4

A full review of the Critical Care Outreach service to be undertaken with regard to hospital cover

Increased visibility and accessibility to the Freedom to Speak Up Guardian
Critical Care

Director of People

Director of Nursing

15.2

Review the processes in place to ensure that if multiple medical emergencies occur there is sufficient cover to
maintain patient safety

Medical Director

06/19
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Ref Activity Action Lead Target Current
Date RAG
15.3 |Sepsis training to be completed and documented Director of Nursing 06/19
15.4 | The unit can evidence adherence with the DOH Critical Care Guidelines and where compliance is limited this is . .
. . Director of Nursing 06/19
adequately documented on the department risk register
15.5 |The department completes MRSA screening prior to admission to the unit Director of Nursing 06/19
15.6 |Handovers are in place which are documented and regularly audited Director of Nursing 06/19
15.7 |The Pharmacist is visible in the unit and the medicines safety thermometer is completed Director of Nursing 06/19
15.8 | Audits of patient outcomes to be in place Director of Nursing 06/19
15.9 |There is a clear structure for the leadership of the unit and they have the required skills Chief Executive 06/19
Children’s and Young People
16.1 |Directorate to continue to update on progress with out of hours cover at the Performance Review Meetings Director of Operations 09/19
16.2 |Specialist Orthopaedic Programme Board to ensure that options for improving OOH cover are agreed Director of Nursing 09/19
17.1 Act.lons |(?Ient|f|ed from the ligature risk assessment to be fully implemented and reflected across all Trust areas Director of Nursing 04/19
which children access in the Trust
18.1 | Written information for children to be made available in different languages Director of Operations 09/19
18.2 |Paediatric Forum to monitor the development and implementation of information in different formats Director of Operations 09/19
Outpatient Services
19.1 | Noise level assessments to be undertaken by the Estates Department Director of Operations / 05/19
Assoc. Dir of Estates
19.2 |Recommendations regarding mitigations to be presented to Capital Management Group and / or Risk Director of Operations / 06/19
Management Committee Assoc. Dir of Estates
20.1 |Review of Datix to be undertaken to ensure that its configuration allows for the capture of overbooking and Associate Director of 05/19
cancellation incidents Governance
20.2 |Divisional templates for governance to specifically include analysis of outpatient clinic incidents Associate Director of
Governance 06/19

Assessment of overcrowding to be undertaken and recommendations made to the Director of Operations Director of Operations 10/19
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Target Current

Ref Activity Action Lead
Date RAG
22.1 |Review of systems and processes to facilitate full implementation of the accessible information standard to Director of Nursing / 03/20
include the identification of patients with specific needs. (note: decision taken to align with EPR work) Associate Director of IT
22.2 Becomm.endatlons regarding system / proces§ updates required fo.r full implementation of the accessible Director of Nursing 07/19
information standard to be presented to Quality and Safety Committee
23.1 |ldentification of the Senior Nurse Representative to be made clear in relation to attendance at the relevant . .
. Director of Nursing 04/19
committees.
23.2 | Lone working risks for the HCAs within the department to be addressed Director of Nursing 05/19
Diagnostics
24.1 |Method for displaying waiting times to be identified and implemented in Radiology Director of Operations /
Associate Director of IT
25.1 | Activity planning for the.surgel_'y and medicine to be reviewed with a view to reducing activity in diagnostics on Director of Operations
Mondays and Tuesdays if possible
25.2 |Risk assessment to be undertaken of any residual risk with citation on the Trust’s risk register Director of Operations
26.1 |Review of signage regarding radiation warnings to be undertake with improvements to be made where required Director of Operations
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Workforce Race Equality Standard (WRES)

Annual Report
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1. Purpose of Paper

9ANN2aX3 Jalyd ¢

1.1. Why is this paper going to Trust Board and what input is required?
The Board are asked to note the WRES annual report.

2. Executive Summary

2.1. Context

The Trust is required to complete an annual submission of the Trust's data against the
Workforce Race Equality Standard.

2.2. Summary
WRES is a set of 9 specific metrics (indicators) comparing experience and outcomes of NHS
employees and job applicants.

The report outlines the Trust’'s performance against the mandatory metrics and any actions
identified. The Trust remains encouraged with our overall measures and note the two areas
of improvement.

2.3. Conclusion

The Trust will continue to ensure that Trust is a great place to focus on implementing the
actions reported.

The committee is asked to note the annual update.
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The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust

DRAFT - NHS Workforce Race Equality Standard (WRES)
ANNUAL REPORT AND ACTION PLAN 2018/19

Introduction

This report has been compiled following the 2018/19 submission of the Trust’s data
against the Workforce Race Equality Standard.

The Trust is required to publish our report and action plan annually, therefore this
report therefore sets out The Robert Jones and Agnes Hunt Orthopaedic Hospital
NHSFT’s performance information against the mandatory WRES metrics and our
actions.

The Workforce Race Equality Standard

The Workforce Race Equality Standard (WRES) was mandated in 2015. Itis a tool
that aims to identify and reduce any disparities in experience and outcomes for NHS
employees and job applicants of different ethnicities.

WRES should be utilised by NHS organisations to track progress to identify and help
eliminate discrimination in the treatment of Black and Minority Ethnic (BME)
employees.

WRES is a set of 9 specific metrics (indicators) comparing experience and outcomes
of NHS employees and job applicants. Four of the indicators focus on the workforce
data, four are based on data from the national NHS Staff survey questions and one
indicator focuses on BME representation on Board.

e Metric 1: Percentage of staff in each of the AFC bands 1-9 and VSM compared with the
percentage of staff in the overall workforce

e Metric 2: Relative likelihood of staffing being appointed from shortlisting across all posts

e Metric 3: relative likelihood of staff entering the formal disciplinary process, as measured
by entry into a formal disciplinary investigation

o Metric 4: Relative likelihood of staff accessing non-mandatory training and CPD

o Metric 5: Percentage of staff experience harassment, bullying or abuse from patients,
relatives of the public in the last 12 months (national NHS staff survey indicators)

e Metric 6: Percentage of staff experiencing harassment, bulling or abuse from staff in the
last 12 months (national NHS staff survey indicators)

e Metric 7: Percentage believing that the Trust provides equal opportunities for career
progression or promotion (national NHS staff survey indicators)

e Metric 8: In the last 12 months having personally experienced discrimination a work from
any of the following - manager, team leader or other colleagues (national NHS staff
survey indicators)

¢ Metric 9: Percentage difference between organisations Board voting membership and its
overall workforce.
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3. Actions taken in 2018/19

The following actions commenced in 2018/19

¢ Implementation of case triage mechanism whereby potential employee

relation cases are reviewed in partnership prior to commencing a disciplinary
investigation, to ensure consistent and fair practice and reduce the risk of

discrimination.

e Increased resource to Freedom to Speak Up roles
Establishment of People Committee to raise the profile of equality on the

people agenda

4. WRES 2018/19 indicator findings
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18/19 data

17/18 data

Progress

% of staff in Agenda for Change bands and VSM
compared with the % of staff in the overall

See appendix

See appendix

No significant
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workforce 1 ! change
Relative likelihood of white staff being appointed 1.17 times 0.72 times Deterioration
from shortlisting compared with BME more likely more likely
Relative likelihood of staff entering the formal 0 — no more 0 — no more No Change
disciplinary process likely likely 9
Relative likelihood of white staff accessing non- 0.4 times more | 0.36 times
mandatory training and CPD compared to BME I'. : . Deterioration
staff ikely more likely
KF2§ Percentage of staff experiencing harassment, White 18.6% White 17% . .
bullying or abuse from patients, relatives or the BME 13 5% BME 5.6% Deterioration
public in the last 12 months 7o o0
KS26 Percentage of staff experiencing bullying or White 25.6% White 25.4% Deterioration
abuse from staff in the last 12 months BME 22.7% BME 22.2%
KFZj Percentage of staﬁc .bellevmg that the trust. White 88.6% White 90.9%
provides equal opportunities for career progression BME 92 9% BME 81 8% Improvement
or promotion e R
Q17 in the last 12 months have you personally
experienced discrimination at work from any of the | White 6.7% White 6.4% Imorovement
following b) manager/team leader or other BME 18.2% BME 22.2% P
colleague
Percentage different between the organisation No BME Board | No BME Board N

o change

Board voting membership and its overall workforce

members

members

6. WRES Conclusions
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We remain encouraged with our overall WRES measures and note two areas of
improvement, although there has been deterioration in some areas demonstrating
that there more work that can be done to eliminate disparities in experience and
outcomes for NHS employees and job applicants of different ethnicities.

Our cultural programme of work has assisted the improvement of our equality,
diversity and inclusion, however we are particularly concerned with the following
areas:

e percentages of staff experiencing bullying or abuse from staff in the last 12
months (regardless of ethnicity, metric 6)

e increase in percentage of BME staff experiencing bullying, harassment or
abuse from patients, visitors or service users

o BME staff personally experiencing discrimination from a manager, team lead
or other colleague

WRES Actions

Our ambition to ensure that RJAH is a great place to work will have specific actions
in terms of civility and staff experience as part of the people agenda, alongside
creating create “diversity of thought” whereby equality, diversity and inclusion is on
everyone’s agenda and we becomes embedded within all our systems and
processes to ensure impact for everyone.

Specific actions on each of the metrics are included within the action plan at
Appendix 2.
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Appendix 1 Percentage of BME Staff compared with the percentage of staff in the overall workforce (Non Clinical, Clinical and Medical)

As on 31.3.18 As on 31.3.19
White BME Not Stated White BME Not Stated

1 5.3% | 0.2% 0.8% 1 5.1% 0.2% 0.5%
2 11.7% | 0.1% 0.5% 2 12.6% | 0.0% 0.3%
3 3.5% | 0.1% 0.2% 3 3.5% 0.1% 0.1%
~ 4 5.9% | 0.0% 0.1% 4 6.2% 0.1% 0.1%
S 5 2.7% | 0.0% 0.4% 5 2.9% 0.0% 0.4%
% 6 1.7% | 0.0% 0.1% 6 1.7% 0.0% 0.1%
%’ 7 1.1% | 0.1% 0.1% 7 1.3% 0.1% 0.0%
5;; 8a 0.8% | 0.0% 0.1% 8a 1.1% 0.0% 0.0%
8b 04% | 0.0% 0.0% 8b 0.4% 0.0% 0.0%
8c 0.3% | 0.0% 0.0% 8c 0.5% 0.0% 0.0%
8d 0.1% | 0.0% 0.0% 8d 0.0% 0.0% 0.0%
9 0.1% | 0.0% 0.0% 9 0.1% 0.0% 0.0%
VSM 0.3% | 0.0% 0.1% VSM 1.0% | 0.0% 0.0%

1 0.1% | 0.0% 0.0% 1 0.1% | 0.0% 0.0%

2 10.1% | 0.3% 0.8% 2 9.9% | 0.6% 0.7%

3 3.6% | 0.0% 0.2% 3 3.7% | 0.0% 0.3%

4 1.0% | 0.0% 0.1% 4 1.0% | 0.0% 0.1%

Qo 5 17.8% | 0.2% 1.5% 5 17.4% | 0.5% 0.8%

%’ 6 9.0% | 0.3% 0.7% 6 9.4% | 0.3% 0.6%

% 7 5.6% | 0.0% 0.5% 7 53% | 0.1% 0.5%

= 8a 1.5% | 0.3% 0.1% 8a 1.8% | 0.2% 0.1%

8b 0.2% | 0.0% 0.1% 8b 0.3% | 0.1% 0.0%

8c 0.1% | 0.0% 0.0% 8c 0.1% | 0.0% 0.1%

8d 0.1% | 0.1% 0.0% 8d 0.1% | 0.1% 0.0%

9 0.0% | 0.0% 0.0% 9 0.0% | 0.0% 0.0%
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| 0.0%

| 0.0%
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VSM 0.0% 0.0% VSM 0.1% 0.0%
= White BME Not Stated White BME Not Stated
a Consultants 3.6% | 1.6% 0.5% Consultants 3.5% | 1.5% 0.6%
Q
“a’ non consultant career grades 0.2% | 0.7% 0.2% non consultant career grades 0.2% | 0.8% 0.1%
5;; Trainee grades 0.5% | 0.8% 0.3% Trainee grades 0.3% | 0.5% 0.3%
Other 0.3% | 0.0% 0.1% Other 0.3% | 0.0% 0.1%
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Appendix 2 WRES ACTION PLAN 2019/20 é’;é

D

WRES Indicator/Metric 17/18 data 18/19 data Analysis Action c

Percentage of staff in each of the AFC Pay Bands Continue to monitor this data N

compared with the percentage in the overall through the appropriate S 9

workforce (Refer to Appendix 1) forum. %‘j%

Instigate analysis of data to )

Relative likelihood of white staff being appointed from | 0.72 times more 1.17 times more understand the reasons for &

shortlisting compared with BME staff likely likely Deterioration non-shortlisting of BME ®
applications.

Relative likelihood of BME staff entering the formal 0 . . Review of triage/case w
N . L . . —no more likely | 0 —no more likely | No Change ;
disciplinary investigation compared with white staff conference arrangements. Q

Q
E
Ro
Ongoing encouragement to e
all employees to ensure they g
are able to access training to
support their knowledge and ~
skills promoting access to o
. . HH o Q
Relative likelihood of white staff accessing non- 0.36 times more | 0.4 times more rDe?;zrilr?sta;?:\;obuurLble GPD opportunities. § g
mandatory training and CPD compared to BME staff | likely likely position 5 2
o
Analysis to understand if any
staff group are affected.
:
S
Deterioration. Triangulation with datix °
KF25 Percentage of staff experiencing harassment, White 17% White 18.6% information to establish if a
bullying or abuse from patients relatives on the public Staff survey data particular staff group were
in the last 12 months. BME 5.6% BME 13.6% unable to pinpoint a affected in year. Any findings >
particular staff group to be fed into an appropriate 5
6 2
2
2
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affected.

local group to agree actions.

KS26 Percentage of staff experiencing harassment,
bullying or abuse from staff in the last 12 months

White 25.45%

BME 22.2%

White 25.6%

BME 22.7%

BME and White staff
experiencing similar
levels which remains
concerning.

Actions to fall within remit
increasing “diversity of
thought” on the people
agenda to reduce the
percentage of staff in any
group being exposed to
harassment, bullying or
abuse.

Actions falling under
“excellent place to work” as a
Trust wide objective.

Actions falling under culture
of civility and improved staff
experience.

KF21 Percentage believing that trust provides equal
opportunities for career progression or promotion

White 90.91%

White 88.6%

Improvement on
previously good
position.

BME 81.8% BME 92.9%
Q17 In the last 12 months have you personally White 6.4% White 6.7% Actions to fall within remit
experienced discrimination at work from any of the ’ ’ Improvement increasing “diversity of
following? B) manager/team leader or other thought” on the people
colleague BME 22.2% BME18.2% agenda to reduce the
7
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percentage of staff in any
group being exposed to
harassment, bullying or
abuse.

Actions falling under
“excellent place to work” as a
Trust wide objective.

Actions falling under culture
of civility and improved staff
experience.

Percentage difference between the organisations
Board voting membership and its overall workforce

No BME Board
members

No BME Board
Members

No change.
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NHS

The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust
Chairs Assurance Report
Finance Planning and Digital Committee 24" September 2019

0. Reference Information

Author: X:;é tzi;d'?rlsgt’ Secretary Paper date: 26t September 2019
Executive Sponsor: Qfsfételjsg\l/aeybirector Paper Category: Performance

Paper Reviewed by: ginn daB(i:gei,t;erformance Paper Ref: N/A

Forum submitted to: | Board of Directors Paper FOIA Status: | Full

1. Purpose of Paper

1.1. Why is this paper going to Trust Board and what input is required?

This paper provides an outline of the Finance Planning and Investment Committee Agenda
for the meeting of 24t September 2019. This will support the verbal report provided by the
Non-Executive Chair of the committee.

2. Executive Summary

2.1. Context

The Board of Directors has delegated responsibility for the oversight of the Trust’s financial
performance to the Finance Planning and Digital Committee. This Committee is responsible
for seeking assurance that the Trust is operating within its financial constraints and that the
delivery of its services represents value for money. Further it is responsible for seeking
assurance that any investments again represent value for money and delivery the expected
benefits. It seeks these assurances in order that, in turn, it may provide appropriate
assurance to the Board.

2.2. Summary

Due to the timing of the committee it is not possible to provide a paper Chair's Report and
this will be provided at the next meeting. The Non-Executive Director Chair of the committee
will provide a verbal report covering the attached agenda from the committee.

2.3. Conclusion

The Board is asked to note the agenda and that a verbal report will be provided during the
meeting.
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Agenda

Location Date

Meeting Room 3, Main Entrance 24/09/19

1. Introduction

1.1. Apologies
1.2. Minutes from the previous meeting
1.3. Action Log

1.4. Declaration of Interests

2. Finance

2.1. Performance Overview Report (Month 5)
2.2. Finance Director Report

2.3. Service Line Reporting

2.4. QIPP Delivery Progress

3. Policies

3.1. Procurement Strategy and Update

4. Planning

4.1. Internal Audit Theatre Activity Report
4.2. Job Planning Action Plan

4.3. Bookings Transformation and LLP penalty management

4.4. Veterans Business Case (Paper to Follow)

5. Digital

5.1. Cyber Security Update
5.2. Digital Strategy Update

Owner

Alastair Findlay

Alastair Findlay
Alastair Findlay
All
All

Kerry Robinson
Craig Macbeth

Victoria
Brownrigg

Mark Salisbury

Helen Lewis

Gurpreet Dulay
Nia Jones
Alyson Jordan
Lee Osbourne

Simon Adams

Simon Adams

Time

14:00

14:00

14:05
14:10

14:15

14:20
14:25
14:30

14:35

14:40

14:50
14:55
15:00
15:05

15:10
15:15
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Agenda 3
-
c
. . (=2
Location Date Owner Time =3
Meeting Room 3, Main Entrance 24/09/19 Alastair Findlay 14:00
n
O
=.
6. Committee Management %
6.1. BAF and corporate risk register (Paper to Follow) Shelley 15:20 §
Ramtuhul c
6.2. CQC Action Plan (Paper to Follow) Shelley 15:25 &
Ramtuhul
7. To Note: w
7.1. Review of work plan Mary Bardsley  15:30 'g
7.2. Chair Report: Digital Steering Group Simon Adams 15:35 %
7.3. PRM Divisional Letters Kerry Robinson 15:40 R0
7.3.1. Surgery g(?h
7.3.2. Medicine g
7.3.3. Diagnostics
7.3.4. Theatres =
7.3.5. Estates and Facilities 'U
7.3.6. Library Scanning Team (:D.\
o
7.3.7. E-Rostering 3
o
3
8. Any Other Business 15:45 o)
Qo
8.1. Next Meeting: 29th October 2019 at 2pm
o
g
3
wn
o
>
=1
®
o
>
>
<
Q
=5
@
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c
7
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®
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The Robert Jones and Agnes Hunt NHS| o
Orthopaedic Hospital 5
Month 5 Integrated Performance Report IS ERHNCRION Tk 3
-
c
=X
0. Reference Information o
Claire Jones, Principal o
Author: Analyst and Data Quality | Paper date: 26/09/2019 )
Lead 9
Kerry Robinson, Director o
Executive Sponsor: | of Performance, Paper Category: Performance |:|'|h
Improvement and OD c>l§
o
Paper Reviewed by: | Executive Team Paper Ref: N/A %
@
Forum submitted to: | Board of Directors Paper FOIA Status: | Full
w
1. Purpose of Paper O
c
)
1.1. Why is this paper going to Trust Board and what input is required? Z
Ro
The Board is required to assure itself that the Trust is providing high quality, caring and safe health %)
care services in accordance with national regulatory standards. o
@
The purpose of the Integrated Performance Report (IPR) is to provide the Trust Board with the <
evidence of achievement against the national regulatory standards, identification of emerging risks
and the assurance that an improvement plan is in place and is effective.
N
This paper is for information summarising the key performance indicators, highlighting areas of high 'U
or low performance for safety, quality, workforce, operational or financial metrics. o)
The Board is asked to note the overall performance as presented in the month 5 (August) Integrated %
Performance Report, against all areas and actions being taken to meet targets. R
S
o
2. Executive Summary g
2.1. Context
The paper incorporates the monthly integrated performance report with associated narrative and
descriptions of key actions. o
2.2. Summary 2
»
In line with the Trust’'s Performance Management Strategy and Accountability Framework, Board-level 5]
Key Performance Indicators (KPIs) which are considered to drive the overall performance of the Trust 3
have been agreed by the committees of the Board and are included in this report. T
The Trust remains in segment 2 of the NHS Improvement Single Oversight Framework.
Areas of performance to highlight this month are as follows;
IS
Caring for Staff;
1
e Absence remains above the 4% target at 4.86% being above target for four months out of five <
this financial year. However remains within normal variation. Q
e Turnover remains comfortably within 8% target at 6.12% another month at this level will (:;’
conclude a step change in normal variation for this measurement. %
&
1 =
@
n
n
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c
(=2
Caring for Patients; o
¢ No serious incidents for three consecutive months.
e Reduction delayed discharges from 6.82% to 4.75% outside target for over 12 months but N
within normal variation. o
e All cancer waiting times standards met up to July (as reported a month in arrears), a fifth -
consecutive month. @
e One unexpected death in August. m
e Our English RTT open pathways performance is reported at 88.69%, 1.34% behind our P
trajectory, not meeting the regulatory standard for four months and below normal variation, e
linking to levels of theatre activity. =
¢ No patients waiting over 52 weeks except BCU transfers with patients transferred to RIAH @
after waiting 52 weeks and over.
e Welsh diagnostics standard reported at 100% for third consecutive month. English
diagnostics waits standard reported not meeting 99% target for eight consecutive months, o
however improvement plan showing impact with steady improvement for three consecutive :
months. QO
c
2
Caring for Finances; <
Ro
Theatre activity remains below plan and continues to impact on financial position. QUJ)
Outpatient activity remains behind plan for a third consecutive month. T
e Agency non-core remains above the national target as it has for 13 consecutive months, but <
core within target.
o Use of resources score now sits at 3 which under the 19/20 oversight framework is a trigger
point. ~
It is important to note that the following KPI's have action plans in place as requiring improvement to T
their data quality for reporting; @
e Voluntary staff turnover )
o Total patient falls 3
e Bed occupancy 2
o
. @
2.3. Conclusion Qo
It is anticipated that there will be small amendments to the latest IPR layout as we progress through
the year, additionally with the recent publication of the NHSI 19/20 Single Oversight Framework
further additional KPI's will be recommended to be added to committee reports together with changes
to specific calculations. a1
The Trust Board is asked to note the report and where insufficient assurance is received via the %
responsible sub-committee of the Board, the Board will seek additional assurance. %
o
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