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Agenda

Location Date
Board Room, Conference Suite at 2/11/22
RJAH
1. Welcome

1.1. Apologies

1.2. Declarations of Interest
1.3. Minutes from the previous meeting 07.09.2022
1.4. Matter Arising

2. Presentations

2.1. Guardian of Safe Working Hours - Mr Chris Marquis

2.2. Veterans Award

3. Chairman / CEO Update

4. Corporate Risk Register

Owner Time
09:30
09:30

All

All

Chairman

All

Chief Medical 09:40
Officer

Chief Executive 09:55
Officer

Chief Executive 10:05
Officer

Acting Trust 10:15
Secretary
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Agenda

Location

Board Room, Conference Suite at

RJAH

5. Quality and Safety

5.1. Chief Nurse and Patient Safety Officer Update (verbal)
5.1.1. IPR Exception Report
5.1.2. Near Miss Annual Report

Date

2/11/22

5.1.3. Patient Safety Alert Annual Report

5.1.4. Controlled Drugs and Accountable Officer Annual Report
5.2. Chief Medical Officer Update

5.2.1. Learning from Deaths Q2 Report

5.2.2. Clinical Audit Annual Report
5.2.3. Chair Report from Quality and Safety Committee

5.3. IPC Improvement Plan

5.4. IPC Q2 Report

5.5. Chair Report from IPC Quality Assurance Committee

BREAK

Owner

Chief Nurse
Chief Nurse
Chief Nurse
Chief Nurse
Chief Nurse

Chief Medical
Officer

Chief Medical
Officer

Chief Medical
Officer

Non Executive
Director

Chief Nurse
and Patient
Safety Officer

Chief Nurse
and Patient
Safety Officer

Non Executive
Director

Time

09:30

10:25

11:00
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Agenda

Location Date
Board Room, Conference Suite at 2/11/22
RJAH

6. People and Workforce

6.1. IPR Exception Report
6.2. Guardian of Safe Working Hours Q2 Report

6.3. Chair Report from People Committee

7. Performance and Governance

7.1. Chief Operating Officer Update (verbal)
7.2. IPR Exception Report

7.3. Long Waiters (Presentation)

7.4. Elective Recovery Self Certification

7.5. Finance Performance Report

7.6. Chair Report from Finance, Planning and Digital Committee

7.7. Chair Report from Extra Ordinary Finance, Planning and
Digital Committee

7.8. Chair Report from Audit and Risk Committee

8. Questions from the Governors and Public

9. Overall Board Reflection and Comments

Owner Time

09:30

11:15

Chief People
Officer

Chief Medical
Officer

Non Executive
Director

11:35

Chief Operating
Officer

Chief Operating
Officer

Chief Operating
Officer

Chief Operating
Officer

Chief Finance
and Planning
Officer

Non Executive
Director

Non Executive
Director

Non Executive
Director

Chairman 12:10

All 12:15
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Agenda

Location Date
Board Room, Conference Suite at 2/11/22
RJAH

10. Any Other Business
10.1. Next Meeting: 11 January 2023 (Public)

Owner

All

Time

09:30

12:20
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NHS

The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust
Harry Turer @ 01691 404358

Chairperson
BOARD OF DIRECTOR — PUBLIC MEETING
7 SEPTEMBER 2022 AT 9.30AM, BOARD RoOM AT RJAH
MINUTES OF MEETING
Present:
Harry Turner Chairperson HT
Paul Kingston Non-Executive Director PK
Chris Beacock Non-Executive Director CB
Penny Venables Non-Executive Director PV
Sarfraz Nawaz Non-Executive Director SN
Stacey Keegan Chief Executive Officer SK
Craig Macbeth Chief Finance and Planning Officer CM
Sara Ellis Anderson Chief Nurse and Patient Safety Officer SEA
Ruth Longfellow Chief Medical Officer RL
Mike Carr Chief Operating Officer MC
In Attendance:
David Gilburt Associate Non-Executive Director DG
John Pepper Associate Non-Executive Director JP
Martin Evans Associate Non-Executive Director ME
Denise Harnin Interim Chief People Officer DH
Shelley Ramtuhul Trust Secretary/Director of Governance SR
Jacqueline Barnes Improvement Director from NHSE/I JB
Mary Bardsley Assistant Trust Secretary - Minute Secretary MB
Sheila Hughes Governor SH
Martin Bennet Governor MBe
Andrew Roberts Research Presentation AR
MINUTE  TITLE
\[¢]
07/09.01 | APOLOGIES

Apologies were noted from Martin Newsholme, Non-Executive Director.
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07/09.02

MINUTES OF THE PREVIOUS MEETINGS
06 July 2022 - the minutes were agreed as an accurate reflection of the meeting and therefore
approved by the Board.

07/09.03

MATTERS ARISING
There were no further items tabled for discussion.

07/09.04

DECLARATION OF INTERESTS
PK shared that he has recently been appointed independent director for Education at
Cheshire University. PK agreed to complete a declaration of interest form.

07/09.05

PATIENT STORY
SEA welcomed and introduced Mrs Helene Faure who attended the meeting to present her
patient story. The following key points were noted:
= Helene was referred to the Trust by her GP with an injury to my left hand and ongoing
pain — suspected arthritis.
= Attended an appointment where discussions were held regarding Helene’s care plan
= An injection for pain relief was administered
= Helene has since undergone surgery - decompression of the carpal tunnel in both
hands
= Helene uses the physio exercise to strengthen her hands and continues to learn how
to use her hands differently in view of my arthritis
= The MDT were exemplary, and the care was truly coordinated

Helene described her care at the Trust as excellent, noting the following ‘little’ things can
make a significant difference to a patient’s journey; ‘Kindness, consistency, caring for her as
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a person who happens to be a patient, being health focused, understanding lifestyle and
proposing a care plan to keep my quality of life. Phone calls and time to be heard, a choice
of hot. Every contact, throughout the hospital, seemed to count for the staff so | felt safe and
my privacy, dignity and what was important to me were respected.’

Helene suggested that patients are given two sets of hand supports following surgery as the
fabric becomes dirty within a brief period.

On behalf of the Board, HT thanked Helene for her story and experiences. SEA echoed HT
comments and highlighted the importance of shared decision-making regarding patient care
— patient choice remains a key focus for the Trust.

SWOdIPM T

07/09.06

07/09.07

RESEARCH PRESENTATION

At a previous strategy meeting, the Board agreed the Research portfolio is to be increased
across the organisation and therefore invited AR to attend to present an overview of the
direction of moving forward. AR shared the presentation thanking PK for his guidance and
Teresa Jones, Research Manager for supporting. HT reminded the Board that a Research
and Education Committee is to be established.

The following comments were noted:
= Looking forward to seeing further information following the next steps
= Qutcomes is an important aspect of learning and although PROMs are well
established within the organisation, further work is to be completed to integrated into
all services
= Will support in attracting staff to work for the Trust

The Board thanked AR for his inspirational and driven presentation and supported the request

for a Business and Innovation Strategy to be created.
CHAIR AND CHIEF EXECUTIVE OFFICER UPDATE

CHAIR UPDATE
On behalf of the Board, HT welcomed Martin Evans, newly appointed Associate Non-
Executive Director to the team.

HT also welcomed three new elected Governors, Martin Bennet (Shropshire), Nikki Kuiper
(Shropshire) and Sheila Hughes (North Wales) before thanking MBe and SH for joining
today’s meeting. HT confirmed the following: Willian Green has been reappointed Lead
Governor; Victoria Sugden has been appointed as the Stakeholder Governor for the League
of Friends following Peter David resigning from the position and Kate Betts has been
reappointed the staff governor

SK welcomed Denise Harnin, Interim Chief People Officer who has been supporting the Trust
whilst recruitment takes place for the substantive Chief People and Culture Officer. Following
an interview process in August 2022, Jane Haire has been offered and accepted the role as
Chief People and Culture Officer and is due to join the Trust in the New Year.

SK informed the Board that SR will be leaving the Trust at the end of the month to join
Shropshire Community Trust and thanked SR for her time and commitments to the Trusts.

HT updated on the following regarding to the system:

= The Trust continue to engage with the system and improve ways of working and
relationships

= HT has agreed to Chair the System Integrated Delivery Committee which oversees
the big-ticket items

= Visit from Sir Neil recently and he was impressed by the organisation

= Positive feedback from the region regarding 104 weeks and IPC — thank you and well
done

= Board to Board meeting in October has been confirmed

CHIEF EXECUTIVE OFFICER UPDATE
SK highlighted the following activities and events for the Trusts:
= Thank you, week, — in replacement of the annual awards ceremony, the Trust
arranged for a thank you week to be scheduled which saw staff get involved in a
variety of activities.
= NOA Awards — on behalf of the Board, SK congratulated the three finalists for the
annual awards. They included, path of positivity, my recovery, and the green plan
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07/09.08

07/09.09

07/09.10

= The Trust has been named as Quality Data Provider by the NJR for the fourth year

= Engineers within the ORLAU department have won the healthcare application award
following their work to update an old-fashioned knee alignment device

= The Trust signed a contract with System C to provide a new electronic patient record

= Health Hero (July) — Congratulations to the Covid-19 Testing Team who were
nominated by Pre-Op Assessment manager Jo Bidmead for working tirelessly over
the past 12months

= Health Hero (August) — Congratulations to Ben Parrish, Steve Bishton and Louise
Evans who stepped up and filled an unexpected period of leave from their manager.

PV thanked SK for the positive updates and requested a copy of the Trusts green plan video
following the previous Board meeting.
ACTION: to circulate the Green Plan video to all Board members

PERFORMANCE REPORT

PERFORMANCE REPORT
MC explained that each exception report be presented throughout the meeting before
hlghllghtlng the overall flash report:
KPI for outbreaks has been incorporated into the report
= The content of the report is to be reviewed to improve reporting and incorporating
SMART actions
= There is a noted high level of turn over and vacancy rates have increased
= 104-week waiters remain a key focus — performance is improving
= Performance has been measured against the original plan and resubmission — more
information to follow throughout the meeting
= Diagnostics decrease is related to MRI capacity

= |mprovements in sickness have been noted in August as well as vacancy rates.
EXCEPTIONAL ITEMS

BOARD ASSURANCE FRAMEWORK

The framework has been presented to the Board for consideration and approval. It was noted
the document has been discussed at the Executive Team meeting and each risk will be
presented to the relevant assurance committee for further debate throughout the month.

SR highlighted the changes within the format and noted the summary front sheet which aligns
the risks to the corporate objectives. The Board were encouraged to share any comments.
The following was noted:
= To be discussed at the private board in October to allow detailed discussion at the
Committee meetings throughout the month
ACTION: add to the private board meeting in October
= Positive link between the risks and the objectives
= Highlighted that risks that are no longer on the BAF are due to the updated objective
agreed by the Board
= Noted the document is work in progress.

The Board thanked SR for the update before noting the framework

IPR EXCEPTION REPORT — CARING FOR PATIENTS
The following was highlighted:
= One RJAH acquired c-diff - this was the same patient as reported in June that
unfortunately had a relapse of their infection. A Post Infection Review was undertaken
and determined antibiotic usage was the expected cause although all antibiotics were
prescribed accordingly.
= One E-coli bacteraemia - Sheldon ward. Infection source not identified. There was
appropriate management of the infection and no lapses in care identified.
= One MSSA bacteraemia Patient confirmed to have a surgical site infection which is
the source.
= Qutbreaks - this is a new IPC metric reported to Board. In July there was a total of
six outbreaks (One MRSA outbreak and Five COVID-19 outbreaks)
= No SSiIs reported in July in the IPR although there is ongoing surveillance for 12
months and two SSls have been identified in August following surgeries in July (2
THR).
= A thematic review for the 5 SSlIs in quarter one has been completed with
recommendations being actioned through the surgical site surveillance group
including focus on post op wound care and patient information.

SWOdIPM T
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= Never event under investigation is being undertaken following a retained foreign
object following a patient’'s shoulder surgery. The level of harm is yet to be
determined. The Trust confirmed a duty of candour review being completed — both
the surgeon and patient are being supported.

It was suggested that at future meetings an update is received from the Chief Nurse and Chief
Medical Officer on current events.

DG commented on the increased numbers of falls and queried whether Bay Watch was still
embedded across the organisation. SEA explained that patient harms is considered for all
falls and are discussed at the next meeting. Most falls are linked to rehab patients as this is
a continued risk as part of MCSI. To gain further assurance, CB agreed to scrutinise further
within the committee’s presentation. SK explained that bathrooms are being reviewed to
support the patient’'s safety and informed the board that falls awareness week is being
scheduled for later in the month.

SWOdIPM T
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07/09.11 | CHAIR REPORT FROM QUALITY AND SAFETY COMMITTEE
The following key points were highlighted:
= Further scrutiny of patient falls is required
= Full therapies service review is to be completed following the presentations of the
clinical service quality report.
= Development of the learning from deaths paper to include learning
The Board note the Chairs assurance report.
07/09.12 | LEARNING FROM DEATHS (Q1 REPORT)
RL presented the paper highlighting that following presentation at the Quality and Safety
Committee, there are no concerns to escalated.
RL explained that work is being undertaken to improve the presentation and detail of the
report. HT asked for learning to be incorporated into the report following CB chairs update.
07/09.13 | CHAIRS ASSURANCE REPORT — IPC QUALITY ASSURANCE COMMITTEE
The following points were noted:
= Assurance obtained, noting the improvements implements across the organisation
= Nursing of MRSA patients’ concerns were raised — further assurance has been
requested for the next meeting
SEA explained that substantial progress is being made, continue to add to the improvement
plan. JB echoed SEA comments and assurance has been delivered to the committee.
Following a discussion at the meeting, the CB recommended that the Board approve for the
IPC Quality Assurance Committee to be extended for 6 months to continue with the high-level
focus on IPC to which the Board agreed.
07/09.14 | IPC IMPROVEMENT PLAN

The Trust is currently rated amber on the NHSE IPC matrix with full inspection due at the end
of this month. A Review of improvement plan and evidence in July saw overall number of
actions increasing from 67 to 82.

There continues to be substantial progress being made as of the 31 August there are two
actions behind plan, this relates to the microbiology SLA with the impending retirement of our
Consultant Microbiologist. This is being escalated via conversations with SaTH. The second
delayed action is the installation of glass doors on Gladstone ward and given current
increased occupancy and waiting list demand the estates team are unable to access the ward
to complete the works.

Key achievements include the development of the IPC dashboard, review of the hygiene code
gap analysis seeing overall compliance increase to 96%, appointment of the deputy DIPC
commencing in post on the 19th of September. There was also a positive visit from NHSE to
theatres Baschurch and HDU in July.

A Monthly self-assessment of progress against the formal undertakings is presented at NHSE
Improvement Review Meetings. Next steps regarding formal assessment against
undertakings outlined in section 3.2.3 which includes a sustainability questionnaire being sent
to staff across the Trust.
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A huge amount of improvement has been seen across the organisation and IPC will remain
a priority and focus to enable the changes to sustain. On behalf of the Board, HT
congratulated the Trust on the great progress.

07/09.15

IPC ANNUAL REPORT

SEA informed the Board that the report has been reviewed by IPC Committee and IPC Quality
Assurance Committee. The annual report is set out against the ten criteria of the hygiene
code.

It has continued to be a challenging year with Covid impact and multiple changes in guidance
the team had to respond to. An MRSA outbreak in the summer of 2021 which saw the Trust
move to red in the NHSEI internal IPC matrix. An IPC improvement plan was developed in
response to this with collaboration from IPC, estates and facilities, clinical and operational
teams.

Following a discussion, the following points were noted:

= The Trust look forward to seeing the comparison in the report next year

= Concerns were raised with the attendance at the IPC Committee — this has since be
reviewed

= Highlighted a requirement for less reliance on bank staff, difficulty for those to engage
in the training and the benefits of developing a system wide bank

= A review of the workforce is being undertaken to consider how we the Trust can
support staff with their training.

= Requirement to ensure training and development is available for bank along with
permanent

= wider conversation required around staff training as expectations of completing
training has increased/time to allocated to the team.

The Board noted the annual report.

SWOdIPM T
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07/09.16

07/09.17

IPC REPORT (Q1)
SEA welcomed comments on the reviewed format of the report before highlighting the
following:
= 2 HCAIS, 5 SSils, All PIRs completed, 4 covid outbreaks in Q1
= Improved HH/BBE audit results
= Cleanliness audits remain above target. April 22 saw the implementation of the
national standards of cleanliness
Environmental improvements seen with several ward and department refurbishments
Strengthened training requirements with continual improvement seen
Increased capacity within the IPC team and development of the IPC strategy
Strengthened governance and upward reporting to IPCC
Total of 17 QA walks undertaken with themes shared at IPCWG - storage, cleanliness
of equipment, floors, and inappropriate items in shower rooms
= NHSE inspection in June saw the Trust move from Red to Amber
= Case of need Investment requested for housekeeping. An open day has been
scheduled for 12 September

JB informed the Board that there are three letters expected in due course, one of which is
from Kirsty Morgan following her visit to review as a halfway point and highlights her feedback.

In relation to the self-assessment letter, HT noted that the issues have been managed pre
and post the ICS formation. If the system is assured, they will support the Trust in an
application to the region. HT encouraged SEA and RL to discuss with counterparts within the
ICB.

PEOPLE AND WORKFORCE

CHAIR REPORT FROM PEOPLE COMMITTEE

It was noted that the incorrect version of the chairs report was presented to the meeting,
therefore it was noted that the report was to be circulated following the meeting.

ACTION: circulate the people committee chair report to all Board members

Aiend ‘g | ereiodio) | uewurey)d ‘g

07/09.18

IPR EXCEPTION REPORT — CARING FOR STAFF
The following was exceptions were discussed:
= Concerning to see turnover increasing — the Trust confirmed there is further work to
be completed to ensure an effective process is in place to become proactive with staff
retiring.
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= Noted a route and branch review of the people services KPlIs is being completed and
an overarching action plan to address issues.

= Need to ensure the baseline metric are known

= Keeping in touch conversations were suggested, the organisation should be
supportive of people development and improving — this would support retention

= Further information on the workforce plan and the risk of impact on delivering the plan
is required

= Head of Strategy and Planning is in the process of completing an assessment on the
operational plan for the first half of the year. Although it was noted the recruitment
risks were aligned to the second half of the year. Further information to be shared at
the October strategy meeting

= Encouraged the Trust to consider rotation approach with some profession to support
training need and the trusts workforce

SWOdIPM T
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07/09.19 | FREEDOM TO SPEAK UP UPDATE
SR provided an update on freedom to speak up:
= The training has been incorporated into the Board programme
= Freedom to speak up champions have been recruited (8 in total). A training/induction
day has been scheduled
= Champions include a variety of staff from across the organisation in different
departments, within different profession
= Reinstated a freedom to speak up app to support with collecting information. The app
allows you to interact with individuals and remain anonymous
= Freedom to speak up report is being reviewed
DG queried how will the Trust publicise the champions. SR explained information will be
circulated via the communications teams, posters will be created and distributed, and
information will be incorporated into the staff training
PK highlighted the benefits from system support with having guardians cross cover with
partner organisations to which the Board agreed.
HT suggested consideration on how to identify the champions is given, for examples those
members of staff to have different lanyards.
07/09.20 | GUARDIAN OF SAFE WORKING HOURS (Q1)

The information has been presented to the People Committee throughout the month. RL
highlighted the following:
= There are atotal of 18 junior doctors across the trust which are noted to being treated
equally
= The safe working hours forum has been reinstated which supports junior doctors
= There have been no concerns raised within Q1

The Board congratulated the Trust on the report and were content with the assurance

provided.
PERFORMANCE AND GOVERNANCE

07/09.21 | IPR EXCEPTION REPORT
The foIIowmg key points were highlighted:
Diagnostics performance is struggling due to the MRI capacity. The Trust are moving
towards a 12hour day/7 days a week to meet the demand. There is a potential for
the Trust to secure a temporary mobile scanner, however funding is to be secured.
= Overdue follow up and backlogs — rheumatology is to be cleared by end of October,
Arthroplasty is linked to one consultant and spines activity has increased
= Elective activity against plan - risk relate to the anaesthetist workforce, impact from
covid and number of cases per session is being reviewed
= Bed occupancy — a review is being completed and options are currently being
considered regarding length of stay
07/09.22 | LONG WAITERS’ PRESENTATION

Following MC'’s presentation on the long waiters, the Board discussed the following:

= Positive information shared relating to the MRI capacity however further assurance
was requested on quality and safety. The Trust confirmed the harms review continues
and patients are reviewed as part of the process.

= Considered the triangulation of the workforce and queried whether the Trust is going
to achieve the target. The Trust confirmed that the original operational plan achieved
the target, however there is a required to increase the workforce and highlighted the
requirement of prioritising patients.
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= MC explained that following a revised target, the Trust are to ensure there are no
104-week waiters by the end of October. The Trust have been clear that this target
will not be achievable due to the capacity and demand.

= |t was confirmed that only patients waiting over 104 weeks are complex patients and
MSK patients which have been transferred to the Trust. The Trust hope to report that
the long waiters will be reduced to spinal patients only

= The reputation of the hospital was noted as many patients choose to wait longer to
ensure they are cared for by the Trust and not referred to another organisation. The
Trust confirmed that it is recording which patients have declined a referral.

HT thanked MC and the team for bringing to the Board’s attention and for ensuring an
increased awareness is noted both internally and externally before asking the Trust to
consider what support is required to ensure the best outcomes.

SWOdIPM T
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07/09.22

FINANCE EXCEPTION REPORT
CM hlghllghted the following relating the Trust finances:
No performance requirement to allocate ERF funding — recognise to covid pressure
and challenges
= Retrospective claim to ERF funding
= Recovery against PP shortfall commenced in July which is expected to continue into
August
= Noted the issues with activity being on track and impact on the finances — the Trust
will continue to inform the Board
= A positive performance in July, noted the struggle ahead as H2 approaches

HT thanked CM for the update and encourage regular updates to the Board to ensure early
oversight and awareness. SN commented on the activity and finances going hand in hand
and echoed HT comments for the Board to be made aware of the challenges and risks.

PV queried the escalation beds, and the agency core spend before asking how many beds
are still open? The Trust confirmed that Sheldon Ward has beds open and are currently trying
to reduce to 2 beds highlighting the cost pressure.

CM explained the agency spend was recently presented to the Finance, Planning and Digital
Committee and agreed to circulate outside of the meeting to all board members. CM
confirmed that the agency spend will still be above target if those beds were closed.
ACTION: circulate the agency slide from the Finance, Planning and Digital Committee
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07/09.23

CHAIR REPORT FROM FINANCE, PLANNING AND DIGITAL COMMITTEE
The following notes were highlighted to the Board:
= Assurance received that the Trust is gaining an understanding on the areas and risks
where activity if not being achieved
= Focus will continue 104, theatre, outpatient, and the overall impact on finances.
Limited assurance has been noted on the papers, but verbal assurance has been
gained from MC updated and the shared plan in place to support.
The Board noted the Chair’s assurance report.

07/09.24

07/09.25

CHAIRS ASSURANCE REPORT — AUDIT AND RISK COMMITTEE
The following notes were highlighted to the Board:
= Policy tracker — limited assurance due to be presentation of the report
= Medication incidents have increased and therefore a deep dive has been requested
by the Quality and Safety Committee
= The Committee agreed that terms of reference for internal audits will be considered
at the aligned each assurance committee meeting for awareness and oversight

The Board noted the Chairs assurance report.
REFLECTIONS/ANY OTHER BUSINESS

QUESTIONS FROM THE GOVERNORS

The Governors thanked the Board and asked the following questions:

1. Staff shortage is a reoccurring theme, is there a an accrue tool used and how does it
benchmark against the country? SEA confirmed the Trust use the Shelford nursing toll
which is assessed daily along with a safer staffing meeting being scheduled each
morning. The trust continues to 97% of safe staffing levels
There is further work to be completed by the Trust, noting the requirement to ensure
conversations are embedded into the exit process to support with retention of staff. It was
noted that there is national staff turnover data available for nursing, where approx. 10-
12% however the Trusts needs to measure against specialist organisations.
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2. World class research and world class knowledge is an aspiration. How will you know who
have received it? The Trust acknowledged that there needs to be an extension to the
baseline to ensure comparison. A review and benchmarking will be considered in time.
RL explained that there are some aspects of Research which the Trust already lead on
using ACI as an example. The Trust are to establish a new Research and Education
Committee which will support.

SWOdIPM T

07/09.26 | QUESTIONS FROM THE PUBLIC
There were no questions shared at the meeting.
07/09.27 | OVERALL BOARD REFLECTION AND COMMENTS

The Board’s reflections of the meeting included the following:
= Assurance gaining following queries and discussion queries
= Great presentation from AR and the importance of supporting him with the new
direction for Research
= The sections of the IPR are to be separated to support the flow of the meeting
= Workforce issues highlighted and awareness of impact on other items is noted
= Theme of developing of needing engagement from system
= Overall good challenges and support noted

= Noted; policies tracker to be aligned to the Committees
EﬁHﬁﬁMﬁMHMHlillllllllllihllllllllllllllllllllll
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07/09.28 | CLOSING REMARKS:
Thank you fo Shelley
On behalf of the Trust, HT thanked SR for her wise council and support over the years adding
a personal thanks in relation to supporting with embedding risk management into the
organisation, being a key link to the Governors. SR has been completing a joint post with
Shropshire Community Trust as the Director of Governance and will commence her role full
time as of October 2022.
HT thanked everyone for attending the meeting and for their contribution in the discussion.
NEXT PRIVATE MEETING: 02 NOVEMBER 2022
BOARD OF DIRECTOR — PRIVATE MEETING
07 SEPTEMBER 2022
SUMMARY OF ACTIONS
REFERENCE/TITLE LEAD STATUS
Actions from the Meeting — September 2022
CEO Update
The Green Plan video to be circulated to all | Trust Secretary Completed — circulated
Board Members following the meeting
Board Assurance Framework
To be tabled for discussion at the next Trust Secretary Completed — added to the
private board meeting agenda for October.
Chairs Report — People Committee
Circulate the people committee chair report | Trust Secretary Completed — circulated
to all Board members following the meeting
Finance Performance
Circulate the agency slide from the Finance, | Chief Finance and Completed — circulated
Planning and Digital Committee Planning Officer following the meeting
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Why do we need a guardian?

Current twice-yearly monitoring mechanism mean it is not a
good measure of rota safety

Penalty bandings mean that health and safety issues are
unhelpfully conflated with pay, preventing issues from being
resolved

BMA, DH and NHS Employers all agreed a new system was
needed — and a system of work scheduling and exception
reporting was agreed in 2013/14 negotiations

Junior doctors concerned that employers would not act on
exception reports

It was agreed that there should be an independent person
responsible for championing safe working hours

. NHS Employers
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Junior doctors
The new zo16 contract

The guardian will:

Champion safe working hours
Attend induction to explain their role to the doctors

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

Provide assurance on safe working and compliance with TCS

NHS Employers

suone

O30 /u

ISid ®

pue
Auend g fresodion ¢ | ewureyd g | waesaid "z |swoopm T

pue
g|doad 9

pue aou

wouy s

resano 6 Juonsend ‘g Jewioped 2

preog

1BYy10
Auy 0T

[ERN
»




alyg
L

NHS Employers

The guardian will not:

Design rotas

Manage individual work schedules

Act as the educational champion

Review every aspect of doctors’ working patterns

Intervene in every exception

Agree working patterns or schedules with individual doctors

Answer questions which fall outside their remit - though should

know where to direct the doctor for further help (e.g. medical
staffing or the BMA)
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'E_ NHS Employers

Junior doctors
The new 2016 contract

Distinction between roles

The guardian is not responsible for education and training, this
remains the role of the DME.

The guardian is not responsible for the line management of
junior doctors (unless this was already part of their separate
role as a clinical/educational supervisor).

The guardian role does not replace the role of educational
SUpPErvisors.

The guardian of safe working hours should not be confused
with other guardian roles such as the Caldicott guardian or
Freedom to Speak up guardian.
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Junior doctors

2018 contract refresh

':_. NHS Employers

117 Crleyiention

Rota rules at a glance

Thi below table highlights the rota rules outlinad in the terms and conditions of service
[TCS] and provides lurther notes for employvers oneach rule. For full details please refer to

schedule 3 of the TCS.

Rule
Max 48 hour average working woek

Max 72 hours work in any
consecutive period of 168 hours
Max 13 hour shift length
fb-hours of rest required after any
number of rostered night shifis
Max & consecutive long shifts*, at
least 48 hours rest following the
fewrth shift

Max & consecutive long
daytime/evening shifts, at least 48
hours rest fallowing the fourth shift
Max 4 consecutive night shifts, At
least &4 hours rest following the
third or fourth such shift

Max 7 cansecutive shifts® [except
on low intensity on-call rotas), at
least 48 hours rest following the
final shift

Max frequency af 1 in3 weekends
can be worked

Mormally at least 11 hours
continuous rest between rosterad
shifts [separate on-call provisions
below).

Moles

A quardian of safe working hours fine will apply il this rule is
breached

A guardian of safe working hours fine will apply il this rule is

| breached -
| Dn-call periods can be up to 24 hours

| Long shift la shift rostered to last loniger than 10 hours]

Long evening shift: a long shift starting before 16,00 rostered
to finish after 23.00 |a long shift starting after 16.00 will fall in
to the definition of a night shift]

Might shift: at least 3 hours of wark in the period 23.00 to
04.00. Rest must be given at the conclusion ol the final shiit,

 which could be the third or fourth

Low intensity on-call: duty on a Saturday and Sunday where 3
hours, or less, work takes place on each day, and no more
than 3 episodes of work each day, Up to 12 consecutive shifts
can be worked in this scenario provided that no other rule is
breached

Weekeand work [any shifts/on-call duty periods where any
wiork falls between 00.01 Saturday and 23.59 Senday]

Authorisation for a rota using a pattern greater than 1 in 3

- should require a clearly identified clinical reasan agreed by

the clinical director and be desmed appropriate by the
quardian of safe working.

Breaches of rest subject to timme off in lew [TOIL] which must
be given within 24 hours. In exceptional circumstances where
rest i reduced to fewer than 8 hours, time will be paid at 5
penalty rate and the doctor is not expected to wark more than
5 hours the following day. A guardian of sale working hours
fine will apply in this circumstance
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31]' minute break fuf 5 hours work,
a second 30 minute break for more
than ¢ hours

A third 30-minute paid break for a
night shift rostered to last 12 hours
or more

A guardian of safe working hours fine will apply if breaks are
missed on at least 25 per cent of occasions across a 4 week
reference period. Breaks should be taken separately but if
combined must be taken as near as possible to the middle of
the shift

Specific to on-call working patterns

Mo consecutive on-call periods
apart from Saturday & Sunday. No
more than 3 on-call periods in 7
consecutive days

Day after an on-call period must
not be rostered to exceed 10 hours

Expected rest while on-call is 8
hours per 24 hour period, of which
at least 5 hours should be
continuous between 22.00 and
07.00

No doctor should be rostered on-
call to cover the same shift as a
doctor on the same rota is covering
by working a shift

A maximum of 7 consecutive on-call periods can be agreed
locally where safe to do so and no other safety rules would be
breached; likely to be low intensity rotas only

' Where more than 1 on-call period is rostered consecutively

fe.q. Saturday/Sundayl, this rule applies to the day after the

last on-call period

If it is expected this will not be met, the day after must not
exceed 5 hours. Doctor must inform employer where rest
requirements are not met, TOIL must be taken within 24

hours or the time will be paid. A guardian of safe working

hours fine will apply in this circumstance.,

Unless there is a clearly defined clinical reason agreed by the
clinical director and the working pattern is agreed by both the
guardian and the director of medical education

*As soon as reasonably practicable from August 2019, and in any event as soon as possible
befare 5 August 2020, the employer will consult with doctors and agree to alter existing

rotas.
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Junior doctors
The new 2016 contract

_ NHS Employers

Exception reports

Doctors should report exceptions where day-to-day work
varies from that set out in the work schedule.

They must be submitted within

— 14 days (standard)

— 7 days If payment is requested

— 24 hours where there are immediate safety concerns

Any issues should at first be addressed by the clinical or
educational supervisor, to establish whether this is truly

exceptional or whether it requires a work schedule
review.

The guardian of safe working hours will be able to view
all exception reports.




Junior doctors

2018 contract refresh
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. NHS Employers

Junior doctors
The new 2016 contract

Quarterly reporting

 The Board and LNC 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

— Detalils of fines levied

— Data on rota gaps

— Data on locum usage

— Other data deemed to be relevant by the guardian

— A qualitative narrative highlighting areas of good
practice and / or persistent concern
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Junior doctors . .
The new 2016 contract .- L NHS Employers' ) ;u

Data for quarterly reporting

Data will be gathered from sources such as:
» Exception reporting system

» Vacancy reports

« Locum usage report

» Qualitative feedback from the junior doctor
forum
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Junior doctors

The new 2016 contract

Other reporting processes

« The guardian may identify issues which cannot be
resolved at a local level, and should inform the Board of
such issues as they arise.

« The Board will produce a consolidated annual report on
rota gaps and the plan for improvement, and is
responsible for providing this to external national bodies

. NHS Employers
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Junior doctors

. NHS Employers

The new 2016 contract
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The employer’s responsibility
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1. Ensure sufficient time allocation (e.g. sufficient PAs in
the job plan if a consultant/SAS doctor)

pue

2. Ensure appropriate admin support to manage flows of

pue

exception reports and other information
3. Agree reporting cycle, liaison with LNC etc

pue aou

4. Establish junior doctor forum to advise the guardian

woJ} s

The guardian’s first report should inform the board whether

preog

the above actions have been implemented appropriately.
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1. Purpose of Paper

euwlreyd ‘g

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

This paper provides an update to Board members on key local activities across several
business areas not covered within the main agenda.

2. Executive Summary

2.1. Context

This paper provides an update regarding some of the most noteworthy events and updates
since the last Board from the Chief Executive Officer.

2.2. Conclusion

The Board is asked to note and discuss the contents of the report.
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NHS

The Robert Jones and Agnes Hunt
CEO Update Orthopaedic Hospital

NHS Foundation Trust

3. The Main Report

1. Adult Inpatient Survey

| think the biggest piece of news since the last public Board of Directors meeting is the
publication of the results of the Adult Inpatient Survey.

The survey, which is produced annually by the Care Quality Commission, is based on
feedback from more than 1,200 RJAH patients who stayed at our hospital for at least one
night in November 2021.

The highlights of the survey were:

o Overall patient experience was rated best in the country, with an average
mark of 9.41 out of 10

o The hospital’'s wards and rooms were ranked as the cleanest in the country
for the third year in a row

o Patients rated our food as the best too — for the 16™ time in the last 17 years

o We also scored in the top five for helping patients stay in touch with friends
and family while visiting restrictions were in place during the pandemic.

2. Snowpaedic Challenge

| pledged to don my walking boots and took part in the annual charity sponsored walk, a nine
mile hike up Mount Snowdon dubbed as the Snowpaedic challenge raising funds for the
Orthopaedic Institute, a dedicated research and education charity. It was a great day, with
the opportunity to spend time with staff and previous patients of the Trust. Well done to all
those that took part.

3. London Marathon 2022

On the 2nd October, | joined fellow RJAH runners to run the 26.2 mile London Marathon in
aid of RJAH charities! A truly remarkable day and huge congratulations to all that took part.
We will be marking the occasion and communicating the total amount raised shortly.

4. Recognition in the NOA Awards

I’'m delighted to report that RIAH won two awards at the National Orthopaedic Alliance
(NOA) Excellence in Orthopaedics Awards. The winners were:

o The RJAH Green Plan in the Working Towards Net Zero — Greener NHS
category;
o Path of Positivity in the Staff Wellbeing Initiative category

Congratulations to both our winners! | must also say a big well done to the myrecovery
project team who were a finalist in the Patient Engagement — Supporting Patient Wellbeing
category.

SWOdIPM T
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NHS

The Robert Jones and Agnes Hunt
CEO Update Orthopaedic Hospital

NHS Foundation Trust

5. NOA Annual Conference

The National Orthopaedic Alliance (NOA) Annual Members’ Conference was held in
Birmingham on 19 October 2022. It was an impactful learning and networking opportunity for
the orthopaedic community with over 100 guests in attendance.

The day’s sessions were not only of interest to clinicians and specialist Trusts but covered
the entire orthopaedic spectrum and included a wide range of topics — from the national MSK
strategy, shared decision making and women in orthopaedics to data collection, orthopaedic
surgical hubs, waiting lists and so much more.

6. RJAH named Quality Data Provider

The Trust received this recognition for the fourth successive year from the National Joint
Registry (NJR). The NJR collect high-quality, orthopaedic data to support patient safety,
quality of care and cost-effectiveness in joint replacement surgery.

7. English Veterans Awards

Our consultant Lt Col Carl Meyer, was named Reservist of the Year at the English Veterans
Awards. Our Veterans Orthopaedic Service won the Health and Wellbeing Award at the
same ceremony. We were unable to attend the awards to collect them in person, so are
aiming to arrange a special presentation in the near future.

8. Supporting our Staff

We have been looking for ways we can further support our staff in the cost-of-living crisis, as
well as boosting staff morale. We’ve taken a number of steps to support this, including free
tea, coffee and milk for all wards and departments so staff can have hot drinks while at work.

Our most recent initiative is the introduction of free porridge, or two slices of toast, at
breakfast time and a specific £2 meal at lunch times. We hope these small things can make
a difference to our staff, both at work and at home.

9. Togetherness Week

During the last public Board Meeting, we were busy celebrating Togetherness Week,
something we planned instead of our traditional awards as a way of recognising all of our
staff for their hard work. There was a range of activities and competitions for staff to get
involved with throughout the week.

However, due to the passing of Her Majesty Queen Elizabeth Il, we had to postpone events
taking place on final day of Togetherness Week. In October, we finished celebrations
including announcing winners of our competitions and holding pizza fortnight for all our staff.

10. NHS National Leadership event

On the 13" October | attended a NHS National Leadership event in London for ICB and
Trust Chief Executive Officers (CEO). The purpose being to hear from the Amanda Pritchard
and the National Directors and to build on the progress made at the first event in April. The
event provided further opportunity to work together as a single leadership team on the
immediate priorities and longer-term strategic issues for the NHS. The agenda included,

SWOdIPM T
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The Robert Jones and Agnes Hunt
CEO Update Orthopaedic Hospital

NHS Foundation Trust
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elective and cancer recovery, discharge, workforce, and the newly published NHS England
Operating Framework.

11.  Electronic Patient Record (EPR) implementation

Simon Adams, Digital Director and | had met with Dr Timothy Ferris, National Director of
Transformation on the 7" October; an informative meeting that enabled us to give a progress
report in relation to our Electronic Patient Record (EPR) implementation and discuss further
convergence of EPRs across systems.

12. League of Friends and RJAH Charity fund wheelchair accessible vehicle

Thank you to both our League of Friends and RJAH Charity who jointly funded the purchase
of a wheelchair accessible vehicle, costing more than £37,000, for patients on the Midland
Centre for Spinal Injuries.

The vehicle allows the team to take patients out, whether that’s trips to local shopping
centres, garden centres or sporting venues, all as part of their rehabilitation.

| was lucky enough to meet paediatric patient Riley Jarvis, and his dad Rhys, who have
already used the adapted car. He was telling me how much fun he had being out and about
again, which was lovely to hear.

13. League of Friends sign Armed Forces Covenant

Our League of Friends recently pledged their support to those who serve and have served in
military roles, by signing the Armed Forces Covenant.

The Covenant was signed on behalf of the charity by Chairman Peter David and
representing the Armed Forces was Lieutenant Colonel Carl Meyer, Consultant Orthopaedic
Surgeon and Clinical Lead for the Veterans’ Orthopaedic Service. The hospital signed the
Covenant back in 2017.

14. Health Hero Award
There have been two winners of the Health Hero Award since our last public Board meeting:
o September’s winner of the Health Hero Award was Gill Edwards, Cook, who
was nominated by our ORLAU Manager Caroline Stewart for ensuring a
diverse menu is offered for various dietary requirements in our hospital
restaurant, Denbigh’s.
o Our October winner was Melanie Roberts, Rheumatology Booking Clerk.
Melanie received three nominations which hailed her for “showing incredible
resilience, fortitude and kindness” after a colleague was signed off on
sickness leave.

Congratulations to Gill and Melanie!

4.0. Conclusion

The Board is asked to note and discuss the contents of the report.
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1. Purpose of Paper

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

The report is presented to the Board for information and ensure oversight of the Trusts current live 15+ rated

risks, mitigations and actions being taken.

2. Executive Summary

1rejodiod ¢ | uewdreyd g

2.1. Context

There are 8 finally approved live risks with a rating of 15 or more on the Trusts corporate risk register.

Each risk is reviewed by the Unit’s that the risk is aligned to monthly and has an Executive owner for

oversight.

This report covers the period 01 September 2022 to 31st of October 2022.

2.2. Summary

e 1risk has a rating of 20 (2653) relating to Theatre staffing and impact on operational delivery
There has been 1 new risks registered with a rating of 15+ since the last report relating to
potential Industrial Action

¢ Risk 2793 — provision of Consultant Microbiologist has increased due to current Consultant
Microbiologist being off sick

o Several risks have been reduced to a residual rating below 15 since the last report with
mitigations in place

e Process for reviewing and agreeing 15+ high risks through Trust Performance and Operational
Improvement Board agreed

3. Conclusion

The Board is asked to note and discuss the contents of the report.
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Corporate Risk Register

3. The Main Report

NHS

The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust

Datix ID Title

Directorate

Risk Owner

Hazard, work task, activity

Existing Control Measures
(mitigations)

The impact of this is:

- Closed beds impacting
operational capability

- Increase use of agency nurse

Likelihood
Consequence
Rating (Residual)

Risk Level

Risk treatment plan/mitigations
being taken

- Proactive recruitment campaign to
support recruitment of registered
nurses

- Uplift of Registered Nurse

RAM - Committee

Date of assessmen

Date of review (1)
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1. Purpose of Paper

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

This paper presents an overview of key updates within the chief nurse portfolio for members
of the Trust Board on items not covered within the main agenda.

2. Executive Summary

2.1. Context

This paper presents an overview of key updates within the chief nurse portfolio for members
of the Trust Board on items not covered within the main agenda.

2.2. Summary

o Covid/Flu vaccination programme progress is slower than anticipated across the
organisation with several actions being taken to encourage uptake.

e October was Freedom to Speak Up Month introducing our FTSU champions and an
opportunity to raise awareness making speaking up business as usual across the

organisation

o 2021 Adult Inpatient Survey results were published, overall, we have again been
named by the CQC as one of the organisations placed in the top band of Trusts
across England delivering results that are considered “much better than expected.

o October saw the return of our PLACE audits; overall feedback was positive with all
wards have either maintained or improved their overall score from 2019.

o Patient Safety Incident Response Framework implementation plan launched with key
stakeholder training sessions and focus groups.

2.3. Conclusion

The Board is asked to note the contents of the report.
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3. The Main Report

3.1. Covid/Flu Vaccination programme

We've started out flu and covid booster campaigns on the 19th of September. Weekly
reporting for the 26" of October gave 39.5% uptake for Flu and 38.6 % for Covid Booster
overall. Flu uptake is approximately 10% lower than this time last year. Staff are being
reminded via several communication channels on the importance of staying well this winter
by having the vaccine. The vaccination hub is open to all staff and there is a peer vaccinator
system in place.

3.2. Freedom to Speak Up Month

Freedom to Speak Up (FTSU) Month takes place every year in October and is our
opportunity to raise awareness and make speaking up business as usual across the
organisation. This year gave us the opportunity to introduce our eight FTSU champions, a
new role to the organisation that supports our FTSU Guardian and promotes the FTSU
values of Courage, Impartiality, Empathy and Learning.

3.3. 2021 CQC Adult Inpatient Survey

The Adult Inpatient Survey is produced annually by the Care Quality Commission. Over
1,200 RJAH patients were invited to take part following an inpatient stay in November 2021
and we had a response rate of 72% (national average is 39%).

Highlights from the report:

o We were placed in the top band of Trusts for delivering results that are “much better
than expected” in 42 out of 46 questions

We were classed as “much better” for medical care and surgery

81% of all responses were positive — which is the best figure nationally

Scored top for overall patient experience — with an average mark of 9.41 out of 10
Patients rated the food in the hospital the best — for the 16" time in the past 17 years
Wards and rooms were ranked the cleanest for the third year in a row

Scored in the top five of all Trusts in England for helping patients stay in touch with
friends and family through the covid pandemic, when visiting restrictions were in
place

3.4. Patient Led Assessments of the Care Environment (PLACE)

October also saw the return of our Patient Led Assessments of the Care Environment
(PLACE), these assessments had been paused during the pandemic and although the
organisation continued to conduct ‘mini’ PLACE audits we valued having our patients joining
us for the full assessment on the 19" of October.

Initial findings saw all wards have either maintained or improved their overall score from
2019. Improvements were noted in the environment’s condition and appearance overall,
however the Trust did see a drop in scores related to the disability/dementia domain with a
theme for improvement around signage throughout the site. Sheldon Ward was noted as
having very good sighage examples so there is an opportunity to replicate this elsewhere in
the Trust.
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3.5. Patient Safety Incident Response Framework (PSIRF) Implementation

Our Patient Safety Specialists have started our Patient Safety Incident Response
Framework (PSIRF) implementation plan over the next 12 months - this forms part of the
NHS Patient Safety Strategy and sets out the approach to developing and maintaining
effective systems and processes for responding to patient safety incidents (PSI’s), for the
purpose of learning and improving patient safety. Replaces SIF as we know it today. The
implementation plan involves training sessions and focus groups that started in October.

3.6. Conclusion

The Board are asked to note and discuss the contents of the report.
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Appendix 1: Acronyms

NHS

The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust

Acronym Full text
Acronym Full text
Acronym Full text
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SPC Reading Guide

SPC Charts

SPC charts are line graphs that employ statistical methods to aid in monitoring and controlling processes. An area

is calculated based on the difference between points, called the control range. 99% of points are expected to fall

within this area, and in doing so are classed as ‘normal variation’. There are a number of rules that apply to SPC a)
charts designed to highlight points that class as 'special cause variation' - abnormal trends or outliers that may

require attention.

There are situations where SPC is not the appropriate format for a KPl and a regular line graph has been used
instead. Examples of this are list sizes, KPIs with small numbers and little variation, and zero tolerance events.

SPC Chart Rules

The rules that are currently being highlighted as 'special cause' are:
- Any single point outside of the control range

- Arun of 7 or more consecutive points located on the same
side of the mean (dotted line)

- A run of 6 or more consecutive points that are ascending
or descending

- At least 2 out of 3 consecutive points are located within or
beyond the outer thirds of the control range (with the mean
considered the centre)

Different colours have been used to separate these trends of special
cause variation:

\.— Blue Points highlight areas of improvement
‘J Orange Points highlight areas of concern

A Grey Points indicate data points within normal variation
White Points are used to highlight data points which

have been excluded from SPC calculations

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation T
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Summary lcons Reading Guide

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation T

With the redesign of the IPR you will now see 2 summary icons against each KPI, which have been designed by NHSI to give an overview of how each measure is performing at a glance. The
first icon is used to show whether the latest month is of concerning or improving nature by using SPC rules, and the second icon shows whether or not we can reliably hit the target.

Exception Reporting

Instead of showing a narrative page for every measure in the IPR, we are now only including
these for those we are classing as an 'exception’. Any measure that has an orange variation
or assurance icon is automatically identified as an exception, but each KPI has also been
individually checked and manually set as an execption if deemed necessary. Summary icons
will still be included on the summary page to give sight of how measures without narrative
pages are performing.

Variation Icons

Are we showing improvement, a cause for concern,
or staying within expected variation?

D O OE

A grey graph icon tells us
the variation is common
cause, and there has been
no significant change.

Blue variation icons indicate
special cause of improving
nature or lower pressure do
to (H)igher or (L)ower
values, depending on
whether the measure aims
to be above or below
target.

Orange variation icons
indicate special cause of
concerning nature or
high pressure do to
(H)igher or (L)ower values,
depending on whether the
measure aims to be above
or below target.

For measures that are not
appropriate to monitor

using SPC you will see the
"N/A to SPC" icon instead.

The special cause mentioned above is directly linked to the rules of SPC; for variation icons
this is if the latest point is outside of the control range, or part of a run of consecutively
improving or declining points.

For KPIs that are not applicable to SPC; to identify exceptions we look at performance against
target over the last 3 months - automatically assigning measures as an exception if the last 3
months have been falling short of the target in line with how we're calculating the assurance
icon for non-SPC measures.

Assurance lcons

Can we expect to reliably hit the target?

No Moving
. @

An orange A blue A grey For measures Currently shown

assurance icon assurance icon assurance icon without a for any KPIs with

indicates indicates indicates target you will moving targets

consistently consistently inconsistently instead see the  as assurance

(Falling short (P)assing the passing and "No Target" cannot be

of the target. target. falling short of icon. provided using

the target. existing

calculations.

Assurance icons are also tied in with SPC rules; if the control range sits above or below the
target then F or P will show depending on whether or not that is meeting the target, since
we can expect 99% of our points to fall within that range. For KPIs not applicable to SPC
we look at the last 3 months in comparison to the target, showing F or P icons if
consistently passing of falling short.
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Trust Board - Quality & Safety The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation T
September 2022 - Month 6

Data Quality Rating Reading Guide

The Data Quality (DQ) rating for each KPI is included within the 'heatmap' section of this report. The indicator score is based on audits undertaken by the Data Quality Team and will be
further validated as part of the audit assurance programme.

Colours Dates

The date displayed within the rating is the date that the

When rated, each KPI will display colour indicating the overall rating of the KPI audit was last completed.

Amber

No improvement required Satisfactory - minor issues Requires improvement Siginficant improvement
to comply with the only required
dimensions of data quality
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KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory/H2 Variation  Assurance Exception  DQ Rating
Forecast

'/ —.‘\"\
Serious Incidents 0 0 e
Never Events 0 0 16/04/14
Number of Complaints 8 4 O
RJAH Acquired C.Difficile 0 0 24/06/2
RJAH Acquired E. Coli Bacteraemia 0 0 24/06/2
RIAH Acquired MRSA Bacteraemia 0 0 “ 24/06/2
RJAH Acquired MSSA Bacteraemia 0 0
RJAH Acquired Klebsiella spp 0 0 24/06/2
RJAH Acquired Pseudomonas 0 0
Surgical Site Infections 0 0 Q +
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KPI (*Reported in Arrears) Target/Plan Latest Value Trajectory/H2 Variation  Assurance Exception  DQ Rating
Forecast

Outbreaks 0 0

Total Deaths 0 2 + 16/04/18

WHO Quality Audit - % Compliance 100% 100%
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Surgical Site Infections

Surgical Site Infections reported for patients who have undergone a spinal surgery procedure, total hip replacement or total knee replacement in previous twelve months.

217727

Target/Plan Latest Value Variation

0

0

10

The Robert Jones and Agnes Hunt Orthopaedic Hospital NHS Foundation T
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Narrative

Surgical Site infections are monitored for patients who have undergone a spinal surgery procedure, total hip

replacement or total knee replacement in the past twelve months. The data represented in the SPC above shows

any surgical site infections that have been reported where they're shown on the graph above based on the month

that the procedure took place.

In the latest twelve month period, covering October-21to September-22, there have been 25 surgical site

infections. There were four additional infections confirmed in September relating to a procedures that took place

in July (3) and August (1). A data quality check has been carried out with the IPC team to ensure the latest twelve

month period is reported correctly.

For the latest complete quarters a breakdown as follows:

- January 22 to March 22 - 6 SSIs with all Post Infection Reviews Complete

- April 22 to June 22 - 6 SSIs with all Post Infection Reviews Complete

- July - September 22 - 8 SSIs - as at 30th September 2022 7 Post Infection Reviews due to take place within 30

days of confirmation at MDT

Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

5 3 1 1 2 1 3

- Staff - Patients

N
32
Exec Lead
. . . @
Chief Nurse and Patient Safety Officq 2
Assurance Trajectory/H2 Forecast o
w
2 —@— Actual 59
O\././\i me,
--0 = Trajectd 3
g
What these graphs are telling us &
O
Metric is experiencing common cause variation. The assurance is indicating variablg %%
achievement (will achieve target some months and fail others). g
@
o
Q
25
S
[V} [V} [V} [V} [V}
R Y
> S o o
T 5 2 3 0
= = 2 3 g
=
o
)
0]
Actions

Actions in this area are:

- SSI prevention working group progressing action plan related to One Together Audit. Plan to repeat One
Together Audit in quarter 3.

- SSI team attending regional SSI collaborative

- Expansion of surveillance and timescales being presented at IPCQAC
- MSSA decolonisation of all patients due to commence quarter 3
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Total Deaths

Number of Deaths in Month 211172

Variation

Target/Plan Latest Value

0 2
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What these graphs are telling us

This measure is not appropriate to display as SPC. The assurance is indicating
variable achievement (will achieve target some months and fail others).
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Narrative

There were two deaths within the Trust in September, categorised as follows; expected death (1) and unexpected

death (7).

Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22

0 2 0 1 3 1 1

- Staff - Patients

pue
Aiend g

May-22
Jun-22
Jul-22
Aug-22
Sep-22

92I0I0MN

Actions

An initial fact finding exercise has taken place for the unexpected death with no issues to raise.
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1. Purpose of Paper

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

To inform the Board of near miss incidents reported in the last financial year and any themes
or trends which have stemmed from this.

2. Executive Summary

2.1. Context
Near Miss - “Today’s near miss could be tomorrow's incident”

Reporting near misses as well as actual incidents is an important step in embedding safety
awareness and improving the safety culture of the Trust. Near misses can provide Trusts with
valuable information and help identify patterns of near misses, an early indication that
something may need attention before an incident occurs

2.2.Summary

The Trust encourages staff to report near miss incidents, both clinical and non-clinical via the
incident reporting system, Datix. This report provides a summary on those incidents for the
financial year 2021 - 2022.

- There has been a total of 86 near miss incidents reported in 2021/2022, which is a
decrease of 96 incidents compared to the previous financial year.

- Most near miss incidents relate to medication incidents and patient
diagnostics/imaging incidents with 12 reported in each category in the last financial
year.

- There has been an overall decrease in the total number of incidents reported across
the Trust in the last two financial year because of the decrease in activity due to
Covid-19.

2.3.Conclusion

The Board is asked to note the reporting position on near miss incidents
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3. The Main Report

3.1. Introduction

Since the introduction of the near miss categories in 2017, there has been a total of 757
incidents reported.

Near Miss Incidents Reported since 2017

17/18 Q3 17/18 Q4 18/19 Q1 18/19 Q2 18/19 O3 18/19 Q4 19/20 Q1 19/20 Q2 19/20 O3 19/20 Q4 20/21 Q1 20/2102 20/21 Q3 20/21 Q4 21/22 Q1 2122 Q2 21/22 03 21/22 04

== [ata === Nlean

There has been a total of 86 near miss incidents reported in 2021/2022, which is a decrease
of 96 incidents compared to the previous financial year.

In 2021/2022 3% of the all the incidents reported were near miss incidents compared to 5%
of the total incidents in 2020/2021.

There has been an overall decrease in the total number of incidents reported across the
Trust in the last two financial year because of the decrease in activity due to Covid-19.

The chart below shows the distribution of near miss reporting across the Trust:
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The Robert Jones and Agnes Hunt
Near Miss Annual Report Orthopaedic Hospital

NHS Foundation Trust

miss incidents by category.
Most miss incidents relate to medication incidents and patient diagnostics/imaging incidents
with 12 reported in each category in the last financial year.

There were 12 near miss medication incidents reported in 2021/2022 which is a decrease of
8 incidents reported compared to 20 near miss medication incidents reported in 2020/2021.

There were 12 near miss diagnostic/imaging incidents reported in 2021/2022 which is an

increase of 10 incidents when compared to the 2 near miss diagnostic/imaging incidents
reported in 2019/2021.

4. Conclusion

The Committee is asked to review the report, note the content and actions, and give feedback
on any areas of concern.
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1. Purpose of Paper

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

The purpose of the paper is to give assurance to the Board that patient safety alerts are being
managed and actioned appropriately.

The Committee is asked to note the content of the paper.

2. Executive Summary

2.1. Context

The paper documents the safety alerts received by the Trust and details the management
process for both safety alert and field safety notices.

2.2. Summary

46 safety alerts were received between 01/04/21 and 31/03/22 of which 11 were National
Patient Safety Alerts.

All relevant actions were completed within deadline.

No audit is undertaken to confirm ongoing compliance

2.3. Conclusion

The Board is asked to note the content of the paper and the need to embed an audit process
to confirm ongoing compliance with safety alert requirements.
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3. The Main Report

3.1. Introduction

The National Patient Safety Alerting Committee (NaPSAC) ensures that all National Patient
Safety Alerts set out clear and effective system-wide actions that the Trust must take on
critical patient safety issues.

The NaPSAC have developed and agreed common standards and thresholds for National
Patient Safety Alerts to align all organisations that issue national alerts.

The Trust is committed to managing all safety alerts in a timely and efficient manner with
completion of all actions prior to deadline dates.

3.2. Safety Alert Management Process

Safety alerts originate from the Department of Health Central Alerting System (CAS) and are
received by the Trust via the ‘Medical Devices Safety Officer (MDSO)’ mailbox.

The Central Alerting System (CAS) is a web-based cascading system for issuing patient
safety alerts, important public health messages and other safety critical information and
guidance to the NHS and others, including independent providers of health and social care.

Alerts that are distributed include Estates Safety Alerts, Chief Medical Officer Messages,
MHRA Drug Alerts, and Medical Device Alerts.

The Health and Safety Advisor undertook the role of CAS Liaison Officer and Medical Devices
Safety Officer within the 0.4 WTE provision and was responsible for overall management of
the CAS process. Invaluable assistance in administering the alerts was received from the
Estate’'s Premises Assurance Model Manager.

Progress towards completion of alert actions was monitored by relevant Committees and
overall progress was monitored by the Health and Safety Committee. Executive approval was
sought before the Health and Safety Advisor formally signed alerts off via the web portal.
The Trust received a total of 46 safety alerts through CAS in 2021/22, all of which were either
actioned within their respective deadlines or with actions planned to meet their deadlines.

All medicine related alerts were forwarded to, and managed by, the Chief Pharmacist and the
Medicines Safety Officer in accordance with an approved ‘Medicines Related Alert/Recall
Process’ flowchart.

Permission to sign off an alert as completed will be requested by the CAS Liaison Officer from
the Health and Safety Committee (or other relevant formal committee if deadline would be
breached by waiting for next Health and Safety Committee). Permission to sign off an alert
may also be given by any Executive Director.

All formal National Patient Safety Alerts (NPSA) require Executive approval for sign-off as

completed or not relevant. The Trust complied with this requirement for all NPSA alerts in
2021/22.

3.2.1. Field Safety Notices and Supply Disruption Alerts

SWOdIPM T
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Field Safety Notices (FSNs) are issued
directly from manufacturers or suppliers and relate to alerts, recalls and safety information of
drugs and medical devices. Field Safety Notices sit outside of the CAS alerting system.

The Trust typically receives FSNs either by direct communication from a manufacturer, via
NHS Supply Chain or Medical Engineering.

The process for distribution and compliance with the notices is similar to that of CAS alerts,
with responsibility being held by the Medical Devices Safety Officer (Health and Safety
Advisor).

A significant number of Field Safety Notices (FSN) and supply disruption alerts were also
received. These were sent either directly to the Trust by manufacturers or suppliers or by NHS
Supply Chain and are not captured through the CAS portal.

The Medical Devices Safety Officer managed the distribution of FSNs and monitored action
completion. All required actions were taken, and confirmation returned to manufacturers
where requested.

3.2.2. Safety Alert Compliance

A listing of all safety alerts received by the Trust between 13t April 2020 and 215t June 2021
can be found in appendix 2.

3.2.3. Ongoing Compliance

Whilst there is an effective process embedded for initial compliance with safety alerts, there is
currently no evidence available to demonstrate ongoing compliance with alert requirements.

No audits of compliance have been undertaken. The shortfall in assurance has been
highlighted at Health and Safety Committee and it was agreed that a process will be
implemented to provide assurance that the Trust remains compliant with previously required
actions.

3.3. Associated Risks

There is a patient and staff safety risk if initial compliance with safety alerts is not maintained,
there is a further risk of enforcement action by the CQC or Health and Safety Executive.
3.4. Next Steps

The Quality and Safety Committee is asked to:

Note the content of the report and the lack of assurance around ongoing compliance.

3.5. Conclusion

The Trust has an excellent record of compliance with safety alerts and completion prior to
deadlines. An effective auditing process would evidence ongoing compliance.

SWOdIPM T
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Appendix 1: Acronyms

Orthopaedic Hospital

NHS Foundation Trust
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CAS Central Alerting System

FSN Field Safety Notice

MDSO Medical Devices Safety Officer
MSO Medicines Safety Officer
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Appendix 2: Safety Alerts Received via CAS (01/04/2021 — 31/03/2022)
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Reference Alert Title Trust Response
NatPSA/2022/002/MHRA UPDATED 25/05/22 Philips Health Systems
V60, V60 Plus and V680 ventilators — potential | Not relevant to the Trust, V60 series ventilators not
unexpected shutdown leading to complete loss | used at RIAH.
of ventilation
NatPSA/2022/001/UKHSA Potential contamination of Alimentum and Not directly relevant to RJAH, circulated for
Elecare infant formula food products information
CEM/CMO/2022/006 Remdesivir for patients hospitalised due to . .
COVID-19 (adults and adolescents 12 years .NOt dlregtly relevant to RJAH, circulated for
information
and older)
CEM/CMO/2022/005 Antivirals and neutralising monoclonal , :
antibodies in the treatment of COVID-19 in Not directly relevant to RJAH, circulated for
- ; information
hospitalised patients
CHT/2022/001 Update from the CAS Helpdesk: Change in CAS management process updated to include new
communication for medicines supply issues arrangements.
CEM/CMO/2022/004 Intgrleukln-G inhibitors (tomhzumap or Not directly relevant to RJAH, circulated for
sarilumab) for adult patients hospitalised due information
to COVID-19
CEM/CMO/2022/003 Pall\{lzumab passive |mmunlsathn agglnst Not directly relevant to RJAH, circulated for
respiratory syncytial virus (RSV) in at risk pre- | . )
. information
term infants
CEM/CMO/2022/002 Antivirals and neutralising monoclonal , :
antibodies in the treatment of COVID-19 in Not directly relevant to RJAH, circulated for
o ; information
hospitalised patients
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CEM/CMO/2022/001 Antivirals or neutrallsmg r.nonoclo.nal ant!bodles Not directly relevant to RJAH, circulated for
(nMABS) for non-hospitalised patients with information
COVID-19

SHOT/2022/001 Preventing transfusion delays in bleeding and | Action plan developed for compliance prior to
critically anaemic patients deadline (15/07/2022)

CEM/CMO/2021/023 _Neutrallsmg mo_npclonal antibody and _ _ Not directly relevant to RJAH, circulated for
intravenous antiviral treatments for patients in . :

. . information

hospital with ...

SDA/2021/016 Advanz epoprostenol 0.5mg and 1.5mg
powder and solvent (pH10.5) solution for No response required, circulated for information
infusion vials — Supply Disruption Alert

CEM/CMO0/2021/022 Neutralising monoclonal antibodies in the Not directly relevant to RJAH, circulated for
treatment of COVID-19 in hospitalised patients | information

CEM/CMO0/2021/021 Neutralising monoclonal antibodies (nMABs) or | Not directly relevant to RJAH, circulated for
antivirals for non-hospitalised patients with information
COVID-19

CEM/CMO0/2021/011(V) Withdrawal of the Recommendation for Not directly relevant to RJAH, circulated for
Consideration of Inhaled Budesonide as a information
Treatment Option for Covid-19

CEM/CMO/2021/020 Negtrahsmg monoclongl gntlbodl(_as (nMABs) or | ot directly relevant to RJAH, circulated for
antivirals for non-hospitalised patients with information
COVID-19

CEM/CMO/2021/019 Update on COVID-19 Variant B.1.1.529 Circulated for information

SDA/2021/015 Hypovase (prazosin) 500 microgram tablets - Alert forwarded to Medicines Safety Officer for
Supply disruption action.

NatPSA/2021/010/UKHSA The safe use of ultrasound gel to reduce All actions completed, changes in practice
infection risk introduced as a result if the alert.

CEM/CMO/2021/018 Casirivimab and imdevimab in the treatment of | Not directly relevant to RJAH, circulated for
COVID-19 in hospitalised patients information

SDA/2021/006(U) Champix (varenicline) 0.5mg and 1mg tablets - | Alert forwarded to Medicines Safety Officer for
Supply Disruption action.
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SDA/2021/014 Tocilizumab (RoActemra) 162mg/0.9ml Alert forwarded to Medicines Safety Officer for
solution for injection pre-filled syringes and action.
pre-filled pens - ...

SDA/2021/013 Diazepam RecTubes 2.5mg Rectal Solution - | Alert forwarded to Medicines Safety Officer for
Supply Disruption action.

SDA/2021/012 Becton Dickinson blood specimen collection - | Appropriate mitigations put in place, no effect on
supply disruption (further update) patient safety.

CEM/CMO/2021/017 Casirivimab and imdevimab for patients Not directly relevant to RJAH, circulated for
hospitalised due to COVID-19 information

SDA/2021/011 Becton Dickinson blood specimen collection - | Appropriate mitigations put in place, no effect on
supply disruption (update) patient safety.

CEM/CMO/2021/016 Intgrleukln-G |nh|b_|tors (tocnz_umab or Alert forwarded to Medicines Safety Officer for
sarilumab) for patients hospitalised due to action
COVID-19 '

CEM/CMO/2021/015 CO\./IID-1Q Therapeutic Alert: Coqtlnuogs Not directly relevant to RJAH, circulated for
positive airway pressure (CPAP) in patients information
hospitalised due to Covid-19

SDA/2021/010 Becton Dickinson blood specimen collection - | Appropriate mitigations put in place, no effect on
supply disruption patient safety.

NatPSA/2021/009/NHSPS Infection risk when using FFP3 respirators with | Valved FFP3 masks removed from supply.
valves or Powered Air Purifying Respirators Information distributed regarding appropriate use of
(PAPRs) PAPRs

NatPSA/2021/008/NHSPS Elimination of bottles of liquefied phenol 80% Use of 80% phenol had ceased prior to alert being

received.

NatPSA/2021/007/PHE Potent synthetic opioids implicated in increase | Not directly relevant to RJAH, circulated to DTC for
in drug overdoses information

SDA/2021/009 Glipizide (Minodiab) 5mg tablets - Supply Alert forwarded to Medicines Safety Officer for
disruption action.

SDA/2021/008 Tinzaparin sodium (10,000 1U/ml) 3,500 units | Alert forwarded to Medicines Safety Officer for
in 0.35ml and 4,500 units in 0.45ml pre-filled action.
syringes

NatPSA/2021/006/NHSPS Inappropriate anticoagulation of patients with a | Not directly relevant to RJAH, circulated for

mechanical heart valve

information
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CEM/CMO/2021/013

Updated Publication of Remdesivir guidance
for patients hospitalised with Covid-19

CEM/CMO/2021/014 COVID-19 Therapeutic Alert - Palivizumab Not directly relevant to RJAH, circulated for
passive immunisation against respiratory information ’
syncytial virus

SDA/2021/007 Dexamethasone 0.1% (Maxidex) 5ml eye Alert forwarded to Medicines Safety Officer for
drops action.

SDA/2021/006 Champix (varenicline) 0.5mg and 1mg tablets - | Alert forwarded to Medicines Safety Officer for
Supply Disruption action.

Not directly relevant to RJAH, circulated for
information

CEM/CMO0/2021/012

Personal protective equipment and heat: risk
of heat stress

Actions taken and information distributed to all PPE

users.

Budesonide for Adults (50 Years and Over)
with COVID-19

SDA/2021/002(U) Propofol emulsion for infusion and injection (all | RJAH carried sufficient stock to cover the supply
strengths) - Supply Disruption Update disruption period.
CEM/CMO/2021/011 COVID-19 Therapeutic Alert - Inhaled

Not directly relevant to RJAH, circulated for
information
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1. Purpose of Paper

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

This paper is for noting in relation to RJAH compliance around the safe management of
controlled drugs (CDs).

2. Executive Summary

2.1. Context
This paper is for assurance around the management of CDs at RJIAH

2.2. Summary

Assurance of compliance with

. Legislation

. Controlled Drug Local Intelligence Network (CD Lin) submissions
. Care Quality Commission (CQC) requirements

. Department of Health Legislation

. CD storage requirement

. CD quarterly audit completion

2.3. Conclusion

The Board are asked to note that the for 2021-22 the Trust has been compliant with
CQC requirements, CD Lin submissions, CD audit completion, CD storage
requirement and CD legislation.
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3. The Main Report NHS Foundation Trust

3.1. Introduction

The CD Accountable Officers report sets out RJAH position for 2021-22 in relation to
the safe management of CDs.

3.2.CD Accountable Officers Report for 2021-22

e Trend analysis of supply patterns in clinical areas
e Reporting of untoward incidents

CD Lin reporting compliance

3.3. Associated Risks

e We have struggled with attendance to support destruction of CDs at times due to
other pressures across the Trust. We have though maintained safe storage and
destruction over the last twelve months.

3.4. Conclusion

The report provides assurance that RJAH manage CDs in line with CQC, CD Lin and latest

Department of Health Legislation.

Appendix 1: Acronyms

CDs Controlled Drugs
CDLIN Controlled Drug Local Intelligence Network
CcQcC Care Quality Commission
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The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust

CD Accountable Officers Report for 2021-2022
Robert Jones Agnes Hunt (RJAH) annual controlled drug (CD) report.
CQC compliance 100%
RJAH CD Lin representation is 100%
Submission of occurrence reports is 100%
Update from 2019-2020 annual report: No outstanding actions to update.

Trend Analysis at RIAH

RJAH monitors and audits the management, prescribing and use of CDs. Discrepancies/incidents are reported
via DATIX and then onto the CD Lin. The CDAO would be informed in person or by e-mail if concerns are
noted/raised. Pharmacy completes monitoring of CDs and other abusable medicines monthly. Data is then
reviewed and reported to the Trust Medicines Safety Officer (MSO). Any anomalies or changes in patterns noted
are then reported via DATIX investigated and appropriate action taken.

For 2021-2022 any noted anomalies or changes were found to have legitimate reasons for the identified change
in pattern. The Trust has a defined audit process for CDs. The West Midlands Audit tool is used for all audits
undertaken. The audits results go to Matrons, Ward Managers and MSO via Tendable. Ward level action plans
are produced to address any issues identified and followed up at the next re audit.

Reporting of Untoward Incidents

There have been no serious untoward incidents reported involving CDs for 2021-2022. We have reported 38
incidents via DATIX that are reportable out to the CD Lin (appendix 1).

All 38 of the reported incidents were rated as low risk, see Graph 1.

Graph 1
Level of Risk for CD Incidents reported 2021-2022
14 13 b
12
10
8 z .
6
4
2
0
Quarter 1 Quarter 2 Quarter 3 Quarter 4

Hlow M Moderate High

The 38 incidents for 2021-2022 came under the following categories for reporting to the CD Lin.

CD Lin reporting categories:
Accounted for losses
Unaccounted for losses
Patient/Public
Governance issues
Record keeping

Other

See Graph 2 for number of incidents by reporting category.

Written by:  Maryse Mackenzie May 2022
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The Robert Jones and Agnes Hunt
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Graph 2 RJAH reported CD incidents by CD Lin Category

Total Number of Reported CD Lin Incidents 2021-
22 Number of incidents

20
15
10
6 6
5 . . 2 :
. L] L
Governance Accounted for  Record keeping Unaccounted for  Patient/Public
issues losses losses

To Note: though not required by the CD Lin we report locally on all CD incidents regardless of the schedule they
may come under.

Attendance of Controlled Drug Local Intelligence Network (CD Lin) meetings

It is a statutory requirement of the Trust's CDAO that a quarterly report is provided to the CDLIN. Regulation
29 requires CDAO to give an occurrence report to the accountable officer for the local area team that is
leading their local intelligence network (LIN). This should contain details of any concerns that their designated
body has regarding its management or use of controlled drugs (or confirmation that it has no concerns to
report). RJAH have recorded 100% attendance at the CD Lin reginal meetings for 2021-2022.

Submission of occurrence reports
RJAH have submitted an occurrence return for quarters 1 to 4 for 2021-2022.

Destruction of Controlled Drugs

There are authorised witnesses for the destruction of controlled drugs. Appointments are made with the
authorised staff to attend pharmacy to support the safe destruction of CDs. We have struggled with attendance
at times due to other pressures across the Trust but we have maintained a safe storage and destruction over
the last twelve months.

Controlled Drugs Procedure

Over this twelve month period, there has been no changes within legislation and as such no legislation changes
to policy at RUAH.

Written by:  Maryse Mackenzie May 2022
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The Robert Jones and Agnes Hunt
Orthopaedic Hospital
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Quarter 2

Appendix 1: Local Incidents by Quarter for 2021-2022

awoole
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Gladstone e Chart re-write patients evening dose of Pregabalin not marked
on the chart as required.
e Missed dose of Oxycodone 10mg MR
e Omitted dose of Pregabalin
Wrekin ¢ 10% loss oral morphine solution
e Spillage of oral morphine solution
Oswald e Missing Pregabalin
e Patient of concern bringing CD items labelled for another person
Powys e Missed dose of Tramadol
Ludlow ¢ Inaccurate documentation
Sheldon e Gabapentin given instead of Pregabalin
e Oral morphine solution underage <5%
HDU e Morphine Sulphate 1mg/ml box dropped accidently 2 vials

smashed

Main Theatres

Labelled syringe of morphine found under pillow on return to
ward from theatre

Pharmacy

Stack and register discrepancy due to inaccurate documentation

Wrekin

Discrepancy <5% oral morphine solution

Gladstone

Destruction of out of date Pregabalin capsules on the ward not
in pharmacy

MST 5mg administered alongside of Oxycodone 20mg instead
of Oxycodone 25mg

Pregabalin 75mg administered instead of pregabalin 50mg
Missed dose of zomorph

Aend ‘g | ereiodio)d | uewureyd ‘g

Sheldon

Missed doses of severadol as pt self-medicating and staff did
not ask about CD

Quarter 3

Gladstone

Pregabalin 300mg administered instead of Gabapentin 300mg
Dose of Tramadol administered early

Unwanted dose of Oral Morphine returned to the bottle

A dose of 275mg pregabalin was administered instead of the
prescribed 225mg

Omitted dose of Pregabalin 75mg

Ludlow

Out of Oxycodone administered

Pharmacy

Incorrect supply booked out and not completed in the CD
register
TTO prescription not returned to Pharmacy following delivery

Powys

Following accidental drop onto the floor patient own medicine
destroyed but not signed out of patient own register

Written by:

Maryse Mackenzie

May 2022
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The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust

Quarter 3 ctd

Clwyd Missing Pregabalin 50mg capsule

Wrekin Morphine Sulphate 20mg prescribed oxycodone 20mg
administered

Kenyon Accidental spillage of oral morphine solution

Gladstone Incorrect dose of pregabalin administered
Oral Morphine Solution 10mg/5ml dose omitted
Pregabalin 75mg administered instead of the 100mg prescribed.

Pharmacy Information re collection of CD TTO not obtained by staff
member

Ludlow Accidental spillage of oral morphine solution

Accidental spillage of oral morphine solution

Written by:  Maryse Mackenzie

May 2022
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SWOdIPM T

Dr Ruth Longfellow

ejuasald ‘7

Author: Chief Medical Officer Paper date: 2 November 2022
Senior Leader Dr Ruth Longfellow . .

Sponsor: Chief Medical Officer Paper written on: 31 October 2022
Paper Reviewed by: | N/A Paper Type: Update

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

Paper to support
CQC Evidence:

Yes Purpose of Paper: Noting

1. Purpose of Paper

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

This paper presents an overview of key updates within the CMO portfolio for members of the
Trust Board on items not covered within the main agenda.

2. Executive Summary

2.1. Context

This paper presents an overview of key updates within the CMO portfolio for members of the
Trust Board on items not covered within the main agenda.

2.2. Summary

EPR Implementation — this is now in progress, with identification of clinical staff to take
part in the implementation process. In addition staff are currently able to vote for the
name of our new EPR system, with a shortlist of 5 names.

Amber Blood Alert — an amber alert was issued during October by the National Blood
Transfusion Service, and is in place for 4 weeks, due to a shortage of red blood cells
and platelets for transfusion. Any non-urgent surgery where blood would crossmatched
should be clinically reviewed and postponed if appropriate. Two patients have had their
surgery cancelled to date. We have collaborated with SaTH and attend their
Emergency Blood Management group meetings to review guidance and its
implications and potential risks.

Medical workforce — we have had challenges with recruitment in certain departments,
reflecting a National shortage of doctors in some specialties, particularly in
anaesthetics. The situation is improving with the appointment of an anaesthetic fellows
and consultant interviews this week.

We also have Foundations Doctors in the Trust for the first time, with 2 in anaesthetics
and 4 more due to start next August in other departments.

Clinical Effectiveness — our Director of Research has now taken on the role of Director
of Innovation, Audit and Outcomes, and has created an Innovations Group. The first
project is to look at the management of pressure sores on MCSI.

The Medical Examiner system is being rolled out across England and Wales to provide
independent scrutiny of deaths and becomes a statutory requirement from April 2023.
RJAH is working with the Medical Examiner office at SaTH, and our Learning From
Death lead is a qualified Medical Examiner and undertakes one session a week at

1
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RSH. Progress has been made with the Data Protection Impact Assessment and data
sharing between the Trusts, to allow the ME process to now include RJAH patients.

2.3. Conclusion

The Board is asked to note the contents of the report.
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The Robert Jones and Agnes Hunt NHS|
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NHS Foundation Trust

Learning From Deaths Q2

0. Reference Information
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1. Purpose of Paper

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

Learning from Deaths summary was presented to the Quality and Safety Committee on 20
October 2022.

After deaths are reported on Datix, a decision is made as to whether it is a serious incident
‘SI’ or not.

A structured judgement review is carried out in timely manner using the SJR Plus
methodology developed by NHSE/I.

Deaths are reported through the Board of Directors.
They are also reported and discussed at the Multi-disciplinary Clinical Audit Meeting.

A detailed discussion occurs in the Mortality Steering Group at four monthly intervals and the
Governance team will continue the bereavement process with the family.

MSG report discussed at Patient Safety committee.

2. Executive Summary
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2.1. Context

To report the current numbers and trends in Q2 for In-patient Learning from Deaths (LFD).

2.2. Summary

See Numbers Below.

2.3. Conclusion

No concerns or trends identified.
Positive learning from September death.

The Board is asked to note the summary report on Q2.
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Learning From Deaths Q2
3. The Main Report

The Robert Jones and Agnes Hunt NHS|

Orthopaedic Hospital

NHS Foundation Trust

3.1.

Introduction

NHSI asks that we have an update for the board on the current state of LFD
investigations/numbers/actions and themes identified.

3.2. Learning From Deaths Summary.

SWOdIPM T
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Date Total Number for | SI | Death Themes/Family Actions
In- case likely due | feedback.
patient | record to
Deaths | (SJR) problems
review with care
July 2022 1 1 0 0 Expected death on | None required
EOL care
August 2022 0 None required
September 1.Expected death
2022 on EOL care

2.Unexpected death
post-operatively.
Care reviewed by
Trust Resus Officer,
and discussed with
the coroner.

No concerns raised
regarding
perioperative care.

SJRin
progress

Aend ‘g | ereiodio)d | uewureyd ‘g

3.3. Associated Risks.

None.

3.4. Next Steps

Discussions in progress with SATH concerning a link with their Medical Examiner

and Bereavement system. This service likely to commence November 2022.

LFD lead now working as a Medical Examiner at SATH.
LFD lead at RJIAH now attends Mortality steering group at SATH.
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The Robert Jones and Agnes Hunt NHS|
Orthopaedic Hospital

NHS Foundation Trust

Learning From Deaths Q2

Also attends Shropshire LFD group and West Midlands LFD forum (currently west midlands
only due to staffing issues at ICS in Shropshire). (This meeting has been stood down by ICS
due to lack of staff).

3.5. Conclusion

Positive learning: (from September death) Good EOL care, with attempts made to
arrange care at home or nearer home unfortunately complicated by lack of
community services and accelerated patient decline.

This is planned to be re-enforced by a new EOL group to firm up policies and links
with hospice etc for training.

Negative learning: Not all notes scanned to EPR after death meaning overall score
fell from excellent to good care.

Plan going forward to use NHSE dashboard to generate LFD reports, although these
are not designed for our limited numbers per se.
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Learning From Deaths Q2

Refresh report

The Robert Jones and Agnes Hunt NHS|
Orthopaedic Hospital

NHS Foundation Trust

Better Tomorrow
fezrning from deaths,
learning for lives

.

* Maning data count

tality Structured Judgement Review Repor

Filters for status reason and hospital site are applied to the entire report

Status Hospital site if reguired Quarter Manth

rrweaT hosite aliocated || RIAH 1 [uarter [ auarar2 | [Febzz |[marzz |[mayzz | &
folank) ] rterd blank) ol o]

(blank) [GEEE ST 1 [uz2 [ fotanky o)

Care ratings

Care judgement
Length of stay (days)
Gender

Age at Death

Care ratings by phase of care

Learning disability

Mental Health

Confusion memory problems

Days between admission and death
Readmission

Death certificate list

(time betwee itted from)

Hogan scores

Elixhauser scares
Review outcomes
NCEPQD definitions

Location admitted from

Care Ratings

First 24-hour Care Rating: Hospital site : (All) - Quarter : (All) - Month(s) : (Multiple Items) - n=(8)

Salact rating:

First 24-hour Care Rating

n | %
1 (Very Poor) 0 0.0%
2 (Poor) 0 0.0%
3 (Adequate] 3 375%
4 (Good) 4 50.0%
5 (Excellent) 1 12.5%
|Grand Total 5 100%

“number of not appiicable records -8

First 24-hour Care Rating: Hospital site : (All) - Quarter : (All} - Monthis) : (Multiple
Items] - n=(8)

0%

o

40%

30%

0%

b -
o%

Pooe) mS (Excellent)

Back totop.

Ratings by phase of care: Hospital site : (All) - Quarter : (All) - Month(s) : (Multiple Items) - n=(8)
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Ratings by phase of care: Hospital site : (All) - Quarter  (All) - Month(s) : (Multiple Items) - n=(8) Ratings by phase of care: Hospital site : (All) - Quarter : (All) - Month(s) : (Multiple Items) - n={s)
First 24-Hq C
" R“:\:’ " | Ongoing Care Rating | End of Iife Care Rating First 24 hour care Ongoing care End of life care
1 {Very Poor) 0.0% 0.0% 0.0% 1 {Very Poor) | o o 0
2 (Poor) 0.0% 0.0% 0.0% 2 (Poor) [} [} o
3 (Adequate] a7.5% 25.0% 0.0% 3 (Adequate) | 3 2 0
4 {Good) 50.0% 75.0% 75.0% 4 (Ge 4 6 6
S {Excellent) 12.5% 0.0% 5 (Excellent) | 1 ] 0
Grand total 100.0% 100.0% |Grand total | 8 [ 5
*number of not applicable records -8
Death Status - (All) - Hospital site - (All} - n=(82}

80%

To%

4ox

0%

Qngoing Care Rating
2 (Poor) 1 {Adequate) A (Goad] WS {Excellent]
Back to top

Iresano 6 | suonsand ‘g |uewiopad ‘2 pue sidoag 9

1810 Auy'0T

~
N




Learning From Deaths Q2

The Robert Jones and Agnes Hunt NHS|

Orthopaedic Hospital

NHS Foundation Trust

Appendix 1: Acronyms
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LFD Learning From Deaths
SJR Structured Judgment Review
MSG Mortality Steering Group
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1. Purpose of Paper
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1.1. Why is this paper going to Trust Board and what input is required?
For information

2. Executive Summary

21. 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 Quality Forums that have taken place, and how many approved proposals
and reports we have had in the last financial year.

2.3. Conclusion
We are asking the Trust Board members to note the Clinical Audit Annual Report ahead of
publication on the document centre.
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3. The Main Report
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3.1. Introduction

The report summarises the clinical audit activity for 2021/2022. It provides an overview of the
strategic, operational, and developmental work that has been undertaken.

Main Title Clinical Audit Annual Report

3.1.1.0verview of Clinical Audit Activity

3.1.2.Quality Forum Meetings replacing MDCAM

3.1.3.National Institute for Health and Clinical Excellence (NICE) Guidance
3.1.4.National Audits Clinical Audit Forward Plan shows if we are undertaking or not
3.1.5.Improvements through Clinical Audit and Quality Improvement

3.1.6.Update on strategy action plan

3.1.7. Strategic objectives in the year ahead

3.

2. Associated Risks
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.
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The Robert Jones and Agnes Hunt m
Orthopaedic Hospital

NHS Foundation Trust

Clinical Audit Annual Report
2021/2022

Prepared by:
Amanda Roberts, Interim Clinical Audit Quality Lead

Oversight from:

Mr | Roushdi, Consultant Clinical Audit Lead
Kirsty Foskett, Head of Clinical Governance, Quality & Patient Safety Specialist

3.1 Introduction
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This report summarises the clinical audit activity for 2021/22. It provides an overview of the strategic,

operational and developmental work that has been undertaken.

This year has seen the department continue to focus on more realistic time frames for the completion
of Clinical Audits and Quality Improvement Projects. We have increased the quality of our Clinical
Audits and Quality Improvement Projects by ensuring the sample size of the projects is correct in line

with the population of the inclusion criteria.

The responsibility of proposal and report approval now sits with the Unit Managers. This has proven
to work well as the Unit Management team can now view the report findings and have input into actions

that are required to ensure Quality Assurance is adhered to.

Responsibility for audit / project planning and actions has been devolved to the units so that there is
a greater focus on Clinical Audit within the governance management structure across the Trust.
Projects are approved by email or, where possible and applicable via Unit Governance Meetings. We
are recruiting a new Clinical Audit Lead following the retirement of our Consultant Clinical Audit Lead.
This will assist to oversee the quality of Service Improvement Projects and promote Quality

Improvement within RUAH.

The Clinical Audit Quality Lead is committed to raising the profile of clinical audit and quality
improvement within the Trust and she is co-organiser, with Sammy Davies (Outcomes Manager) of
the new Quality Forum event, which is being held monthly from October 2021 onwards in order to
provide regular opportunities for sharing learning and best practice across the organisation. This
learning event is held via MS Teams and is recorded so that members of staff can watch it back later
if they are unable to attend in person. Quality Forum broadens the scope of the former Multi-
Disciplinary Clinical Audit Meetings to include learning from complaints, never events, serious
incidents, clinical outcomes and PROMS, amongst other innovative approaches. All staff members
are warmly welcome to attend the event and staff who have completed quality improvement projects

are invited to present their findings and discuss their learning experience.

We are in the process of reviewing the feedback from the Quality Forum meetings to ensure it is an
effective sharing of Service Improvement Projects or whether we reinstate the Multi-Disciplinary

Clinical Audit Meetings bi-annually.

The Clinical Audit Quality Lead has a strong commitment to education and to providing all staff with
the opportunity to access training. Last year the ability to train staff in Clinical Audit became more
difficult due to social distancing guidelines and so more emphasis was placed on 1:1 coaching and
training via MS Teams. There is now a plan in place to begin to provide group workshops via MS
Teams and to create a series of short training videos on various aspects of Clinical Audit and Quality

Improvement skills to be able to bring about positive and lasting change following an audit.
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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. A summary of the volume of Clinical Audit Projects formally received, registered, and
approved by the Unit Managing Directors and Assistant Chief Nurses in 2021/2022 is given in
appendix 1 and 2.

The Unit Managing Directors, Assistant Chief Nurses and the staff of the Clinical Governance
Department continue to be active in raising the profile of Service Improvement Projects 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 projects where necessary include recommendations and a realistic and achievable
action plan in place have to ensure that any identified issues are resolved and improvement to the
quality of patient care that the Trust provides implemented. Re-audits are carried out when necessary
to ensure we have improved our services and successfully addressed identified issues through clinical

audit.

3.1.3 Quality Forum Meetings in 2021/22

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 the 2021/22 period, 6 Quality Forum Meetings chaired by Mr Kelly, Consultant Clinical Audit
Lead, were held via Microsoft Teams. A list of the presentations from the meetings can be found in

appendix 3. The attendance of these forums can be found in appendix 4.

3.1.4 National Institute for Health and Clinical Excellence (NICE) Guidance
All published NICE guidance used to be reviewed monthly by Unit Managers and Clinical Audit Quality
Lead. The NICE Guidance process is on the Clinical Audit Risk Register as it requires review and

resources to implement it following the restructure of the Trust.

Clinical Audits that are being carried out or have been carried out in 2021/22 in relation to NICE

guidance include:

National Rheumatology Audit CG 79 and QS 33

Audit of Acute Upper GI bleed among in-patients NICE CG 141

Evaluation into incidents of pressure ulcers during acute stage in SCI patients NICE CG 179
Audit of clinical management of patients with DMD according to standard of care NICE HST
3

e Reaudit of botox administration in children with cerebral palsy NICE CG 145
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e An audit to determine whether the Sepsis 6 pathway is being implemented and adhered to
NICE NG 51

o The effectiveness of track and trigger systems in identifying deteriorating patients NICE CG
50

o Ward staff perception of nerve block education provided by the Acute Pain Service NICE NG
124

e Perioperative Management of children with cerebral palsy undergoing major surgery NICE
NG 62

e Audit of compliance with the faster diagnosis standard — a retrospective review NICE NG 12

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.

The Trust participated in the following (9) national audits during 2021/22:

e Mandatory Surveillance of HCAI

¢ National Early Inflammatory Arthritis Audit (NEIAA)

¢ National Joint Registry (NJR)

e Case Mix Programme

e British Spine Registry

e Elective Surgery (National PROMS Programme)

e Perioperative Quality Improvement Programme (PQIP)
e Surgical Site Infection Surveillance

e Falls and Fragility Fracture Audit Programme (FFFAP)

3.1.6 - Associated Risks in line with Service Improvement

Risks associated with Service Improvement are monitored via the Assurance and Standards Unit
with the Clinical Audit Quality Lead reviewing them regularly to ensure safety and assurance is kept
to a minimum. The list below are the current risks that are monitored on the Trusts Risk Register.
Please see 3.2 or the full Risk Register of risks associated to service improvement.
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Risk Title Monitoring | Risk Level Risk Rating | Risk Treatment Plan
and number | Unit

Y Assurance Low 6 To bring this risk to a point where it could
Monitoring ,
compliance and be closed we would require an

'p Standards automated system to manage NICE
against

Guidance and National Audit

National Audit .
Requirements.

Requirements -

2597

There is not Assurance Moderate 8 1. We need a different approach to PPI
enough patient g?jndards in CA. The new Clinical Audit Strategy
engagement in 2020-2023 sets out a plan for changing
Clinical Audit - the approach. This is due for ratification
2585 shortly.

2. We need a strategy and policy for PPI
in CA and an implementation plan. | plan
to do this as part of the overall new
Clinical Audit Strategy.
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Non
achievement of
clinical audit
work plan —
2437

Assurance
and
Standards

Moderate

12

The new Clinical Audit Policy published
in May 2020 clearly states that the
responsibility of action monitoring sits
with the units. Unfortunately, at present
there is no system in place to allow
triumvirate managers to access the data
and so there is a reliance on passing the
information manually through the
governance team.

A business case has been written and
was submitted in June 2020. Still waiting
to hear whether this has been approved
(15/01/2021). The new system would
offer a comprehensive hosted multi-
channel (multi-methodologies) service to
collect, analyse report and significantly
act upon real-time audits with
dashboards built in so that managers
simply log in to check where the audit /
actions are up to.

This audit module would provide a
quality, end to end auditing solution,
simultaneously making auditing a less
time consuming and more informative
process.

Data Capture Devices — Provided 'ready
to use’ with full training and support

A Library of Audits — Access to an
extensive library of healthcare specific
audit templates, ready to use at no extra
cost, such as Ward Accreditation, Quality
Accreditation and Nursing Metrics

Audit Planning tools for scheduling,
monitoring and management of the audit
process

Reporting — Real-time reporting views
available from ward to board

Actions, Action Plans & Alerts — Turn
information into action through real time
alerts of issues & non-compliance
Action Reporting & Escalation — Monitor
progress of improvements, actions, and
escalate within an organisation

Clinical Audit
staffing — 2769

Assurance
and
Standards

Moderate

12

Review resources for Clinical Audit and
ensure they are sufficient for work being
done daily and also in the event that the
Clinical Audit Quality Lead is not
available, the service can still run
efficiently and effectively in her absence.
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A new Clinical Audit System would
streamline a lot of processes that we
currently undertake manually and
therefore less human resource would be
required.

SWO2dM ‘T
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/ actions are
not completed

Assurance High 15 We require a new clinical audit system
Insecure . .
storage of and that can collect and store clinical data in
. 9 . Standards a safe and secure way and enable us to
Clinical Audit ) . )
respond quickly and efficiently to issues
data — 2692 . . .
discovered in audit.
Assurance Moderate 8 The implementation of a Clinical Audit
Lack of :
and system that automatically tracks NICE
assessment of , )
NICE Standards Guidance would enable us to close this
isk.
Guidance — s
2581
A Moderat 8 i i
Clinical audits ssurance oderate A risk assessment is to be completed
and QI projects and when an audit is being considered for
Standards

abandonment. This will be documented
and saved in the u drive.

on time and Evidence that overdue audits and actions
risk have been discussed at governance
abandonment - . .

2582 meetings to be captured (meeting

minutes)

Outcome of audits and actions discussed
at governance meetings to be fed back
to the Clinical Audit Quality Lead
monthly. The new process published in
the Clinical Audit Policy to be
implemented by the unit managers -
specifically operational managers take
responsibility for actions out of audits.

Alend ‘g | erelodiod | uvewdreyd ‘g

3.1.7 Improvements through Clinical Audit and Quality Improvement —

Good practice in Clinical Audit requires an action plan that is supported by the team with named
individuals who take responsibility. Clinical Audit Registration Management System (CARMS) logs
the actions and these are followed-up and updated in order to reflect the progress of actions. It is a
Trust requirement to create an action plan if corrective action is required because of a clinical audit
and, where appropriate, agree a date for reaudit. It is the responsibility of the units and the unit
governance management processes to implement a system for tracking the progress of each action
plan to ensure that the Clinical Audit cycle is completed in a timely manner. Project Leads are
supported to ensure that their actions are Specific, Measurable, Achievable, Realistic and Timely
(SMART). Where it is potentially valuable to bring QI tools to the table to make improvement following
an audit, the CAQL can advise and / or bring the expertise of the new Quality Improvement and

Operational Development Manager in to look at the project.

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

IresanO 6 | suonsand ‘g |uewiopag 7 pue sjdoad 9

18y10 Auy 0T

(o]
uy




are other areas at risk highlighted to us by the governance team. 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. We have 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 improvement following clinical audit / quality improvement projects.

1. Service Evaluation of Orthotic Provision for Paediatric Patients with Idiopathic
Flatfoot

The paediatric flat foot is a frequent presentation in clinical practice, a common concern to parents
and continues to be debated within professional ranks. The orthotics department often receives
referrals for insoles for children to improve foot position and pain. At RIAH we receive many
referrals from one Consultant and fewer from another Paediatric Consultant due to their conflicting
opinions on insoles. The project seeked to audit clinical outcomes for the treatment of paediatric
idiopathic flatfeet, with the aim to review compliance and how often patients are wearing the
orthoses.

The results of this audit shown children with flat feet concluded a very high level of patient
satisfaction regarding function, revealing that a large percentage of patients do use the insoles
provided.

It also shows that the use of insoles the majority of the day, most days, helps to improve pain
related to excessive pronating during gait.

2. Reaudit of the use of a safety checklist for interventional procedures in

Radiology

In 2009 the World Health Organisation introduced a checklist as part of the ‘Safe surgery saves
lives’ document. A modified checklist, that included a ‘Pause’ was devised for interventional
radiology to improve patient safety. The use of this checklist and ‘Pause’ was audited in 2020.
Recommendations from this audit were made to improve compliance, including a review of the
checklist, survey of staff if there were any barriers to completing the ‘Pause’ and checklist, an
additional checklist for Ultrasound biopsies and supply information around the reasons for the
‘Pause’ and checklist.

The aim of this audit was to monitor the safety checklist was completed correctly for every
interventional outpatient procedure in the radiology department.

Compliance with the use of the safety checklist and ‘Pause’ has increased significantly since the last
audit. Imaging staff have shown a good understanding of the need for a safety checklist and the use
of a ‘Pause’ and the information provided to staff on the WHO safer surgery and safety checklists
has been accessed over 100 times.

Continued audit of the use of the safety checklists and ‘Pause’ for outpatient interventions will
ensure that these standards are maintained, and by ensuring the audits can be done simply and
through a digital audit tool, more staff can be involved in the audit process.

3. CT pulmonary angiogram (CTPA) Re-audit

CTPA is a scan that looks for blood clots in the lungs. This was a Re-audit of detection rate for
pulmonary thromboembolic disease on CTPAs 10" Dec 2020-10" Dec 2021. This audit shown that
our positive diagnostic rate for pulmonary embolus meets the local and national standards.
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3.1.8

Strategic objectives in the year ahead

Key objectives for forthcoming year are:

1.

Ensure that the Trust is fully compliant with the requirements of the National Clinical Audit and
Patient Outcomes Programme, CQC Essential Standards of Quality and Safety, all relevant
published NICE guidance, and GIRFT recommendations.
Develop a strategic approach towards the types of audits that are undertaken so that they
focus on the main Governance areas of risk, incidents, and complaints to prioritise projects.
Clinical Audit Forward Plan is to be driven by the Unit Managers in line with Clinical Audit
Policy published in May 2020.
Improve the audit process to:
¢ Increase the number of audits that have potential for quality improvement
¢ Improve the timely completion of the audit cycle
o Effectively put in place and monitor actions that result in better patient safety,
patient experience, and clinical effectiveness. As part of this improvement in
process, overdue audits will be risk assessed for abandonment by Unit
Management Teams and the reasons for abandonment will be documented in
the U drive.
Increase the number of audits carried out by non-medical staff to have a wider reach and
embed quality improvement practices across the organisation.
Improve patient and public engagement in the whole audit process through the creation of a
Shropshire-wide Clinical Audit and Quality Improvement Patient Group.
Create a Clinical Audit training programme that has CPD credit to help ensure that project
leads are equipped with the skills to carry out successful audit and quality improvement
projects.
Improve sharing of learning from clinical audits by actively promoting the audit and evaluation
work of clinicians using networks both within and beyond the Trust. The Trust will be
instrumental in creating opportunities for sharing, setting up key networks where possible and
relevant to ensure that there are avenues for dissemination. Projects can now be shared
across the Trust and beyond via the Quality Forum at RUIAH and the OQICAN Learning Forum
events nationally through the NOA.
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3.1.9

Update on strategy action plan

Revise NICE process so that the

2437)

learning from completed audits

. ) . . Clinical Audit
1. Ensure that the Trust is full Trust is assessing which NICE : . .
compliant with the requiremer)(ts guidance is relevant monthly and | Completed guallty Leady/ Nice Guidance Tracker Qompleted - New process

. I o : overnance Spreadsheet in place
of published clinical guidelines documenting where we are / are Manager
in NCEPOD, CQC Essential not compliant
Standards of Quality and Set up Clinical Audit Group and Clinical Audit
Safety, all relevant published Clinical Standards and Assurance Quality Lead / Minutes of Partial Completion - New
NICE guidance, and GIRFT Group to monitor this and January 2023 Governance |nut_es ot group clinical effectiveness
recommendations (risk 2581) escalate any concerns to Quality Manager / Deputy | M€1N9s group being devised
and Safety Committee Medical Director

2. Develop a sirategic approach Encourage Units to drive the CHB?)?/grﬁfance /
towards the types of audits that ini i i ion -
are undertakgr? so that they Clinical Audit Forward Plan using February 2023 Managing icr;1|1’lcr>]rlcri?::|1ﬁAc>l:1dgack for E?::ﬁ:a%g?gféfnwritten
focus on the main Governance | governance data and trust Directors / managers but not disseminated vet
areas of risk, incidents, and corporate objectives Assistant Chief 9 y
complaints to prioritise projects. Nurses
Clinical Audit Forward Plan to Unit Governance Leads to utilise Clinical Audit Completed — CAQL
be driven by the Unit Managers | their unit governance meetings to Quality Lead / Unit Governance attending Unit
in line with Clinical Audit Policy | generate discussion around Completed Gover)r/1ance Meeting minutes Governance / Board
published in May 2020 (risk potential new audits and the Leads 9 Meetings to update units

when available
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Governance Leads / Clinical Audit

Quality Lead to encourage Head of A robust and productive
collaborative working and Governance / Clinical Audit Forward
. g Clinical Audit Plan that demonstrates
stakeholder ship between Completed Quality Lead / areas of improvement
departments and units to improve G Y ; I bp .
the quality of audits and their L ov:rnance usut}? ZO aborative
. eads methods
improvement outcomes
3. Improve the audit process: 1. Clinical Audit
the number of audits focused Implement an automated and Quality Lead /
on quality improvement 2. the managed clinical audit system to June 2023 Deputy Medical New system required to
timely completion of the audit assist in the management of audit Director / replace CARMS
cycle and 3. monitoring of and quality improvement projects Governance
actions that result in Manager
improvement of patient safety, :
patient experience, and clinical Unc{ertakg an gnnual aill
effectiveness (risk 2437). Unit augjl_ts pRch W|Il_demonstra_te - . . . -
M : efficiency of audit cycle, action Clinical Audit Audit of Audits Clinical
anagement teams will lead, ; : March 2023 : .
and risk assess the completion, audits abandoned, Quality Lead Audit Report
abandonment of QI projects in I TATEHIrER R S1s
Clinical Audit improvement in working practices
Encourage more audits from Clinical Audit
AHPs e_md nursing staff via March 2023 Quality Lead / Audit of Audits report
promotion of CA as an Governance
4. Increase the number of improvement tool Leads
aUdiFS carried out by non- Encourage Unit Managers to be I\D/lifgst?)lrr;g/ Unit Managers Clinical
medical staff to have a wider mindful of this objective in their February 2023 Assistant Chief Audit Infor?nation Pack
reach and embed quality forward planning of audits
improvement practices across Nurses
the organisation Ensure Quality Forum events are Clinical Audit
not medically dominated or Quality Lead / Quality Forum event
driven, and equal opportunity is March 2023 D y Medical y
iven for all project leads to gputy edica programme
gresent their work Director
5. Ensure effective patient and Write and implement Clinical Clinical Audit Patient and Public
public engagement in Clinical Audit Patient and Public March 2023 Quality Lead Engagement Strategy

Audit, putting patients at the

Engagement Strategy and Policy

and Policy published

Completed - see Forward
Plan

Partial Completion -
Information pack written
but not disseminated yet

In progress — currently in
discussion with the
Clinical Audit Managers
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heart of quality improvement Implement patient training March 2023 Clinical Audit Training programme across ICS (at SaTH and
activity in the Trust programme to achieve this arc Quality Lead available ShropCom) about running
Create Clinical Audit workstream arcozltljnlc: éri:(:lir? : tclg:tnt
in Patient Participation Group - . . L group y
: Clinical Audit Patient Participation
strategy so that patients are March 2023 ; .
) ; . Quality Lead Group Minutes
involved in audit programme
design, process and reporting
e-Learning module to be created
that is to be completed by project c leted Clinical Audit eLearning module Completed - eLearning in
6. Create a Clinical Audit lead within the two years of ompiete Quality Lead available place
training programme that has commencing new audit
CPD credit to ensure that Monthly and ad-hoc 1-1 training / . : Training records held by
project leads are equipped with | ;,4ching / advice sessions Completed Clinical Audit the Clinical Audit Quality | Completed
the skills to carry out successful : Quality Lead
: e provided Lead
audit and quality improvement . — - —
projects V|rtu_aI group training sessions Clinical Audit Tra|n|r_19 recordg held l_)y
provided monthly (basic skills and | Completed Quality Lead the Clinical Audit Quality | Completed
advanced skills) y Lead
Ensure that presentations at the
Multidisciplinary Quality Forum » . HIDIEI evenE
Clinical Audit programme and
(formerly MDCAM) are Completed Quality Lead PowerPoint Completed
improvement driven projects with y resentations
learning to share P
Record MDQF events to share Clinical Audit Reeeing UplbEEe o
- - . March 2023 ; Quality Forum intranet
7. Improve visibility of Clinical more widely Quality Lead age
Audit learning by sharing across . - - :
and beyond the Trust / have Set up Quality Forum Twitter Clinical Audit Webpage Twitter feed
public-facing quality work account and webpage on RJAH March 2023 Quality Lead are live and traffic is
website monitored
Ainliez1] Aol The production and
Clinical Audit contribution to new Quality Lead / ublization of a Trust
Learning Newsletter and . Governance P )
N : : April 2023 Learning Newsletter that
distributed via Communicate Manager / feat Clinical Audit
quarterly Governance ed Il: res Liinicat Audi
Leads wor
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RJAH to contribute to the creation
of an Orthopaedic Quality
Improvement Clinical Audit
Network (OQICAN) in the
National Orthopaedic Alliance that
can be a vehicle for learning and
collaboration across specialist
orthopaedic centres in the UK

Completed

Clinical Audit
Quality Lead

OQICAN Terms of
Reference, Policy, and
Strategy

OQICAN workshop
PowerPoints

Completed

SWOddM T
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3.2 Associated risks

3

Risks associated
with CA.xIsx

3.3 Clinical Audit Forward Plan 2022/23

A draft Clinical Audit Forward Plan has been created by the Clinical Audit Quality Lead (below) Please note this has not been finalised yet by Unit Managers. Please see appendix 5

for performance against 2021/22 forward plan.

3

Copy of Clinical
Audit Forward Plan
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Appendix 1:

Appendix 1 - Clinical Audit Proposals approved in 2021/2022

L Priorit iori iori iori iori

Division ; A Pru;rlty Prlc:;rlty Prlzrlty Prlosrlty Total
MSK Unit 2 7 5 1 6 21
Specialist Unit 3 3 3 2 4 15
Clinical Services Unit 2 6 3 1 0 12
Support Services Unit 0 0 0 0 0 0
Assurance & Standards Unit 0 2 3 0 0 3
Totals 7 18 14 4 10 72

Appendix 2:
Appendix 2 - Clinical Audit Reports approved in 2021/2022
oo Priority | Priority | Priority | Priority Priority
Division 1 2 3 4 5 Total
MSK Unit 2 1 0 2 7 12
Specialist Unit 1 2 1 0 3 7
Clinical Services Unit 1 3 1 1 0 6
Support Services Unit 0 0 0 0 0 0
Assurance & Standards Unit 1 1 0 0 0 2
Totals 5 7 2 3 10 27

Appendix 3

Presentation from the Quality Forum 12 October 2021

e |soplex / Gelaspan Allergic Reaction Incident — Sharing Learning

e Ward staff perception of nerve block education provided by the acute pain service — a review

of evidence-based practice engagement
¢ RJAH Mortality Report 2020 — Learning from Deaths

Presentations from the Quality Forum 10t November 2021

¢ Mobile muscle clinic service evaluation
e Improving communication with GPs and patients on discharge in cancer services

e Standardising and rationalising post operative blood tests at RUAH Orthopaedic Hospital

Foundation Trust

Presentations from the Quality Forum 09 December 2021

e Morbidity and Mortality case presentation

e Can relational leadership enhance performance?
e Compliance with VTE Documentation at RUIAH

Presentations from the Quality Forum 11 January 2022

e Learning from Incidents

e Case report with a ‘Silver Lining’
e Audit of the paediatric pre-operative process
o Keele’s new MSc prosthetics and Orthotics developed alongside RJAH

Presentations from the Quality Forum 9 February 2022
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Upper Gl Bleed NICE Guidance Clinical Audit
Appropriateness of emergency referrals to the spinal department

Appendix 4 — Attendance Figures for Quality Forum meetings

Date

Attendance

12t October 2021 No data

10t November 2021 | 41

9th December 2021 31

11t January 2022 31

9th February 2022 30

Appendix 5 — Clinical Audit Forward Plan 2020/21

A summary analysis of the progress of the plan 2020-21 shows that out of the planned
projects on the list:

We took part in 84% of national audits that we were eligible for (11/13)

We started or completed 57% of the audits related to our corporate objectives

We started or completed 33% of the audits related to NICE Guidance

We started or completed 100% of the audits related to CQC recommendations

We started or completed 50% of the audits related to policies (selected based on
governance data)

We started or completed 31% of the re-audits scheduled for 2020-21

Further information:

No CQUINs were set by the CCG in 2020-21 so there were no compliance audits to
monitor related to these.

Data from compliance audits in the areas of infection control, medication, and
safeguarding is not currently registered under Clinical Audit, which means there is no
one central place for the reporting or monitoring of this data and therefore no clear
governance of what is being audited or what the results / actions out of the audits are.
This is a gap and needs to go onto the risk register. During 2022/23 compliance
Infection Prevention and control audits are now being registered within Clinical Audit
to provide assurance of monitoring and assurance.

Audits not completed in 2020-21, and deemed to be still relevant, were carried over
to the CAFP for 2021-22.

Monitoring
The Clinical Audit Quality Lead monitors the forward plan as follows:

Regular clinical audit progress reports are sent to the unit management teams
containing information regarding planned projects.

The Clinical Audit Forward Plan is monitored via the Clinical Effectiveness
Committee on a quarterly basis.
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1. Purpose of Paper

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

This paper presents a summary of the Quality and Safety Committee meeting held on 20
October 2022 for assurance purposes. The Trust Board is asked to consider the assurances
provided and whether any additional assurances are required.

2. Executive Summary

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

= The Committee was quorate.

= The Committee discussed in length Delayed Transfers of Care (DTOCSs) as current there
are 32 patients who are delayed discharges.

= The Medicine Incident Review was presented showcasing the recommendations in place
to improve both reporting and reduction of medication incidents across the Trust.

= Concerns were raised with the low level 3 safeguarding training figures.

= The Committee approved the Research Annual Report 2021/22.

= The Committee noted the Clinical Audit Annual Report 2021/22.

2.3. Conclusion

The Trust Board is asked to note the Chair’s Report for assurance purposes and consider
any additional assurances is required.
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NHS!

The Robert Jones and Agnes Hunt
Orthopaedic Hospital

NHS Foundation Trust

Chair's Assurance Report
Quality and Safety Committee 20 October 2022

3. Main Report

3.1 Introduction

This report has been prepared to provide assurance to the Trust Board from the Quality and
Safety Committee which met on 20 October 2022. The meeting was quorate with 3 Non-
Executive Directors and 1 Executive Directors in attendance. A full list of the attendance is
outlined below:

Present: Chris Beacock Non-Executive Director (Chair)
Penny Venables Non-Executive Director
Paul Kingston Non-Executive Director
Ruth Longfellow Chief Medical Officer

In Attendance: Kirsty Foskett Head of Clinical Governance & Quality
John Pepper Associate Non-Executive Director
Olivia Evans Executive Assistant — Minute Secretary
Lisa Newton Assistant Chief Nurse
Nia Jones Managing Director for Planning and Strategy (part)
Teresa Jones Research Manager (part)
Victoria Brownrigg Head of Finance (part)
Amanda Roberts Clinical Audit Facilitator (part)
Maryse Mackenzie Medicines Management Co-ordinator (part)
Mary Bardsley Acting Trust Secretary (part)

Sara Ellis-Anderson, Stacey Keegan, Martin Newsholme and Mike Carr

3.2 Actions from the Previous Meeting

The Committee discussed the action plan in detail and an update was provided for each action.
There were 0 actions noted as outstanding a forwarded on to the next meeting.

3.3 Key Agenda

The Committee received all items required on the work plan (except IPC agenda items) with
an outline provided below for each:

SWOdIPM T
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1. Declaration of Interest

There were none to note. N/A

2. CNO and CMO Update

Amber alert from blood transfusion service has been received Full
and has been put in place for 4 weeks. This relates to 2 blood
groups. Cross matching of patients and blood supply is being
completed and patients’ operations are being determined by 2
surgeons to confirm if the patient is urgent. To date no patients
have been cancelled.
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Never Event briefing has been circulated to the Board. The
equipment is no longer in use and feedback has been given to
the suppliers. The Trust are in discussion with the lawyers to
gain advice.

Discussion was held regarding a national alert being and
sharing information to partner organisation. This has been
escalated to the system.

1 Serious Incidents has been reported this week on MCSI.
There have been noted gaps in systems and process which
are being addressed.

Partial

Full

Incorporate an action
that the scrub nurse
should complete a check
on the equipment
following surgery (even
with disposal kit)

ejuasald ‘7

3. Performance Report

Complaint response time is currently below target. The Trust
are focusing on the local resolution to ensure the Trust
answers patients questions before discharge.

NHS review of MCSI discharges — recommendations have
been received with in the report which the Trust are
considering. Noted the positive recording of delayed discharge
as a potential harms event. The Trust confirmed the Trust has
appointed a discharge manager who will support with patient
flow.

2 deaths in Sept — 1 unexpected and 1 expected. There have
been no concerns raised.

Queries were raised regarding the spinal waiting list. The Trust
confirmed that a spot purchase at a local nursing home has
been ceased following clinical assurance not being received,
other nursing homes are being considered. The Trust have
agreed to spot purchase the winter pressure beds on Sheldon
ward however additional staff is required due to the complexity
of the patients.

19 patients waiting for admission — to incorporate how long
have the patients have been waiting into the report. The Trust
confirmed the longest waiter is since 30 July 2022 and
informed the Committee that a network model of care has been
implemented to support patients whilst waiting for there
operation.

Full

Full

Full

Full

Full

Aend ‘g | ereiodio)d | uewureyd ‘g

4. Operational Planning Framework

Asked for further assurance on the actions which are aligned
to the STW. The Trust confirmed the Chief Nurse and Patient
Safety Officer would be lead for the Trust and will continue to
report back to the Committee.

Full

5. Serious Incidents and Never Events

The Committee noted:

= 2 serious incidents reported in October.

= Never Event in August — a copy of the report and
action plan is due to be presented at the next
meeting.

= Sl audit has been completed and will be presented to
the Committee for consideration along with
recommendations.

= Queried the 2 open actions on the Sl report — remain
open until the actions have been completed and
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embedded. Need to provide assurance to the ICS
before closing.

6. Medicine Incident Review

The review of the Datix category “medicine not administered”
in 2021-22 identified the following recommendations:
= |mproved communications to staff.
» When deviation from policy is found, a systems
approach should be applied to fully understand work.
= ePMA to be implemented.
= Review how change is implemented.
= Encourage reporting of incidents in low reporting
areas.

Full

ejuasald ‘7

7. PSIRF Presentation

The new Patient Safety Incident Response Framework
(PSIRF) forms part of the NHS Patient Safety Strategy and
sets out the approach to developing and maintaining effective
systems and processes for responding to patient safety
incidents, for the purpose of learning and improving patient
safety.

PSIRF is due to replace the current Serious Incidents
Framework in the coming months. First training session has
taken place on 13t October 2022.

Improvements need to be sustained therefore capacity within
improvement team may need to be widened.

Full

Aend ‘g | ereiodio)d | uewureyd ‘g

8. Harms Presentation

Cohort 2 has 47 initial moderate harms:
= 33 patients moved to low harm post clinic review.
= 8 patients awaiting clinic appointment outcome.
= 6 RCAs and DOCs underway.

Cohort 3 is being discussed to be developed into business as
usual.

Full

9. CIP Quality Impact Assessment Q2

= £176k adverse YTD driven by slippage in the non-QIA
applicable schemes.

= £34k adverse for QIA applicable schemes.

= Orthotics procurement is being led by Jane Dewsbury
with a lot of work and mitigations in place to achieve
£36k saving.

= All the QIAs are deemed as six or below.

= No new schemes identified for later in the year.

Full

10. Quality Priorities

Two of the priorities are behind plan due to the leads currently
not onsite: waiting well initiative and progress against NHS
learning disability standards.

All other priorities are ongoing, and actions being worked
towards.

Partial

New leads are being

identified for

which  are
behind plan.

priorities
currently

11. Learning from Deaths Q2 Report

A total of three deaths have occurred in quarter two (two
expected and one unexpected).

Discussions are in progress with SaTH concerning link with
Medical Examiner. James Neil, lead for Learning from Deaths
at RJAH, is now working as Medical Examiner at SaTH.

Full
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12. Clinical Audit Annual Report

In 2021/22 the Trust participated in nine national audits, ten

ejuasald ‘7

audits have been conducted in relation to NICE guidance and Full
seven risks on the risk register.
13. Board Assurance Framework
The Committee noted the BAF. Full
14. Legal Claims Q2 Report
Report requires further work as to any recommendations Full
required following claims.
15. Policy Tracker
The Committee noted the Policy Tracker. N/A
16. To Note
Research Committee Chair Report — Nofed Full
Research Annual Report — Approved Full
Medical Devices Chair Report — Nofed Full
Work ongoing to improve
Patient Experience Committee Chair Report — Nofed Partial reporting for level 3
Safeguarding level 3 training is under target. training.
Safeguarding Committee Chair Report Full
17. Any Other Business
Front Sheet Template
Committee approved to trial the new front sheet for Quality N/A

and Safety Committee and its sub-committees.
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3.5 Risks to be Escalated

During its business, the Committee confirmed there are no risks to be escalated to the Board.

4. Conclusion

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

obtained.
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