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GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST
Public Board of Directors Meeting
10.30, Thursday 9 June 2022
G2, Redwood Education Centre, Gloucestershire Royal Hospital

AGENDA
Ref | Item Purpose Report type Time
1 Chair’s Welcome and Introduction
2 Apologies for absence 10.30
3 Declarations of interest
4 Minutes of Board meeting held on 12 May 2022 Approval Enc1
10.35
5 Matters arising from Board meeting held on 12 May 2022 Assurance
6 Patient Story Katie Parker-Roberts, Head of Quality Information | Presentation | 10.40
7 Chief Executive’s Briefing Mark Pietroni, Interim Chief Executive Officer Information | Enc 2 11.00
8 Board Assurance Framework Kat Cleverley, Trust Secretary Review Enc 3 11.15
9 Trust Risk Register Alex D’Agapeyeff, Interim Medical Director Assurance Enc 4 11.20
Break (11.30-11.40)
10 | Quality and Performance Committee Report Elaine Warwicker, Non- Encs
Executive Director, Matt Holdaway, Chief Nurse and Director of Quality,
and Qadar Zada, Chief Operating Officer
e Quality and Performance Report Assurance Enc 6 11.40
e Perinatal Quality Surveillance Report Enc 7
e Quality Account 2021-22 Enc 8
11 | Finance and Digital Committee Report Robert Graves, Non-Executive Enc9
Director
. A 12.2
e Finance Report ssurance Enc 10 >
e Digital Programme Report Enc 11
12 | Estates and Facilities Committee Report Mike Napier, Non-Executive
Director Assurance Enc 12 12.50
13 | Audit and Assurance Committee Report Claire Feehily, Non-Executive
Director Assurance Enc 13 13.00
14 | Any other business None 13.10
15 | Questions/Comments from Governors

Close by 13.15
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GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST
Minutes of the Public Board of Directors’ Meeting
12 May 2022, 12.45,
By Video Conference

Chair Deborah Evans DE Chair
Present Alex D’Agapeyeff AD Interim Medical Director and Director of Safety
Claire Feehily CF Non-Executive Director
Marie-Annick Gournet MAG Non-Executive Director
Robert Graves RG Non-Executive Director
Balvinder Heran BH Non-Executive Director
Matt Holdaway MHo Chief Nurse and Director of Quality
Mark Hutchinson MH Executive Chief Digital and Information Officer
Karen Johnson KJ Director of Finance
Simon Lanceley SL Director of Strategy and Transformation
Alison Moon AM Non-Executive Director
Mark Pietroni MP Interim Chief Executive Officer
Rebecca Pritchard RP Associate Non-Executive Director
Claire Radley CR Director for People and Organisational Development
Elaine Warwicker EW Non-Executive Director
Qadar Zada Qz Chief Operating Officer
Attending | Hilary Bowen HB Public Governor, Forest of Dean
James Brown JB Director of Engagement, Involvement and Communications
Kat Cleverley KC Trust Secretary (minutes)
Suzie Cro SC Deputy Director of Quality (item 6 only)
Anne Davies ADa Public Governor, Cotswolds
Alan Thomas AT Lead Governor
Observers | Two governors and two members of the public observed the meeting virtually.
Ref Item
1 Chair’s welcome and introduction
DE welcomed everyone to the meeting.
2 Apologies for absence
Mike Napier, Non-Executive Director, Roy Shubhabrata, Associate Non-Executive Director.
3 Declarations of interest
None.
4 Minutes of Board meeting held on 14 April 2022
The minutes were approved as a true and accurate record.
5 Matters arising from Board meeting held on 14 April 2022
All matters arising were updated.
6 Staff Story

The Board received a presentation on International Nurses’ Day and the celebrations that were taking place
across the Trust.

Along with SC, Beth, Hayley and Kiran attended the meeting to describe their experiences as nurses with the
Trust and initiatives in place to support and engage colleagues.
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The Board discussed the following points:

e Regular updates on the impact on international nursing recruitment would be useful.

e The Board was interested in the clinical care shared decision-making councils and heard that although
engagement had reduced recently, there were a number of listening events planned to increase
attendance. The plan for the staff councils was that they would be key support for nursing structures.
The Board noted that the councils had an inclusive, multi-disciplinary team approach for all staff to
attend.

e Next steps would focus on how to make councils business as usual, and embedding them within the
organisation as a key tool to engage with nurses and commit to investment in staff.

Chief Executive’s Briefing
MP gave a briefing to the Board as follows:

e Deborah Lee, Chief Executive Officer, had recovered well from her illness but would not return until
August. There had been some changes to the executive portfolio as a result.

e The Trust remained extremely busy, with exhausted staff who were seeking rest.

e The Board was advised that ambulance delays continued, along with delays in the Emergency
Department as patients waited for beds. Some improvements had been seen, with a reduction in the
numbers of Medically Optimised for Discharge (MOFD) patients, however further work on patient flow
within the organisation was required.

e Waiting lists continued to reduce, although there was more work to do.

e The Integrated Care Board would go live from 1 July. A number of appointments had been made to the
Board.

e The Trust was expecting its rescheduled CQC well-led inspection from 14-16 June.

e The Trust’s first Staff Awards since before the pandemic were being held next week, with both days
fully booked.

DE advised the Board of an Local Government Association (LGA) peer review and an external review into urgent
and emergency care.

BH requested the output from the review on the impact on social care, to include accountability as a whole
system.

AM raised a query in relation to the reduction of MOFD patients and whether this was attributable to anything
in particular. QZ advised that this was related to a number of initiatives in place, including increased capacity
in Home First and social care, continued patient reviews, and families’ involvement in patient care.

Board Assurance Framework

The first iteration of the new Board Assurance Framework was provided for discussion. The new process of
regular executive and Committee review continued to be embedded, with further refinement and
improvement expected over the next few months.

EW commented positively on the readability and style of the BAF, which was shared by other members of the
Board. RG requested that a mapping exercise was undertaken for additional assurance that risks from the
previous BAF had been captured in the new risks. Action

Trust Risk Register

The Board received the report for information, noting that one new risk related to the quality of care of patients
remaining in recovery when ward-based care was required had been added, with one risk related to poorer
outcomes and potential harm to patients throughout their hospital stay as a result of spending longer than
eight hours in the Emergency Department removed from the register, as it was covered within another risk.
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AM commented on the gynaecology risk, noting that there had been no change to the risk score but assurance
had been provided at Quality and Performance Committee that the risk had reduced. MHo advised that some
issues remained with access and operational management, and that the changes that had been made would
need to be seen consistently before the risk score could reflect appropriate improvements in the service.

The Board was assured by the oversight and active management of the key risks within the organisation.

Action: AD and KC to review the format and readability of the risk register.

10 | Quality Report
Key points were noted as follows:

e Performance against the 62-day cancer standard was progressing well. Although significant progress
was slow due to the need for faster diagnosis and treatment, pathways were under review and the
Trust was responding well.

e Additional capacity had been implemented to manage the waiting list, including optimising weekend
and evening working. The number of patients on the waiting list was now at 59,000 despite an increase
in referrals. The Trust had been approached to provide mutual aid to other organisations.

e There continued to be limited flow through the hospital, however work continued to manage elective
activity and front door issues.

e The Board noted that 335 bed days had been lost to Covid outbreaks in March, however guidelines had
changed recently and would have a positive impact on the number of patient moves required. Visiting
guidelines had also changed to pre-pandemic guidelines, with patients being isolated only when
practical. There was no longer a need to socially distance, however face masks were still worn in clinical
areas.

e Six C-Diff cases had been reported and were subject to post-infection reviews, which would include
cleaning and antimicrobial stewardship.

e The Board was advised that a discrepancy had been found in relation to pressure ulcers, which had
resulted in over-reporting of incidents.

e There had been a high number of falls resulting in harm, with nine reported in the last month. Two
patients had died as a result and were subject to the Serious Incident Requiring Investigation (SIRI)
process. The Board requested additional information on falls for assurance. Action

e Friends and Family Test feedback had decreased to 88%, driven by urgent care pressures. The Board
was assured that this continued to be monitored closely.

e A new advisor had joined the PALS team in March, and improvements in cases closed within five days
had already been reported.

RG commented that there was a lot of work underway at the Trust, but performance reports were highlighting
a number of ‘red’ areas; the Board would receive some specific detail to monitor progress being made against
these areas. Action
RP raised a query about eating disorders, noting that nationally there had been an increase in the number of
patients presenting with eating disorders, and subsequently being admitted. The Trust was developing a Whole
Person Care Strategy, which would encompass mental health, and the Board was advised that the ICB had
commissioned a piece of work to review the creation of a community-based team to support.
RG noted that the target related to patients admitted within four-hours and completion of a swallow screen
was not being reached; MP would review the data. Action

11 | Guardian of Safe Working Hours Report

The Board received the Quarterly Report and Annual Report for information, noting particularly that there had
been an increase in exception reports driven by an increase in workload. This often led to educational
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opportunities being sacrificed in order to carry out clinical duties. The Board was advised that the e-rostering
system was key to supporting this.

CF asked if the data within the report reflected the position within other organisations; AD advised that whilst
the Trust carried out informal comparison, there was no formal benchmarking information available.

12

Maternity Reports
Ockenden Gap Analysis

The Board received the report, which detailed a gap analysis review of the maternity service against the fifteen
Immediate and Essential Actions recommended in the Ockenden Report. Against 92 actions, the Trust was
currently fully compliant with 35, partially compliant with 33, and non-compliant with 15. Further information
was required in 4 areas, with 5 not applicable to the Trust.

The Board was advised that both of the Trust’s midwifery-led units had to be closed due to staffing challenges
resulting from Covid absences, however Stroud had since reopened; Cheltenham would remain closed until it
was safe to reopen.

The Board discussed the sad case of Baby M, which had happened at the Trust two years ago and had recently
been reported in the press. DE asked if the deficiencies in care of Baby M were issues that were reflected within
the action plan, and assurance was provided that they were.

The Board also discussed communication with families and how good this was around service closures. MHo
assured the Board that closures were not an easy decision to take, and that communication to families is carried
out very well by team in very difficult circumstances. Transparent and honest conversations were had with
affected patients, and the disappointment patients’ felt was well understood.

13

Finance Report
The Board received the report for information and noted the following key points:

e The month 12 position was a surplus of £516k, which was in line with the plan and reported to NHSEI.
The overall year-end system position was a surplus of £6.8m.

e The Trust’s final capital position was a £326k overspend, which the Board was pleased to note and
thanked the team for delivering. The system position was a reported £3k underspend, with £1.7m
impairments.

e The Trust was currently working through the system position for 2022/23 with system partners.

14

Digital Programme Report

The report detailed the Trust’s progression of its digital agenda, with three key pieces of work underway: the
Sunrise EPR clinical documentation optimisation; a system-wide dashboard to improve patient flow with an “at
a glance” functionality of the whole system which was in development by the Business Intelligence team; and
the implementation of new Clinically Ready to Proceed reporting.

The Board discussed the greater gains that would be achieved through the implementation of these systems,
including improvements in the quality of patient care with quicker and more efficient clinical systems, and
innovative solutions to system-wide issues.

15

Use of Trust Seal Report

The Board endorsed the use of the Seal.

16

Assurance Reports

The reports were noted for information.

17

Any other business
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None.

18 Governor Comments

AT provided the following feedback:

e The first hybrid Board meeting had received very positive feedback from governors observing via MS
Teams.

e The Board was encouraged to review how the Trust involved patients in the work of the Trust.

e The new Board Assurance Framework was welcomed, with continued improvements noted. AT
suggested that work around health inequalities and the deterioration of staff experience was reflected
throughout.

e The Whole Person Care Strategy, which also encompasses mental health, would be the subject of a
Governors’ Quality Group and Board development session.

e Safeguarding performance within the Quality and Performance Report was not RAG-rated; a review of
how progress was measured would be undertaken.

Close

Actions/Decisions

Item Action Owner/ Update
Due Date
Board Assurance A mapping exercise would be undertaken for additional KC In progress
Framework assurance that risks from the previous BAF had been July 22
captured in the new risks.
Trust Risk Register A review of the risk register’s format and readability would AD/KC In progress
be undertaken. July 22
Quality Report Additional detail on falls would be received at a future MHo/SC July 2022
Board meeting.
The Board would receive some specific detail to monitor MHo/SC In progress
progress being made against ‘red’ performance areas. July 22
Swallow screen data would be reviewed. AD In progress
July 22
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CHIEF EXECUTIVE OFFICER’S REPORT
Introduction

1.1 Thisis now my second Board Meeting as Interim Chief Executive. | continue to be well supported
by those around me whether in the Trust or the system, for which | am very grateful. There are
two issues that highlight the ups and downs of this role. Firstly, and sadly, there has been a
significant amount of negative media coverage this month. We aim to be open and transparent
and learn from things we have not got right such as the sad death of Baby M two years ago, but
reported this month. We have also had to strongly refute an inaccurate and misleading article
in the national press. Threats of violence against named nurses were posted on the paper’s
website. We take this very seriously and will not tolerate abuse of staff and have taken
appropriate action.

1.2 On a more positive note, the Staff Awards on May18-19 were a huge success. It was wonderful
to be back together again and | received numerous reports of the positive impact on morale in
a number of departments. Having the event over two evenings seemed to work well — more
people could attend and the award ceremony itself was not too long. It was great to see Deb
Lee on the second evening who, together with Peter Lachecki, presented the Lifetime
Achievement Award to Annie and Sean Elyan, as well as picking up her own Chair’s Award for
Exceptional Leadership.

Operational Context

2.1 Operationally, the Trust is performing well in its delivery of its elective programme, its
performance against Diagnostics and Cancer. In each of these areas it remains in the top quartile
within the South West. Sadly, this is not the case for the urgent care pathway which remains
under extreme pressure although over recent weeks the number of patients attending has
reduced the patients remain high in acuity. This is demonstrated by the numbers of patients
that are returned to the Emergency Departments and subsequently admitted following
consideration by Same Day Emergency Care. Average length of stay in the department remains
higher than pre-pandemic levels and this can be attributed to a range of factors which include
the high number of patients that are Medically Optimised for Discharge (MOFD) and are
awaiting onward care. The current numbers of patients who are MOFD is approximately 220.
This is showing a positive reduction from previous months, however this still remains high and
equates to approximately half of our medical bed stock

2.2 Another positive is the continued reduction of the rate of community transmission of COVID-19
in Gloucestershire. At the time of writing, 53 of the Trusts beds are occupied with patients who
also have a confirmed COVID-19 status, the majority of whom are admitted with other
conditions and their infection with COVID-19 is incidental. There are no children with confirmed
RSV (Respiratory Syncytial Virus) in our beds. The number of COVID-19 presentations is reducing
and this has led to a reduction in the number of allocated beds for COVID-19.

2.3 The Urgent Care Improvement Board (UCIB) has now met on three occasions since its
establishment 6 weeks ago. The purpose of this Board is to oversee improvement in Urgent and
Emergency Care. The UCIB will drive improvements that will deliver against the performance
and quality metrics that are challenged including:

Chief Executive Officer's Report Page 1 of 3
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3.1

3.2

33

. Ambulance handover delays

. Total time in the department (12-hour performance)

. Average time to triage

° Average time to clinician

° Early discharge

° Alternative pathways eg use of Same Day Emergency Care

Feedback from NHSEI on the operational plan has been received and as suspected the plan has
not been approved, predominately due to the financial deficit position. The national message
has become very clear over the last few weeks that financial balance is a must. The plan has to
be credible and must triangulate with activity and workforce and reflect what has already been
seen in month 1.

Further funding has been made available to support the increase in inflation costs, pressures on
the ambulance service and contractual pressures around Continuing Health Care (CHC). This
additional funding for the Gloucester system would see a reduction in the original deficit of
£24.2m to £11.1m. This additional funding would only be available if the plan reaches a
balanced position. Further discussions are now taking place at a system level to see how this
gap can be closed even if on a non-recurrent basis.

The plan needs to be signed off by each organisational Board prior to submission on the 20%"
June.

Other Highlights

Our Fit for the Future 2 Engagement started on May 17 and runs until June 29%". This will seek
the views of patients, public and staff on a number of specialist services: benign gynaecology,
diabetes and endocrinology, frailty services, non-interventional cardiology, respiratory and
stroke services. This is about the best way to provide these services as part of an Integrated
Care System and not just where services are provided. There will be a number of ways to get
involved including online getinvolved.glos.nhs.uk, email, by phone, face to face and via
Facebook Live.

The Director of HR & OD for NHSEI took the opportunity to visit and spend time with the People
& OD teams here at GHFT for International HR Day on the 20" May 2022. It was relaxed,
informal and supportive, with a real interest shown in the priorities and key workstreams being
delivered across the Trust’s People agenda. The day gave the opportunity for the teams to
connect, spending time with a colleague in another P&OD team to share both personal and
work reflections.

The Trust marked the Queens Jubilee with a range of events for staff and patients. Our GMS
colleagues hosted a ‘Jubilee Street Party’ within Fosters and Blu Spa Restaurants on 1 June,
and teams were able to order and collect a free Jubilee Tea, with tea, coffee or squash and
scone with jam and clotted cream. Sweet Success also offered a Jubilee cake and drink to staff
from the Redwood and Sandford Education Centres. The multi-faith chaplaincy held an
inclusive ‘Act of Thanksgiving’ on 1 June 2022 to mark the beginning of the Jubilee celebrations
and allow colleagues the opportunity for some quite reflection. On Friday 3 June inpatients
and staff were able to have a slice of Jubilee Cake as part of the menu and boxes of cakes were
delivered to a wide range of services, from ED to porters, theatres and domestics to ensure
they had another opportunity to celebrate and hopefully take some time out with a colleague
for a break.

Mark Pietroni
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Board Assurance Framework Summary
Ref Strategic Risk Date of Last Lead Target Risk Previous Risk | Current Risk
Entry Update Score Score Score

1. We are recognised for the excellence of care and treatment we deliver to o
standards and pledges

ur patients, evidenced by our CQC Outstanding rating and delivery of all NHS Constitution

SR1 | Breach of CQC regulations or other quality related regulatory
standards.

July 2019

May 2022

CNO/DOQ

3x4=12

n/a

2. We have a compassionate, skilful and sustainable workforce, organised a
and retains the very best people

round the patient, that describes us as an outstanding employer who attracts, develops

SR2 Failure to attract, recruit and retain candidates from diverse
communities resulting in the Trust workforce not being
representative of the communities we serve.

April 2019

April 2022

DOP

3x4=12

n/a

3. Quality improvement is at the heart of everything we do; our staff feel empowered and equipped to

do the very best for their pati

ents and each other

SR3 | Failure to deliver the Trust’s enabling Quality Strategy and implement

the Quality Framework

July 2019

May 2022

MD

2x3=6

n/a

3x3=9

4. We put patients, families and carers first to ensure that care is delivered and experienced in an in

tegrated way in partnership with our health and social care

partners

SR4 | Risk that individual organisational priorities and decisions are not | July 2019 May 2022 Coo 2x3=6 n/a 4x3=12
aligned.

5. Patients, the public and staff tell us that they feel involved in the planning, design and evaluation of our services

SR5 | Poor engagement and involvement with/from patients, colleagues, July 2019 | April 2022 DoST 1x3 n/a 3x3=9
stakeholders and the public.

7. We are a Trust in financial balance, with a sustainable financial footing evidenced by our NHSI Outstanding rating for Use of Resources

SR7 Failure to deliver financial balance. July 2019 April 2022 DOF 4x3=12 n/a -

8. We have developed our estate and work with our health and social care partners, to ensure services are accessible and delivered from the best possible facilities

that minimise our environmental impact

SR8 | Failure to develop our estate which will affect access to services and | July 2019 April 2022 DST 4x3=12 n/a
our environmental impact.
SR9 | Inability to access sufficient capital to make required progress on | July 2019 April 2022 DST 4x3=12 n/a

maintenance, repair and refurbishment of core equipment and/or
buildings.

9. We use our electronic patient record system and other technology to drive safe, reliable and respons

system to ensure joined-up care

SR10 | Our IT infrastructure and digital capability are not able to deliver our

July 2019

ambitions for safe, reliable, responsible care.

April 2022

ive care, and link to our partners in the health and social care

n/a

2x2=4
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10. We are research active, providing innovative and ground-breaking treatments; staff from all disciplines contribute to tomorrow’s evidence base, enabling us to be
one of the best University Hospitals in the UK

SR11 | Failure to meet University Hospitals Association (UHA), membership | July 2019 April 2022 DST 4x2=8 n/a 4x3=12
criteria, a pre-requisite for UHA accreditation.

SR12 | Inability to secure funding to support individuals and teams to | July 2019 | April 2022 MD 3x3=9 n/a 4x3=12
dedicate time to research due to competing priorities limiting our
ability to extend our research portfolio.

Archived Risks (score of 4 and below)

We have established centres of excellence that provide urgent, planned and specialist care to the highest standards, and ensure as many Gloucestershire residents as

possible receive care within county
SR6 | Risk that the phased approach to implementation of our Centre of Excellence model is extended beyond reasonable timescales due to a range of dependencies

e.g., estate, capital, workforce, technology delaying the realisation of patient benefits.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR1: Breach of regulatory activity May 2022
REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
SR1 CQC regulations or other quality | We are recognised for the A range of quality issues Negative impact on CN, MD, | S3316
related regulatory standards are | excellence of care and treatment have been highlighted by quality of services, Quality and coo C2819N
breached we deliver to our patients, internal indicators such as patient outcomes, Performance C2669N
evidenced by our CQC Outstanding | incidents and complaints, regulatory status and 32954259'\;2 Rad
rating and delivery of all NHS and by external reviewers reputation. WC35360 bs
Constitution standards and pledges | including CQC. M2353Di ab
D&S3103 Path
C3223CO VID
C2667NIC
C1850NSafe
C3034N
C3295C0O0COVID
WC3257Gyn
M3682Emer
C2628C00
C1798C00
C2715
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Risk, control and assurance Dec 2023 Dec 2024 A number of quality and workforce plans focused on 2019/2020
identification and monitoring improved culture would have positive impact on quality.
processes have highlighted a 2020/2021
number of risks to quality and 3x4=12 3x4=12 2021/2022
therefore to the strategic
objective. TZOA-

CONTROLS/MITIGATIONS

GAPS IN CONTROL

Quality and Performance Committee oversees progress of improvement plans in
areas of significant concern highlighted by external reviews, incidents, complaints
etc.

Delivery Group Exception Reporting (Maternity, Quality, Planned Care and Cancer)
Urgent and Emergency Care Board

Monitoring of performance, access and quality metrics via Quality & Performance
Report

Operational Plan 2022/23

Quality Strategy and delivery plan

Risk Management processes

Quality priorities for 2022/23 (as identified in Quality Account 2021/22)

Quality Strategy in need of refresh due to key milestones needing to be reprioritised due to
challenges caused by Covid-19 Pandemic and changes in personnel.
Inability to match recruitment needs due to national and local shortages and the impact on

quality of care (links with People and OD Strategy)

Delay related harm

Deteriorating staff experience leading to increased absence, turnover, lower productivity and

ultimately poor patient experience

Quality and Performance Report in need of refresh to enable monitor of key metrics

NAAS ward accreditation paused.

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR1: Breach of regulatory activity

May 2022

e QIA processes

e Improvement programmes

e Executive Review process

e Internal audit plan adapted to respond to significant quality issues.
e J20 Director walkabouts

e Trust investment plans prioritised according to risk.

e Inspection and review by external bodies (including CQC inspections).

e  GIRFT review programme.

e External reviews of services

e Patient Experience Reporting

e Learning from deaths reporting

e Key issues and Assurance Report (KIAR)

ACTIONS PLANNED
Action Lead Due date Update
Workforce DoQ Ql
- Monitoring of impact of workforce challenges on &CN 2022/23 - Close monitoring of workforce challenges impact on quality of care via Safer Staffing Report.
quality and performance
Operational Plan Ccoo Q4 21/22 - Received by Q&P Committee
- Development of plan in response to NHSE/I planning Q1/222/23 - Agreement of Operational Plan for 2022/23 with external regulators
guidance Q4 22/23 - Delivery of defined planned operational improvements
Quality Strategy and QPR DoQ End of Q2
- Review and refresh strategy and delivery plan &CN 2022/23 - This work will commence in May 2022
- Review of metrics within QPR - Work underway
- Define quality priorities for 2022/23 21/22 Q4 - Complete
- Development of separate Mental Health Strategy Q2 22/23 - Draft received by QDG
External reviews of services DoQ End of Q1 - CQC Medical Care and UEC Care report received action plan being developed.
- Develop action plans in response to recent inspections | &CN 2022/23 - €CQC Maternity focused inspection awaiting report
- CQCunannounced core service inspection of surgery awaiting report.
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE
e NHSE/I Regional Maternity Team visit to Maternity Services e Below average NHS Staff Survey results (metrics for Quality Strategy e |nspection and review by an external
e Cancer performance Delivery). body - CQC pilot ICS inspection Urgent

e Planned recovery of elective and diagnostic activities in most
specialities

e Operational Plan 2022/23 not fully compliant in all domains (Activity

and Emergency Care report.

agreed to delivery 104%; however not all quality measures planned to | e Internal audit reviews 2022-25:

be met; Financial gap identified and not fully mitigated)

o Outpatient Clinic Management
o MCA and Consent
o Discharge Processes

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR1: Breach of regulatory activity May 2022
o Increased workforce sickness absence and significant workforce gaps o Divisional Governance
which impact on quality of care delivery (increased pressure ulcers o Cross health economy reviews
and falls with harm) o Risk Maturity
e Never Events increase. o Patient Safety (Learning from

e Quality and performance reporting metrics flagging — (for e.g. 12 hour
breaches, ambulance handover delays, increased numbers of patients
with No Criteria to reside (NCTR)

e Decreased patient experience scores (inpatient, maternity and ED).

O 0O 0 0O o0 0 0 O©

Complaints/Incidents)

Clinical Programme Group
Environmental Sustainability
Data Quality

Patient Deterioration

Pressure Ulcer Management
Clinical Audit

Medical Records

Infection Prevention and Control

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR2: Workforce April 2022
REF STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES LEAD COMMITTEE LEAD LINKED RISKS
SR2 | Inability to attract and retain | We have a compassionate, skilful | Staffing issues across Reduced capacity to deliver key
a skilful, compassionate and sustainable workforce, multiple professions on strategies, operational plan and People and DoP C3648P0OD
workforce that is organised around the patient national scale. high-quality services. Organisational C1437pP0OD
representative of the which describes us as an Lack of resilience in staff | Increased staff pressure. Development C3321P0OD
communities we serve. outstanding employer who teams. Increased reliance on temporary Committee C2803P0OD
attracts, develops and retains the | Increased pressure leads | staffing. C2908P0OD
very best people. to high sickness and Reduced ability to recruit the
turnover levels. best people due to deterioration
in reputation.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
The ongoing impact of the pandemic is Jan 2023
affecting staff in all areas of the organisation. A number of workforce plans focused on improved
Staff shortages and deteriorating staff culture would have positive impact on recruitment and
3x4=12 retention.

experience will impact further.

CONTROLS/MITIGATIONS

GAPS IN CONTROL

Diversity Network with three sub-groups (ethnic minority; LGBTQ+, and disability).
Compassionate Behaviours Framework
Compassionate Leadership mandatory training for all leaders and managers

International recruitment pipeline

Increased apprenticeships

Advanced Care and other alternative speciality roles
Technology enhanced learning and simulation
Divisional colleague engagement plans

Proactive Health and Wellbeing interventions
Formalised workforce Operational Plan submission 2022/2023 to NHSE, integrated with the ICS

e Recruitment processes and practices require transformation

e No formalised marketing and attraction strategy / plan
e Inability to match recruitment needs (due to national and local shortages)

o Staff flight risk post pandemic

e Increased staff sickness absence including the impact of Long Covid related illness

e Pace of operational performance recovery leading to staff burnout

o Full roll out of e-rostering for improved productivity
e Deteriorating staff experience leading to increased absence, turnover, lower
productivity and ultimately poor patient experience

ACTIONS PLANNED
Action Lead Due date Update
Initial scope of e2e transactional recruitment leading to DDfPOD Commence May 2022
formal transformation change programme
Development of a marketing and strategy / plan AD of Commence May 2022
Resourcing
Delivery of 2022/23 workforce plan including new roles, DDfPOD 2022-23
increased overseas recruitment and robust pipeline plans
Immediate focussed planning in response to the 2021 Staff Head of Commence April 2022
Survey outcomes L&OD/DoP

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR2:

Workforce April 2022

Commencement of formal Workforce Sustainability DfPOD 2022-23
Programme
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Ability to offer flexible working arrangements
e Bankincentives and Trust-wide reward
e  Focussed health and wellbeing plan

o Below average staff survey results

e Diversity gaps in senior positions

e Gender pay gap

e Significant workforce gaps

e Reduced appraisal compliance

e Reduction in Essential Training compliance

e Exit interview trends

e Cost of living increases with AfC pay-scales not as competitive as some
private sector roles

e  WRES and WDES indicator 2 (likelihood of appointment from shortlisting)

o Workforce Sustainability
Programme Board

Internal audit reviews 2022-25:
Workforce Planning

Cultural Maturity

Cross health economy reviews
Equalities, Diversity and
Inclusion

Health and Wellbeing
Recruitment and Retention

o Staff Engagement

O O O O e

o O

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR3: Failure to deliver the Quality Strategy May 2022
REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
A range of quality issues Negative impact on MD SR2 - Quality
. . ’ Quality improvement s at the have begn hlghllghted by qua'llty of services, Quality and Imprgvemgnt -
Failure to deliver the Trust’s . ) internal indicators such as patient outcomes, Performance 268 risks linked
. . heart of everything we do; our staff | . .
enabling Quality Strategy and . incidents and complaints, regulatory status and to this BAF / 15
SR3 . ) feel empowered and equipped to . . .
implement the Quality . . and by external reviewers reputation. of these risks
do the very best for their patients . A .
Framework including CQC. are Trust risks
and each other
(red)
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Mar 2023 Mar 2024 -
The QS high level indicators are Implementation and embedding of the QS and Just,
3x3=9 - . . . .
reflected in the staff survey 3x3=9 2x2=4 Learning and Restorative approach will take time to alter
results which have deteriorated behaviours, staff perceptions and survey results —!
CONTROLS/MITIGATIONS GAPS IN CONTROL
e Quality and Performance Committee oversees progress of improvement plans in e Development of larger scale change projects
areas of significant concern highlighted by external reviews, incidents, complaints etc. | ¢ Regular update of QS and monitoring of goals
e Internal audit plan adapted to respond to significant quality issues.
e Trust investment plans prioritised according to risk.

ACTIONS PLANNED

Action Lead Due date Update

Development of Programme team to incorporate SL March 23 Restructure of programme team completed
improvement methodology

Review QS with new Chief Nurse on appointment MH March 23 Interviews April

Development of the Just, Learning and Restorative approach CB March 23 Initial planning team established

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Progress reported on QS to QPC in October 2021

e Staff survey results

e Update to QPC on QS

e Improvement Programme for JL&R approach

e Improvement Programme for Staff survey

e Internal audit reviews: Workforce Planning; Discharge Processes; Cultural
Maturity; Divisional Governance; Cross health economy reviews; Risk
Maturity

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR4: Individual and organisational priorities not aligned May 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
Risk that individual and e New divisional Loss of some (e(0]0] M3682Emer
skt . att!n |v|| u-a atn d Management ‘historical’ context. Quality and D&S3507RT
org:j\rTlsa ona prlor.| es an . We put patients, families and teams Availability of Performance WC35360bs
decisions are not aligned, which . .
. . carers first to ensure that care is e New COOand resources and C1850NSafe
would result in restriction of the . ) . . .
SR4 delivered and experienced in an Deputy COO investment at a time
movement of resources . . L . .
. . . integrated way in partnership with e C-19 extraordinary | of flux/pandemic.
(including financial and . :
. . our health and social care partners response and Usual planning cycles
workforce) leading to an impact . ) .
i . interim suspended/adjusted.
upon the scope of integration
arrangements
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Division of Medicine Aug2022 | Jan 2023 - Q2 2021/22
management support still not
P fully recruited to with some Q4 2021/22
X3= Directorate gaps. Substantive 3x3=9 2x3=6
Triumvirate in place by Q2 —-
CONTROLS/MITIGATIONS GAPS IN CONTROL

e Weekly and monthly business cycles in place to monitor/deliver progress against all

key KPIs

e Agreed Operational Plan (2022/23) to be in place by Q1/M1

e Substantive Triumvirates in place (or appointed to) for the Operational/Clinical mitigated).

Divisions

¢ Close working relationships between Operational Divisions and Finance/HR proven in

delivery of H2 and other priorities

e Assurance meeting established twice per month to monitor and mitigate/escalate

gaps in control identified (led by Finance/Operations/Bl)

e Quality KPIs may not be met fully within the Operational plan
e Operational Plan 2022/23 not fully compliant in all domains (Activity agreed to delivery 104%;
however not all quality measures planned to be met; Financial gap identified and not fully

ACTIONS PLANNED

Action

Lead

Due date | Update

Continuation of Operational Plan delivery monitoring (led by B, NHL

Finance and dCOO)

June 2022 | Meeting confirmed and in diaries twice per month. Reporting being finalised

‘Flow’ Focussed strategy group planned. Sits with Strategy PMO. 1Q

June 2022

POSITIVE ASSURANCES

NEGATIVE ASSURANCES

PLANNED ASSURANCE

e Elective Recovery Board in place
e Regular ‘systemwide’ planning meetings in place

e Operational Plan 2022/23 not fully compliant and e Operational Plan 2022/23 to be established to monitor

not yet formally agreed

delivery on formal basis from June 2022.

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR4: Individual and organisational priorities not aligned May 2022

e KPI (Cancer performance, diagnostics etc) monitoring meetings are fully
established

o ‘Flow’ focussed strategy and delivery group planned June
22

e Internal audit reviews 2022-25:
o Outpatient Clinic Management

Discharge Processes

Cultural Maturity

Clinical Programme Group

Patient Safety: Learning from Complaints/Incidents

Patient Deterioration

Equalities, Diversity and Inclusion

Infection Prevention and Control

O O O O O O O

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR5: Poor engagement

April 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
Poor engagement and Patients, the public and staff tell us | Insufficient engagement and | Colleagues feel ‘done DoST
SRS involvement with/from patients, | that they feel involved in the | involvement approach, | to’, external | Quality and
colleagues, stakeholders and the | planning, design and evaluation of | methodologies or timing. stakeholders feel | Performance
public. our services uninformed
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
External  engagement  has Aug 2022 Jan 2023 -
improved but internal
3x3=9 engagement and involvement
2x3=6 1x3
needs more work
CONTROLS/MITIGATIONS GAPS IN CONTROL

e Board approved Engagement and Involvement Strategy
e Quarterly Strategy and Engagement Governors Group
e Monthly Team Brief to cascade key messages

e Annual Members’ Meeting

e Friends and Family Test

e NHS Staff Survey and NHS Pulse Survey

e Quarterly patient experience report to Quality and Performance Committee

e Objective measurement of how well key messages are being cascaded to colleagues.

ACTIONS PLANNED

Action Lead Due date Update

Incorporate lessons learned from FFTF phase 1 into phase 2 DoST May 2022 FFTF Phase 2 engagement to run in May and June 2022

engagement and consultation programme

Continue to develop Team Brief to improve cascade DEI&C From Jan Team Brief now launched and feedback being incorporated

processes 2022

New Communication & Engagement metrics report DEI&C May 2022 New report in development with regular reporting to S&T Delivery Group. Reporting to P&0OD
Committee to be established

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Approach and feedback from the Consultation Institute on Fit for the e Engagement score from 2021 NHS staff survey saw Internal audit reviews 2022-25:

Future engagement and consultation programme

e Progress demonstrated in 2021/22 Engagement & Involvement
Annual Review

e Level of engagement and involvement from Governors

e Inclusion of patient and staff stories at Trust Board including bi-
annual learning report

0.3 point reduction on 2020 score (6.6 from 6.9) and e Cultural Maturity

is now below national average of 6.8

e OQutpatient Clinic Management

e Patient Safety: Learning from Complaints/Incidents
e Equalities, Diversity and Inclusion

e Staff Engagement

e Recruitment and Retention

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR7: Financial balance April 2022
REF. | STRATEGIC RISK | GOAL/ENABLER CAUSES CONSEQUENCES LEAD COMMITTEE LEAD | LINKED RISKS
SR7 Failure to deliver We are a Trust in The ability to spend with | The Trust and ICS continues to have an | Finance and Digital DOF F2895, F3633,
financial balance financial balance, minimal restrictions on the | underlying financial baseline deficit which F3679, F3393,
with a sustainable overall financial pot during | may grow in size. F3680, F3387,
financial footing the pandemic resulting in an F3681, F3339,
evidenced by our increase to the underlying | Higher efficiency targets for the following F3336, F3434,
NHSI Outstanding position; year, creating an increased risk of an
rating for Use of Recovery financial regime | impact on patient services; impact on
Resources. conflicts with elective | future regulatory ratings and reputation;
recovery; regulatory scrutiny/intervention leading
e History of delivering | to increased risk of impact on staff;
efficiencies by non- | inability to achieve strategic objectives,
recurrent means; particularly investment plans.
e Staff engagement in the
agenda whilst balancing
operational pressures.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Draft plan for 22/23 indicates a Apr 2023 B . The Trust needs to develop a medium-term financial plan to
significant system deficit, of understand how the financial health of the organisation
which the Trust is contributing. moves over time (by August 2022).
Increase cost of temporary Full review of all revenue investments made during the
staffing due to workforce pandemic to determine whether they are still to be
challenges. supported or if financial commitment should be removed
(by July 2022).
The lack of flow in the hospital
causing restrictions on elective 3x4=12 Continued monthly monitoring to understand the drivers of
recovery impacting on the the deficit.
ability to earn ERF.
Drive the financial sustainability programme to start to see
Pressure on operational the recurrent benefits of financial improvement.
capacity, limiting the focus on
how to drive out efficiencies
whilst improving patient
outcomes.
CONTROLS/MITIGATIONS GAPS IN CONTROL
e Service Development Group peer review business cases e  Finance strategy in draft and needs completing

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR7: Financial balance April 2022

e  Programme Delivery Group for financial sustainability

e  Clear line of accountability

e ICS one savings programme to share ideas, resources and drive consistency e Robust benefits identification, delivery and tracking across major projects

e Monthly monitoring of the financial position
e  Controls around temporary staffing

e  Driving productivity through transformation programmes i.e., theatres and

e No accountability framework

OoP

ACTIONS PLANNED
Action Lead Due date Update

DOF/ Feb 22 This team has now moved across, training and development ongoing. Vacancies being filled by a
Development of the financial sustainability team reporting DOS combination of permanent and interim staff to get the governance and reporting in place by Mar 22.
within the strategy and transformation portfolio Detailed plans around deliverability of the financial sustainability programme will be in first draft by

end of April.

Robust benefits identification, delivery and tracking across DOF/ Jun 22 Capacity now in place to develop the process, format and framework around how we capture the
major projects DOS benefits. This will be tested during the financial year and where necessary adapted to ensure the

process is robust and effective.

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE
e Achieved key annual financial targets in 2020-21. e Moderate/Limited assurance rating from internal auditor on key Internal Audits planned 2022-25:
e Achieved key annual financial targets in 2021-22. financial controls and payroll 2020-21. e Cross health economy reviews

e Continued the monitoring of financial sustainability during the

pandemic.
e ERF monies being generated by Trust.
e |Improved and co-ordinated system working.
e External Audit VFM report, Sept 21.

e Shared Services reviews
e Risk Maturity

Temporary staff spend consistently above target.
Planned Trust and System underlying deficit moving into 22/23 a

significant concern. e Data Quality
Continuing under-delivery of recurring efficiency programme. e Budgetary Control
ERF tightening of trajectories has impacted upon the system and H2 | ® Charitable Funds
outlook doesn’t look positive e Payroll Overpayments

Lack of benefit realisation on schemes that should be delivering ) '
financial improvement; no real consequences of financial deviation, | NHSE/I scrutiny of Trust/system finances.

no review on whether to continue to stop a project if overspending
ICS accountability and assurance on

system wide transformational changes.

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR8: Failure to develop estate

April 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
Failure to develop our estate We have developed our estate and | e  Capital constraints Access, financial and DoST
which will affect access to work with our health and social e Ageand inefficiency of | environmental impact | Estates and
services and our environmental care partners, to ensure services buildings & of continuing to Facilities
SR8 impact. are accessible and delivered from infrastructure operate services from
the best possible facilities that e Limited shared use of older building stock
minimise our environmental estate across ICS and infrastructure
impact
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
£72m backlog maintenance Aug 2022 Jan 2023 - No route to securing additional significant capital in 2022-23
(2021) of which £41m is critical to address estates risks and infrastructure.
infrastructure. Capital
constraints and reliance on
national capital to fund | 4%3=12 4x3=12
significant estate
developments.

GAPS IN CONTROL

e Maturity of ICS Estates Group impacting on pace of shared use of ICS estate
e |CS Estates Strategy that reflects organisational estate strategies

e Lack of alternative routes to capital other than NHSE/I

CONTROLS/MITIGATIONS

e Estates Strategy — Phasel approved by Board

o Estates Strategy — Phase 2 approved by E&F Committee, to Board in June 22

e Strategic Site Development Programme (SSDP) rated as BREAM ‘good’ and in
construction phase

e Public Sector Decarbonisation Scheme (PSDS) £13M funding secured in 2021/22

e Board approved Green Plan, that has received national recognition

e Green Plan governance structure with Executive Lead, including: Green Champions,
Green Council, Climate Emergency Leadership Group into E&F Committee

o |CS Estates Development plan defined for 2022/23

ACTIONS PLANNED

Action Lead Due date Update

ICS Estates Strategy ICS DoF | Q3 22/23

Oversight of Green Plan DST 2022/23 DoST nominated Executive Lead from April 2022

Further PSDS applications GMS Q4 2023

Targeted Investment Fund (TIF) bid for 5% Ortho theatre DST June 2022

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR8: Failure to develop estate

April 2022

SSD Programme progressing to plan

Trust ability to respond to and secure ad-hoc capital funding in-year
from NHSE&I and grants

Declaration of Climate Emergency in 2020

Big Green conversations

Move of Dermatology off-site to Aspen Centre (GP surgery)

22/23 TIF bid — 5% Orthopaedic theatre at CGH

Vital energy contract performance — reducing emissions and returning
power to national grid

Scale of estates backlog at £72m of which £41m is rated as Critical
Infrastructure Risk

Electrical infrastructure capacity constraints

Age of estate at GRH and CGH

Unsuccessful in PSDS bid in 2022/23

ICS CDEL limits constrain level of capital investment and prevents
the Trust using cash to address estates backlog at the scale required
Access to significant capital — New Hospital Programme funding is
committed to 2025 and GHFT is not part of that programme

Internal audit reviews 2023-2025:
e Environmental Sustainability
e Estates Management

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR9: Inability to access sufficient capital April 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
Inability to access sufficient We have developed our estate and | e  Capital constraints Unable to address Estates and DST
capital to make required work with our health and social e Age and inefficiency of backlog and critical Facilities
progress on maintenance, repair | care partners, to ensure services buildings & infrastructure risks
and refurbishment of core are accessible and delivered from infrastructure and/or replace
SR9 equipment and/or buildings. the best possible facilities that e List of equipment at equipment within
minimise our environmental >10 years lifecycle impacting on
impact e Scale of backlog service delivery,
maintenance @ £72M patient and staff
experience
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Trust capital programme is Aug 2022 Jan 2023 - e ICS CDEL limits constrain level of capital investment
c£24M per year of which the and prevents the Trust using cash to address estates
£8M allocated to estates is not backlog and risks at the scale required
at the scale required to address e Access to significant capital — New Hospital Programme
the £72M backlog or £41M funding is committed to 2025 and GHFT is not part of
Critical Infrastructure risk. £8M | 4x3=12 4x3=12 that programme
is also allocated to medical e Managed Equipment Service (MES) procurement on
equipment hold as business case did not demonstrate value for
money and impact of IFRS16 was unknown in 21/22.
CONTROLS/MITIGATIONS GAPS IN CONTROL
e  Strategic Site Development Programme (SSDP) secured £39.5M of external funding | e  Strategy to explore and secure alternative routes to capital and infrastructure investment
to deliver Phase 1 of Estates Strategy by Summer 2023 e Lack of a CDEL prioritisation process within the ICS that recognises the level of risk being carried
e £13M secured through Public Sector Decarbonisation Scheme in 2021/22 by each organisation
e Good track record of securing ad-hoc capital for estate and equipment schemes: e Llack of clarity on scale of national funding and application route for New Hospital Programme
£14.6Min 20/21; £5.4M in 21/22 post 2025
e Ensure all external bids for capital include element to address backlog maintenance
risks in development areas
e  Charitable funded

ACTIONS PLANNED
Action Lead Due date Update
Review MES business case DoF/ Ql22/23
DST
Targeted Investment Fund (TIF) bid for 5th Ortho theatre DST June 2022 Business case in production
Review scope and priorities of ICS Estates Strategy Group DST Q122/23

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR9: Inability to access sufficient capital April 2022
o Develop shortlist of business cases to address estate DST Q1/Q2
priorities in readiness for NHSE&I calls for capital 22/23
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Trust ability to respond to and secure ad-hoc capital funding in-year
from NHSE&I and grants

e Trust ability to secure grant funding e.g. PSDS

e Regular engagement with local MPs to make case for investment

e PFlis being maintained to ‘Condition B’ in line with contract

e Unsuccessful in PSDS bid in 2022/23
e f£3M allocated to critical risks in 22/23 leaves significant and high
risks unmitigated

Internal audit reviews 2023-25:
e Environmental Sustainability
e Estates Management

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR10: IT and Digital April 2022

REF. | STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES LEAD COMMITTEE| LEAD LINKED RISKS
e Reduced ability to innovate, keep pace Finance and Digital | CDIO
with health care developments and
our el . . undertake research.
OurIT ur electronic patient o Negative reputation in comparison with
. record system and other . . .
infrastructure and . peers, impacting on recruitment and
. s technology drives safe, .
digital capability are reliable and responsive care retention.
SR10 | not able to deliver . P o ¢ Inability to work effectively across the
s and link to our partners in . . .
our ambitions for . system, providing poor joined-up care.
. the health and social care - ] .
safe, reliable, . o Inefficient operational practice.
. system to ensure joined-up -
responsible care. care e Inefficient systems/poor data can be a
' contributing factor in clinical errors.
e Unable to meet expectations of patients,
commissioners and regulators.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
2022
2x2=4 _l
CONTROLS/MITIGATIONS GAPS IN CONTROL

e Electronic Patient Record established across the organisation

e Increased electronic attendance, discharge and outpatient information sent to GPs

e EPR Procurement of open APIs and FHIR compliant system meaning the EPR will use
JUYI to link

e Joining Up Your Information (JUYI) implemented in partnership with external
partners

e EPR delivery group

e Digital Care Delivery Group representation includes representatives from
Gloucestershire Health Partners.

¢ Roll out of access to Sunrise EPR to primary care and some community colleagues

e Delivery workstreams including clinical/business and IT leads with sufficient
seniority and oversight/awareness of wider Gloucestershire strategy and
requirements.

e Internal audit of cyber completed and action plan implemented to resolve issues
and gaps in security

e Digital Strategy

o As cyber security risk increases globally, focus needs to continue on identifying and mitigating new

and increasing risks
o Use of different systems across the organisation and ICS

ACTIONS PLANNED

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR10: IT and Digital

April 2022

Action

Lead

Due date Update

Review GHC technical and digital representation on key
groups

CDIO

Oct 22

POSITIVE ASSURANCES

NEGATIVE ASSURANCES

PLANNED ASSURANCE

e Regular reviews to Finance and Digital Committee

o Digital maturity assessment
e Independent reviews

Internal audit reviews 2022-25:
e Data Security and Protection Toolkit
e Cyber Security
o Risk Maturity

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR11: Failure to meet UHA membership criteria April 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
SR11 | Failure to meet University We are research active, providing The UHA has updated its Unable to secure UHA DoST
Hospitals Association (UHA), innovative and ground-breaking membership criteria in three | membership People and
membership criteria, a pre- treatments; staff from all areas: Organisational
requisite for UHA accreditation disciplines contribute to 1. NED should be from a Development
tomorrow’s evidence base, University with a Committee
enabling us to be one of the best Medical or Dental
University Hospitals in the UK School.
2. A minimum of 20
consultants with
substantive contracts of
employment with the
university with a
medical or dental
school.
3. 2-year average
Research Capability
Funding (RCF) of at
least £200k p.a.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Unlikely to meet new UHA Aug 2022 Jan 2023 - Impact is low as the Board is committed to improving
criteria by 2024. research, education and university strategic relationships
Ax3=12 delivering benefits for colleagues, patients and partners
4x2=8 4x2=8
CONTROLS/MITIGATIONS GAPS IN CONTROL

e University Programme is developing ‘plan b’ to deliver benefits without necessarily
achieving UHA accreditation

e Continued Board commitment to this programme

e Programme progress monitored through S&T Delivery Group and TLT

e Ongoing work to further develop strategic relationships with University partners

e Lack of clear plan and timeline to increase NIHR grant funded research and RCF income

e Need to set realistic target for number of honorary contracts

e Need to improve relationship with UHA to increase awareness of GHFT and level of research and
education programmes in place

ACTIONS PLANNED

Action ‘ Lead ‘ Due date

‘ Update

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR11: Failure to meet UHA membership criteria April 2022
Continue to work with University partners, WoE Clinical DST 2022/23
Research Network (CRN) and other partners to increase our
research activity and NIHR grant income
Memorandum of Understanding (MoUs) in development with | DST Q2 22/23
3 University partners
Appoint new Academic Non-Executive Director appointed DST Q122/23 Interviews held in March 22 and appointment made. New ANED to start in June 22
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Strong collaborative working and relationship with University of
Gloucestershire e.g. Nursing and Radiographer programmes

e Strong collaborative and working relationship with Bristol University
e.g. Bristol Medical School

e Developing relationship with University of Worcestershire e.g. Three
Counties Medical School

o Allocation of 51 additional F1 and F2 trainee doctors to GHFT in
recognition of education programme and size of Trust

e Availability of library, IT and teaching facilities for postgraduate and
undergraduate education

e Lead placement role in place responsible for undergraduate
education

e UHA is currently closed to new applications

e Establishing x20 honorary contracts is a challenge

e Achieving NIHR research grant income of £725,000 per annum and
the resulting RCF income of £200,000 by 2024 is a challenge given our
baseline of £91k NIHR research grant income and £26k RCF

Internal audit reviews 2022-25:
e Cultural Maturity

e Cross health economy reviews
e Risk Maturity

e Environmental Sustainability

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR12: Inability to secure funding for research time April 2022
REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
SR12 | Inability to secure funding to We are research active, providing Investment of funding and If we are unable to at MD PR 10.1
support individuals and teams to | innovative and ground-breaking time into both clinical teams | least maintain current | People and PR 10.2
dedicate time to research due to | treatments; staff from all and R&D teams. activity levels they will | Organisational
competing priorities limiting our | disciplines contribute to High vacancy rates within decline as will the Development
ability to extend our research tomorrow’s evidence base, clinical teams and inability funding, creating a
portfolio. enabling us to be one of the best to backfill. vicious downward
University Hospitals in the UK Non-recurrent nature of spiral.
external funding. Increasingly more
Difficulty in supporting stringent requirements
growth of portfolio due to of university hospital
limited capacity of R&D status mean that it is
teams due to non-recurrent | less likely the Trust will
nature of external funding achieve the status
(CRN). without significant
Limited capacity within funding and
support services (pharmacy, | commitment.
labs, radiology etc) due to
lack of infrastructure and
ability to guarantee long
term research funding.
Restrictions on use of
external main funding
source (CRN) impede ability
to grow support to develop
grant applications in house.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Increase in requirements for Aug 2022 Jan 2023 - If additional posts currently funded through non-recurrent
University Hospital Status with funding can be continued (i.e. in pharmacy) along with new
additional focus on research posts required to continue current state and standard
specific income and joint growth of activity this will prevent a decrease in activity.
ax3=12 academic posts. If additional resource can be identified to support
Growth in research delivery On track 3x3=9 investment in clinical teams and grant development
areas has highlighted need for to 3x3=9 infrastructure (including activities such as developing CRF
growth and investment in facilities to truly enable rapid growth of commercial
other areas which have now research activity) this will enable growth at the rate which
would enable significant change in a reasonable timescale

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR12: Inability to secure funding for research time April 2022

become the growth limiting
areas

CONTROLS/MITIGATIONS

GAPS IN CONTROL

e Annual business plan to key funder NIHR CRN — details plans to increase the number
of commercial studies, which are a source of income.

e Progress against all High Level Objectives — defined by the National Institute Health
Research (NIHR) — reviewed and reported quarterly internally to Research and
Innovation Forum and externally to WE Clinical Research Network. Also reviewed
regularly at Trust Research Senior Management Team meetings.

e Support for non-NIHR funded studies is provided by the Gloucestershire Research
Support Service (GRSS) via an SLA with the NHS research active organisations in the
county and including Public Health in Gloucestershire County Council. Statement of
intent to work more closely with the University of Gloucestershire signed.

e Annual business plan submitted to West of England Clinical Research Network (CRN),
who provide the main source of income to research through non-recurring, activity-
based funding.

e Board Approved Research Strategy (October 2019)

e Capability and capacity assessments for new studies to maximise workforce utilisation

e Oversight of the research portfolio by C&C, Delivery Teams and SMT

e Oversight of the research portfolio by CRN West of England

e Review and closure of poor performing studies to release staff with regular review of
staffing at relevant meetings via monthly 1:1s and SMT

e Research interests & experience incorporated into consultant interview questions.

Briefing paper developed in discussion with medical staffing presented at Dec PODDG.

e University Hospital Programme Group reports into relevant groups inc Strategy and
Transformation, People and OD, Research governance routes.

Annual Business Plan that covers all research income streams rather than just NIHR funding.
Ability to produce a business case for investment that is financially neutral over the longer term
Review and refresh of strategy for final two years of strategic period (currently under
development)

Progress has paused due to change in University criteria.

Model for non-medic staffing to be developed in tandem to complement the medic version to
ensure a whole team approach.

Need to regroup University Hospital Implementation Group and ensure that all relevant
stakeholder groups are covered.

ACTIONS PLANNED
Action Lead Due date Update
Develop a business case to secure investment for the SE/CS/ | May 2022 Business case in development with relevant teams and University Hospital programme group.

trailblazer team model to commit a number of PAs per team cl
to support growth and development of research activity
within that department. Each team taking part in this would
commit to an income generation target and level of activity.
In return the R&D department would also need to provide a
level of activity to support that growth. The R&D department
would also require investment to do this

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.



BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR12: Inability to secure funding for research time April 2022
Review and refresh of the research strategy for final two CS/C) | May 2022 In progress
years of the strategic period
Develop an annual Business Plan that covers all research () June 2022 To be started
income streams rather than just NIHR funding.
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Growth of activity has been rapid over the last 3 years. The plan to
focus on commercial and income generating research activity in
September 2020 is now showing results with a significant increase in
both the commercial oncology and haematology portfolio (and
activity generally) and the successful implementation and delivery of
the covid vaccine portfolio together our regional colleagues. This
growth can be seen both in size of portfolio and increase in income

e Growth has been almost entirely within the research delivery teams
and is based on non-recurrent funding. The posts based on the non-
recurrent funding need to continue to help prevent a sudden decline
in activity. Growth within the R&D infrastructure is now needed to
support continued levels of activity and ensure growth

Development of business case

Review and refresh of strategy
Continuation within academic programme
development activity across all areas

Internal audit reviews 2022-25:
e Cultural Maturity

e Cross health economy reviews
e Risk Maturity
e Environmental Sustainability

Risk Score: Likelihood x Consequence: 1-6 = low, 8-12 = moderate, 15-25 = high.
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Alex D’Agapeyeffe, Interim Medical Director and Director of Safety

Purpose of Report

Tick all that apply v

To provide assurance

v’ | To obtain approval

Regulatory requirement

To highlight an emerging risk or issue v

To canvas opinion

For information

To provide advice

To highlight patient or staff experience

Summary of Report

Purpose

The Trust Risk Register (TRR) enables the Board to have oversight, and be assured of, the active management of
the key risks within the organisation.

Two risks were added to the TRR and one risk was closed at Risk Management Group on 1 June 2022.

Key issues to note

NEW RISKS ADDED TO TRUST RISK REGISTER (TRR)

e WC36850bs - The risk of delayed review, identification and treatment for women attending triage, in
addition inability to adequately meet required standards of care.

Scores: Safety C3 x L5 = 15, Quality C2 x L5 = 10, Workforce C3 x L5 = 15, Statutory C3 x L5 =15

Risk Cause: Maternity Triage - Inability to meet 15-minute wait times on a daily basis and daily Red Flag
events due to women waiting longer than 30 minutes. Insufficient staffing to safely staff the triage
service and to implement BSOTS

e F3806 - The organisation is not able to manage resources within delegated budgets.

Scores: Finance C4 x L4 =16

Risk Cause: The trust does not deliver against its Financial Plan as set within the ICS 22/23. The
expenditure plans of the ICS are in excess of the resources available to it even after inclusion of
sustainability schemes. As a consequence, the trust currently has a deficit financial plan
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RISK SCORE REDUCED FOR TRR RISK
e None
RISKS DOWNGRADED FROM THE TRR TO THE DIVISIONAL RISK REGISTER
e None
PROPOSED CLOSURES OF RISKS ON THE TRR
e IT3397 - The risk of failure of the trust to manage the required move away from the use of Office 2010
and transfer to NHS Digital version of Office 365 or an alternative supported Microsoft office product

ahead of the deadline when the product will cease to fully function. Causing widespread disruption to
clinical and corporate core business functions

Reason for closure: Project has been completed with only minor exceptions which are being managed.
Risk scores reduced and risk agreed for closure by Exec lead

Recommendation

The Board is asked to note the report.

Enclosures

Trust Risk Register




Trust Risk Register 1.6.22

Highest Scoring

Inherent Risk Controls in place Acton / Miigation Aol Likellhood Current Execulive Lead Review Dale Risk Lead Register
omain
o Organisaion is ot bl 1 manage fesoutces. | T contos thal re n piace 0 prevent th fisk mateialing are Development of Divisional Recovery Plan omorate Finance aor ) Likely - Weekly (4 o Karen Johnson 1710812022 Johnson, Karen
within delegated budgets. Perfo of Delivery of Recovery Plans
Business case draft 2 o be submitied
B o be submitted
The risk to patient salety for inpatients with 1) referral system in place which i triaged daily Monday to Friday. Dot - Ganaci motel o dabetes
Dbt il e e spsols |21l b seice sl Moy o by 77t DIN nce y NHSE aion 5ot 0 i St ams o e s e o e TR
° spet wards is dependent on outpatient workload including ad hoc urgent new patients. New Eloaming module I arodrass Jodica o D ) -
112353Diab :‘n“a'::ge:"::"‘;Z“::;:If::g”g:‘s; :':[Ze”c 3)1.0wte DISN commenced March 2021, funded by CCG for 12 month and a further one in June 2021 4) 0.77 Substantive diabetes edcal Safely Moderale (3) - |Likely - Weekl (4) 12 Egl2HEniEe Medical Dirctor 31/0712022) Mani, Vinod
ponager P nurse increased hours extended for a further 12 months using CCG fundingS) 3 WTE 12 month fixed term dedicated inpatients diabetes
provision. nurses NHSE funded - 3rd due to tart 11/21 o complete bimonthly aut ino inpatient cae for diabetes
Wit 2 business case to ensure fafing
wite an action plan for changes (o 2b {0 support gynascology in-
atients
specialst gynae nurses to support n-patient care and nursing staff regardless of patient ocation during daytime shift 1o rnd suitable location for avnaeeoloay [n-patlent service
Traiing provided to 2b staff Identify sutable bed base with correct capacily both short and long
Witen guidance provided to 2b staff et up of emergency gynae assessment urit i outpatient seting- o improve flow through ED [term
“Women attending for SMOM and geneic abnormality STOP pre-operatively seen in GOPD in order to provide emotional support and
The s of not having  dedicated gnaccology co:np\‘e(e reessay dccg;ﬂl;ﬂcn :mne 26 not avaiable- staff beginning their shit early tofaciitate this *Helpine for early pregnancy
bed base staffed by gynaecology nurses to keep. [P21erS Provided during EPA ofice hours
women safe from avoidable harm and fo provide | oM™ Wi hyperemesis aditted to maternity ward f there is capacity Women's and Interim Director of Quality
weazsTen | o reament Women who are having medical management of miscarrage given a choice of being admitied o Delvery suite if capacity allows and i it Qualiy Maior (4) Likely - Weekly (4 18 oot o 2910712022 Hutchinson, Becky

patient in agreement +Checklist completed for theatrel2b/ED for completion of documents and consent forms for pregnancy
loss/sensitive disposal+Patients who re stable and suitable to be transferred to SAU while awaiting an in-patient bed from GOPD after
17:00hr with gynae nursing supp: gency contact details of g gy staff provided to SAU-Nurses from within gynaecology
division staying after their contracted hours to stay with patients after 17:00hrs if no suitable bed to be transferred to- unti such times
that this can happen

Trial without catheter (TWOC)for post-operative patients taking place in GOPD+  ANPS to carry bleep in foving nurse absent during
clinical hours to provide advice to inpatient staff

Work with site team to cohort gynaecology patients to identified bed
ase

Develop Business case to meet capacitv demand

Telephone assessment clinics Locum and WLI clinics .Reviewing each referral based on clnical urgency succession planning for consultant refirement
Pending lsts for routine follow ups and waiting lsts for routine and non-urgent new patients. Raise with divison to bring recrutment incentve requirements (o
Business case to address workload growth with permanent staffing agreed PODDG

Risk of reduced safety as a resut of nabityto | COTPIEte edesign and estructur of otpatent sevice with disease speif lnis t addres efficency row i place Develop a business case for non-medical proscrber 1o help wilh
Nolocums available (agency or NHS) for over 3 months. Urgent and chemotherapy patients being prioriised for Fixed |clinics

effectvely monitor patients recelving haematologyl e - e crade staff appointed and being trained fo support consultant team

a&szmcwe :;ii'2‘:&::‘C"aIzz:::Z’:‘ye:;;"l;’::::::';::ju:“ Lack of capacity to accommodate even critcal urgent and chemotherapy patients, now dependent on goodwill of stff to manage this z;gc”‘;if: M Sty Major (4) Likely - Weekly (4) 16} ::7;‘;“5 Director for 07/0612022| Johny, Asha
" workioad.CEQ agreement to use off-ramewori agency staf, however dificuty due to lack of locum availabilty, igh rates and delay in
HR response VCP inplac toadertse for consulant ecument it adonl ncenive Roquest suppot fom ONGlogy 0 anage. oL oo
Iymphoma workload (transferred from Oncology to Haematology mid 2020) ’ i
can we buy capacily rom another Trust
Discussion with Malrons on 2 ward o (fal process
Develop and implement fls raining packae for reastered nurses
develop and implement raning package for HCAS
il things mater campaian
Discussion ith malrons on 2 wards t tial process
Review 12 hr standard for completion of risk assessment
1. Falls preventon assessments on EPR Alter falls policy o reflect use of hoveriack or elreval from floor
3 Falls Gare Plan review location and availablty of hoveriacks
3 Postfllsprotocol Set up eaister of ward trainina fr falls
- Equmet o suport s prvenonand post s managemrt s i s st st an TO R oINS | i
C2660N The sk of ham to patients as a result of falls g ﬁzﬁf::f:ﬁ'{';‘ z::;g;f:;:&‘;s’;s Discuss flow sheet for bed rails on EPR at aroup il Worrw“ee"'lf" Safety Major (4) Z‘;ss'b‘e Montnly 128 -12 High risk 'a'::'g"mz”zz‘ge‘" Qualty 2910412022| Bradiey, Craig
7. Falls monitored and reported at the Health and Safety Committee and the Quality and Performance Committee W156498- discuss concer regarding bank/agency staff not and Children's
5. Adequate staffing and nurse:HCA ratios comoleting FPR with M Murell
9. Rapid feedback at Preventing Harm Hub on harm from falls Reviow use of sinoer socks with N Jordan
[SiM training to use hoveriack on 7a
Following presentation of W168912 N Jordan o attend ward to
review completon of falls documentation and required management
of ptient ollowina assessment bv staf
Following presennation of W171436 to PHH N Jordan to forward
informaion to ourchase sliopers for patients n ED
165353 Nadine Jordan to review with 9a x-ray identiying # and
of#
1 Pririsation of capital managed through the intolerable isks
There is a risk the Trust is unable to generate | 1. Board approved, sk assessed capital plan including backlog maintenance ftems; rocess for 2019120
andlor borrow suficient capital to cover it capital |2. Prioriisation and allocation of cyciical capital (and contingency capital) via MEF and Capital Control Group; escalation fo NHS) and system
programme (estates backiog value @2021 £72M 3. Capita funding ssue and maintenance backiog escalated to NHS;
of which £43M is crtical infrastructure), resuling [4. All opporturites to apply for capital made; Corporate,

F2895 in patents and saffbeing exposed to poor qualty 5. Finance and Digital Commitee provide oversight for risk managementworks prirtisaton; Major (4) Likely - Weekly (4 1§ Director of Finance 03/1012022] Lanceley, Simon
care or service interruptions as a result of failure.[6. Trust Board provide oversight fo risk managementorks pririsation; o ensure priorisation of capital managed through the ntlerable | Managed Services
to make required progress on estate 7. GMS Committee provide oversight for risk managementworks prirtisation rsks process for 2021722

i repair and of core (8. Prioritse capitalschemes through IDG - Equipment 1/12ly and plan done annually. Allemative funding mechanisms, including
equipment and/or buildings ifvough capital receipts; abilty o fund capitl through char funds

The sk (0 patient satety as a resull of 1ab faiure
due to ageing imaging equipment within the
M2613Card | Cardiac Laboratories, the service s at risk due to
potential increased downtime and failure to
secure replacement equipment.

This has been worked up at part of STP replace bid
Submission of cardiac cath lab case

Procure Mobile cath lab Medical Safety Major (4)
Project manager to resolve concers regarding other depariments
ohasina of moves to enable works to start

Review and advise on

Modular lab in place from Feb 2021
Maintenance was extended until April 2021 to cover repairs

Service Line fully compliant with IRMER regulations as per CQC review Jan 20,
Regular Dosimeter checking and radiation reporting.

P;ssnb\e-Munlh\y Medical Director 31/05/2022{ Ml Joseph

12|8 -12 High risk

The risk nf nan-ramnlianca with stafitary




requirements to the control the ambient air
temperature in the Pathology Laboratories.

Air condiioning installed in some laboratory (although not adequate).
Desktop and floor-standing fans used in some areas
Qualtty control procedures for ab analysis

Review service schedule

A fullisk assessment should be completed in terms of the future
potentialrisk to the service if the temperature control within the

Diagnostics and
Specialtes,

Estates and Strategy

30/06/2022f

Lewis, Jonathan

Interim Director of Quality
and Chief Nurse

24/05/2022)

Freebrey, Clare

Medical Director

05/06/2022)

Chatzakis, Georgios

02/07/2022f

Tumer, Thelma

Medical Director

29/07/2022)

Harris, Rachael

D8S2517Path | Failure to comply could lead to equipment and Statutory Maior (4) Likely - Weekly (4
! Temperature monitoring systems is not addressed
sample failue, the suspension of pathology
Temperature alarm for body store A business case should be put forward wih the risk assessment and | Managed Services
|aboratory services at GHT and the loss of UKAS
g (Contingency plan i o transfer work to another laboratory in the event oftotal loss of service, such s to North Bristol should be put forward as a key pririty for the service and division as
artof the planning rounds for 2019/20.
Develop Intensive Intervention procramme
The isk of har to patents, staff and visiors in Escalation ofrisk to Mental Health County Partnership
e event of an adolescent 12-18yrs presenting 1. The paediatrc environmen has been risk assessed and adjusted to make the area safer for sef harming patients with agreed
with ignificant emotional dysregulation, protocols. edial, Surga
1esoNsate |POtETElY el harming and vicentbehaviour 2. Relevan et safinclucing RMN's are employed via and agency duringadrisson priods t suppor the care and supenision of Womaoorg seiely Moderate (@) |Liey - Weeky ()
whiston the ward. the The risk o a prolonged  [these patients. ol . GOG Pt
inpatient stay whilst awaiting an Adolescent 3. CQC and commissioners have been made formally aware of the risk issues. scaled to
Mental Health (Tier 4) faciity or foster care  |4. Individual cases are escalated to relevant services for support . 5. Welfare support for staff after ifficutincidents
placement
meetina with HR to proaress replacement of staff in Breast screening
Arrange meetina o discuss with Lead Execuive
Additonal linics covered by current saff Develop escalation process for when Breast Radiologist s not
Have reduced screening numbers available to provide sevice
identify what ofher hospitas are doing given national shortage of Breast Radiologist - Is breast radilogy reporting going to be Discuss the possible set up of nafional reporting center
The isk of breaching of national breast screening [centralised as unable to outsource this. Disanosics and
D8S2976Rad | targels dus to a shortage of specialst Doctors I | Transferred Symptomaic to Surgery o Qualiy Maior (4) Likely - Weekly (4)
A Speciales, Surgical
breast imaging. 2 WTE gap
1f 1 WTE Leaves then further cinics will be cancelled and wait ime and breaches will ncrease for patients. widen recruitment net fo include head hunter agencies using Trust
Unable to priorise patiens as patients are similar. agreed suppler listist
Prolect aporoach
Corporate,
. § Defence in depth approach; In addition to application security which is the gap to which this risk relates, NHSmail is protected by Diagnastcs and
The risk of unauthorised and malicious access o 2Pin 2ppr Speciates,
1t 158 vt i e Nayere securty souions wich amto femove hreats beforethe el ltered. s Unlely - A
IT3611CYBER ! an v SBS blocks access to malicious sites Project cosure arrangements for when 2016 project hands over to Business Catastrophic (5) ’ Y
application (Office 2010) that s out of support and > . ) ) Managed Services, @
’ MDE prevents malicious acivity on devices, complimented by Sophos Central with InterceptX. BAU ¢
in wide use across the Trust. ° ° " Medical, Surgical
Users are not permitted o instal applications and we have limited numbers of privieged accouns g
Women's and
Chidren's
DTy ST ey TS 0T Z VeSS Fever ST 2 WgmTST, T 2Ty S T e 0T e e safe safins oot
midvife at 02:00 Redeployment of staff where possible. Additional hours such as twilight shifs put out to staff as bank. Bank
The isk of delayed review, identfication and  [incentives extended until end of February 2022. Rolling advert for band 5/6 staffing
Weasgsos | reaiment for women atiending triage, in acdiion_[Dati repoting all adverse events. Miigation and conirl pcate: 18102122 Stafing establishment eviwied and ciscussed with Deputy Women's and saiet Modorao 3 |Amost ezt -
inabilty to adequately meet required standards of |Chief nurse. To awaitresults from Bith rate plus. Currently staff on CDS rota are dentified on a daily basis o support Triage audit acuity of unt and actual staffing within riage Chidren's v Daily (5)
care.
1. Revise systems for reviewing pafients waiting over time
1. Speciality specific review administratively of patients (1. clearance of duplicates) (administrative validation) 2 Assurance from speciaies through the delivery and assurance
2. Specialty specific cinical review of patients (cinical valdation) stuoures {o comolee the folow-up plan
pecially specific P 1z ) 3. Additional provision for capacity in key specilities to support f/u
3. Utisation of existing capacily to support long waiting ollow up patients earanco of bockos
4.Weekly review at Check and Challenge meeting with each service lne, with specificfocus on the thee speciaies
5.0 Not Breach DN (or DNC)functionalty within the report for cinical coleagues to use with urgent” patients Diagnostcs and
Crrsac00 | Theiskof celayed folow up care cus outpatent (6. Use oftlephons follow up fo patiets - where ciricaly approprate Speciaies, Medicl, [ Modorao 3 |Amosteerain -
capacity constraints allspecialtes 7. Additonal capacity (non recurrent) for Ophthalmology to be reviewed post C-19 Surgical, Women's Y Daily (5)
8. Adoption of vitual approaches to migat risk in patient volumes in key specialties and Children's
9. Review of % over breach report with validated administatively and cinically the values o resolve outstanding areas of concer
10. Each specially to formulate plan and to sel-determine trajectory.
1. Services supporting review where possibl f clinical teams are working whist sel-isolting.
Wonthly Audits of NEWSZ. Assessing completeness, accuracy and
) evidence of escalation. Feeding back to ward teams
Ongoing education on NEWS2 to nursing, medical taff, AHPS etc
o E-learning package. Mandatory training.0 Induction training
o Targeted training to specific stff groups, Band 2, Preceptorship and Resuscitation Study Days
o Ward Based Simulation
The isk of serous harm to the deteriorating [0 Acute Care Response Team Feedback to Ward teams )
° ! : Diagnostics and
patient s a consequence ofinconsistent use of [0 Following up DCC discharges on wards o Possibe - ont
819N INEWS2 which may result i the isk offailure to |+ Use of 2222 cals - these calls are now primarly fo deteriorating patients rather than for cardiac artest patints o o [safety Maior (4) o v
recognise, plan and deliver appropriate urgent |+ Any staff member can refer patients to ACRT 2417 regardless of the NEWS2 score for that paient Development o an Improvement Programme frsvied
and Chidren's
care needs - ACRT are able fo escalate to any department / specialist cinical tea directly
- ACRT (depending on senirity and experience) are able o respond and carry out many tasks traitionally undertaken by doctors
0 ACRT can identify when patient management has apparently been suboptimal and feedback directy to senior clricians
Wit risk assesment
Undate busines case for Thealre refurb proaramme
Agree enhanced checking and verification of Thealre ventiation and
meet with Luke Harrs o handover sk
Th sk lobusiness emptin ol estescie |, L imolement auartery theate ventlaion meefinas i estaes
Lo fre of ventiaton to et satutony required gather finance dala associated with loss of thealre activiy to
bt of i ahonget Maintenance programme - roling programme of thealre closure to allow maintenance (o take place calculate financial risk
221 Extemal contractors investigale business rsks assocaled i cosure of healies 0 |yyovoC Pl e Maior (4) Likely - Weekly (4

Prioritisation of patients in the event of theatre closure
review of infection data at T&O theatres infection control meeting

install new ventilation

review performance data against HTML standards with Estates and
for safetv and statutory risk

calculate finance as percente of budaet

Creation of an age profile of theatres ventilation list

g

Chief Operating Oficer 07/0612022| Zada, Qadar
Interim Director of Quality

and Chief Nuras 2504/2022| King, Ben
Estates and Strategy 31/08/2022{ Dobb, Michael




(Action plan for replacement of all obsolete ventiation systems in
theatres

Five Year Theatre Replacement/Refurbishment Plan
arranae replacement valve and acurator for air handling unit TH1

The isk of inadequate quality and safety
management as GHFT relies on the daly use of
outdated electronic systems for compliance,

process
Reporting structure

Patient safety and H&S advisors monitoring the system daily

Monthly performance reports on new, overdue risks, partially completed risks, uncontrolled risks and overdue actions etc
Risk Assessments, inspections and audis held by local departments

Risk Management Framework in place

Risk Assessment policy in place

Training on risk register

Risk Management group (ToR attached)

Prepare a business case for uparade / replacement of DATIX

Corporate,
Diagnostics and
Specialties,

reporting, analysis and assurance. Ouldated i ) Amost certain -
3084 systoms include those used for Policy, Safety, | cCive review meefings Artange demonstration of DATIX and Ulysis Managed Servces, |2/ Moderate (3) | paiy (5)
Incidents, Risks, Alets, Audits, Inspections, | 2.0t safety group. Medical, Surgical,
‘ 8 Divisional mestings g
Claims, Complaints, Radation, Compliance etc. Women's and
across the Trust at alllevels. Trust HES Committee Children's
People and OD deiivery Group
People and OD delivery Commitiee
Water action group
Infection Control Comitee
Access and egress group
Qually delivery aroup
TRTT and TrakCare plans monitored through the delivery and
assurance structures
The isk of poor patient experience and poorer | Monitoring by clinical rgency and prortisationis in place F——
outcomes where there is a breach of th 18 week|Additonal capacity is being sought for each specialty e sl
C2628C00  |wait from referral to treatment due to a backlog of | Weekly review of PTL by the COO pecialtes, MEAcal 1g1atutory Major (4) Likely - Weekly (4)
o Moty oversigh by Improverent B, by GEO Formaly eviw the Bed maceling and soenris poposed as art of Surgica, Womeis
H2 submission and Chidren's
Dally review of stafing across the sevice and reallocallon of Staf Implement a rolina broaram of recrutment
Tuice daily MDT huddies to priorise clinical workioad Teview band incentives {0 support staff to undertake addfional bank
Alocated 8a of the day allocated to support flow and stafing/activiy coordination. shits s reauired:
Patient flow and qualty coordinator (band 7) allocated on a daily basis staf consultation
Daily taffing call and twice weekly saffing review between matrons and HoM
Use of women and Children's pandemic stafing plan available for consulation to make decisions about service configuration and
provision (cosures of ndividual bith centres)
The isk of not having suffcient midives on duty [Use of the escalation policy;include use of non clinical midwives and on-call community midwives to support the service; closing the Women's and mostcortin-
WC35360bs |10 provide high qually care ensuring safety and |unitto new admissions when requied to ensure saety o Safely Moderate (5 [p 1
avoidable harm, including treatment. delays.  |Senior Midwives on-call ota to provide out of hours leadership support plus on call Band 7 Rota to provide hands on support.On-going
stffing acton plan including on call enhancement discussion
Staffing and recruitment action plan includes a roling program of recruitment prozcive fecrulting nto 50% maternity leave. Continity
midwives allocated intrapartum shift since March 2022
BBA support wthcrawn since September 2021
Planned homebirths on a case by case basis - ltter sent to women o advise that homebirth service may not be supported Reduction
of minimal staffing levels at Cheltenham birth unit to one midvife inine ith Stroud model;followed by Temporary closure Short & long
term sickness and absence
o review and update relevant retention poliies
Set up career quidance dlinics for nursing staff
Review and update GHT iob website
1. Temporary Staffing Service on site 7 days per week. Support staff wellbing and staff enaacment
2. Twice dally saffing call to identiy shortfalls at 9am and 3pm between Divisional Malron and Temporary Staffing team. ssist wih implementing RePAIR proite for GHFT and Te wider
3. Out of hours senior nurse covers Director of Nursing on cal for support to allwards and departments and approval of agency staffing [ics
shifts. Devise an action plan for NHSi Retention proaramme - cohort 5
4. Band 7 cover across both ites on Saturday and Sunday to manage staffing and escalate concerns. Trustwide support and on of BAME agenda
) ) 5. Safe care live completed across wards 3 times daiy shft by shift of ward acuity and dependency, reviewed shit by shit by divisional
The isk of patient deeroraton, poorpatient | *21¢ 47
experience, poor compliance with standard 6. Master Vendor Agreement for Agency Nurses with agreed KP's relating to quality standards.
operating procedures (high refiabiltyland reduce | £ tcq aporoach to identiing poor performance of Bank and Agency workers as detailed in Temporary Staffing Procedure. Possible - Monthly
c30n patient flow as a resultof registered nurse Medical, Surgical | Satey Maior (4) 5

vacancies within adultinpatient areas at
Gloucestershire Royal Hospital and Cheftenham
General Hospital.

8. Long lines of agency approved for areas with known long term vacancies to provide consistency, continuity in workers supplied.
9. Robust approach to induction of temporary staffing with all Bank and Agency nurses required to complete a Trust local Induction
within first 2 shifts worked.

10. Regular Monitoring of Nursing Metics to identify any areas of concern.

11, Acute Care Response Team in place to support deteriorating patients.

12, Implementation of eObs to provide beter isibilty of deteriorating patients

13, Agency induction programmes to ensure agency nurses re familar with policy, systems and processes.

14, Increasing il rate of bank staff who have greater familarity with poicy, systems and processes.

Devise a strategy for intemational recruitment

BooKing systems/processes:

COVID T&F Group to develop Recovery Plan to minimise harm

Director of People and OD 08/07/2022| Troake, Lee
Chief Operating Officer 07/06/2022| Zada, Qadar
Interim Chief Nurse Lisa
Interim Director of Quality 241052022|Holdavay, Matt

and Chief Nurse




The isk of patients experiencing harm through

Two systems were implemented in response to the covid 19 pandernic.
(1) The firt being that a CAS system was implemented for all New Referrals. The motivation for moving to this model being to avoid a
directly bookable system and the risk of patients being able to book into a face to face appointment. This triage system would allow an
informed decision as to whether it should be face to face, telephone or video.  To assist, specific covid-19 vetting outcomes were
established to faciitate the intended use of the CAS and guidance sent out previously, with the expectation being that every referral be
categorised as telephone, video or face to face.

(2) The second system was to develop a RAG rating process for al patients that were on a waiting st including for instance those
cancelled during the pandemic, those booked in future ciinics, and those unbooked. Guidance processes circulated advising Red =
must be seen F2F; Amber = Telephone or Video and Green = can be deferred or discharged (with instructions required).

COO

30/05/2022)

Zada, Qadar

Medical Director

10/06/2022f

Moore, Bridget

Interim Director of Quality

2nd Chief Nurse 24/05/2022|Bradley, Craig
Estates and Strategy 24/05/2022|Rees, Linford
Interim Chief Nurse 29/07/2022{ Hendry, Tracey

Chief Nurse and Director

£3295C00COV] Both systems were operational rom end March. ) Possible - Monthly
extended wait tmes for both diagnosis and stems ver ! ) . ) Corporate safely Maior (4)
D ; Recognising signficant loss of elective activty during the pandemic services are required to undertake the above processes and closely| To resolve outstanding areas of concern ®
reatment ; ‘ °
review their PTLs. The review process creating both the opportunity of managing patients remotely; dentifying the more urgent
patients; and deferring or discharging those patients that can be managed in primary care. RTT delivery plans are also being Soughtto
identify the actions avalable to provide adequate capacily to recover ths position.The Clinical Harm Policy has also been reviewed and
Divisions ndertaking harm reviews as required. Harm reviews suspended aside from Cancer. The RAG process described above has
moved into a P category status = al patients are now being validated under this prioisation on the INPWL - a eport has also been
provided at specialy level to detail the volume completed
o complete business case for eplacement eauioment
o complete business case for eplacement eauipmen
The Safetyrisk of Radiotherapy patients being
cancelled ot referred to ateraive Trusts due to.[Routine manufacturer maintenance and regular QA processes Diegnostcs and sl - Hontly
D8SISOTRT | faiure of Microselectron HOR or associated | Service contract with manufacturer includes software only until Juy 2022 coouatios safely Maior (4)
equipment that i past fs 10yr lfe expectancy  |Stockpied consumables for use and repair Progress business case
period.
) - Annual programme of infection conol in place . Delivery of the detalled aclion plan, developed and reviewed by | Diagnostios and
Th risk to patient safely and qualfy of are 1,y 1 o rooramme of antmicrobialstewardship n place the Infection Control Committee. The plan focusses on reducing | Specialties, Medical, : Possible - Monthly
C2667NIC [andlor outcomes s a resuitof hospital acquired ¢ € ! <8l | Satety Maior (4)
o ol oo 3. Acton plan to improve cleaning together with GMS potenal contaminalion,improving management f paents with [ Surgical, Women's
C.Dif. taff education and awareness. buidinos and the envi and Chidren's
"The TSk of otal shutdown of the Chem Path [ condiioning Tstaled in some Taboralory areas bul ol adequate. Develop draft business case for addiional cooling Biagnosics and
as30apaty | 2Dora0Y Senics o the GRH st due o Cooler unit ntale o miigat the ncrease n temperaure during the summer priod (now femoved).“UPDATE Cadler units now | Submit business case for addiionl cooling based on suvey [ pecates, Stttay o 4 kel - Weekly ()
amblent temperatures exceeding the operating | reinstlled as we return to summer months. conducted by Canita |
[temperature window of the instrumentation. Quality control procedures for lab analysis Rent portable A/C units for laboratorv | Managed Services
o discuss altemaive treatment options with uper G suraeons
Teview cost implications and resources for treatment option o bravo
) A purchase of anopress machine for use by lower G surgeons to reduce the numbers requiing Gl phys caostle .
e s e ol
3316 ents i 18 mocke (Nom Caneen dus |1 iside of Trust gy e W s 1 Pty ety |9 Statutory Major (4) Likely - Weekly (4
lack of capacity vithin the GI Physiology Service >100%
Capital appication form completed, Candice Tyers presenting (o
MEF
VCPs have been submited / await outcome of approval
escalate risk to dvisional board
escalate issues to execs and chief nurse
monitoring of impact winter plan
Use of agency staff in recovery overight Monthv audt for overnont ptints n PACU
) ) aiystrep colleot data on direct discharaes from recovery v
sarismn | Thefisktoaually of care of pallents femainng n | o g ofrecovery as escalation area with breaches reported to site management A pot equest o Liz Buce please lake sk 10 ECDG gcal Qualty Moderate (3) | Amostcertan-
recovery when tey require vardased care (1L Escalate ssues o Div Tri and discuss increasing overight PACU Daily (5)
review SOPs
Discussion with specially leads o accommodate patients within their
bed base followina suraery
review of as oart of stafing risks
“2m distancing mplemented beween beds whers s s viable
‘Perspex screens placed between beds
Clear procedures in place in relation to nfection control
-COVID-19 acions card  training and support Corporate,
The il sftyfom ncsocomial Covip-1g | FE1InG 1 relato o nceasing reenbed capcily o improve paten o rate Diagnostics and
The 19% Transmission based precautions i place Specialtes,
infection through {ransmission between patients - |\ jmorovement COVID-19 Board Assurance Framework for nfection Prevention and Control Gloucestershire
©3223C0VID  [and staffleading to an outbreak and of acute ! (CAFF inspections to be progressed Safely Major (4) Likely - Weekly (4
respiratory liness or prolonged hospitalisation in | 1o (62 COVID Secure inspections Managed Services,
o e Hand hygiene and PPE n place Medical, Surgical
LFD testing - twice a week \Women's and
472 hour testing folowing outbreak Chidren's
‘Regular screening of patients
minimise ansfer of patients from ward to ward
Please can you review Risk, discuss al Specially Govemance or
Escalation o Div Board to review and sian of.
Proatess VCPs for Flow Coordinator and ED Assistants
Since October, the ED team has implemented several changes to processes i order to miligale the impact on the department when  [Submit workforce oaper to Exec COO
The isk of death, serious harm or poor patient  |there s no admitting capacity. This includes:
outcome due to delayed assessment and -Revised roles and responsibiies o key roles n the ED
M3gB2Emer | treatment as a resultof poor patiet flow in the |- Reintroduced Patient Safety Huddies 5 times a day Medical safely Catastrophic (5) |Likely - Weeky (4)

Emergency Department.

- Reconfigured ED layout, bringing cohort area closer to Pitstop and Ambulance bay
- Recruited agency paramedics to staff cohort area and release SWAST crews
- Introduced "Review & Retum" of ambulance arivals to expedite diagnostics and reduce handover delays

Ensure meeting to discuss ICS risks is re-established and risk
M3682 is discussed with partners

1. To create a rolling action plan to reduce pressure ulcers

2. Amend RCSA for presure ulcers to obtain learning and faciltate
sharina across divisions

3. Sharing of learning from incidents via malrons meetings.,
governance and quality meetings, Trust wide pressure ulcer group,
ward dashboards and metric reporting

of Qualty (nterim) Saly
Inteim Chief Nurse 24105/2022|radiey, Craig
MedicalDiector 230712022|Nagle, Pat
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The sk of moderate to severe harm due to
insufficient pressure ulcer prevention controls

1. Evidence based working practices including, but not limited to; Nursing pathway, documentation and training including assessment of
MUST score, Waterlow (fsk) score, Anderson score (in ED), SSKIN bundle (assessment of at risk patients and prevention
management), care rounding and first hour priories.

2. Tissue Viabiity Nurse team cover both sites in Mon-Fri providing advice and training,

3. Nutritional assistants on several wards where patients are at higher risk (COTE and T&0) and dietician review available for al at risk
of poor nutition.

4. Pressure relieving equipment in place Trust wide throughout the patients journey - from ED to DWA once assessment suggests
patient's skin may be at risk.

5. Trustwide rapid learning from the most serious pressure ulcers, RCAS completed within 72 hours and reviewed at the weekly
Preventing Harm Improvement Hub.

4. NHS collabborative work in 2018 to support evidence based care
provision and idea sharing

Discuss DoC letter with Head of patient i

(Advise purchase of mirrors within Division to aid visibity of pressure
ulcers

update TVN link nurse list and clarify roles and responsibilities

implement rolling programme of lunchtime teaching sessions on core
topics

 TVN team to audit and validate waterlow scores on Prescott ward

purchase of dvnamic cushions

share and workbooks to support react 2 red

cascade learning around cheers for ears campaian
Education and supprt to staff on 5b for pressure ulcer dressings

Diagnostics and

Review pressure ulcer care for patients attending dilvsis on ward 7a

pecialtes, Medical,

Proide training to 5b in the use of cavilon advance +

gical, Women's

Provide training to ward on completion of 1st hour priorities

Children's

Provide training to AMU GRH on completion of first hour priorities
land staff sianage sheet to be completed

Bespoke training to DCC staff for of pressure ulcers

Bespoke training to ward 4a to include 1st hour priorities

|produce training document on wound for Rendcomb

The provision of RCA supportitraining for TV issues to be take to

pressure ulcer council
| Work with Knig to support staff TVN training

Bespoke training in management of pressure ulcer [revention on
ward 7a

TVN to diw TVN lead regarding use of share care pathway in regards|
to EPR.

Implement training programme in management of patient pressure
ulcers in ED

Ward 7a W170891 training with HCA's to allow them to assist
registered nurses with assessing patient skin and documenting on

Safety

Major (4)

Possible - Monthly
@®

1T3397

7
required move away from the use of Office 2010
and transfer to NHS Digital version of Offce 365
or an altemative supported Microsolt office
product ahead of the deadine when the product
willcease to fully function. Causing widespread
disruption to clinical and corporate core business
functions

Dedicated Project Manager and two Business Analysts resource
Project planning governance

Project approach

Corporate,
Diagnostics and
Specialties,
Gloucestershire
Managed Services,
Medical, Surgical,
Women's and
Children's

Business.

Major (4)

Uniikely - Annually
(@)

Interim Director of Quality
and Chief Nurse

25/05/2022)

Bradley, Craig

CDIO

20/06/2022)

Atherton, Andy
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KEY ISSUES AND ASSURANCE REPORT
Quality and Performance Committee, 25 May 2022

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the
levels of assurance are set out below. Minutes of the meeting are available.

Board Update

Item Rationale for rating Actions/Outcome

Urgent and A number of meetings had been held to review the terms of reference, | Outputs from the Board would be
Emergency Care the reporting dashboard, and parameters for discussion. Meetings were | formally reported through to the
Improvement being held monthly. Committee for assurance.

Delay Related Harm
Report

The delay related harm report had been deferred again due to
challenges around data collation and narrative but would be reviewed
at the Committee once the mechanism for reporting had been
determined. The Committee was concerned about the timescales
involved in receiving the required assurance on this significant issue,

The delay related harm report
would be received at the
Committee meeting in June.

Further conversations would be
held at a system-level on the

delay related harm linked to
MOFD patients.
Items rated Amber
Item Rationale for rating Actions/Outcome
Quiality and e Cancer performance was stable, with the Trust achieving well against | The coding/data on hospital-
Performance the 62-day standard. Numbers of patients were beginning to steady, | initiated cancellations would be
Report following a high number of presentations post-pandemic. reviewed.

e The Trust was not reporting any 104-week breaches, and continued
to perform well against the 52-week standard.

e Workforce remained challenging. A number of beds had been
recently returned to Surgery, however there was an issue with
staffing the additional capacity.

e Mixed sex accommodation breaches would be reported as standard
following a review of the reporting framework to provide an oversight
of all breaches regardless of escalation status.

e Friends and Family Test scores had decreased, particularly across
urgent care and maternity. The key driver was operational pressures,
with feedback particularly related to long wait times.

e The PALS team was now fully recruited to, and improvements were
beginning to be seen. Performance would continue to be monitored.

The Committee was concerned in relation to the high number of
hospital-initiated cancellations and noted the workforce issues in
connection to the patient waiting list communications.

Trust Risk Register

The Committee was particularly concerned about the emerging risk
related to the increased need for safe holding provision for patient
feeding support within the organisation. This had also been raised at
GMS Board as a key concern related to the wider issue of violence and
aggression.

The Committee also noted a new risk proposed for escalation to the
TRR on the quality of care of patients remaining in recovery when they
no longer require high dependency care.

The risk would be reviewed
through appropriate channels
and scored before coming back to
Committee.

A report on violence and
aggression would be provided for
additional review.

Serious Incidents
Report

Two serious incidents had been reported since the last report, one
related to a delay in the Emergency Department, and one related to a
delay in the diagnosis of a significant concern with an unborn child,
resulting in an emergency caesarean.

The Committee was verbally apprised of a very recent incident related
to the loss of a number of cervical screening samples, which had been

A communication plan and
additional measures were in
place to support the women who
would be recalled for repeat
cervical screening, including a
helpline and access to clinicians.




raised by NHSEI and was subject to a full review.

Journey to
Outstanding
Maternity Action
Plan

The Committee noted progress against the action plans, although also
noted that remaining staffing challenges across the service continued to
impact on performance, patient and colleague experience as well as
delaying some actions.

Future reports would include an
executive summary on progress
and how the Trust was
performing against actions.

Items Rated Green

Item

Rationale for rating

Actions/Outcome

Quiality Account

The Committee approved the Quality Account.

The Quality Account would be
presented at Board for approval.

Items not Rated

System feedback

‘ CQC update Terms of Reference

Impact on Board Assurance Framework (BAF)

The Committee was supportive of the new format and processes, and noted that further refinement of the BAF would take place

over the coming months.




NHS

Gloucestershire Hospitals
NHS Foundation Trust

Report to Public Board of Directors
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Title Quality and Performance Report

Author /Sponsoring | Neil Hardy-Lofaro, Deputy Chief Operating Officer, Suzie Cro, Deputy Director
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Qadar Zada, Chief Operating Officer, Matt Holdaway, Director of Quality and
Chief Nurse, Mark Pietroni, Medical Director

Purpose of Report Tick all that apply ¥/
To provide assurance v’ | To obtain approval

Regulatory requirement To highlight an emerging risk or issue
To canvas opinion For information

To provide advice To highlight patient or staff experience

Summary of Report

Purpose
This report summarises the key highlights and exceptions in Trust performance for the April 2022 reporting period.

The Quality and Performance (Q&P) committee receives the Quality Performance Report (QPR) on a monthly
basis. The supporting exception reports from Quality; Emergency Care; Cancer and Planned Care Delivery Groups
support the areas of performance concerns.

Key issues to note

Quality
Number of bed days lost due to infection control outbreaks

During April the Trust had 74 lost bed days due to COVID-19 outbreaks and/or COVID-19 positive patients being
identified within low risk pathways. Wards and bays were closed at the agreement of the outbreak control
management group to prevent the admission and transfer of new inpatients to prevent the onward transmissions
of COVID-19 and hospital acquisition of COVID-19. Outbreak meetings continue to ensure review of all closed
areas and weekend working for onsite Infection Prevention and Control Nurses continues.

Number of hospital-onset healthcare-associated Clostridioides difficile cases per month

During April there were 10 health care associated (HO-HA) case. All of these cases will have post infection reviews
completed to identify lapses in care and quality; actions to address identified lapses will be implemented and
recorded on the PIR and on datix for re-review. There were also 5 community onset health care associated (CO-
HA) cases
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Number of hospital-onset healthcare-associated ecoli cases per month

During April we had 9 health care associated cases (5 hospital onset cases and 4 community onset cases). It is
noted that that since April 2022 the community onset healthcare associated cases have been included in the
metric whereas before it included hospital onset cases. This is in line with the NHSE/I annual limit for E coli BSI
which now sets an annual limit inclusive of all healthcare associated cases. Reducing E.coli BSI and all Gram
negative bacteraemia continue to be a focus of the IPC strategy specifically related to urinary tract infection
prevention, improving patient hydration and improving the management and care of invasive device.

Mixed Sex Accommodation breaches

Historically mixed sex accommodation breaches have been deemed non-reportable where the Trust escalation
status is at OPEL level 3 or 4. Therefore, breaches have been not reported for an extended period as the Trust
escalation status has remained at level 3 or 4. The Trust has worked with the CCG to alter the reporting framework
to give oversight of breaches at all times, regardless of escalation status. this reporting will come through from
April 2022. All breaches, categorised in accordance with national guidelines, must be authorised by the Chief
Nurse or Deputy Chief Nurse.

Pressure ulcers acquired as in-patient

We have seen an increase during the winter period in the development of Category 2, deep tissue injuries and
unstageable pressure ulcers across different wards in both hospitals. Contributing factors include prolonged
immobility in the pre-hospital and emergency care stage of admission and lack of regular repositioning. Hospital
acquired pressure ulcers are very sensitive to nurse staffing levels. Where there is a reduced amount of nursing
hours available there is a clear correlation to the development of pressure ulcers.

Current improvement focus is on specialist review of all hospital-acquired pressure ulcers to validate
categorisation and give specialist advice to prevent deterioration. New equipment procured and available in the
equipment library. React to red study days are now taking place monthly to increase throughput.

Number of falls resulting in severe or moderate harm

April 2022 saw a lower number of falls resulting in harm, such as fractures and head injuries. There were 4
occurrences. Every fall resulting in moderate harm or serious harm is reviewed in the weekly Preventing Harm Hub
where immediate safety actions and learning are rapidly assessed.

The number of falls in hospital are linked to a range of factors, most acutely to safe staffing levels. Current
improvement work is focussed on increased compliance with falls assessments on admission, when completed
there is evidence they prevent falls. We know that increased visiting hours reduces falls and have changed the
visiting hours as the COVID-19 risk has reduced. Issues that continue to challenge performance are incorrect RN to
HCA ratios in wards, particularly care of the elderly wards and high use of temporary staffing and prolonged length
of stay which is associated with an increased number of ward moves.

Friends and Family Test

Our overall Trust FFT positive score has decreased to 87.2%, with a decrease across urgent care (62.7%) and
maternity survey (78.2%) scores in particular. This is largely due to operational pressures, with a large increase in

the comments focussing on wait times. The urgent care team are receiving reports on the feedback weekly, to
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support local real time improvement in response to emerging themes, The divisions have been asked to review
their local comments and improvement plans and provide updates to QDG, and the Patient Experience team are
looking to review how we report feedback into divisions, combining PALS and FFT data and some thematic analysis
to support local improvement plans

% PALS concerns closed in 5 days

The number of PALS concerns closed within 5 days is currently at 67% -the team are now fully recruited to,
and risks have been updated to reflect current challenges. This continues to be monitored closely and
reported monthly through QDG.

Patient Discharge Summaries sent to GP within 24 hours

There has been no significant change to % discharge summaries completed. Issues remain that await EPMA
implementation.

Performance
RTT and Planned care

e Validation of April’s data is ongoing with a submission date of 20th May. RTT performance for April is
estimated around 71.75% with approximately 1,233 >52 week waits.

e The Total incompletes has increased in month, which has been a trend observed over recent weeks with an
increase in New clock starts. The total for April is 58,299.

e Diagnostic performance has largely remained the same as last month, moving from 18.03% to a validated
position of 18.77% this month. The only non- compliant speciality forecast for end of May is Echo. A revised
specific recovery plan is under development.

Cancer

e Inthe published February figures, the trust met 6 of the 9 national metrics and were above the national
figures in 9 out of the 9 metrics.
e The March performance (data as at 18/04/22) against the latest available national data is:
o 2ww: GHFT 93.9%, National 80.7%
o 28 Day: GHFT 83%, National 74.1%
o 31 day: GHFT 98.6%, National 93.7%
o 62 day: GHFT 71.2%, National 62.1%
e March 62 day performance is an improved position to February with work to do in particular areas to recover
performance

Emergency Care

e The department failed to achieve the 95% operational standard 4 hour and the 12 hours DTA standard.

e March saw a fall in the ED 4-hour performance metric of 2.61% Trust wide, however still sitting much below
the target at 54.62%.

e The departments saw 691 fewer patients compared to March.

e Ambulance handover performance deteriorated with increased handover delays for both 30 minutes and 60
minutes.

Recommendation
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The Board is asked to note the report for assurance.

Enclosures

e Quality and Performance Report
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The key areas of focus remain the assurance of patient care and safety as we continue with restoration and recovery of services. For elective care (Cancer; Screening
and RTT), all patients are being reviewed and clinically prioritised and national guidance enacted. We are ensuring that we are tracking all patients and that our waiting
list size is consummate with those patients requiring secondary care opinion. For unscheduled care the approach has equally been to support the safety and care of
our patients to enable them to access specialist emergency care as they need to. Teams across the hospital have supported each other to offer the best care for all our
patients. The Trust continues to phase in the support for increasing elective activity into May and June and currently meetsthe gateway targets for elective activity.

During April, the Trust did not meet the national standards for 52 week waits, diagnostics or the 4 hour ED standard, albeithave maintained the majority of the metrics
achieved in H2, notably zero 104 weeks breaches and total incompletes less than 60,248.

April continued to be a challenging month for the Emergency Department (ED) and saw a decrease in performance from 68.71% to 67.11% compared to the previous
month. Ambulance handover delays increased for delays over 30 and 60 minute handovers. Correcting this negative trend remains a priority for the Trust, and the ED
has implemented a number of actions from 1st November, aimed at reducing the number of handover breaches and increasing ambulnce availability.

The Trust did not meet the diagnostics standard in April, however performance deteriorated slightly on last month from 18.0%to 18.8% this month. The total number of
patients waiting has increased from 8,790 to 8,915. The overall number of breaches has increased by 88, if Echo’s were to be excluded, performance for all other
modalities would be 2.59% with just 173 breaches against 6,682 patients waiting.

For cancer, in March submitted data, the Trust met 6 of the 9 CWT metrics and exceeded national performance in 9 out of 9 ofthe CWT metrics. A better month for
Cancer waits performance with the Trust meeting 2ww performance, 28 day Faster Diagnosis Standard and 31 day new treatment standard. The Trust achieved 74.5%
for 62 day GP referrals, which is an improvement from previous months but still room for significant improvement. Current 62 day performance impacted by an
increase in complex patients requiring multiple investigations, waits for prostate biopsy, diagnostic and elective capacity.

For elective care, the RTT performance did not meet the standard at 71.3% (unvalidated) and remains similar to last month. With a few days of validation remaining
performance stands at 71.75% which is a very slight improvement on last month. The total incompletes has increased significantly compared to last month moving from
56,139 to 58,299, primarily due to an increase in new clock starts. The number of 52 week breaches has increased compared to last month with an unvalidated figure
of 1,233 breaches in month, compared to 1,125 last month. Focus continues to be placed on patients over 70 weeks, which has again reduced in month, moving from
148 to 130 in April. Zero 104 week breaches is maintained.

The Elective Care Hub continues to work with specialties in telephoning patients but more recently has rolled out a digital survey to increase the ability to contact a
wider cohort of patients and more quickly. To date just over 3,300 patients have been contacted via this method and a similar number will be contacted week
commencing 16th May. Although the rate of return is generally good, initial indications are that more patients are being escalated to the service, as completing
questions via a form is less effective than having a conversation with the patient, where more detail can usually be teased out. The project still remains in its infancy
and further refinements will be made.

Directors Operational Assurance Group will review the Unscheduled and Scheduled performance indicators with the Divisions and the wider Executive team.

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE
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The following table shows the monthly performance of the Trust's STP indicators for 2019/20. RAG Rating: The STP indicators are
assessed against the monthly trajectories agreed with NHS Improvement.
Note that data is subject to change.

Indicator Apr-21  May-21  Jun-21 Jul-21 Aug-21  Sep-21  Oct-21 Nov-21  Dec-21 Jan-22 Feb-22 Mar-22  Apr-22
Count of handover delays 30-60 minutes ;rgjj;tory 40 40 40 40 40 40 40 40 40 40 40 40 40
Count of handover delays 60+ minutes Trajectory
Actual
i 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
ED: % total time in department — under 4 hours (types 1 & 3) ;rcatjjzltory 90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%
i 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
ED: % total time in department — under 4 hours (type 1) Ircatjtel;tory 85.79% 85.79% 85.79% 85.79% 85.79% 85.79% 85.79% 85.79% 85.79% 85.79% 85.79% 85.79%  85.79%
) Trajectory | 81.00% 81.00% 81.00% 81.00% 81.00% 81.00% 81.00% 81.00% 81.00% 81.00% 81.00% 81.00%  81.00%
Referral to treatment ongoing pathways under 18 weeks (%) Actual
Referral to treatment ongoing pathways over 52 weeks Trajectory
(number) Actual
+— i 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
Hot waiting for diagnostics 6 week wait and over (15 key tests) ;rcatjj;tory 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99% 0.99%
o . Trajectory | 93.00%  93.00%  93.00%  93.00%  93.00% 93.00%  93.00% 93.00%  93.00% 93.00% 93.00% 93.00%  93.00%
.gCancer — urgent referrals seen in under 2 weeks from GP Actual
b=
g . . Trajectory | 93.00%  93.00% 93.00% 93.00% 93.00%  93.00%  93.00% 93.00% 93.00% 93.00%  93.00%  93.00%  93.00%
=2 week wait breast symptomatic referrals Actual
(@
A i . Trajectory | 96.00% 96.00%  96.00%  96.00%  96.00% 96.00%  96.00% 96.00% 96.00% 96.00% 96.00% 96.00% 96.00%
“Cancer — 31 day diagnosis to treatment (first treatments) Actual
- I . Trajectory | 98.00%  98.00%  98.00%  98.00%  98.00%  98.00%  98.00% 98.00% 98.00%  98.00% 98.00%  98.00%  98.00%
HCancer — 31 day diagnosis to treatment (subsequent — drug) Actual
éCancer — 31 day diagnosis to treatment (subsequent — Trajectory | 94.00%  94.00% 94.00% 94.00% 94.00% 94.00% 94.00% 94.00% 94.00% 94.00% 94.00% 94.00%  94.00%
radiotherapy) Actual
'_E Cancer — 31 day diagnosis to treatment (subsequent — Trajectory | 94.00%  94.00% 94.00% 94.00% 94.00%  94.00% 94.00% 94.00% 94.00% 94.00% 94.00%  94.00%  94.00%
gjsurgery) Actual
) ) Trajectory | 90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00%  90.00% 90.00%
= Cancer 62 day referral to treatment (screenings) Actual
G Trajectory | 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00%
|Cancer 62 day referral to treatment (upgrades) Actual
Trajectory | 85.00% 85.00%  85.00% 85.00%  85.00% 85.00%  85.00% 85.00% 85.00% 85.00% 85.00% 85.00% 85.00%
Cancer 62 day referral to treatment (urgent GP referral) Actual

© Copyri

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE




Demand and Activity NHS

Gloucestershire Hospitals
NHS Foundation Trust

The table below shows monthly activity for key areas. The columns to the right show the percentage change in activity from:
1) The same month in the previous year
2) The same year to date (YTD) period in the previous year

% growth from
previous year

Monthly
Measure (Apr)
GP Referrals 8,555 8,466 8,952 8,661 7,908 8,302 8,145 8,502 7,155 7,908 8,138 9,238 8,122 | -5.1% | -5.1%
OP Attendances 50,410 51,179 54,944 52,155 47,546 52,912 49,516 56,452 47,698 51,626 49,004 56,917 47,122 | -6.5% | -6.5%

New OP Attendances | 15,998 16,328 17,228 16,158 14,662 16,658 15,956 18,295 15,353 16,401 16,093 18,555 14,742 | -7.9% | -7.9%
FUP OP Attendances | 34,412 34,851 37,716 35,997 32,884 36,254 33,560 38,157 32,345 35,225 32,911 38,362 32,380 | -59% | -5.9%
Day cases 4,196 4,558 4,751 4,801 4,525 4,310 4,187 4,536 3,941 4,121 4,202 4,943 4,072 | -3.0% | -3.0%
All electives 5,047 5,424 5,697 5,831 5,469 5,237 5,218 5,492 4,941 4,798 5,051 5,972 4,948 | -2.0% | -2.0%
ED Attendances 11,063 11,930 11,976 12,295 12,006 13,186 13,044 11,988 10,943 11,433 10,545 12,307 11,616 | 5.0% 5.0%

Non Electives 4,018 4,398 4,642 4,531 4,333 4,244 3,998 3,867 3,445 3,463 2,951 3,314 3,152 | -21.6% | -21.6%

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Trust Scorecard - Safe (1)

Note that data in the Trust Scorecard section is subject to change.

21/22

21/22

Apr-21 May-21 Jun-21

Jul-21  Aug2l Sep-21 Oct-21

Nov-21 Dec-21

Jan-22 Feb-22 Mar-22 Apr-22

Standard Threshold

Infection Control

COVID-19 community-onset - First positive
specimen <=2 days after admission
COVID-19 hospital-onset indeterminate
healthcare-associated - First positive
specimen 3-7 days after admission
COVID-19 hospital-onset probably healthcare-
associated - First positive specimen 8-14
days after admission

COVID-19 hospital-onset definite healthcare-
associated - First positive specimen >=15
days after admission

Number of trust apportioned MRSA
bacteraemia

MRSA bacteraemia - infection rate per
100,000 bed days

Number of trust apportioned Clostridium
difficile cases per month

Number of hospital-onset healthcare-
associated Clostridioides difficile cases per
month

Number of community-onset healthcare-
associated Clostridioides difficile cases per
month

bed days

Number of MSSA bacteraemia cases
MSSA - infection rate per 100,000 bed days
Number of ecoli cases

Number of pseudomona cases

Number of klebsiella cases

Number of bed days lost due to infection
control outbreaks

Clostridium difficile - infection rate per 100,000

© Copyright Gloucestershire Hosoitals NHS Foundation Trust

1,375

424

140

232
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119
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110
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124
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23

26
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63

22

28

155

87

34

70

212

122

51

80
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139

125

40

65

Q4

107

178

139

125

40

65

No target

No target

No target

No target

Zero

Zero
2020/21:
75

<=5

<=5

<30.2

<=8
<=12.7
No target
No target
No target

<10

>30




Trust Scorecard - Safe (2)

21/22  Apr-21 May-21 Jun- Jul-21  Aug-21 Sep-21 Oct-21 Nov-21 Dec-21

elee 22/23 Standard Threshold

2 Feb-22 Mar-22 Apr-22

Patient Safety Incidents

Q4

www.gloshospitals.nhs.uk

Number of patient safety alerts outstanding Zero
Number of falls per 1,000 bed days <=6
Number of falls resulting in harm <3
(moderate/severe)
Number of patient safety incidents - severe
. No target

harm (major/death)
Medication error resulting in severe harm No target
Medication error resulting in moderate harm No target
Medication error resulting in low harm No target
Number of category 2 pressure ulcers <=30
acquired as in-patient
Number of category 3 pressure ulcers <5
acquired as in-patient
Number of category 4 pressure ulcers Zer0
acquired as in-patient

4 Number of unstagable pressure ulcers <3

#{acquired as in-patient

‘§/Number of deep tissue injury pressure ulcers <5

:@ acquired as in-patient

[RIDDOR

| Number of RIDDOR | | 4 1 3 3 2 3 5 | | | spc

leE Safeguarding

- Number of DoLs applied for 54 73 57 55 59 53 48 68 64 53 69 47 No target

HTotal attendances. fpr llnfants aged < 6 49 3 8 3 3 7 4 6 1 5 2 3 4 1 9 1 No target
months, all head injuries/long bone fractures

‘yTotal attendancesl for mfgnts aged < 6 1 0 0 0 0 0 0 0 0 1 0 No target
months, other serious injury
Total admissions aged 0-17 with DSH 293 13 26 15 13 11 18 35 39 18 46 24 35 32 105 32 No target
Total ED attendances aged 0-17 with DSH 1,013 62 99 84 65 52 73 102 115 54 125 69 113 85 307 85 No target
Total number of maternity social concerns 68 58 77 63 46 58 65 52 67 70 n 7 No target
forms completed

X Tptal admissions aged 0-17 with an eating 9 1 8 5 7 7 No target
disorder

()

©)
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Trust Scorecard - Safe (3)

21/22

21/22  Apr-21 May-21 Jun-21  Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Apr-22 Q4 22/23 Standard Threshold

Sepsis Identification and Treatment

Proportion of emergency patients with severe

sepsis who were given IV antibiotics within 1 70.00% >=90% <50%
hour of diagnosis

Serious Incidents

Number of never events reported Zero

Number of serious incidents reported “ No target

Serious incidents - 72 hour report completed

- A >90%
within contract timescale
Percentage of serious incident investigations >80%
completed within contract timescale
VTE Prevention
risk assessment

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Trust Scorecard - Effective (1)

21/22

Jul-21

21/22

Oct-21 Jan-22 22/23 Standard Threshold

Maternity
% of women on a Continuity of Carer pathway | 10.90%

% C-section rate (planned and emergency)
% emergency C-section rate

% of women booked by 12 weeks gestation
% of women that have an induced labour

31.53%
16.94%

% stillbirths as percentage of all pregnancies

% of women smoking at delivery

% breastfeeding (discharge to CMW)
% breastfeeding (initiation)

% PPH >1.5 litres

Number of births less than 27 weeks
Number of births less than 34 weeks
Number of births less than 37 weeks

{Number of maternal deaths 0
= Total births 5,982
gPercentage of babies <3rd centile born >

= 2.0%
37+6 weeks

Apr-21

30.43%
16.30%

463
2.3%

10.40%

28.88%
17.72%

48.7%

468
1.5%

9.70%

33.96%
16.77%

486
1.7%

9.70%

29.04%
15.58%

51.1%

1.9%

Aug-21 Feb-22 Mar-22 Apr-22

Q4

10.80% 10.90% 11.80% 10.30% 9.60% 10.20% 14.70% 12.60% 10.10% | 12.10% | 10.10% | No target

32.02%
17.98%

30.42%
16.76%

31.59%
17.76%

31.63%
17.05%

32.44%
15.61%

33.19%
17.77%

31.45%
15.72%

33.48%
18.03%

34.33%
19.12%

32.76%
17.24%

31.21% 30.59% | 31.16% | 30.59%

34.33%
19.12%

No target
No target
>90%

<=33% >30%

<0.52%

<=14.5%

48.4% 48.0% 50.3%  48.1%

47.1% 46.0% 46.3%  45.5%

>=81%
<=4%

0 0 0 0 0 0 0 0 0 0 0
544 558 546 537 497 471 413 473 442 1,358 442
09% 14% 11% 19% 24% 32% 17% 42% 14% | 3.0% | 1.4%
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Trust Scorecard - Effective (2)

21/22

21/22  Apr21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 o4 22/23 Standard Threshold

Mortality

Summary hospital mortality indicator (SHMI) - NHS
national data Digital
Hospital standardised mortality ratio (HSMR) Dr Foster
Hospital standardised mortality ratio (HSMR) - Dr Foster
weekend

Number of inpatient deaths 2,088 | 145 154 146 182 156 163 183 191 189 218 183 178 185 579 185 | No target
Numpgr of deaths of patients with a learning 2 2 4 0 4 2 2 9 4 1 3 1 1 3 5 3 No target
disability

Readmissions

following an elective or emergency spell

Research

Research accruals | 3333 | 575 240 328 183 192 456 426 236 172 185 173 142 93 | 3308 | 93 | Notarget

Stroke Care

Stroke care: percentage of patients receiving
brain imaging within 1 hour

Stroke care: percentage of patients spending
90%+ time on stroke unit

% of patients admitted directly to the stroke
unit in 4 hours

% patients receiving a swallow screen within 4
hours of arrival

Trauma & Orthopaedics

N )
@ of fracture neck of femur patients treated >=00% <80%
-={within 36 hours

0 ! '
% fractureq negk of femur patients meeting 50.02% 56.10% S=65% <55%
best practice criteria

>=43% <25%

82.7% >=85% <75%

83.1%

75.00% 56.40% 69.20% 69.20% | >=75% <55%

72.40% | 67.60% [ 72.40% | >=75% <65%

itals NHS Foundation Trust
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Trust Scorecard - Caring (1)

21/22  Apr-21

Jun-21

Jul-21  Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22

21/22

22/23 Standard Threshold

Friends & Family Test
Inpatients % positive 86.5% | 88.3%
ED % positive

Maternity % positive

Outpatients % positive

Total % positive

Number of PALS concerns logged

% of PALS concemns closed in 5 days
MSA

Number of breaches of mixed sex
accommodation

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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89.7%

94.3%
91.2%
191

89.1% 87.1% 88.3% 88.0% | 88.1% | 88.0% | >=90%  <86%
>=84%  <81%
94.1% >=07%  <94%
94.3% 93.4% 93.2% 93.1% >=945%  <93%
>=03%  <91%

No Target

>=95% <90%

>=20
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Trust Scorecard - Responsive (1)

21/22  Apr-21 Jul-21  Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 22 Feb-22 Mar-22 Apr-22 22/(212 22/23 Standard Threshold
Cancer
Cancer - 28 day FDS (all routes) 79.80% | 79.1% 77.7% 77.3% 79.9% 78.9% 78.3% 83.1% 78.9% 80.8% 77.6% 86.3% 84.8% 8L7% | 80.7% | 8L.7% | >=75%
Cancer - urgent referrals seen in under 2 92.1% 92.8%  91.9% 92.0% 92.1%  92.3% 90.2% >=03% <90%
weeks from GP
f;?:r?:lrs - 2 week wait breast symptomatic 91.0% 90.7% 90.8% 91.3% 91.1% >=93% <90%
Cancer - 31 day diagnosis to treatment (first 95.9% 95.6%  94.2% 95.3% | 95.7% - >=96% <94%
treatments)
Cancer - 31 day diagnosis to treatment >=98% <96%
(subsequent — drug)
Cancer - 31 day diagnosis to treatment 93.0% >=94% <92%
(subsequent — surgery)
Cancer - 31 day dl.agnoss to treatment >=94% <92%
(subsequent — radiotherapy)
Cancer - 62 day referral to treatment (urgent 82.0% >=85% <80%
GP referral)
Cancer - 62 day referral to treatment 87.0% | 85.3% 85.5% 85.2% 85.2% | >=90% <85%
+{(screenings)
=
,E Cancer - 62 day referral to treatment 87.1% >=90% <85%
g (upgrades)
‘Number of patients waiting over 104 days with
i Zero
£la TCl date
Number of patients waiting over 104 days <=24
“Hwithout a TCI date
“|Diagnostics
m o ) . .
"é% waiting for diagnostics 6 week wait and <=1% >20%
Zover (15 key tests)
ﬁ The number of planned/surweillance <=600
"g endoscopy patients waiting at month end
gDischarge
e P . .
; Pgﬂgnt discharge summaries sent to GP >=88% <75%
Zwithin 24 hours

© Copyright G
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Trust Scorecard - Responsive (2)

21/22  Apr-21 May 2 Feb-22 Mar-22 Apr-22 e 22/23 Standard Threshold

Q4
Emergency Department
ED: % total time in department - under 4
hours (type 1)
ED: % total time in department - under 4
hours (types 1 & 3)
ED: % total time in department - under 4
hours CGH
ED: % total time in department - under 4
hours GRH
ED: number of patients experiencing a 12
hour trolley wait (>12hours from decision to
admit to admission)
ED: % of time to initial assessment - under 15

>=95% <90%

>=95% <90%

>=95% <90%

>=95% <90%

Zero

>=95% <92%

minutes
- 0, il -
EI?. % of time to start of treatment - under 60 >200% <87%
minutes
Number of ambulance handovers over 60 Zero
+{minutes
,g % of ambulance handovers < 15 minutes >=65%
g % of ambulance handovers < 30 minutes >=95%
“H% of ambulance handovers 30-60 minutes <=2.96%
"H% of ambulance handovers over 60 minutes <=1% >2%
HOperational Efficiency
. Cancelled operations re-admitted within 28 52950
Adays
T Urgent cancelled operations “ No target
‘ZNumber of patients stable for discharge <=70
Number of stranded patients with a length of _
<=380
S stay of greater than 7 days
Average length of stay (spell) <=5.06
Length of stay for general and acute non- _
. . <=5.65
elective (occupied bed days) spells
Length of stay for general and acute elective <=3.4 45
spells (occupied bed days)
9% day cases of all electives 79.74% >80% <70%
g Intra-session theatre utilisation rate 82.84% >85% <70%
U
[©)
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Trust Scorecard - Responsive (3)

21/22

21/22  Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 Q4 22/23 Standard Threshold
Outpatient
Outpatient new to follow up ratio's <=1.9
Did not attend (DNA) rates 7.63% <=7.6% >10%
RTT
Referral to treatment ongoing pathways under >=000%
18 weeks (%)
Referral to treatment ongoing pathways 35+ 6541 6426 5642 5503 5642 5847 No target
Weeks (number)
Referral to treatment ongoing pathways 45+ 3572 3,657 2046 2935 2641 2,605 No target
Weeks (number)
Referral to treatment ongoing pathways over
Zero
52 weeks (number)
Referral to treatment ongoing pathway over 70
Zero
Weeks (number)

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Trust Scorecard - Well Led (1)

21/22

21/22  Apr-21 May-21 Jun-21 Jul-21 Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 o 22/23 Standard Threshold
Appraisal and Mandatory Training
Trust total % overall appraisal completion 77.0% | 85.0% 85.0% 84.0% 80.0% 79.0% 78.0% 78.0% 79.0% 80.0% 80.0% 78.0% 77.0% 78.0% | 77.0% >=90% <70%
Trust total % mandatory training compliance 86% 88% 87% 87% 87% 87% 87% 86% 86% 86% >=90% <70%
Safe Nurse Staffing
Overall % of nursing shifts filled with S=75% <70%
substantive staff
% registered nurse day 87.59% 84.20% 85.30% 82.60% 83.95% >=90% <80%
% unregistered care staff day 84.77% 83.85% 80.50% >=90% <80%
% registered nurse night 89.02% >=90% <80%
% unregistered care staff night >=90% <80%
Care hours per patient day RN >=5
Care hours per patient day HCA >=3
Care hours per patient day total >=8
+|Vacancy and WTE
=|% total vacancy rate <=11.5%  >13%
g|% vacancy rate for doctors <=5% >5.5%
-E:T % vacancy rate for registered nurses <=5% >5.5%
c|Staff in post FTE 6678.31 6672.09 6672.85 6680.26 6685.55 6730.66 6718.8 6686.83 6627.94 6648.33 6678.52 6707.09 6683.74 No target
£|Vacancy FTE 298.88 510 505.63 537.29 491.56 457.02 530.17 582.02 834.81 799.75 782.28 807.64 No target
| starters FTE 1123.04| 86.69 50.85 56.53 36.05 36.53 79.76 4243 59.94 7065 77.03 69.31 5146 91.38 No target
ZlLeawers FTE 1128.86| 36 57.02 62.03 5216 7884 6851 89.94 6653 811 88.76  47.74 84.88 67.55 No target
%Workforce Expenditure and Efficiency
&|% turnover 12.9% 13.8% 14.2% <=12.6%  >15%
]q:, % tumnover rate for nursing 12.80% <=12.6%  >15%
£|% sickness rate 4.1% <=4.05%  >4.5%

© Copyright Gloucesters
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Exception Reports - Safe (1)

Metric Name & Standard Trend Chart Exception Notes Owner
Clostridium difficile - 60.04 During April there w ere 10 health care associated (HO-HA) case. All of these
infection rate per 100,000 . . cases will have post infection review s completed to identify lapses in care and
bed days N\ l_," quality; actions to address identified lapses w ill be implemented and recorded on
o004 =/ " the PIR and on datix for re-review . There w ere also 5 community onset health
o care associated (CO-HA)cases
Standard: <30.2 'n -—
20.04 i\ . 5, The trust wide C. difficile reduction plan remains in place to address issues
= W identified from post infection review s and PIl/ outbreak meetings. The reduction
0.0 plan addresses cleaning, antimicrobial stew ardship, IPC practices such as hand
= E r oo DZ g g O % E h_yglene and glove_ u_s_e, timely identification a_nd |so_|at|on qf ;_Ja_\tle_nts w_lth
o BT g2 = o F T F 7 diarrhoea and optimising management of patient with C. difficile infection (CDI).
T - O O S Assurance of action completion w ill be monitored through the Infection Control
Committee. The ICS also continues to engage in the NHSE/I region wide CDI
improvement collaborative w here as a systemw e are w orking on 3 key
improvement areas w hich includes antimicrobial stew ardship, optimisation of CDI
Number of hospital-onset 12.04 treatment and management and environmental cleaning/ CDI IPC bundle. We are
healthcare-associated 1004 improving our post infection review form and process to include systemw ide
Clostridioides difficile cases o .CI . . / patient review s and risk factor data collection to target interventions for
per month . ll"l \“\\ improvement. Associate
Standard: <=5 404 I.-" ‘H / As cleaning standards and inappropriate antibiotic prescribing practices have Ch.ief Nurse,
historically been the tw o predominately identified lapses in cases associated Director of
2.01 f o w ith C. difficile infection focused interventions w ill be implemented to address Infection
0.0 -——————————————— | both factors. Joint cleaning standard audits undertaken by the Infection Prevention
5 'CG § é? g g g g a @g‘ 17_3? Prevgnnon 'and C('mtrol Te'am and Matrons w ith QMS to Yalldate th'e standard of & Control
R O A R TR < ] cleaning w ill continue w hich more frequency, w ith any issues being addressed
- L the point of review . Also MDT AMS w ard rounds across the trust are ongoing;
these are ward based round and undertaken by the Lead Nurse for AMS,
Antimicrobial Pharmacists and Consultant Microbiologist. The team make remedial
Number of trust apportioned 2.0 interventions at the time of the round, p_roviding _feedba(_:k and education t_o w ard
- g Bl teams and collect data on the types of interventions being completed during the
Clostridium difficile cases round for impact review . These outcomes are feedback to the w ard team via
per month 15.01 Il a email. There are at least 2 AMS w ard rounds per w eek; 1 per site and 1 infection
—_ A ~ " f"' rounds, one on AMU and one ACUC per w eek.
Standard: 2020/21: 75 1007 7= AN
n . -\\ ,I"" Furthermore, Nurse-led C. difficile w ard rounds continue to ensure the both
5.0 = “x‘/ treatment and management optimisation for CDI recovery. Also, all patients with a
history of C. difficile w ho have been admitted to the trust are review ed daily
0.0 C L r 00z oOeC o= proactively. On these w ard rounds the IPCN's aim to either support prevention of
5 'CG & ‘I'-? a 2z 5 g. g i'_: a relapse or recurrent CDI or ensure their recurrence, if suspected, is managed
- - O A e S effectively. Optimising management of CDI patients should reduce time to
recovery and length of staff and therefore reduce ongoing risk of C. difficile
transmission to other patients.
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Exception Reports - Safe (2)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of deep tissue 14.0- Contributing factors include prolonged immobility in the pre-hospital Associate
injury pressure ulcers 12 04 .l""q"-. » and emergency care stage of admission and lack of regular Chief Nurse,
acquired as in-patient 1004 repositioning. Hospital acquired pressure ulcers are very sensitive  Director of

god =" / \ ___j to nurse staffing levels. Where there is a reduced amount of nursing Infection
Standard: <=5 6.0 , " ba - hours available there is a clear correlation to the development of Prevention
40 Yo\ , pressure ulcers. & Control
2.0 V4 _ , o ,
0.0 . _J Current improvement focus is on specialist review of all hospital-
9O Z25F 7 E 2 acquired pressure ulcers to validate categorisation and give
Lo RT % R specialist advice to prevent deterioration. New equipment procured
B S ST S s e and available in the equipment library.
Number of unstagable 16.04 Contributing factors include prolonged immobility in the pre-hospital Associate
pressure ulcers acquired as 14.04 - and emergency care stage of admission and lack of regular Chief Nurse,
in-patient 12 .01 e y repositioning. Hospital acquired pressure ulcers are very sensitive  Director of
10.0+ -—-// w to nurse staffing levels. Where there is a reduced amount of nursing Infection
Standard: <=3 8.0 hours available there is a clear correlation to the development of Prevention
6.0 " 7 pressure ulcers. & Control
4.0 e ¥
gg ] 'd Current improvement focus is on specialist review of all hospital-
EEEFYPOZI9F FEE acquired pressure ulcers to validate categorisation and give
RS I ﬁ AR specialist advice to prevent deterioration. New equipment procured
- e and available in the equipment library.
8000 - During April we had 74 closed empty beds due to COVID-19 Associate
IE to infection control outbreaks outbreaks and/or COVID-19 positive patients being identified within ~ Chief Nurse,
600.04 M low risk pathways. Wards and bays were closed at the agreement  Director of
Standard: <10 - i"' ‘x_\ of the outbreak control management group to prevent the admission Infection
400.04 % and transfer of new inpatients to prevent the onward transmissions  Prevention
of COVID-19 and hospital acquisition of COVID-19. Outbreak & Control
20004 " - - meetings continued to ensure review of all closed areas. From May
0.04+— et " 2022 it was agreed that beds will no longer be closed to admission
EEEF Y 554 F % in bays where there are exposed asymptomatic COVID contacts,
BRY G g 5w % § e which should reduce further bed closures due to infection control
reasons.
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Exception Reports - Safe (3)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of falls resulting in 17.0- April 2022 saw a lower number of falls resulting in harm, such as Associate
harm (moderate/severe) 10.0. . fractures and head injuries. There were 4 occurrences. Every fall Chief Nurse,
’ " " il | resulting in moderate harm or worse is reviewed in the weekly Director of
Standard: <=3 8.01 . Preventing Harm Hub where immediate safety actions and learning Infection
601 / are rapidly assessed. Prevention
404 -~ " & Control
sgd " - The number of falls in hospital are linked to a range of factors, most
00 acutely to safe staffing levels. Current improvement work is
L Fp OO ZOog = focussed on increased compliance with falls assessments on
S & 45 2 2 3 3 F 585 . . .
R R R T e £ 3 admission, whgn complet{ed. t.here is evidence they prevent falls.
We know that increased visiting hours reduces falls and have
changed the visiting hours as the COVID-19 risk has reduced.
Issues that continue to challenge performance are incorrect RN to
HCA ratios in wards, particularly care of the elderly wards and high
use of temporary staffing and prolonged length of stay which is
associated with an increased number of ward moves.
Number of category 2 B0.0- Contributing factors include prolonged immobility in the pre-hospital Associate
pressure ulcers acquired as 50,04 . and emergency care stage of admission and lack of regular Chief Nurse,
in-patient 40.[]- _— ; = repositioning. Hospital acquired pressure ulcers are very sensitive  Director of
| T to nurse staffing levels. Where there is a reduced amount of nursing Infection
Standard: <=30 30.04 . hours available there is a clear correlation to the development of Prevention
20.04 .,»"' S pressure ulcers. & Control
10.04
00 Current improvement focus is on specialist review of all hospital-
EEEFEYOZ9F5 I EZ acquired pressure ulcers to validate categorisation and give
R B ﬁ AR specialist advice to prevent deterioration. New equipment procured
- ST s e and available in the equipment library. React to red study days are
now taking place monthly to increase throughput.

© Copyright
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Exception Reports - Effective (1)

Metric Name & Standard Trend Chart Exception Notes Owner
% breastfeeding (initiation) 100.00% - Due to COVID antenatal classes, where feeding is discussed, is Divisional
still not all face to face, so this is a potential factor. ~ Staff training Director of
Standard: >=81% 80.00% 1 == = o = is still suspended as a result of COVID, this also includes the multi- Quality and
60 00% - professional training between health visitors and midwives. Nursing and
40.00% . . - . _ Chief.
Covid related sickness absence within the team that deliver ongoing Midwife
20.00% - breast feeding support, along with general staff shortages, has also
0.00% . - had an impact.
,5L % § é? ,g é g § g 5 E" There is also an element where personal choice comes into the
NEEE RS SRR equation P
% fractured neck of femur 80.00% - * Only 27% of patients got to theatre within 36 hrs General
patients meeting best — » 73% of patients failed to get to surgery within 36 hours (of which  Manager —
practice criteria B0.00% ‘\.____\ 5l 67% of patients were delayed because of logistical reasons) Trauma &
AN A Orthopaedics
Standard: >=65% 40.00% 1 : - Patients are waiting in ambulance for 6-12hrs and then in ED for a
, Y bed. The patients can be waiting 24-40 hrs before going to a ward.
20.00% Pressure sore rate is climbing as patients are not getting on an air
0.00% mattress in that time.
EErg Yo Z25F5 5% Theatre is delayed. Lists are lost nearly daily - No Theatre Staff, No
LRE % R A Anaesthetist, No Radiographer. Recowery in theatre of C19 +ve
- T T T e sheee patients fills theatre time.
% of fracture neck of femur 50.00% - * Only 27% of patients got to theatre within 36 hrs General
patients treated within 36 —. » 73% of patients failed to get to surgery within 36 hours (of which  Manager -
hours 60.00% 1 "‘l--.._\ A 67% of patients were delayed because of logistical reasons) Trauma &
, .___.-'.'"-l’ \.,,-{_._ _ - _ Orthopaedics
Standard: >=90% 40.00% Patients are waiting in ambulance for 6-12hrs and then in ED for a
" bed. The patients can be waiting 24-40 hrs before going to a ward.
20.00% - S . . .
Pressure sore rate is climbing as patients are not getting on an air
0.00% . . mattress in that time.
EEEFEY CETELES Theatre is delayed. Lists are lost nearly daily - No Theatre Staff, No
e % A A Anaesthetist, No Radiographer. Recovery in theatre of C19 +ve
T T T s Eeee patients fills theatre time.
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Exception Reports - Caring (1)

Metric Name & Standard Trend Chart Exception Notes Owner
ED % positive 80.00% - The current positive FFT score for ED is at 62.7% across both Head of
" Y -— N sites, with the main theme emerging focussed on wait times, which Quality
Standard: >=84% 60.00% w T —t—s is reflective of the operational pressures in the department. The
team are receiving reports on the feedback weekly, to support local
40.00% real time improvement in response to emerging themes, and provide
monthly updates through to QDG.
20.00% - yup g Q
0.00% T —— T
NERNRRORERER
Maternity % positive 100.00% - The current positive FFT score for Maternity senices is 78.2%. The Head of
r--‘-a._'__;___i_ A «""'--1__ division are working with the Maternity Voices Partnership to review Quality
Standard: >=97% 80.00% - feedback themes emerging from FFT and other sources, to put an
A0 00% - improvement plan in place which is monitored in the division, and
dated provided through to QDG.
40.00% 4 monthly up provi ug Q
20.00% 1
P A
SEEFREgE R
Mo nRrRAMNEREE

© Copyright Gloucestershire
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Exception Reports - Caring (2)

Metric Name & Standard Trend Chart Exception Notes Owner
Total % positive 100.00% - The current positive FFT score for the Trust overall is at 87.2%. The Head of
— . e T . . main themes emerging this month were focussed on wait times, Quality
50.00% communication issues, and delays to appointments. Divisions

Standard: >=93%

G0.00% - provide updates through QDG each month on improvement plans

, happening within divisions, and the patient experience team are
40.00% reviewing current reporting offer to improve the way that FFT and
PALS data is triangulated to support improvement plans.

20.00% A
0.00% +——m/——————————————
[ _ M
- -
= = A
]
REnnEee N

Historically mixed sex accommodation breaches have been deemed Associate

Number of breaches of 95 [+
mixed sex accommodation non-reportable where the Trust escalation status is at OPEL level 3 Chief Nurse,
20.01 ."! or 4. Therefore, breaches have been not reported for an extended Director of
Standard: <=10 150 | period as the Trust escalation status has remained at lewvel 3 or 4. Infection
10.0J ."I The Trust has worked with the CCG to alter the reporting framework Prevention &
’ to give owersight of breaches at all times, regardless of escalation Control
5.01 status. this reporting will come through from April 2022. All
004 . | breaches, categorised in accordance with national guidelines, must
% E 'Dg ép g g g § g g ‘Elb be authorised by the Chief Nurse or Deputy Chief Nurse.
REL R RS RS

© Copyright Gloucestershire

BEST CARE FOR EVERYONE 21

www.gloshospitals.nhs.uk




Exception Reports - Responsive (1)

Metric Name & Standard Trend Chart Exception Notes Owner
% of ambulance handovers 95 [0 - - This has been largely attributable to consultant sickness, which General
< 15 minutes = has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
20.00% . Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
Standard: >=65% 15 .00% - ""'-\ provision Care
"
10.00% { RS
5.00% -
0.00% i T
RooRoB OB OB OB
% of ambulance handovers 50.00% - This has been largely attributable to consultant sickness, which General
< 30 minutes — has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
40.00% - Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
Standard: >=95% 30.00% - 1 provision Care
20.00% 1 T
10.00%
0.00%
Roor BB ON R
% of ambulance handovers i This has been largely attributable to consultant sickness, which General
20.00% gely
30-60 minutes has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
15.00% - J---"—'—r"’l“\ Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
Standard: <=2.96% m S . provision Care
10.00%y /&
._r'
5.00% -
0.00% T —— T
SEZfREFEIE
REL LS LR R RN

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 22




Exception Reports - Responsive (2)

Metric Name & Standard Trend Chart Exception Notes Owner
% of ambulance handovers 50.00% - This has been largely attributable to consultant sickness, which General
over 60 minutes ‘,,«*' has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
g Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
Standard: <=1% 40.00% | ) e provision Care
20.00% ; —
./F.__wf
e ez o o= 2
cEfgaEREgEg
RERnReeEg3EE
% waiting for diagnostics 6 25 (0% - Diagnostic performance has largely remained the same as last Associate
week wait and over (15 key . month, moving from 18.03% to a validated position of 18.77% this  Director of
tests) 20.00% '.__- S —— month. Over the past few months performance has remained Elective Care
15.00% - around the 18-20%, and for the majority of modalities performance
Standard: <=1% .-*'j is consistent with relatively small number of breaches. However,
10.00% - . .
this month we hawve seen all of the Endoscopy modalities
5.00% A deteriorate with an increase of breaches.
0.00% As per previous months Echos continue to be the most challenged
. EEErY9EFETFE area and despite a 1.78% improvement in month, 1,500 patients
?E ta EE 'é 5 ; ; é E é é exceed 6 weeks at month end.
Average length of stay (spell) =M There has been a slight decrease in the ALOS of 0.75%. There are Deputy Chief
: . no remarkable factors affecting this decrease. Operating
Standard: <=5.06 6.0 o Officer
l—_.__'__.--‘.'_
4.0
2.0
0.0 T ————————————
[ WD = 9 - Tmo=
X R EEREEER
REenEee R
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Exception Reports - Responsive (3)

Metric Name & Standard
Cancelled operations re-
admitted within 28 days

Standard: >=95%

Cancer - 2 week wait breast
symptomatic referrals

Standard: >=93%

Cancer - 31 day diagnosis to
treatment (subsequent —
radiotherapy)

Standard: >=94%

Trend Chart

Exception Notes Owner
Cancelled operations continue to be reviewed at specialty level and Associate

100.00% - —
= S every effort made to reschedule within the 28 days. In March there  Director of
80.00%- - p—— ' 9 patients cancelled on the day that could not be rescheduled Elective Care
G0.00% - within 28 days, which is a stepped change to the previous month.
40.00% Reasons were varied but included equipment failures, graft failure,
' | emergency case, admin error, patients arrived late etc.
20.00% 1
T T T s ozog 7 =2
EEEgSEgEefg
BRLRELLREER
100 00% - . - 2ww breast symptoms performance (unvalidated) General
e, e Standard = 93% Manager -
50.00% National = 59% Cancer
60.00% - GHFT = 89.7%
40.00%; DFS = 117 Breaches = 12
20.00% 1
0.00%
[ W o Z 0O - T
SEffggssaisg
BRL R LeREES
120 00% - 31 day subs radiotherapy performance (unvalidated) General
Standard = 94% Manager -
100.00% .- :
e - o National = 93% Cancer
80.00%1 GHFT = 87.7%
60.00% -
40.00% 4 92 treatments and 12 breaches
20.00% 1
T RT capacity impacted by radiographer vacancies. Workforce paper
EEEREREZE S worked up to implement golden handshakes and potentially re-
R I 5o i o é banding staff to come in line with regional and national radiographer
= = A = 53 35 MK p3 K

banding levels. Backlog has been prioritised and being overseen by

www.gloshospitals.nhs.uk
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Exception Reports - Responsive (4

Metric Name & Standard Trend Chart Exception Notes Owner
Cancer - 31 day diagnosis to 100.00% - 31 day subs surgery performance (unvalidated) General
treatment (subsequent — B SN SNBSS . Standard = 94% Manager -
surgery) 80.00% National = 82% Cancer
G0.00% - GHFT = 86.4%
Standard: >=94%
40.00%1 59 treatments and 8 breaches
20.00% 1
0.00% . - Breast 4; Uro 3 and Skin 1
NERRNAERRBEEE
Cancer - 62 day referral to 100.00% - 62 day GP performance (unvalidated) General
treatment (urgent GP Standard = 85% Manager -
referral) 50.00% i S N - National = 67% Cancer
60.00% | = = GHFT = 61.7%
Standard: >=85%
40.00%- 117.5 Treatments
20.00% - 45 breaches
0.00% Uro 18; LGI 10; Gynae 5; Haem 4
. § S g s § T =& 21 breaches related to >104 day clearance
hoR EE UE o ; ; & E % é LATP biopsy delays, PET scan delays both impacting on pathways
62 day recowvery plan in formulation
Cancer - urgent referrals 100.00% - 2ww Performance (unvalidated) General
I seen in under 2 weeks from s Standard = 93% Manager -
GP 50.00% National = 80% Cancer
G0.00%: GHFT = 88.3%
Standard: >=93% 40.00%
' Breaches mainly from endoscopy (LGl and UGI) and Skin.
20.00% Endoscopy impacted by building work on CGH site. Additional lists
oposedto—or— _  |being puton.
E E E E‘ g S g § g E E, Workforce issues relating to locum impacting skin capacity.
BHLE RO RRRE
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Exception Reports - Responsive (5)

Metric Name & Standard
ED: % of time to initial

Trend Chart Exception Notes

Owner
50.00% - This is also due to a slowing in the rate of patients medically fit for ~ General
assessment - under 15 . discharge, across the month, meaning a shortage of beds and thus Manager of
minutes 40.00%1 [ - prolonged trolley waits for the available beds. Unscheduled
30.00%4{ | Y Care
Standard: >=95% \
. 20.00%{ | I A
\ —
10.00% - v
0.00% ——
NERReRA B ERE
ED: % of time to start of 5. 00% - This is also due to a slowing in the rate of patients medically fit for General
treatment - under 60 minutes EEERERTE - discharge, across the month, meaning a shortage of beds and thus Manager of
95 (0% ; - prolonged trolley waits for the available beds. Unscheduled
Standard: >=90% 290.00% - ..-". .H"I._\_. Care
: "
15.00%1 = =/
10.00% - o
5.00% 4
0.00%
NERnReEe s ERER
ED: %total time in 80.00% - This has been largely attributable to consultant sickness, which General
£ department - under 4 hours - . has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
(type 1) B0.00% L +"'----__.___ Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
provision Care
Standard: >=95% 40.00%
20.00% -
0.00% T ———
[ W o Z 9 - T =
spEfagsteny
R iEnnpE g EE
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Exception Reports - Responsive (6)

Metric Name & Standard
ED: %total time in
department - under 4 hours
(types 1 & 3)

Standard: >=95%

ED: %total time in
department - under 4 hours
CGH

Standard: >=95%

ED: %total time in
£ department - under 4 hours
GRH

Standard: >=95%

Trend Chart Exception Notes Owner
80.00%- This has been largely attributable to consultant sickness, which General
T, A - has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
60.00% Covid-19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
provision. Care
40.00% 1
20.00% -
R
sEEEdfsesy
RN
100 00% - This has been largely attributable to consultant sickness, which General
- — has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
50.00% e . - Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
£0.00% - — provision Care
40.00% -
20.00% 1
0.00%
SEfEREgEsE 9
RELERS R BREE
20.00% - This has been largely attributable to consultant sickness, which General
has run to 13.5% in the last month, and ENP sickness of 3.4% but Manager of
B0.00%1{ ™ > . Covid 19 unavailability of 5.61% challenged the continuity of Senice Unscheduled
b e provision Care
40.00% 1
20.00% -
0.00% +—/——71—/7——F——————
[ W o Z 9o T =
sEEfffssefg
R iEnnpE g EE
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Exception Reports - Responsive (7)

Metric Name & Standard
ED: number of patients
experiencing a 12 hour
trolley wait (>12hours from
decision to admit to
admission)

Standard: Zero

Length of stay for general
and acute non-elective
(occupied bed days) spells

Standard: <=5.65

Number of patients stable
for discharge

Standard: <=70

Trend Chart Exception Notes Owner
8000 - This is also due to a slowing in the rate of patients medically fit for ~ General
» discharge, across the month, meaning a shortage of beds and thus Manager of
600.0 1 Vs ""-.__ - prolonged trolley waits for the available beds. Unscheduled
o Care
400.0 / W
20004
-
0.0 s — . — .
NS RRRAOREREE
10.0- The position remains relatively stable and unchanged from the Deputy Chief
previous month decreasing by 0.15 bed days. There are no Operating
8.01 - . remarkable factors affecting this indicator at this time. Officer
604 = _.__.__..JI—-"
4.0
2.04
0.0
NN R LR
2500 - Current nCTR number 234. This remains far to high, but there has  Head of
. J,-"'"\ e been significant improvement in line with ICS improvement plan Therapy &
200.0+ —a N/ agreed at beginning of March. nCTR have reduced from 272, whilst OCT
150.0 1 = . the 10+ day wait numbers have reduced from 163 to 118 at this
10004 « point. Further conversations happening around further plans to
' reduce further, aiming for nCTR of 166 and 10+ day waits of less
50.0 1 than 60.
T T I oozoLnEaz
S 5 e s 2283 &8 875
NSRRI RREEEE
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Exception Reports - Responsive (8)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of patients waiting 12.0- 77 patients >104 days General
over 104 days with a TCI Uro 55; LGI 15; UGI 3; Other 2; Lung 1; Haen 1 Manager -
10.04 }
date r" Cancer
8.01 8 TClI's agreed
Standard: Zero 6.0 / \ . 6 referred in late from other hospital
4.0 A . Majority of backlog associated with delays to LATP biopsy
204 = - e
T T e b 2 o L - =
cEFg§oEfEgE 3
RERRR e ERERE
Number of patients waiting 8004 77 patients >104 days General
over 104 days without a TCI n Uro 55; LGI 15; UGI 3; Other 2; Lung 1; Haen 1 Manager -
date I 7 Cancer
» 8 TCI's agreed
Standard: <=24 40.04 6 referred in late from other hospital
0.0 R . Majority of backlog associated with delays to LATP biopsy
. R - 7
0.0
cEZgfREgEgEs
NS ReRAe e B EE
Number of stranded patients TS The number of stranded patients with a lengths of seven days Deputy Chief
with a length of stay of ) T decreased slightly, from 540 to 515. The 21/22 average stands at Operating
greater than 7 days . - 451, which is a 16% variance from target. There are provision Officer
40007 difficulties within the local residential, nursing and domiciliary care
Standard: <=380 provision sector. The trust have a robust grip on the position, and
200.04 have co-ordinated discharge efforts in order to help discharge these
patients where possible. The trust have been working with local
g |commissioners to formulate plans which include the provision of
E E E El g % E? § g % E dlS(_:harge budge_ts, .use of Pathway team_s targeting stranded
= R R f 3 £ patients, speciality inreach to ED and daily ward rounds. These
plans are expected to progress at pace.
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Exception Reports - Responsive (9)

Metric Name & Standard Trend Chart Exception Notes Owner
Outpatient new to follow up og_ Increased slightly in month, back to 2.03, just abowe the target. Associate
ratio's B Director of
204 = ,—— " Elective Care
Standard: <=1.9 1.5+
1.0 1
0.5
T T T s o zoL o =2
X R EEEEEER
RS RRRee 3 EER
Patient discharge 80.00% - No significant change. Issues remain that await EPMA Medical
summaries sent to GP within implementation. Director
24 hours OO0, = - =
Standard: >=88% 40.00%
20.00% -
0.00%
NN RNRG SN
Referral to treatment 100004 This is the only cohort of patients where a reduction has been Associate
ongoing pathway over 70 obsened in month, with a reduction of approx 18 patients, which is  Director of
Weeks (humber) 800.04 o testament to the continued focus on long waiters, and progressively Elective Care
600.04 LS chunking back.
Standard: O 40004 \‘H‘
200.0- Tr——
0.0 T T T —
[ oo = 9 - T =
cciffEss5g84
MERRRARERERE
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Exception Reports - Responsive (10)

© Copyright Gloucestershire

Metric Name & Standard
Referral to treatment
ongoing pathways under 18
weeks (%)

Standard: >=92%

The number of
planned/surveillance
endoscopy patients waiting
at month end

Standard: <=600

Trend Chart Exception Notes Owner
80.00% - See Planned Care Exception report for full details. Although RTT Associate
e, & 2 performance is reported at time of report a slight improvement in Director of
60.00% month-end performance is anticipated, at around 71.75%. GHT Elective Care
remains one of the better performing Trusts within the South West.
40.00% In addition, RTT performance nationally would appear to around
63% so GHT remains above.
20.00% -
U'UU%F_.-_""'F_-H"
cfEfdesregy
R EEEE
200004 Breach numbers are high due to baseline demand and capacity Deputy
gap, and the lower priority level to book cohort in comparison to risk General
150004 ®=—a—g 5 _ S . stratified 2WW, BCSP and requirement to meet DMO1 target - Manager of
. historically attempted to backfill with locum cower, and use of Endoscopy
1000.04 outsource capacity. Planned suneillance endoscopy breaches has
increased slightly due to the reduction in capacity of the academy
500.04 build, it is expected to reduce in the coming months through a
00 . . process of dedicated clinical validation sessions to confirm if
% E E ép g g g § g @§| E,’ patlenFs s_tlll require the procedure, and additional carved out
RO RS L LRGN 3 capacity in month.
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Exception Reports - Well Led (1)

Metric Name & Standard Trend Chart Exception Notes Owner
% unregistered care staff day 120 00% - Under Review Deputy
Director of
Standard: >=90% 100.00%7 g—t—=—u—u—u . Quality and
50.00% . Deputy Chief
60.00% 1 Nurse
40.00% -
20.00% 1
T T s oz0L 7=
cEfsidgres
BonmniEre BB
% vacancy rate for doctors 10.00% - A targeted owverseas recruitment campaign has commenced for the Director of
. ~_ Emergency Department in partnership with an external agency with Human
Standard: <=5% 8.00% — e e inteniews taking place in Mumbai in May 2022. Resources
6.00% - and
4.00% ] Operational
Development
2.00%
0.00%
[ (] o = 3 _ ™M =
TEfffgrsRe
- B NSRRI
% vacancy rate for 16.00% - The Trust’s planned pipeline of international registered nurses Director of
registered nurses 14.00% 4 | e continues to be recruited with further overseas recruitment now in Human
12.00% 1 3_.-’* place for 2022/23, driven by ongoing workforce demand. A Resources
Standard: <=5% 10.00% _a_ J campaign for Return to Practice has commenced and an ongoing and
8.00%1 %  Tee—s— focus on closing the gap in place through the workforce planning Operational
E'Egi' round for the next year and beyond. Development
2.00%
0.00% —
[ ] o = 3 _ ™M =
cEgg§gEgEg 82
SRR RA R NREE
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Exception Reports - Well Led (2)

Metric Name & Standard Trend Chart Exception Notes Owner
Care hours per patient day 5. em - Under Review Deputy
i 3.0 = . girelc'ttor()fd
25 uality an
Standard: >=3 70 Deputy Chief
154 Nurse
1.0
0.5
0.0 — - —
R A I
Care hours per patient day 6.0 - Under Review Deputy
RN -— - Director of
. . -—
T —w - Quality and
Standard: >=5 404 Deputy Chief
Nurse
2.04
0.0
[ [ [} (] = a [ = =
SEZE8 855 g8
NS onoR e o
Care hours per patient day 10,04 Under Review Deputy
E total — Director of
8.01 - . Quality and
Standard: >=8 6.0 Deputy Chief
Nurse
4.0 1
2.0
0.0 T T ——
RO R RN 8RN R
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Guidance

NHS

Gloucestershire Hospitals

Variation Assurance
@) @@ @
N (\f;/
Common Special Special cause Variation Variation Variation
cause cause of of improving indicates indicates indicates
no concerning nature or inconsistently | consistently | consistently
significant nature or lower hitting (P)assing (Falling
change higher pressure due passing and the target short of the
pressure due | to (H)igher or falling short target
to (H)igher or (L)Yower of the target
(LYower values
values

How to interpret variation results:

+ Variation results show the trends in performance over time

NHS Foundation Trust

+ Trends either show special cause variation or common cause variation

indicate concerning special cause variation requiring action
+ Special cause variation: Blue icons indicate where there appears to be improvements
« Common cause variation: Grey icons indicate no significant change

How to interpret assurance results:

» Assurance results show whether a target is likely to be achieved, and is based on trends in achieving the target over time
* Blue icons indicate that you would expect to consistently achieve a target

indicate that you would expect to consistently miss a target
« Grey icons indicate that sometimes the target will be achieved and sometimes it will be missed

© Copyright Gloucestershire Hospitals NHS Foundation Trust

Source: NHSI Making Data Count
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NHS

Executive Summ ary Gloucestershire Hospitals

© Copyright Gloucestershire Hospitals NHS Foundation Trust

NHS Foundation Trust

The key areas of focus remain the assurance of patient care and safety as we continue with restoration and recovery of services. For elective care (Cancer; Screening
and RTT), all patients are being reviewed and clinically prioritised and national guidance enacted. We are ensuring that we are tracking all patients and that our waiting
list size is consummate with those patients requiring secondary care opinion. For unscheduled care the approach has equally been to support the safety and care of
our patients to enable them to access specialist emergency care as they need to. Teams across the hospital have supported each other to offer the best care for all our
patients. The Trust continues to phase in the support for increasing elective activity into May and June and currently meets the gateway targets for elective activity.

During April, the Trust did not meet the national standards for 52 week waits, diagnostics or the 4 hour ED standard, albeit have maintained the majority of the metrics
achieved in H2, notably zero 104 weeks breaches and total incompletes less than 60,248.

April continued to be a challenging month for the Emergency Department (ED) and saw a decrease in performance from 68.71% to 67.11% compared to the previous
month. Ambulance handover delays increased for delays over 30 and 60 minute handovers. Correcting this negative trend remains a priority for the Trust, and the ED
has implemented a number of actions from 1st November, aimed at reducing the number of handover breaches and increasing ambulance availability.

The Trust did not meet the diagnostics standard in April, however performance deteriorated slightly on last month from 18.0% to 18.8% this month. The total number of
patients waiting has increased from 8,790 to 8,915. The overall number of breaches has increased by 88, if Echo’s were to be excluded, performance for all other
modalities would be 2.59% with just 173 breaches against 6,682 patients waiting.

For cancer, in March submitted data, the Trust met 6 of the 9 CWT metrics and exceeded national performance in 9 out of 9 of the CWT metrics. A better month for
Cancer waits performance with the Trust meeting 2ww performance, 28 day Faster Diagnosis Standard and 31 day new treatment standard. The Trust achieved 74.5%
for 62 day GP referrals, which is an improvement from previous months but still room for significant improvement. Current 62 day performance impacted by an
increase in complex patients requiring multiple investigations, waits for prostate biopsy, diagnostic and elective capacity.

For elective care, the RTT performance did not meet the standard at 71.3% (unvalidated) and remains similar to last month. With a few days of validation remaining
performance stands at 71.75% which is a very slight improvement on last month. The total incompletes has increased significantly compared to last month moving from
56,139 to 58,299, primarily due to an increase in new clock starts. The number of 52 week breaches has increased compared to last month with an unvalidated figure
of 1,233 breaches in month, compared to 1,125 last month. Focus continues to be placed on patients over 70 weeks, which has again reduced in month, moving from
148 to 130 in April. Zero 104 week breaches is maintained.

The Elective Care Hub continues to work with specialties in telephoning patients but more recently has rolled out a digital survey to increase the ability to contact a
wider cohort of patients and more quickly. To date just over 3,300 patients have been contacted via this method and a similar number will be contacted week
commencing 16th May. Although the rate of return is generally good, initial indications are that more patients are being escalated to the service, as completing
questions via a form is less effective than having a conversation with the patient, where more detail can usually be teased out. The project still remains in its infancy
and further refinements will be made.

Directors Operational Assurance Group will review the Unscheduled and Scheduled performance indicators with the Divisions and the wider Executive team.
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Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the Access &) B @ ( @@
category. Where SPC analysis is not possible the metric is RAG rated against _ it and ~ | spornicmme | | specit unee
national standards. Exception reports are shown on the following pages. provesicdl Hduivond ik d Concering i werovig

random

Target & Latest Performance & Target & Latest Performance &

MetricTopic MetricNameAlias MetricTopic W ENEEVIES

Assurance Variance Assurance Variance

Cancer Cancer - 28 day FDS (all routes) >=75% Apr-22  8L.7% EMEEETEY 1D GBS patlelnFs experler?cmg a 1? hgur e LS Zero Apr-22
Department (>12hours from decision to admit to admission)
Cancer Cancer - urgent referrals seen in under 2 weeks from GP >=93% L) Apr-22  88.3% Emerrgtencyt ED: % of time to initial assessment - under 15 minutes >=05% @ Apr-22 @
i epartmen
Cancer Cancer - 2 week wait breast symptomatic referrals >=93% Apr22  89.7% Emergency ED: % of time to start of treatment - under 60 minutes >=00% @ Apr-22 (
Department ' =
- it il =060 - 0, (
Cancer Cancer - 31 day diagnosis to treatment (first treatments) >=96% Apr-22  95.3% [ E;npjg;nec; Number of ambulance handovers over 60 minutes Zero @ Apr-22 @
Cancer Cancer - 31 day diagnosis to treatment (subsequent — dru >=98% Apr-22  100.0% | ~
G 34 y o s . ¢ b d 9 ’ & b Ezpjg;n;; % of ambulance handovers < 15 minutes >=65% ) Apr-22 9.8%
Cancer ancer - 31 day diagnosis to treatment (subsequent — >294% Apr22  86.4% (- Emergency
+ suraerv) - : = % of ambulance handovers < 30 minutes >=95% Apr-22  21.1%
9 Cancer - 31 day diagnosis to treatment (subsequent — _ Department
':Cancer dioth ) >=94% Apr-22  86.8% EIEEE
i radiotheranv 9ENCY 44 of ambulance handovers 30-60 minutes <=2.96% @ Apr-22  13.3% @
Gcancer Cancer - 62 day referral to treatment (urgent GP referral) >=85% Apr22  60.9% @ Eepartment
jL . mergency % of ambulance handovers over 60 minutes <=1% @ Apr-22  57.4% @
= Cancer Cancer - 62 day referral to treatment (screenings) >=90% Apr-22  852% ) Department
g Maternit % of booked by 12 weeks gestati >90% =l Apr-22  90.8% (-
Acancer Cancer - 62 day referral to treatment (upgrades) >=90% Apr-22  90.9% aternty © ofwomen bOaked By 22 weeks gestation ’ - pr R
s Operational . . _
S cancer Number of patients waiting over 104 days with a TCI date Zero 2 () Efficiency Number of patients stable for discharge <=70 Apr-22 233 @
T Operational Number of stranded patients with a length of stay of greater _ 7
‘g Cancer Number of patients waiting over 104 days without a TCI date <=24 Apr-22 73 @ Efficiency than 7 days <=380 ol Apr22 515 @
% . . - " . . @ Operational _ Ny @
4| Diagnostics % waiting for diagnostics 6 week wait and over (15 key tests) <=1% Apr22  18.75% Efficiency Awerage length of stay (spell) <=5.06 I~ Apr-22 6.6
=1 . The number of planned/surweillance endoscopy patients Operational Length of stay for general and acute non-elective (occupied 7
v1Diagnostics " <=600 Apr-22 1,365 R <=5, vy 5 i
9 g waitina at month end P @ Efficiency bed days) spells 5.65 Apr-22 7.9 @
YDischarge Patient discharge summaries sent to GP within 24 hours >=88% Mar22  59.80% @ Operational  Length of stay for general and acute elective spells (occupied __, , (7, Apr-22 21 @
3 Efficiency bed days) -
- Emergency . N Operational ) &
Y ED: % total time in department - under 4 hours (type 1 >=95% Apr-22  54.52% 9 0 e Y 0
*|pepartment o p: (type 1) o p b @ Efficiency % day cases of all electives >80% i~/ Apr-22  82.3%
g Emergency ED: % total time in department - under 4 hours (types 1 & 3) >=95% Apr-22  67.11% @ operatlonal Intra-session theatre utilisation rate >85% Apr-22  87.5%
Z|Department Efficiency
g Emergency ED: % total time in department - under 4 hours CGH >=95% Apr-22 65.44% @ Operatlonal Cancelled operations re-admitted within 28 days >=05% -~ Apr22  76.9%
ol Department Efficiency )
S ED: % total time in department - under 4 hours GRH >=95% Apr-22  49.00% @ Operatlonal Urgent cancelled operations No target Apr-22 0
Department Efficiency
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Stroke Care % patients receiving a swallow screen within 4 hours of arrival ~ >=75% '~/ Apr22  72.4%

Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the Access (2 @ @ () @@
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Outpatient Outpatient new to follow up ratio's <=1.9 (=) Apr22 2.03 v
Outpatient Did not attend (DNA) rates <=7.6% Apr-22 7.5% @
Readmissions Emergency re-admissions within 30 days following an elective <825% L Mar-22 71%
or emergency spell ~
Research Research accruals No target Apr-22 93
RTT Referral to treatment ongoing pathways under 18 weeks (%) >=92% @ Apr-22  71.32% @
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=
'i RTT Referral to treatment ongoing pathways 45+ Weeks (number)  No target Apr-22 2,444 @
9 i
g RTT Zif;rlr)ilr)to treatment ongoing pathways over 52 weeks Zero @ Apr-22 1233 @
= .
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Q)
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0 i i i >
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Orthopaedics _criteria
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Access:
SPC — Special Cause Variation

Cancer - 31 day diagnosis to treatment (subsequent -
radiotherapy) - GHT Starting 01/04/18 TR

G
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Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target
Commentary

Standard = 94%

National = 93%

GHFT =87.7%

92 treatments and 12 breaches

RT capacity impacted by radiographer vacancies. Workforce paper worked up to implement golden handshakes and potentially re-banding staff to
come in line with regional and national radiographer banding levels. Backlog has been prioritised and being overseen by Oncologist with weekly
clinical review.

- General Manager - Cancer
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Single
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Points which fall outside
the grey dotted lines
(process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
There are 4 data point(s)
below the line

When more than 7
sequential points fall
above or below the mean
that is unusual and may
indicate a significant
change in process. This
process is not in control.
There is a run of points
above the mean.

When 2 out of 3 points lie
near the LPL this is a
warning that the process
may be changing
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100.0%

Cancer - 62 day referral to treatment (urgent GP referral)
GHT Starting 01/04/18
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Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target
Commentary

Standard = 85%
National = 67%
GHFT =61.7%
117.5 Treatments
45 breaches

Uro 18; LGI 10; Gynae 5; Haem 4 (21 breaches related to >104 day clearance)

LATP biopsy delays, PET scan delays both impacting on pathways
62 day recovery plan in formulation
Number of treatments recorded still low so performance should improve

- General Manager - Cancer
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indicate a significant
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When 2 out of 3 points lie
near the LPL and UPL this
is a warning that the
process may be changing
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Number of patients waiting over 104 days without a TCI date
GHT Starting 01/04/18
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sequential points fall
above or below the mean
Ccomm entary that is unusual and may
Shift indicate a significant
change in process. This
process is not in control.
There is a run of points
above and below the
8 TClI's agreed mean.
6 referred in late from other hospital When 2 out of 3 points lie
Majority of backlog associated with delays to LATP biopsy near the LPL and UPL this
is a warning that the
- General Manager - Cancer process may be changing

77 patients >104 days
Uro 55; LGI 15; UGI 3; Other 2; Lung 1; Haen 1

20f3
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% waiting for diagnostics 6 week wait and over (15 key tests)
GHT Starting 01/04/18
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Data Observations

Points which fall outside
the grey dotted lines
(process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
There are 17 data points
which are above the line.
There are 24 data point(s)
below the line

When more than 7

Single
point
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May 18 |
Jun 18
Jul 18
Aug 18
Sep 18
Oct 18
Nov 18
Dec 18
Jan 19

Apr 18

Mean «—e—Actual == =Process limits - 30

sequential points fall
above or below the mean
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e Special cause - concern

@ Special cause -improvement

indicate a sigificant
change in process. This
process is not in control.
There is a run of points
above and below the
mean.

When there is a run of 7

Shift

= == Target

Commentary

Diagnostic performance has largely remained the same as last month, moving from 18.03% to a validated position of 18.77% this
month. Over the past few months performance has remained around the 18-20%, and for the majority of modalities performance is
consistent with relatively small number of breaches. However, this month we have seen all of the Endoscopy modalities deteriorate

with an increase of breaches.

As per previous months Echos continue to be the most challenged area and despite a 1.78% improvement in month, 1,500 patients

exceed 6 weeks at month end.

- Associate Director of Elective Care

www.gloshospitals.nhs.uk

increasing or decreasing
sequential points this may
indicate a significant
change in the process.
This process is not in
control. In this data set
there is a run of falling
points

When 2 out of 3 points lie
near the LPL and UPL
this is a warning that the
process may be changing

Run

20f3
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The number of planned/surveillance endoscopy patients
waiting at month end - GHT Starting 01/04/18
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20f3 near the LPL and UPL
- Deputy General Manager of Endoscopy this is a warning that the

process may be changing
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Patient discharge summaries sent to GP within 24 hours
GHT Starting 01/04/18
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- Medical Director

20f3
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ED: % total time in department - under 4 hours (type 1)
GHT Starting 01/04/18
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- General Manager of Unscheduled Care
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ED: % total time in department - under 4 hours (types 1 & 3)
GHT Starting 01/04/18
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- General Manager of Unscheduled Care
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ED: % total time in department - under 4 hours CGH
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- General Manager of Unscheduled Care
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ED: % total time in department - under 4 hours GRH
GHT Starting 01/04/18
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When there is a run of 7
Commen tary increasing or decreasing
sequential points this may
This has been largely attributable to consultant sickness, which has run to 13.5% in the last month, and ENP sickness of 3.4% but Run [Ndicate a significant _
Covid 19 unavailability of 5.61% challenged the continuity of Service provision. change in the process. This
process is not in control. In
this data set there is a run
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When 2 out of 3 points lie
2of3 Near the LPL and UPL this
is a warning that the
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- General Manager of Unscheduled Care
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ED: number of patients experiencing a 12 hour trolley wait (>12hours
from decision to admit to admission) - GHT Starting 01/04/18
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= which are above the line.
% When more than 7
- Com mentary sequential points fall above
= or below the mean that is
& Thisis also due to a slowing in the rate of patients medically fit for discharge, across the month, meaning a shortage of beds and shift Unusual and may indicate a
) ; ; significant change in
g thus prolonged trolley waits for the available beds. X .
2 process. This process is not
G in control. There is a run of
£ - General Manager of Unscheduled Care points below the mean.
= When 2 out of 3 points lie
) near the LPL and UPL this
- 20f3 . .
o is a warning that the

process may be changing
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ED: % of time to initial assessment - under 15 minutes
GHT Starting 01/04/18
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There are 14 data point(s)

below the line

Mean «—e—Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target When more than 7

sequential points fall

above or below the mean

Comm entary that is unusual and may

Shift indicate a significant

change in process. This
process is not in control.
There is a run of points

above and below the
- General Manager of Unscheduled Care mean.

When 2 out of 3 points lie
20f3 near the LPL and UPL
this is a warning that the

process may be changing

This is also due to a slowing in the rate of patients medically fit for discharge, across the month, meaning a shortage of beds and
thus prolonged trolley waits for the available beds.

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Number of ambulance handovers over 60 minutes
GHT Starting 01/04/18
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There are 31 data point(s)
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Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target When more than 7

sequential points fall

above or below the mean

Commentary that is unusual and may

Shift indicate a significant

change in process. This
process is not in control.

The number of patients seen and treated in our SDECs reduced slightly in April while the conversion rate to admissions increased

by 2%, putting more pressure on the front door. There is a run of points
above and below the
- General Manager of Unscheduled Care mean.

When 2 out of 3 points lie
2of 3 Near the LPL and UPL
this is a warning that the

process may be changing
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% of ambulance handovers that are over 30 minutes
GHT Starting 01/03/19
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There are 13 data point(s)
Mean «—e—Actual == =Process limits - 30 e Special cause - concern o Special cause -improvement == == Target below the line
When more than 7
sequential points fall above
Commentary or below the mean that is
unusual and may indicate a
Shift significant change in
process. This process is not
in control. There is a run of
points above and below the
mean.
When 2 out of 3 points lie
near the LPL and UPL this
is a warning that the
process may be changing

The number of patients seen and treated in our SDECSs reduced slightly in April while the conversion rate to admissions increased
by 2%, putting more pressure on the front door.

- General Manager of Unscheduled Care

20f3
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% of ambulance handovers that are over 60 minutes
GHT Starting 01/03/19
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When more than 7
sequential points fall above
Commentary or below the mean that is
unusual and may indicate a
Shift significant change in
process. This process is not
in control. There is a run of
points above and below the
mean.
When 2 out of 3 points lie
near the LPL and UPL this
is a warning that the
process may be changing

The number of patients seen and treated in our SDECSs reduced slightly in April while the conversion rate to admissions increased
by 2%, putting more pressure on the front door.

- General Manager of Unscheduled Care

20f3
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Number of patients stable for discharge
GHT Starting 01/04/18
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Comm entary that is unusual and may
Shift indicate a significant _

Current nCTR number 234. This remains far to high, but there has been significant improvement in line with ICS improvement plan change in process. This
agreed at beginning of March. nCTR have reduced from 272, whilst the 10+ day wait numbers have reduced from 163 to 118 at this process is not in control.

point. Further conversations happening around further plans to reduce further, aiming for nCTR of 166 and 10+ day waits of less ZEE{; ':n%rgglg\jﬁﬁg]ts
than 60. mean.

When 2 out of 3 points lie
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this is a warning that the
process may be changing

© Copyright Gloucestershire Hospitals NHS Foundation Trust

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 22




© Copyright Gloucestershire Hospitals NHS Foundation Trust

Access:
SPC — Special Cause Variation

Number of stranded patients with a length of stay of greater
than 7 days - GHT Starting 01/04/18
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Commentary

The number of stranded patients with a lengths of seven days decreased slightly, from 540 to 515. The 21/22 average stands at
451, which is a 16% variance from target. There are provision difficulties within the local residential, nursing and domiciliary care
provision sector. The trust have a robust grip on the position, and have co-ordinated discharge efforts in order to help discharge
these patients where possible. The trust have been working with local commissioners to formulate plans which include the provision
of discharge budgets, use of Pathway teams targeting stranded patients, speciality inreach to ED and daily ward rounds. These
plans are expected to progress at pace.

- Deputy Chief Operating Officer

NHS

Gloucestershire Hospitals

NHS Foundation Trust

Data Observations

Single
point

Shift

20f3

Points which fall outside
the grey dotted lines
(process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
There are 8 data points
which are above the line.
There are 5 data point(s)
below the line

When more than 7
sequential points fall
above or below the mean
that is unusual and may
indicate a significant
change in process. This
process is not in control.
There is a run of points
above and below the
mean.

When 2 out of 3 points lie
near the LPL and UPL
this is a warning that the
process may be changing
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Average length of stay (spell) - GHT Starting 01/04/18
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There is 1 data point(s)
below the line

Mean ==eo-—Actual == =Process limits - 30 e Special cause - concern o Special cause -improvement == == Target When more than 7
sequential points fall
above or below the mean

Commentary that is unusual and may
Shift indicate a significant

There has been a slight decrease in the ALOS of 0.75%. There are no remarkable factors affecting this decrease. change in process. This
process is not in control.
There is a run of points
above and below the
mean.
When 2 out of 3 points lie
near the LPL and UPL
this is a warning that the
process may be changing

- Deputy Chief Operating Officer

20f3
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Access:
SPC — Special Cause Variation

NHS

Gloucestershire Hospitals

NHS Foundation Trust

Length of stay for general and acute non-elective (occupied
bed days) spells - GHT Starting 01/04/18

9.0

3.0
20
1.0

0.0

Data Observations

Points which fall outside
the grey dotted lines
(process limits) are
unusual and should be
investigated. They

Jul 21
Aug 21

May 18
Jun 18

Jul 18
Aug 18
Sep 18
Oct 18
Nov 18
Dec 18
Jan 19
Feb 19
Mar 19
Apr 19
May 19
Jun 19
Jul 19
Aug 19
Sep 19
Oct 19
Nov 19
Dec 19
Jan 20
Feb 20
Mar 20
Apr 20
May 20
Jun 20
Jul 20
Aug 20
Sep 20
Oct 20
Nov 20
Dec 20
Jan 21
Feb 21
Mar 21
Apr 21
May 21
Jun 21
Sep 21
Oct 21

Apr 18

Mean «—e—Actual == =Process limits - 30 ® Special cause - concern @ Special cause -improvement

Nov 21

Single

point represent a system which

o~

o may be out of control.

£ There are 7 data points
which are above the line.
There is 2 data point(s)
= == Target below the line

When more than 7

Dec 21
Jan 22
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Mar 22

Commentary

sequential points fall
above or below the mean
that is unusual and may

The position remains relatively stable and unchanged from the previous month decreasing by 0.15 bed days. There are no Shift indicate a significant

remarkable factors affecting this indicator at this time.

- Deputy Chief Operating Officer

www.gloshospitals.nhs.uk

change in process. This
process is not in control.
There is a run of points
below the mean.

When 2 out of 3 points lie
near the LPL and UPL
this is a warning that the
process may be changing
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Length of stay for general and acute elective spells (occupied
bed days) - GHT Starting 01/04/18
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- Commentary There are 2 data points
=z which are above the line.
T This metric has remained the same from last month with a stabilised position. There is a need for some specific actions to drive When more than 7
g down LoS as escalation beds are reduced and focus returns to maintaining elective capacity and delivery of 22/23 operational plan. sequential points fall
ks There is a likely to be a positive impact as daycase activity increases and expands. above or below the mean
U] that is unusual and may
£ . . . Shift  indicate a significant
=) -
= Deputy Chief Operating Officer change in process. This
) process is not in control.
() . .
o There is a run of points

below the mean.
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Did not attend (DNA) rates - GHT Starting 01/03/19
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Mean ==eo-—Actual == =Process limits - 30 e Special cause - concern o Special cause -improvement == == Target below the line

When more than 7
sequential points fall

Commentary above or below the mean
that is unusual and may

The DNA rate remains within target, albeit again slightly increased to 7.46%. With the exception of one month, the DNA rate has Shift indicate a significant

been within target all year. Text reminder service resumed for CBO booked services on 3 May so improvement in following month change in process. This

process is not in control.
There is a run of points
above the mean.

When 2 out of 3 points lie
near the LPL and UPL
this is a warning that the
process may be changing

anticipated.

- Associate Director of Elective Care

20f3
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Referral to treatment ongoing pathways under 18 weeks (%)
GHT Starting 01/03/19
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Commentary that is unusual and may
) ) ) ) ) ) ) Shift indicate a sigificant
See Planned Care Exception report for full details. Although RTT performance is reported at time of report a slight improvement in change in process. This
month-end performance is anticipated, at around 71.75%. GHT remains one of the better performing Trusts within the South West. process is not in control.
In addition, RTT performance nationally would appear to around 63% so GHT remains above. There is a run of points
above and below the

mean.
When 2 out of 3 points lie
2of3 Near the LPL.and UPL
this is a warning that the
process may be changing

- Associate Director of Elective Care
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Referral to treatment ongoing pathways 35+ Weeks (number)
GHT Starting 01/03/19
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indicate a significant
A sizeable increase of around 400 patients in month, partly due to the focus on the long waiters but also a known increase in Run change in the process.
referrals around 12 months ago. This process is not in
control. In this data set
- Associate Director of Elective Care g:)ei:]‘is's arun of rising
When 2 out of 3 points lie
2of3 Near the LPL and UPL
this is a warning that the
process may be changing

[e2]
juat
o

<

Mar 19
Apr 19
May 19
Jun 19

Jul 19
Sep 19
Oct 19
Nov 19
Dec 19
Jan 20
Feb 20
Mar 20
Apr 20
May 20
Jun 20
Jul 20
Aug 20
Sep 20
Oct 20
Nov 20
Dec 20
Jan 21
Feb 21
Mar 21
Apr 21
May 21
Jun 21
Jul 21
Aug 21
Sep 21
Oct 21
Nov 21
Dec 21
Jan 22
Feb 22
Mar 22

Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target
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Referral to treatment ongoing pathways 45+ Weeks (number)
GHT Starting 01/03/19

5,000 ® Data Observations
/ \. Points which fall outside
4000 / \ the grey dotted lines

‘ ‘b (process limits) are
/ \ unusual and should be

/ .<, - Single investigated. They
3,000 ‘*«.» ‘\ o oint represent a system which
i i R L e . © P may be out of control.
4 N ’

) There are 16 data points
2000 @ & which are above the line.
’ There are 15 data point(s)
/./ below the line
When more than 7
1,000 S sequential points fall
" above or below the mean
- ..-.—QH. ® 4 that is unusual and may
-0-0-0-0 . indicate a significant
0 Shift . .
change in process. This
process is not in control.
There is a run of points
above and below the
mean.
Mean «=e-Actual == =Process limits - 30 e Special cause - concern e Special cause -improvement == == Target When there is a run of 7
increasing or decreasing
sequential points this may
Commentary indicate a significant
Run change in the process.
An increase of around 250 patients in month. This process is not in
control. In this data set

- Associate Director of Elective Care tF’lLt:;;?Sis a run of rising

Apr 22

May 21
Jun 21
Jul 21
Sep 21
Oct 21
Nov 21
Dec 21
Jan 22
Feb 22
Mar 22

Mar 19
Apr 19
May 19
Jun 19

Jul 19
Aug 19
Sep 19
Oct 19
Nov 19
Dec 19
Jan 20
Feb 20
Mar 20
Apr 20
May 20
Jun 20
Jul 20
Aug 20
Sep 20
Oct 20
Nov 20
Dec 20
Jan 21
Feb 21
Mar 21
Apr 21
Aug 21

When 2 out of 3 points lie
near the LPL and UPL
this is a warning that the
process may be changing

20f3
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Referral to treatment ongoing pathways over 52 weeks
(number) - GHT Starting 01/04/18

3,500
Data Observations
3,000 , Points which fall outside
\b the grey dotted lines
2500 \ (process limits) are
: ‘ .\ unusual and should be
. investigated. They
/
2,000 / @ S'gi?]lte represent a system which
[ \. P may be out of control.

1,500 @ "‘. T There are 20 data points
.r‘ @ ‘-u’ which are above the line.
1.000 There are 26 data point(s)
? below the line

When more than 7

g Pt above or below the mean
= ) 000000000000000000000000 that is unusual and may
g DO ODDODODDDDIDDDDIDRDDDOIDRRDRNDNOOO0OO0OO0O0O0O0O00O00 -~ =+ 0NNNN . indicate a significant

= T E rF T e T T e T T T e e T e e NN NN NN NN N NN NN NN NN NN NN NN NN Shift change in process. This
he] EaAaCSsoaoapg>0CcCobsbEA2CcSooag>»0CcCokbEACcCSoapg>>0CossSENc 500 >0 CcCobkE .

§ gggq2&028g&g%g%%2d‘;’o‘z’g—‘?ﬂfg2%%%28028%&‘52’%%%2&02"85}&%% process is not in control.
= There is a run of points
T o ) . . above and below the

= Mean <o Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target mean

2 When there is a run of 7
8 increasing or decreasing
- Com mentary sequential points this may
=z indicate a significant

o See Planned Care Exception report for full details. An approximately increase of around 100 patients which is not anticipated to Run change in the process.

g change with 3 days of validation remaining. This process is not in

3 control. In this data set
bt - Associate Director of Elective Care there is a run of rising

< points

= When 2 out of 3 points lie
) near the LPL and UPL

v 20of3 7. .

o this is a warning that the

process may be changing
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% of fracture neck of femur patients treated within 36 hours
GHT Starting 01/04/18

-
P L

80.0%

60.0%

40 .0% .
? Data Observations

Points which fall outside
20.0% the grey dotted lines
(process limits) are
unusual and should be

= Slngle investigated. They

. 0.0% point .
ks} ODOODODDDDDDDDDDDDODNDODNOOO0OO0OO0OO0O0O0O00O0O0T - mr v+ NNNN represent a system which
4{6' T T T T T T T T T T e T e N AN NN AN NN NN AN NN AN AN NN NN NN NN NN ANNNN maybeOUtOfCOntrOI.
E 535395838 6855853938386855853338386855853338386855% here | i

2 223 éwozoguﬁgﬁg émozggu_EQEQ gwozgngQEQ gmozoqmgé% 'geﬁ)r\la\alltielliggtapomt(s)
T When more than 7

= Mean «=e-Actual == =Process limits - 30 e Special cause - concern e Special cause -improvement == == Target sequential points fall

J above or below the mean
% that is unusual and may
T Commentary . indicate a significant

z Shift . )

= change in process. This
5 . Only 27% of patients got to theatre within 36 hrs process is not in control.
b5 . 73% of patients failed to get to surgery within 36 hours (of which 67% of patients were delayed because of logistical reasons) There is a run of points

é above and below the

[G] Patients are waiting in ambulance for 6-12hrs and then in ED for a bed. The patients can be waiting 24-40 hrs before going to a ward. mean.

% Pressure sore rate is climbing as patients are not getting on an air mattress in that time. When 2 out of 3 points lie
= Theatre is delayed. Lists are lost nearly daily - No Theatre Staff, No Anaesthetist, No Radiographer. Recovery in theatre of C19 +ve patients fills P

= - near the LPL and UPL

) theatre time. 20f3 g .

O this is a warning that the
© process may be changing

- General Manager - Trauma & Orthopaedics
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% fractured neck of femur patients meeting best practice
criteria - GHT Starting 01/03/19
100.0%
80.0%
60.0%
40.0%
20.0%
i Data Observations
D pESSrErel s R AR NRRRNE BRI R S AERNESRNEE S ;ﬂrgfeygigggg':iﬁ:t;ide
§ 6 2 990 20 C o s 5 2>2C 353 2aP 2O C o055 223 92aP8 2 9 C a5
ggg%%2$OZ°835£§2§3%3$058g£§§§%%3$058g&’g% (process limits) are
Single unusual and should be
—— S, - : ) : 3 e ; investigated. They
Mean o Actual Process limits - 30 ® Special cause - concern ® Special cause -improvement Target point represent a system which

may be out of
control.There is 1 data
Commentary point(s) below the line
When more than 7
sequential points fall
above or below the mean
that is unusual and may
indicate a significant
change in process. This
process is not in control.
There is a run of points

above and below the
- General Manager - Trauma & Orthopaedics mean.

. Only 27% of patients got to theatre within 36 hrs
. 73% of patients failed to get to surgery within 36 hours (of which 67% of patients were delayed because of logistical reasons)

Patients are waiting in ambulance for 6-12hrs and then in ED for a bed. The patients can be waiting 24-40 hrs before going to a ward. .
Pressure sore rate is climbing as patients are not getting on an air mattress in that time. Shift
Theatre is delayed. Lists are lost nearly daily - No Theatre Staff, No Anaesthetist, No Radiographer. Recovery in theatre of C19 +ve patients fills

theatre time.
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Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the Quality (2 @ @@ () @@
category. Where SPC analysis is not possible the metric is RAG rated against Hit and _ _
H H . Consistenly miss target Consistenly Special Cause Special Cause
. . . Concernin Improvin
national standards. Exception reports are shown on the following pages. httarget | subjeotto | fud arget eming  ~ 0T Improving
variation variation
random
. . . . Target & Latest Performance & . . . . Target & Latest Performance &
MetricTopic MetricNameAlias e — - MetricTopic MetricNameAlias J ——— VECEEE
Friends & q - (7Y Infection COVID-19 hospital-onset indeterminate healthcare-associated -
. Inpatients % positive >=90%  ~~! Apr-22 88.0% - ) > ) o N Apr-22 12
Family Test . G ’ G N Control First positive specimen 3-7 days after admission o target P 2
Friends & it - Infection COVID-19 hospital-onset probably healthcare-associated -
! ED % positive >=84% Apr22  627% (1) p probably No target Apr2s 40
Famlly Test Control First positive specimen 8-14 days after admission 0 targe pr
Frlends @ Maternity % positive >=97% . Apr22  782% (- Infection COVID-19 hospital-onset definite healthcare-associated - First No target Apr-22 65
E?m"g T§‘3t Control positive specimen >=15 days after admission
riends . - _
Family Test ~ CutPatients % positie >=94.5% o) Apr22  93.1% Maternity % C-section rate (planned and emergency) No target Apr-22 o @
Friends & . =~
Family Test Total % positive >=93% ) Apr-22  87.2% @ Maternity % emergency C-section rate No target Apr22  19.1%
E;ﬁ:ﬁ/sést Number of PALS concemns logged No Target Apr-22 229 oy Maternity % of women smoking at delivery <=14.5% Apr-22 0
; EZ::;ESTist % of PALS concerns closed in 5 days >=95% Apr-22 @ Maternity % of women that have an induced labour <=33% -1 Apr22  30.6%
'Z Ig(f)enzi:i(:)ln Number of trust apportioned MRSA bacteraemia Zero Apr-22 Maternity % stillbirths as percentage of all pregnancies <0.52% (L) Apr22  0.00%
ie h ’ -
_,g l(r;:)encttrfln MRSA bacteraemia - infection rate per 100,000 bed days Zero Apr-22 0 Maternity % of women on a Continuity of Carer pathway No target Apr-22  10.10%
3 Infection Number of trust apportioned Clostridium difficile cases per 2020/21: 75 () Apr22 15 Maternity % breastfeeding (initiation) >=81% Apr-22 78.7%
| Control month - —
f Infection Number of community-onset healthcare-associated 5 Y Apr22 ‘ Maternity % PPH >1.5 litres <=4% Apr-22 3.5%
Z\Control Clostridioides difficile cases per month P — . .
Ainfection Number of hospital-onset healthcare-associated Clostridioides s ADr-22 Maternity Number of births less than 27 weeks NULL Apr-22 3
= Control difficile cases per month P — . X
2 Infection o o . Maternity Number of births less than 34 weeks NULL Apr-22 13
9 control Clostridium difficile - infection rate per 100,000 bed days <30.2 i Apr-22 53.9 (v,
i \nfection Maternity Number of births less than 37 weeks NULL Apr-22 49
S control Number of MSSA bacteraemia cases <=8 Apr-22 2
X In?enc:%n Maternity Number of maternal deaths NULL Apr-22 0 @
g MSSA - infection rate per 100,000 bed days <=12.7 Apr-22 -
&|Control Matermnity Total births NULL Apr-22 a2 (0
Infection . —
3 Number of ecoli cases No target Apr-22 9 @ . . i
g Control Maternity Percentage of babies <3rd centile born > 37+6 weeks NULL Apr-22 1.36% @
L [isGierm Number of pseudomona cases No target Apr-22 0 \
“H Control o Maternity % breastfeeding (discharge to CMW) NULL Apr-22 45.5% @
Ginfection Number of klebsiella cases No target Apr-22 1
EcOmrm 9 P! Mortality Summary hospital mortality indicator (SHMI) - national data NHS Digital Dec-21 1.1
djInfection A q Yy (
“control Ty Gif[326) GEYS (s Gl WD M Esiem Gelie] e ee e <iE - A 4 ~—’ Mortality Hospital standardised mortality ratio (HSMR) Dr Foster Jan-22 100.9
©infection COVID-19 community-onset - First positive specimen <=2 No target Aor-22 139 ) . . ) . @
Control days after admission 9 p Mortality Hospital standardised mortality ratio (HSMR) - weekend Dr Foster Jan-22 108
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Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the Quality (2 @ @@ () @@
category. Where SPC analysis is not possible the metric is RAG rated against _ it and ~ | spornicmme | | specit unee
national standards. Exception reports are shown on the following pages. provesicdl Hduivond ik d Concerning . 0T mproving

random

Target & Latest Performance & Target & Latest Performance &

MetricTopic MetricNameAlias MetricTopic MetricNameAlias

Assurance Variance Assurance Variance

. . } (] Serious Serious incidents - 72 hour report completed within contract o
- % Apr-22 100.0%
Mortality Number of inpatient deaths No target Apr-22 185 @ Incidents timescale >90% pr- 00.0% @
Mortality Number of deaths of patients with a learming disability No target Apr-22 3 (=) Serious Percentage of serious incident investigations completed within g,/ Apr-22  100%
- - Incidents contract timescale
MSA Number of breaches of mixed sex accommodation <=10 A Apr-22 21 @] |yTE Prevention % Of adult inpatients who have received a VTE risk 5950 o) Apr22  90.8%
assessment — ’
Patient Safety . . 2 W
(e s Number of patient safety alerts outstanding Zero o) Dec-21 ) Safeguarding  Level 2 safeguarding adult training - e-learning package No target Now-19  95%
Patient Safety _ &
Incidents Number of falls per 1,000 bed days <=6 =) Apr22 75 Safeguarding  Number of DoLs applied for No target Apr-22 47
Pat.|ent Safety Number of falls resulting in harm (moderate/severe) <=3 ) Apr-22 4 () Safequarding Total attendances for infants aged < 6 months, all head No target Apr-22 1
IFTCtIquZ et - injuries/long bone fractures
= Inii::nts A Number of patient safety incidents - severe harm (major/death) No target Apr-22 6 @ Safeguarding _thal attendances for infants aged < 6 months, other serious - target Apr-22 0
> injury
= |Patient Safet - -
p Incidents Y Medication error resulting in severe harm No target Apr-22 0 Safeguarding  Total admissions aged 0-17 with DSH No target Apr-22 32
-2 |Patient Safety — -
‘2 Incidents Medication error resulting in moderate harm No target Apr-22 3 Safeguarding  Total ED attendances aged 0-17 with DSH No target Apr-22 85
Patient Safet - -
,§ Incidents Y Medication error resulting in low harm No target Apr-22 9 Safeguarding  Total admissions aged 0-17 with an eating disorder No target Apr-22 7
v |Patient Safet ) . . >
% Incidents Y Number of category 2 pressure ulcers acquired as in-patient <=30 ) Apr-22 46 @ Safeguarding  Total number of maternity social concerns forms completed No target Apr-22 72
(V2] i >
iE rr’\?;tif:r:tgafew Number of category 3 pressure ulcers acquired as in-patient <=5 o) Apr-22 2
o
o' |Patient Safety . . . >
a - () -
2 | incidents Number of category 4 pressure ulcers acquired as in-patient Zero o~ Apr-22 0 olo”
<8} i ~
{:i ::ztif:r:tgafety Number of unstagable pressure ulcers acquired as in-patient <=3 i~ Apr-22 - @
E Patient Safety Number of deep tissue injury pressure ulcers acquired as in- <5 2 apr22 12
4 |Incidents patient o
y = - - - -
= |Sepsis Proportion of emergency patients with severe sepsis who were ~_ _
P h L P ) h =90% Apr-21 70%
g Identification  given IV antibiotics within 1 hour of diagnosis ? s
= |RIDDOR Number of RIDDOR SPC Dec-21 5
2 |safet
S |2aely Safety thermometer - % of new harms >96% (") Mar20  97.8%
a Thermometer
~ Sef““‘s Number of never events reported Zero Apr-22 -
© |Incidents
Sef“’“s Number of serious incidents reported No target Apr-22 6
Incidents
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FFT: ED % positive - GHT Starting 01/06/20
100.0% 7
S &
€ ™ ™ e e gy e e - - - -
80.0% el 7 "'“.‘f —o —
‘:’.""'-c-,_ .’ — — - Q %a'
L ) N &) v N,
2 N\ H—F 'kfl.-.._“_k
o ~

40.0%

20.0%
g 0.0%
el (=] o o o o o o -~ — ~— — — ~— - ~— -— — — — o™ o™~ o™ o™~
5 t = B B m T 9§ S 8 E L 22 2 9§ 8y E B8 & g & %
- o o | = | . | . | .
c 3 =3 [ o o I} g ) © 2- @© 3 3 @ o o @ g ) o 2' .
3 T b 2 0 Ik, = = S < 0 e & Data Observations
; M —a— Actual — Special Special : T When more than 7
= ean ctual == =Process limits - 30 ® pecial cause - concern ® pecial cause -improvement e= == Target sequential points fall
2 above or below the
8 mean that is unusual
- Commentary shift @nd may indicate a
= " i _ i i i o o significant change in
é‘ The current positive FFT score for ED is at 62.7% across both sites, with the main theme emerging focussed on wait times, which is process. This process is
& reflective of the operational pressures in the department. The team are receiving reports on the feedback weekly, to support local not in control. There is a
3 real time improvement in response to emerging themes, and provide monthly updates through to QDG. run of points above the
0 mean.
£ - Head of Quality When 2 out of 3 points
= lie near the LPL and
) 20f3 UPL this is a warning
()
o that the process may be

changing
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FFT: Total % positive - GHT Starting 01/06/20

95.0%

‘-'A‘ P ™ ™ " -(@_‘ﬂl? P el " B el T B &l T B P el T B e

. .‘“ 1 "‘"*--‘%_’g_.&,___@ Py S
90.0% ~——e< —~ <

B 4 e ¥ Data Observations
-_ — -_ -— -— -_— -— -— -_— -_— -_— -_— -_— _— — — - - -— ‘? -— -:“;‘ -_— -_— -_— -— -_— ] -‘ . . .
) / Points which fall outside

85.0% —~9 the grey dotted lines

(process limits) are

unusual and should be
Single pointinvestigated. They
80.0% represent a system
which may be out of
control. There are 3 data
point(s) below the line
When more than 7
Mean «—e—Actual == =Processlimits -3c ® Special cause-concern e Special cause -improvement == == Target sequential points fall
above or below the
mean that is unusual

Apr 22

Jun 20

Jul 20
Aug 20
Sep 20
Oct 20
Nov 20
Dec 20
Jan 21
Feb 21
Mar 21
Apr 21
May 21
Jun 21
Jul 21
Aug 21
Sep 21
Oct 21
Nov 21
Dec 21
Jan 22
Feb 22
Mar 22

. and may indicate a
Commentary Shift significant change in
The current positive FFT score for the Trust overall is at 87.2%. The main themes emerging this month were focussed on wait process. This process is

not in control. There is a
run of points above the
mean.

When 2 out of 3 points
lie near the LPL and
UPL this is a warning
that the process may be
changing

times, communication issues, and delays to appointments. Divisions provide updates through QDG each month on improvement
plans happening within divisions, and the patient experience team are reviewing current reporting offer to improve the way that FFT
and PALS data is triangulated to support improvement plans.

- Head of Quality 20f3

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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% of PALS concerns closed in 5 days
GHT Starting 01/09/20
100.0% @
0 —g_ Ay .
80.0% _—O —o— n . -
Pr— t\ /,0;\‘ B
i o e i L i e i i ] T i i i o ____*‘”’___.\_\'

60.0%

40.0%

20.0%
C 0.0%
ie} o o o o - - - — - - — — - - - — o~ o~ o~ o~
= a ¥ 2 9 © @ % % 5 8§ 3 9 o498 ¥ 5 9 = 3 ¥ %
o] Q = | | — —
& © 2 &8 8 ¢ 2 & 2 3 3 @ 8 © 2 & 8 & =z 7
% Mean «—e—Actual == =Process limits - 30 ® Special cause - concern o Special cause -improvement == == Target
©
‘E'.‘- .
(e}
T Commentary Data Observations
Z o i ) ) When more than 7
4 The number of PALS concerns closed within 5 days is currently at 67% - the team are now fully recruited to, and risks have been sequential points fall
@ updated to reflect current challenges. This continues to be monitored closely and reported monthly through QDG. above or below the
3 mean that is unusual
bt - Head of Quality shit  @nd may indicate a
= significant change in
= process. This process is
él not in control. There is a
o run of points above and

below the mean.
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Number of ecoli cases - GHT Starting 01/04/18
10
o &
= - -— -— el = -— -— -— -— -— -— - -— -_— = -— -— -— -— -— -— -— -— -— -— -— -— et — ]

8 N

6

4 - : ,

2
3
= 0 ' :
g PR R T N MR TR AR e S i MRS LN g R bl R e

(o] [ L) 0

5 2233380285238 333302882832833330288232233330288¢832%
= Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target
I_l.g
o
8 Data Observations
. Commentary
< . . . . . . Points which fall outside
E During April we had 9 health care associated cases (5 hospital onset cases and 4 community onset cases). It is noted that that the grey dotted lines
¢ since April 2022 the community onset healthcare associated cases have been included in the metric whereas before it included (process limits) are
3 hospital onset cases. This is in line with the NHSE/I annual limit for E coli BSI which now sets an annual limit inclusive of all unusual and should be
v healthcare associated cases. Reducing E.coli BSI and all Gram negative bacteraemia continue to be a focus of the IPC strategy Single poim'nVGStlgated- They
= specifically related to urinary tract infection prevention, improving patient hydration and improving the management and care of represent a system
£  invasive device. Al patients with a healthcare associated E.coli BSI have a rapid review to understand contributing factors and a ‘é":r:‘t::‘olmizgz 2‘:; ‘;f data
5 subsequent post infection review is completed if there lapses in care that require action points which are above

- Associate Chief Nurse, Director of Infection Prevention & Control the line.
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Hospital standardised mortality ratio (HSMR) - weekend
GHT Starting 01/04/18

1200 Ha

1150 ( '4"‘ o o

110.0 ,,.z'

105.0 f &
P Data Observations
100.0 Q‘\b’- - ;, ;,‘:: —/";,"- .-‘ - en on on or on on on Gb Gn o on G» on on an e» - . |
.«.L p ” Points which fall outside
95.0 L the grey dotted lines
(process limits) are
90.0 unusual and should be

investigated. They
represent a system
which may be out of
800 control. There are 15
data points which are
above the line. There
are 12 data point(s)
below the line
When more than 7
sequential points fall
above or below the
mean that is unusual
and may indicate a
significant change in
process. This process is
not in control. There is a
- Deputy Medical Director run of points above and
below the mean.
When 2 out of 3 points
lie near the LPL and
20of 3 UPL this is a warning
that the process may be
changing

850 Single point

Apr 18
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Jun 20
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Nov 20
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Mean «—e—Actual == =Process limits - 30

Special cause - concern o Special cause -improvement == == Target

Commentary Shif

This is now within the expected range which reflects the reduction in the effects of COVID on this metric.

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Number of inpatient deaths - GHT Starting 01/03/19
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Points which fall outside
the grey dotted lines

50 (process limits) are
unusual and should be

investigated. They

Single point
0 gep represent a system
D OO OO0 000000000 T T T T T T T T -« -+ NN NN which may be out of
T T T T e T e NN NN NNNNNNNNNNNNNNNNNNNNN control. There are 3 data
§ 68 2 E S 9a0B 29 C o s 5 2>2C 3908 2900 C o522 353 02ag8 2 O C a5 .
@ @ @ @ . .
Egggqag0208531»22;:;-‘;3302031\;@22;%%3goggg(gg% points which are above

the line.

When more than 7
sequential points fall
above or below the
mean that is unusual

Mean «—e—Actual == =Process limits - 30 ® Special cause - concern o Special cause -improvement == == Target

Commentary shit  @nd may indicate a
. ! significant change in
Under Review process. This process is
not in control. There is a
- Deputy Medical Director run of points above and

below the mean.

When 2 out of 3 points

lie near the LPL and
20of 3 UPL this is a warning

that the process may be

changing
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Number of breaches of mixed sex accommodation
GHT Starting 01/04/18
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ad ) | i = " ': Points which fall outside
G ?( / \ N/ | ﬂ the grey dotted lines
5 1 R ,’,“ \ ‘175‘_‘ | \ / 4 ? ! (process limits) are
\ / y \ [ | | unusual and should be
. \ / ) / | { . . _investigated. They
E ‘r, P/ \ ‘ . ® ®. | Single pOIntrepresent a system
- 0 it ¢ 9006 ¥ 0000 0000000 which may be out of
g 0‘2(‘1_3g_)t‘x_booooggoocog_)c»c»g_)g_:Qemmemmoooooooooooo‘—‘—‘—‘—‘—-—‘—‘-‘—‘—q—‘—NNNN troIThereareGdata
3 9 Waluing S S o e o et i e s LR s R A s e s R D Coints which are above
: 283333658982 25833335589822833355283822533385288822 the ine
; When more than 7
z Mean -—e—Actual == =Processlimits-30c @ Specialcause-concern @ Special cause -improvement == == Target sequential points fall
3 above or below the
= mean that is unusual
2 .
£ . and may indicate a
= Comm entary Shift sigificant change in
E ; .
£ Historically mixed sex accommodation breaches have been deemed non-reportable where the Trust escalation status is at OPEL pr‘:?ess' -';h'ls E’rrr‘])ces,s IS
@ level 3 or 4. Therefore, breaches have been not reported for an extended period as the Trust escalation status has remained at ?l?n '(?f ;%?nrtz .belg\:\?tﬁea
3 level 3 or 4. The Trust has worked with the CCG to alter the reporting framework to give oversight of breaches at all times, mean.
E regardless of escalation status. this reporting will come through from April 2022. All breaches, categorised in accordance with
= national guidelines, must be authorised by the Chief Nurse or Deputy Chief Nurse. When 2 out of 3 points
% 20f 3 lie near the UPL this is a
8 - Director of Quality and Chief Nurse warning that the process
©

may be changing
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Quality: NHS

: . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Number of patient safety incidents - severe harm (major/death)
GHT Starting 01/04/18
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investigated. They
represent a system
which may be out of
control. There is 1 data
point which is above the

Single point

Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target

Commentary line.
. When more than 7
Under Review sequential points fall
above or below the
- Quality Improvement & Safety Director mean that is unusual

and may indicate a
significant change in
process. This process is
not in control. There is a
run of points above and
below the mean.

Shift
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Quality: NHS

: . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Number of category 2 pressure ulcers acquired as in-patient
GHT Starting 01/04/18
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S @ Data Observations
20 Points which fall outside
the grey dotted lines
10 (process limits) are

unusual and should be
investigated. They
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0 g€ POINt o resent a system
D OO DO DO 00000000000 T T T - — — — — — — o N N which may be out of
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L > C S 2oy =2 OCaksis>»xCSoag =2 0Calkhs>CSoag>20¢Calks control. There are 2 data
<283 x 280288222283 3 2802882223 3 2802882 :=2 points which is above

the line.

When more than 7
sequential points fall
above or below the
mean that is unusual

Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target

Commentary shit  @nd may indicate a

_— . . I . L L significant change in
Contributing factors include prolonged immobility in the pre-hospital and emergency care stage of admission and lack of regular repositioning. process. This process is
Hospital acquired pressure ulcers are very sensitive to nurse staffing levels. Where there is a reduced amount of nursing hours available there is a not in control. There is a
clear correlation to the development of pressure ulcers. run of points below the
Current improvement focus is on specialist review of all hospital-acquired pressure ulcers to validate categorisation and give specialist advice to mean. )
prevent deterioration. New equipment procured and available in the equipment library. React to red study days are now taking place monthly to When 2 out of 3 points
increase throughput. lie near the LPL and

20of 3 UPL this is a warning
that the process may be
changing

© Copyright Gloucestershire Hospitals NHS Foundation Trust

- Associate Chief Nurse, Director of Infection Prevention & Control
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Quality:
SPC — Special Cause Variation

NHS

Gloucestershire Hospitals
NHS Foundation Trust

Number of unstagable pressure ulcers acquired as in-patient
GHT Starting 01/06/19
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the grey dotted lines
N e s (process limits) are
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the line.

Mean «—e—Actual == =Process limits - 30 e Special cause - concern o Special cause -improvement == == Target When more than 7
sequential points fall
above or below the

Com mentary mean that is unusual
Shift and may indicate a

Contributing factors include prolonged immobility in the pre-hospital and emergency care stage of admission and lack of regular repositioning. significant change in

Hospital acquired pressure ulcers are very sensitive to nurse staffing levels. Where there is a reduced amount of nursing hours available there is a process. This process 1s

clear correlation to the development of pressure ulcers. not in control. There is a

run of points below the

Current improvement focus is on specialist review of all hospital-acquired pressure ulcers to validate categorisation and give specialist advice to mean.

prevent deterioration. New equipment procured and available in the equipment library. When 2 out of 3 points
20f 3 lie near the UPL this is a

- Associate Chief Nurse, Director of Infection Prevention & Control

www.gloshospitals.nhs.uk

warning that the process
may be changing
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. . NHS
Financial Dashboard Gloucestershire Hospitals

NHS Foundation Trust

Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the Financial S B @ O™ @@
category. Where SPC analysis is not possible the metric is RAG rated against Hit and _ o _
H H . Consistenly miss target Consistenly Special Cause Special Cause
national standards. Exception reports are shown on the following pages. ttarget  subjeetto  faltarget  CTCENG oy’ roving

random

MetricTopic MetricNameAlias AZiE?ﬂi‘e Latest \Ij:rrig:‘r:’r;ance &
Finance Total PayBill Spend Sep-20
Finance YTD Performance against Financial Recovery Plan Sep-20
Finance Cost Improvement Year to Date Variance Sep-20
Finance NHSI Financial Risk Rating Sep-20
Finance Capital service Sep-20
Finance Liquidity Sep-20
Finance Agency — Performance Against NHSI Set Agency Ceiling Sep-20

© Copyright Gloucestershire Hospitals NHS Foundation Trust

Please note that the finance metrics have no data available due to COVID-19
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Peo p I e & O D Das h b O ard Gloucestershire Hospitals

NHS Foundation Trust

Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the People & (2 @ @ () @@
Organisational Development category. Where SPC analysis is not possible the Hit and _ _
Consistenly miss target Consistenly Special Cause Special Cause
metric is RAG rated against national standards. Exception reports are shown on . : . Concerning improving
hittarget  subjectto  fail target variation Cause variation
the following pages. random
MetricTopic MetricNameAlias Target & LI Per.formance &
Assurance VEUELTLS
Appraisal and o . . —ano, g o
Mandatory Trust total % overall appraisal completion >=90% @ Apr-22 78% @
Appraisal and o - . - (z g o
Mandatory Trust total % mandatory training compliance >=90% '~~~/ Apr-22 86% @
gf‘;‘:ﬁr':‘;’se Overall % of nursing shifts filled with substantive staff >=75% Mar22  85.3% ()
Safe Nurse 5 2
[ =909 fie) 5 g
Staffing % registered nurse day >=90%  (~~) Mar-22 | 82.6% @
Safe Nurse % unregistered care staff day >=90% ~~) Mar22  75.0% @
Staffing
Safe Nurse . . >
[ =909 (2] X (
Staffing % registered nurse night >=90% o) Mar-22 - )
% ggfﬁ:;rse % unregistered care staff night >=90% Mar-22  91.5% @
= C
é g:a::ﬁrl:l;rse Care hours per patient day RN >=5 Mar-22
-E; :?;?ﬁ::g’rse Care hours per patient day HCA >=3 Mar-22 @
S C
o |Safe Nurse ) _ g
& Staffing Care hours per patient day total >=8 Mar-22
< mf:"cy and  giaffin post FTE No target Apr-22  6683.7
i
fuf Ve G Vacancy FTE No target Apr-22  807.64
o [WTE
2 uaﬁsncy and  iarters FTE No target Apr22 9138 (/-
<8}
= Vacancy and | o ers FTE No target Apr-22  67.55
Gl WTE
% Vacancy and % total vacancy rate <=11.5% Apr-22
a (WTE
o
5 ua_r(_:: ) € % vacancy rate for doctors <=5% Apr-22
)
b= &a'lt':l: ncy and % vacancy rate for registered nurses <=5% Apr-22
o
‘= |Workforce
0 = 0/ . 0,
? Eaahine % turnover <=12.6% Apr-22 14.2% @
v Workfor-ce % turnover rate for nursing <=12.6% Apr-22 12.8% @
© Expenditure
Workforce .
0 = 0/ o 0,
Exvenditure % sickness rate <=4.05% Apr-22 4.1% @
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Trust total % overall appraisal completion
GHT Starting 01/03/19
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Y ol
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60.0%
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20.0% Data Observations

Points which fall outside the
grey dotted lines (process
0.0% limits) are unusual and

D D ODDDDOH DO 00000000000 T T T T T T & +— — — «— NN ™ . should be investigated. They
- T T T T e e T - 0NN NNNNNNNNNNNNNNNNNSN SN S Single represent a system which

S B 2c 53 o0 20 C o0& 5 2C 5 00 >0 C o0& 5 22C35 o0ayg 2> 0cCc o058 i

@ © © @ oint

s2<L3 = 283028822223 3 28028822223 ) 2302882 :s2 P may be out of control. There

are 6 data points which are
above the line. There is 1
data point(s) below the line
When more than 7
sequential points fall above
Commentary or below the mean that is

unusual and may indicate a

Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target

The Trust appraisal rate continues to fall below the trust target of 90% and remains at 78%. Medicine (81%), Surgery (80%) and Shift significant change in

D&S (80%) Divisions have the highest compliance rates. The lowest Divisional Appraisal rates are Corporate (74%) and Women & process. This process is not

Children (69%). Monthly reminders are sent to individuals and line managers, with Divisional performance being scrutinised as part in control. There is a run of

of the Executive Review process. points above and below the
mean.

- Director of Human Resources and Operational Development When 2 out of 3 points lie

near the LPL and UPL this is
a warning that the process
may be changing

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Trust total % mandatory training compliance
GHT Starting 01/06/18

100.0% R
By O

i i

L e T S
80.0%
60.0%
40.0%
20.0% Data Observations

Points which fall outside the
grey dotted lines (process
0.0% limits) are unusual and
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%%a30%8%&23%3%2530285%&52'%%%2%0%853&22%%%25‘;02083?.}'_’2% P may be out of control. There

are 11 data points which are
above the line. There are 11
data point(s) below the line
When more than 7
sequential points fall above

Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target

Commentary or below the mean that is
unusual and may indicate a
Mandatory training compliance remains below the 90% target and has remained at 86% for the last couple of months. Monthly Shift significant change in
reminders are sent to individuals and line managers, with Divisional performance being scrutinised as part of the Executive Review process. This process is not
process. Specific work is being undertaken to identify how best to work with staff groups who fall well below the target. in control. There is a run of
points above and below the
- Director of Human Resources and Operational Development mean.

When 2 out of 3 points lie

near the LPL and UPL this is
20of 3 .

a warning that the process

may be changing

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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People & OD.
SPC — Special Cause Variation

NHS

Gloucestershire Hospitals
NHS Foundation Trust

% unregistered care staff day - GHT Starting 01/06/20
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- Points which fall outside the
~9 grey dotted lines (process
limits) are unusual and
should be investigated. They
represent a system which
may be out of control. There
are 2 data points which are
above the line. There are 4
data point(s) below the line
When more than 7
sequential points fall above

Single
point
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Mean ==eo- Actual

== = Process limits - 30 e Special cause - concern

@ Special cause -improvement

or below the mean that is
unusual and may indicate a
significant change in
process. This process is not
in control. There is a run of
points above and below the
mean.

Dec 21
Jan 22
Feb 22
Mar 22

Shift

= == Target

Commentary

Under Review

- Deputy Director of Quality and Deputy Chief Nurse

www.gloshospitals.nhs.uk

When there is a run of 7
increasing or decreasing
sequential points this may
indicate a significant change
in the process. This process
is not in control. In this data
set there is a run of rising
points

When 2 out of 3 points lie
near the LPL and UPL this is
a warning that the process
may be changing

Run

20f3
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Care hours per patient day RN - GHT Starting 01/06/20
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€ 5 3 gc) (% 3 ‘23 é 3 E s 2 g 3 3 ? § 3 % g 3 E 2 point represent a system which
£ may be out of control. There
e are 2 data points which are
= Mean -—e—Actual == =Process limits -30c  ® Special cause - concern e Special cause -improvement == == Target above the line.
2 When more than 7
8 sequential points fall above
- Commentary or below the mean that is
= . unusual and may indicate a
5 Under Review Shift significant change in
g process. This process is not
3 - Deputy Director of Quality and Deputy Chief Nurse in control. There is a run of
U] points above and below the
£ mean.
= When 2 out of 3 points lie
) near the LPL and UPL this is
i 20f3 :
o a warning that the process

may be changing
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Care hours per patient day HCA - GHT Starting 01/06/20
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Points which fall outside the
grey dotted lines (process
limits) are unusual and
should be investigated. They
represent a system which
may be out of control. There
1.0 are 3 data points which are
above the line. There are 3
data point(s) below the line
0.0 When more than 7
' sequential points fall above
or below the mean that is
unusual and may indicate a
significant change in
process. This process is not
in control. There is a run of
points below the mean.
When there is a run of 7
Commen tary increasing or decreasing
sequential points this may
indicate a sigificant change
in the process. This process
- Deputy Director of Quality and Deputy Chief Nurse is not in control.In this data
set there is a run of falling
points
When 2 out of 3 points lie
2of 3 N€ar the LPL and UPL this is
a warning that the process
may be changing

20
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Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target

Under Review
Run

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

Care hours per patient day total - GHT Starting 01/06/20
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£ point represent a system which
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E Mean ==eo-—Actual == =Process limits - 30 e Special cause - concern o Special cause -improvement == == Target are 2 data points which are
Jc above the line.
%L When more than 7
- Commen tary sequential points fall above
=z ) or below the mean that is
I Under Review Shift unusual and may indicate a
¢ significant change in
3 - Deputy Director of Quality and Deputy Chief Nurse process. This process is not
G} in control. There is a run of
£ points below the mean.
= When 2 out of 3 points lie
él 5 of 3 N€ar the LPL and UPL this is
o a warning that the process

may be changing
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

HR: % turnover - GHT Starting 01/04/18
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should be investigated. They
represent a system which
may be out of control. There
4.0% are 7 data points which are
above the line. There are 13
2.0% data point(s) below the line
When more than 7
0.0% sequential points fall above
’ or below the mean that is
unusual and may indicate a
Shift significant change in
process. This process is not
in control. There is a run of
points above and below the
mean.
When there is a run of 7
Commen tary increasing or decreasing
sequential points this may
Turnover continues to be of key focus across all staff groups. Understanding reasons for staff leaving remains a priority in order to indicate a significant change
support the development of informed retention initiatives. Responding to the outcomes of the Trust’s Staff Survey remains a focus in the process. This process
in the months ahead to ensure proactive and sustainable actions are in place across the organisation. is not in control. In this data
set there is a run of rising
D ; points
Director of Human Resources and Operational Development When 2 out of 3 points lie
near the LPL and UPL this is
a warning that the process
may be changing
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

HR: % turnover rate for nursing - GHT Starting 01/04/18
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Mean -—eo— Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == == Target

© Copyright Gloucestershire Hospitals NHS Foundation Trust

Focus on the retention of the Trust’s registered nurse workforce is essential both in the immediate future and longer term, ensuring Shift significant change in
there is a sustainable workforce model. In particular, pastoral care and preceptorship for both newly appointed overseas and newly process. This process is not
qualified nurses are key in ensuring the Trust invests sufficiently in a structured, quality transition to guide, transition and support all in control. There is a run of
new nurses. points above and below the
mean.
: : When 2 out of 3 points lie
- Director of Human Resources and Operational Development ) ofg MO the LPL andePL this is

a warning that the process
may be changing
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People & OD. NHS

. . Gloucestershire Hospitals
SPC — Special Cause Variation NHS Foundation Trust

HR: % sickness rate - GHT Starting 01/04/18

5.0%

s

H
Gl
‘% EeBEbEaR NN = T HSEIORGT oS Sr T = = o g
X 3G > 5

P i (o s s v e 2 =i k= Data Observations
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grey dotted lines (process
limits) are unusual and
should be investigated. They
represent a system which
may be out of control. There
are 2 data points which are
1.0% above the line. There are 5
data point(s) below the line
When more than 7
0.0% sequential points fall abpve
or below the mean that is
unusual and may indicate a
Shift sigificant change in process.
This process is not in
control. There is a run of
points above and below the
mean.
When there is a run of 7
Commentary increasing or decreasing
sequential points this may
Ongoing focus is being given to managing staff sickness absence with continuing concerns with staff health and wellbeing and indicate a significant change
indeed the ongoing long covid conditions being experienced. RUN i1 the process. This process
is not in control. In this data
- Director of Human Resources and Operational Development set Tefe is & run of rising
points
When 2 out of 3 points lie
near the LPL and UPL this is
a warning that the process
may be changing
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Summary of Report

In response to the need to proactively identify trusts that require support before serious issues arise NHSE/I (2020)
developed a new quality surveillance model to provide consistent and methodological review of maternity
services. The purpose of this report is to provide assurance to the Quality and Performance Committee and Trust
Board that there is an effective system of clinical governance monitoring the safety of our maternity service with
clear strategies for learning and improvement. This report covers the period of January to March 2022 — quarter 4
(Q4).

Summary

National Events, Regulatory and NHSE/I Reviews

— In Dec 2021 CQC carried out a focus group with maternity staff, as they had been contacted directly
because of concerns raised about staffing and on calls and in Jan 2022 they made requests for additional
data.

— In NHSE/I Regional Maternity Team visited for an informal Quality Visit on 28 Feb 2022 and provided
improvement feedback for the service which is currently being actioned/implemented.

— 10 March Trust Board 2022 received an update from the Immediate and Essential Actions (IEAs) from the
Ockendon First Report (Dec 2021).

— This quarter The Ockendon Final report was published (30 March 2022) and a gap analysis will be prepared
and presented to the Quality and Performance Committee in April and Trust Board in May 2022.

NHSE/I Maternity Safety Support Programme (MSSP)

— The service is not on the NHSE/I MSSP programme currently as rated good overall by CQC.

— The service had completed the NHSE/I Self-Assessment Tool and presented this to the Maternity Delivery
Group in February. The completion of the tool has informed the service’s quality improvement and safety
plan. The tool will be reviewed quarterly at the Maternity Delivery Group (MDG).



https://www.england.nhs.uk/publication/maternity-self-assessment-tool/
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Learning from deaths — maternal, perinatal and neonatal mortality
- There were 4 early neonatal deaths and an additional death at the specialist services at Bristol (specialist
care required).
- There were no maternal deaths.
- There were 5 stillbirths.
- 100% of deaths had the appropriate Perinatal Mortality Review Tool completed.

Maternity training compliance

- Mandatory maternity training compliance for the core competence framework is flagging as an issue at
81% for all staff groups (target set is 90%). The service has an improvement plan to recovery this to 90% by
the end of December 2022 by adding in additional days and paying staff bank hours to attend in their own
time

Safer staffing

— There is a robust action plan in place to monitor staffing and this is reviewed monthly by the Executive Led
Maternity Delivery Group.

— Midwifery staffing remains as a risk on the Trust risk register scoring 15 for Safety (WC35360bs).

— There were 352 unfilled midwifery shifts this quarter (Q4) which is a 45% increase from last quarter (Q3).

— There were 120 unfilled shifts for MCA/MSWs.

- Due to midwifery staffing issues, there were 2 occasions when the service consolidated care provision.
This included the temporary closure of the Gloucester Birth Unit (closed for 12 days from 17-28 March)
and the Cheltenham Aveta Birth Unit (closed for 62 days 8 Dec-7 March) to intrapartum care.

- There were no rota gaps in the Obstetric cover.

- 10 March Trust Board 2022 received a Maternity Workforce report.

Maternity Service user feedback iske!

- Friends and Family Test scores have declined from 94% to 87% and a plan is in place to review this data
and to carry out improvement work supported by the Maternity Voices Partnership.

- The last Picker National Maternity Survey data was provided to the Trust in Sept 2021 and an
improvement plan is being developed in response.

Staff feedback to Maternity and Neonatal Safety Champions (MNSCs)

- Nil feedback from MNSC visits in Q4.

Clinical Incident Reporting

- The Director or Quality Improvement and Safety hosted an event reviewing the framework “Seven
Features of Safety in a Maternity Units” and led conversations about the current position. The second
workshop was held at the end of January 2022.

- Atotal of 2 cases were scoped and both were declared as Serious Incidents (SIs).

- One case met the criteria to be reported to HSIB.

- 3final HSIB investigation reports were received and action plans have been. developed and agreed at the
Safety and Experience Review Group (SERG).

- 3investigations are being carried out by HSIB currently.

- HSIB meet on a quarterly basis with the maternity service and with Executive Leads to share learning and
improvement.

- 1 caseis being scoped by HSIB and is likely to be rejected as there is a normal MRI scan.



https://qualitysafety.bmj.com/content/30/6/444
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- There were no Prevention of Future Death Reports (Coroner regulation 28).

Themes from trainee or staff surveys

- The number of maternity staff agreeing that they would recommend the service was 75%. s%p
- The proportion of trainees rating the quality of supervision as good or excellent was 87.5% and this was
last reported in 2019 (the national average was 89.5%). There is currently a new survey in progress.

Progress against NHS Resolution Maternity Incentive Scheme (CNST)

— Due to the ongoing and unprecedented challenges on the 23 December 2021 NHSR sent a letter to all
Trusts to pause the reporting procedures for the scheme for a minimum of 3 months.

— At the end of Q4 the scheme currently remained paused and further detail on progress can be seen at
appendix 1 as it is expected that the scheme will recommence in Q1 2022.

— To note the scheme recommenced May 2022 with some modifications to the existing requirements. Work
is ongoing within the service to map these and establish any gaps.

Recommendation

The Board is asked to note the contents of the report.

Enclosures

e Perinatal Quality Surveillance Report
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Perinatal Quality Dashboard — trend data

Gloucestershire Hospitals NHS Foundation Trust [+]

Overall Safe Effective Caring Well-Led Responsive

CQC Maternity Ratings

Safe inspected 2017 all other ratings 2015. Unannounced inspection April 2022

[Maternity Safety Support Programme [No [Iif No, enter name of MIA |

[ 2021

Findings of review of all perinatal deaths using the real time data monitoring tool
Findings of review all cases eligible for referral to HSIB.

The number of incidents logged graded as moderate or above and what actions are being taken 2 (SlI's -these
were the cases 2(1HSBSI 1
referred to HSIB Moderate) 2 Sl (1 HSIB) 2 Sl (1HSIB)

Maternity PROMPT Skills Drills
Training compliance for all staff groups in maternity related to the core competency
framework and wider job essential training

Minimum safe staffing in maternity services to include Obstetric cover on the delivery suite
& gaps in rotas

Minimum safe staffing in maternity services to include midwife minimum safe staffing
planned cover versus actual prospectively.

Service User Voice feedback

Staff feedback from frontline champions and walk-abouts
HSIB/NHSR/CQC or other organisation with a concern or request for action made directly
with Trust

Coroner Reg 28 made directly to Trust

Progress in achievement of CNST 10

Proportion of midwives responding with 'Agree or Strongly Agree' on whether they would recommend their trust as a place to work or receive treatment
(Reported annuallly)

Proportion of specialty trainees in Obstetrics & Gynaecology responding with 'excellent or good' on how would they would rate the quality of clinical Reported from
supervision out of hours (Reported annually) 2019 results
87.5%. National
average 89.54%
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REPORT ON THE SAFETY OF MATERNITY SERVICES

Perinatal Quality and Safety Report — Quarter 4 2021/22

1. Purpose of report

11

In response to the need to proactively identify trusts that require support before
serious issues arise NHSE/I (2020) developed a new quality surveillance model to
provide consistent and methodological review of maternity services. The purpose of
this report is to provide assurance to the Quality and Performance Committee and
Trust Board that there is an effective system of clinical governance monitoring the
safety of our maternity service with clear strategies for learning and improvement. This
report covers the period of January to March 2022 — quarter 4 (Q4).

2. Perinatal quality surveillance narrative summary and exception report Q4

2.1 Maternity Perinatal Quality Surveillance Q4 narrative (see dashboard for data)

2.1.1

National Events, Requlatory and NHSE/I Reviews

2.1.2

In Dec 2021 CQC carried out a focus group with maternity staff, as they had been
contacted directly because of concerns raised about staffing and on calls and in Jan
2022 they made requests for additional data.

In NHSE/I Regional Maternity Team visited for an informal Quality Visit on 28 Feb
2022 and provided improvement feedback for the service which is currently being
actioned/implemented.

10 March Trust Board 2022 received an update from the Immediate and Essential
Actions (IEAs) from the Ockendon First Report (Dec 2021).

This quarter The Ockendon Final report was published (30 March 2022) and a gap
analysis will be prepared and presented to the Quality and Performance Committee
in April and Trust Board in May 2022.

NHSE/I Maternity Safety Support Programme (MSSP)

The service is not on the NHSE/I MSSP programme currently as rated good overall
by CQC.

The service had completed the NHSE/I Self-Assessment Tool and presented this to
the Maternity Delivery Group in February. The completion of the tool has informed
the service’s quality improvement and safety plan. The tool will be reviewed quarterly
at the Maternity Delivery Group (MDG).

Table: NHSE/| Self-assessment compliance — Feb 2022

RAG rating Number of elements
Green 111
Amber 44

.

Total number of elements 160



https://www.england.nhs.uk/publication/maternity-self-assessment-tool/

2.1.3 Learning from deaths — maternal, perinatal and neonatal mortality

There were 4 early neonatal deaths and an additional death at the specialist services
at Bristol (specialist care required).

There were no maternal deaths.

There were 5 stillbirths.

100% of deaths had the appropriate Perinatal Mortality Review Tool completed.

See also NHS Resolution (NHSR) safety action 1 for more information at appendix 2.

2.1.4 Maternity training compliance

Mandatory maternity training compliance for the core competence framework is
flagging as an issue at 81% for all staff groups (target set is 90%). The service has
an improvement plan to recovery this to 90% by the end of December 2022 by
adding in additional days and paying staff bank hours to attend in their own time
See also NHSR safety action 8 for more information at appendix 2.

afer staffing

215S

There is a robust action plan in place to monitor staffing and this is reviewed monthly
by the Executive Led Maternity Delivery Group.

Midwifery staffing remains as a risk on the Trust risk register scoring 15 for Safety
(WC35360bs).

There were 352 unfilled midwifery shifts this quarter (Q4) which is a 45% increase
from last quarter (Q3).

There were 120 unfilled shifts for MCA/MSWs.

Due to midwifery staffing issues, there were 2 occasions when the service
consolidated care provision. This included the temporary closure of the Gloucester
Birth Unit (closed for 12 days from 17-28 March) and the Cheltenham Aveta Birth
Unit (closed for 62 days 8 Dec-7 March) to intrapartum care.

There were no rota gaps in the Obstetric cover.

10 March Trust Board 2022 received a Maternity Workforce report.

See also NHSR safety action 4 & 5 for more information appendix 2.

2.1.6 Maternity Service user feedback it

Friends and Family Test scores have declined from 94% to 87% and a plan is in
place to review this data and to carry out improvement work supported by the
Maternity Voices Partnership.

The last Picker National Maternity Survey data was provided to the Trust in Sept
2021 and an improvement plan is being developed in response.

See also NHSR safety action 7 for more information appendix 2.

2.1.7 Staff feedback to Maternity and Neonatal Safety Champions

2.1.8

Nil feedback from MNSC visits in Q4.
See also NHSR safety action 10 for more information at appendix 2.

Clinical Incident Reporting

The Director or Quality Improvement and Safety hosted an event reviewing the
framework “Seven Features of Safety in a Maternity Units” and led conversations
about the current position. The second workshop was held at the end of January
2022.

A total of 2 cases were scoped and both were declared as Serious Incidents (SIs).
One case met the criteria to be reported to HSIB.

3 final HSIB investigation reports were received and action plans have been.
developed and agreed at the Safety and Experience Review Group (SERG).

3 investigations are being carried out by HSIB currently.

PQSR Q4 2021/22
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HSIB meet on a quarterly basis with the maternity service and with Executive Leads
to share learning and improvement.

1 case is being scoped by HSIB and is likely to be rejected as there is a normal MRI
scan.

There were no Prevention of Future Death Reports (Coroner regulation 28).

See also NHSR safety action 10 for more information appendix 2.

2.1.9 Themes from trainee or staff surveys

The number of maternity staff agreeing that they would recommend the service was
The pr_éportion of trainees rating the quality of supervision as good or excellent was
87.5% and this was last reported in 2019 (the national average was 89.5%). There is
currently a new survey in progress.

2.1.10 Progress against NHS Resolution Maternity Incentive Scheme (CNST)

3

Due to the ongoing and unprecedented challenges on the 23 December 2021 NHSR
sent a letter to all Trusts to pause the reporting procedures for the scheme for a
minimum of 3 months.

At the end of Q4 the scheme remained paused and further detail on progress can be
seen at appendix 1 as it is expected that the scheme will recommence in Q1 2022
and a further assessment will be done against the new requirements.

To note the scheme recommenced May 2022 with some modifications to the existing
requirements. Work is ongoing within the service to map these and establish any

gaps.

Safety Actions progress can be seen at appendix 2

Action 1 National Perinatal Mortality Review Tool

Action 2 Maternity Service Data Set (MSDS)

Action 3 Transitional Care Services in place

Action 4 Workforce planning in place to the required standards

Action 5 Midwifery workforce planning in place

Action 6 Saving babies lives care bundle (SBLCBv2)

Action 7 Service user feedback and work with MVP to coproduce maternity services
Action 8 Local training plan in place to meet all 6 core modules of the core
competency framework

Action 9 Maternity Safety Champions

Action 10 HSIB and NHSR reporting

Recommendation

The Maternity Delivery Group, Quality and Performance Committee and Board are asked to
note the contents of the report and support the improvement plans.

PQSR Q4 2021/22
Maternity Services
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4  Appendix 1 - Maternity Incentive Scheme (MIS) Progress Report Q4

Introduction — what are we trying to accomplish?

Maternity incidents can be catastrophic and life-changing, with related claims representing
the Clinical Negligence Scheme for Trusts’ (CNST) biggest area of spend. The Maternity
Safety Strategy set out the Department of Health and Social Care’s ambition to reward those
who have taken action to improve maternity safety. NHS Resolution support this work
through the Maternity Incentive Scheme. The scheme supports the delivery of safer
maternity care through an incentive element to trust contributions to the CNST. The scheme
rewards Trusts that meet 10 safety actions designed to improve the delivery of best practice
in maternity and neonatal services. In the fourth year, the scheme further incentivises the 10
maternity safety actions from the previous year with some further refinement. Year four of
the scheme began on 9 August 2021.

Due to the Covid-19 pandemic, in December 2021, a decision was made by the scheme’s
Clinical Advisory Group (CAG) to pause the reporting for year 4 of the scheme. Trusts were
asked to continue to apply the principles of the scheme and to continue to report to
MBRRACE-UK, NHS Digital and HSIB. The scheme’s CAG reconvened on 28 February
2022 and a decision was made to relaunch the scheme on 6 May 2022.

How will we know if a change is an improvement?

As in year two, the scheme incentivises ten maternity safety actions. We need to
demonstrate that we have achieved all of the ten safety actions so that we will recover the
element of our contribution to the CNST maternity incentive fund and so that we can also
receive a share of any unallocated funds.

Whilst the maternity incentive scheme is a self-certified scheme, with all scheme
submissions requiring sign-off by our trust Board following conversations with trust
commissioners, all submissions also undergo an external verification process and are
sense-checked by the Care Quality Commission (CQC). The Trust must submit our
completed declaration by 5 Jan 2023. This section updates our progress so far.

Table: Progress summary of all 10 safety actions in preparation for scheme to restart

Action RAG Rating and current position | Actions required
Action 1 using the a) 1100% of perinatal deaths are notified Quarterly reports to be received by
National Perinatal within 7 working days and the Maternity Safety Champions and
Mortality Review Tool surveillance form is completed within 7 Trust board from 6 May 2022 onwards
days. (add to MSC and Board planner).
ii Reviews are commenced within 2
months.

b) At least 50% of deaths are reviewed with
the PMRT by MDT

c) 95% of parents have been told that a
review will take place and that their
perspective has been considered.

d) Quarterly reports have been received by
the Board from 6 May onwards and the
reports have been discussed with the
maternity safety champions

RAG - GREEN
Action 2 submitting By Oct 2022 Trust to have up to date digital The Maternity Service Digital strategy
data to the Maternity strategy for our maternity service which aligns | will be incorporated into the Maternity
Service Data Set with the Trusts Digital strategy and reflects Strategy and is to be received in
(MSDS) the 7 success measures and has been Aug/Sept 2022.

signed off by the LMNS.
This CQIMs data will be added to the
9/11 Clinical Quality Improvement Metrics QPR and the Maternity Service

PQSR Q4 2021/22
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Action

RAG Rating and current position
(CQIMs) will have passed the associated
data quality criteria in July 2022 (published
Oct 2022.

RAG — AMBER

~ Actions required
dashboard and be shared with
MDG/MSCs.

Trust Board to confirm that they have
passed the data quality criteria by
self-declaration (the data will be
published in the Maternity Services
Monthly Statistics publication in Oct
2022).

Action 3 Transitional
Care Services in place

Atain reports received by Board Level
Maternity Safety Champions.

RAG — AMBER

Quarterly reports to be received by
the Maternity Safety Champions
meeting that meet all the correct
defined criteria and action plans are
developed for any metrics not meeting
targets.

Action 4 Workforce
planning in place to the
required standards

On track report received by March Board
2022 and to be presented again in Sept 2022
(once RCOG staffing audit completed).

RAG - GREEN

Board report received at March 2022
meeting and next report due Sept
2022. Audit to be completed on
Consultant attendance in specified
circumstances

Action 5 Midwifery
workforce planning in
place

On track - staffing report received by March
2022 Board and Birth rate plus review
underway

RAG - GREEN

Board report received at March 2022
meeting and next report due Sept
2022.

Action 6 The 5
elements of the saving
babies lives care
bundle have been
implemented

The quarterly care bundle surveys are being
completed and the service has fully
implemented SBLv2 including the data
submission requirements.

Our current data does not meet target
compliance in elements 1-4 we are not
meeting the minimum requirements and no
action plans have been received by MDG.

RAG — AMBER

Trust will fail Safety Action 6 if the
process indicator metric compliance is
less than target and there are no
action plans in place.

Element 1-4 are amber rated and
require action plans

Element 1 — CO monitoring at 36/40
difficult to achieve due to the inability
to pull data from Trak and requires
manual notes audit

(Element 5 — is green and meeting
target compliance).

Action 7 mechanisms
for gathering service
user feedback and
work with Maternity
Voices Partnership
(MVP) to coproduce
maternity services

MVP meetings are going ahead.

MVP has a work programme

Monitor MVP chair is attending Maternity
Clinical Governance meeting (MCG)

EM Improvement plan

Complaints are shared with MVP.

RAG — AMBER

MDG to seek assurance that MVP
Chair attending MCG — invited but
unable to attend meetings on a
Friday. Minutes to be shared with
MVP Chair

MDG to see the Ethnic Minorities
improvement plan.

Check complaints are shared with
MVP.

Action 8 local training
plan in place to meet
all 6 core modules of
the core competency
framework

Training compliance decreased to 81%
(compliance target is 90%)

Local training plan includes all six core

modules of the Core Competency Framework

(CCF)

1. Saving Babies Lives Care Bundle

2. Fetal surveillance in labour

3. Maternity emergencies
professional training.

4. Personalised care

5. Care during labour and the immediate
postnatal period

6. Neonatal life support

and  multi-

Training compliance has decreased due to

Educational review taking place and
should include the plans for the
remaining 2 components of the CCF

- Personalised care

- Care during labour
Training compliance to be 90% by
Dec 2022 (CNST will measure

compliance over 18 month period).

EWS (MEOWSs and NEWTT) audits
have not been completed since 2019.

PQSR Q4 2021/22
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Action

RAG Rating and current position

sessions being cancelled and Midwives only
being able to attend if undertaken as bank
payment rather than as part of substantive
hours; reduction in staffing in Practice
development due to leavers. Band 6 hours
recruited into both substantively and as a 6
month secondment to provide some
additional hours. However 0.5 WTE Band 7
leaving the service to take up alternative
employment. Recruitment into this position
not yet agreed whilst work is undertaken to
establish feasbility of recrutment to an 8a
educational post.

Approval received to recruit a further 0.5WTE
Band 7 into post. Delay in releasing band 6
PDM midwife into role as staffing shortages.
PDM administrator currently on long term sick
which is putting more strain on the service
delivery.

RAG — AMBER

~ Actions required

Action 9 Trust
maternity Safety
Champions are
meeting bi monthly with
the Board level
champions

Safety intelligence pathway from ward to
Board needs refresh to include Perinatal
Quality Surveillance Model Report.

Board level maternity service champions to
present local PQS report and dashboard to
Board quarterly.

MCoC action plan to be reviewed by MSCs
(paused/reviewed due to Covid and
Ockendon 2022 |IEAS)

Oversight of the Neonatal Critical Care
Recommendations

Maternity Safety culture measurements and
improvement plan.

RAG — AMBER

Structure for Maternity reporting ward
to Board to be reviewed by MSC
meeting.

Quarterly PQS Reports and
dashboard to be presented to the
Board by the Board MSC from June
2022 (this report)

To include
- Sls
- Claims data
- Walkabout data
- Training compliance
- Staffing
- MatNeoSiP

MSCs to have at least quarterly
engagement meetings

MSCs to review Midwifery Continuity
of Care action plan

MSC to review how the service is
implementing the National Neonatal
Critical Care Review

Action 10 Reported
100% of qualifying
cases to HSIB and to
NHSR

On track all cases reported.

Table: Key for BRAG rating

Blue Action complete and assurance provided
Red Action not on track with major issues
Action mainly on track with some minor issues (mitigating activities should be identified)
Amber
Green | Action on track

PQSR Q4 2021/22
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5 Appendix 2 - NHSR MIS Safety Action Update

Safety action 1 — Perinatal Mortality Review Tool (PMRT)

The Trust has been able to continue to report to MBRRACE as advised by NHSR. All
notifications are made and surveillance forms completed using the MBRRACE-UK reporting
website. All (100%) of our stillbirths and early neonatal deaths are reviewed through the use
of the national standardised Perinatal Mortality Review Tool (PMRT) which adopts a
systematic, multidisciplinary, high quality review of the circumstances and care leading up to
and surrounding each stillbirth and neonatal death.

The speciality hold a multidisciplinary Mortality and Morbidity (M&M) Reviews and also
engage with the M&M reviews of cases referred to the tertiary units when necessary. Work is
in progress to ensure external opinion from the Local Maternity and Neonatal System
(LMNS) from Bath, Swindon and North Somerset is also available at this meeting to achieve
compliance with the Ockenden (Dec 2021) Immediate and Essential Action 1.

Table: Numbers of deaths in Q4

Deaths

Numbers

Early neonatal

4 (1 at Bristol)

Maternal

0

Stillbirths

5

Table: Perinatal mortality reviews Jan — March 2022 and action plans

MAT PMRT PMRT PMRT Action plans following PMRT reviews
MRN GRADE A | GRADE B | GRADE C
or D
AN| PN [ AN | PN | AN | PN
January 2022
0895148 | V [ V | | | | | None identified
February 2022

1157006 | N None identified.

3175221 V * *Note on grading
Not able to be graded for the care of the baby from birth to
death, as this case is subject to a higher-level review.
Grading for the care provided to the mother following the birth
of her baby = B, this was in light of the feedback from the
patient’s postnatal experience on the maternity ward.
Actions — none identified.

March 2022

4252457 i N Action: Following the discussion of the parent’s perspectives
as they questioned the decision of the paramedics not to take
her to hospital by ambulance. The discussion at the review
concluded that this was not felt to have impacted on the
ultimate outcome. However, this will be followed up with the
Ambulance Service.

3091634 N N Action: The mother to be referred to Preterm Birth Clinic and
CMW team to be informed to ensure the aspirin has been
recommended as the mother is now pregnant.

1159884 \s“ N Action: Obstetric consultant to follow up the PM result as this
will impact future pregnancy management/ counselling. Also,
to check with GP to ensure renal function has been followed
up.

PMRT Grading: (split into antenatal and postnatal)

PQSR Q4 2021/22
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A. No issues with care identified

B. Care issues that would have made no difference to the outcome

C. Care issues which may have made a different to the outcome

D. Care issues which were likely to have made a difference to the outcome

Table: Perinatal Mortality Review Tool and Trust compliance with statements

Statement Trust

compliance

a) i. 100% of perinatal deaths eligible to be notified to MBRRACEUK from 1 September 2021 100%
onwards must be notified to MBRRACE-UK within seven working days and the surveillance
information where required must be completed within one month of the death.

ii. A review using the Perinatal Mortality Review Tool (PMRT) of 95% of all deaths of babies,

suitable for review using the PMRT, from 8 August 2021 will have been started within two

months of each death (100% of factual question answered). This includes deaths after home | 100%
births where care was provided by your Trust.

b) At least 50% of all deaths of babies (suitable for review using the PMRT) who were born and | 100%
died in your Trust, including home births, from 8 August 2021 will have been reviewed using
the PMRT, by a multidisciplinary review team. Each review will have been completed to the
point that at least a PMRT draft report has been generated by the tool within four months of
each death and the report published within six months of each death.

C) For at least 95% of all deaths of babies who died in your Trust from 8 August 2021, the 100% of
parents will have been told that a review of their baby’s death will take place, and that the pargnts
parents’ perspectives and any questions and/or concerns they have about their care and that ad\{lsed of

review

of their baby have been sought. This includes any home births where care was provided by
your Trust staff and the baby died either at home or in your Trust. If delays in completing
reviews are anticipated parents should be advised that this is the case and be given a
timetable for likely completion. Trusts should ensure that contact with the families continues
during any delay and make an early assessment of whether any questions they have can be
addressed before a full review has been completed; this is especially important if there are
any factors which may have a bearing on a future pregnancy. In the absence of a
bereavement lead ensure that someone takes responsibility for maintaining contact and for
taking actions as required.

*A recent change has been made with regard to gaining parents’ perspectives/questions for
PMRT. Parents are offered to complete an MBRRACE feedback form, and this then enables the
parent’s perspectives/questions to be addressed at the Perinatal Mortality Review of their case.
The PMRT report is then completed in draft form within 1-2 weeks of the review. This is then
available for the de-brief/counselling appointment between the parent’s and the consultant to
discuss the review findings and their perspectives/questions. This change has been made as a
result of the Sands survey 2021 of parents’ experiences of hospital reviews into their care and the
recommendations made

Improvement action

To meet the NHSR MIS Standard a report should be received every quarter by the Board
and the report should include details of the deaths reviewed and the consequent action
plans. The quarterly reports will also need to be discussed with the Maternity Safety
Champions and the Board Level Safety Champions.

Safety action 2 - Maternity Service Data Set (MSDS)

This relates to the quality and completeness of our submission to the Maternity Services
Data Set (MSDS) and ongoing plans to make improvements. Currently we are developing
are digital strategy for approval by the LMNS and this should be submitted to MDG in August
2022.
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Improvement action

In July 2022, we will submit our data and then in Oct 2022 we will receive a file in the

Maternity Services Monthly Statistics publication to confirm that we are meeting at least 9/11
Clinical Quality Improvement Metrics.

Safety action 3 - Transitional care services

Transitional care services in place to minimise separation of mothers and their babies and to
support the recommendations made in the Avoiding Term Admissions into Neonatal units
(ATAIN) Programme. We have developed pathways of care into transitional care have been
jointly approved by maternity and neonatal teams with a focus on minimising separation of
mothers and babies. Neonatal teams are involved in decision making and planning care for
all babies in transitional care.

Graph: Data demonstrates that we are currently below the National target of 5%
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Improvement action

Progress with our ATAIN action plans will be shared with the maternity, neonatal and Board
level safety champions, LMNS and our ICS quality surveillance meeting.

Safety action 4 & 5 demonstrate clinical workforce planning
The Board received a maternity workforce report in March 2022.

Maternity Unit temporary closures

There were no whole unit emergency closures during Q4 of maternity services. However,
due to staffing issues there were occasions when the service consolidated care provision.
This included closing the Gloucester Birth Unit; Aveta Birth Unit to intrapartum care; clinics
and DAU work continues to operate from the freestanding birth units during the day.

Table: Unit and service closures
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DATE Days closed AREA RATIONALE
8" December — 71" Feb 62 days Aveta Birth Centre Staffing — sickness and absence
2022 across the service
17" March — 28" March 12 days Gloucester Birth Unit Staffing — sickness and absence

across the service

2021/2 Quarter 4 total 2

Improvement action

The next Maternity Workforce report is due to be received by Board in Sept 2022. The
Maternity Birthrate Plus review will commence in quarter 1 2022 and the report and
recommendations will be received by Board within this next report.

Safety action 6 - demontrate compliance with all five elements of the Saving Babies

Lives Care Bundle Version 2 (SBLCBv?2)

Version two of the Saving Babies’ Lives Care Bundle (SBLCBv2), has been produced to

build on the achievements of version one. This version aims to provide detailed information
on how to reduce perinatal mortality. The second version of the care bundle brings together
five elements of care that are widely recognised as evidence-based and/or best practice.
The new fifth element is reducing pre-term birth. This is an additional element to the care
bundle developed in response to the Department of Health’s ‘Safer Maternity Care’ report
which extended the ‘Maternity Safety Ambition’ to include reducing preterm births from 8% to
6%. This new element focuses on three intervention areas to improve outcomes which are
prediction and prevention of preterm birth and better preparation when preterm birth is
unavoidable. While the majority of women receive high quality care, there is around a 25 per
cent variation in the stillbirth rates across England. The Saving Babies’ Lives Care Bundle
addresses this variation by bringing together five key elements of care based on best
available evidence and practice in order to help reduce stillbirth rates. Our Q4 data has been
summarised in the dashboard below. Ongoing audits to demonstrate compliance being
prioritised. There is no permanent audit midwife in post -work and so work is being

undertaken by bank midwife.

Picture: SBLCBv2 dashboard
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https://www.england.nhs.uk/publication/saving-babies-lives-version-two-a-care-bundle-for-reducing-perinatal-mortality/
https://www.gov.uk/government/publications/safer-maternity-care-progress-and-next-steps

Table: SBLCBv2 element, BRAG rating and improvement plan

Element BRAG Improvement plan
rating

Element 1 - Reducing smoking in AMBER CO monitoring at 36/40 — data not available on Trak resulting in

pregnancy notes audit being undertaken. Compliance remains low on latest
audit demonstrating 50% compliance. Smoking Cessation midwife
working with community leads to address the issue and undetake
teaching sessions locally with midwives. On-going audits continue to
monitor improvement

Element 2 - Risk assessment and AMBER Audit to commence

surveillance for fetal growth

restriction

Element 3 — Raising awareness of AMBER On going audits for computerised CTG’s undertaken. Poor

reduced fetal movement compliance on recent audit (70%) Fetal monitoring midwife devised
an action plan and will reaudit

Element 4 — Effective fetal monitoring | RED Fetal monitoring study days now recommenced and a plan to ensure

during labour >90% compliance being developed by the leads

Element 5 — Preterm care GREEN

Safety action 7 - service user feedback

Complaints

The following chart displays the number of complaints for both maternity and neonatal
services since 2015. There were no complaints specifically attributed to Covid although it
should be acknowledged that staffing factors and service delivery alterations throughout the
pandemic will have impacted on the level and category of complaints received.

Table: Total number of complaints by year

Complaints 2015-2022
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The complaints team triage complaints as either standard or serious dependent on the
complexity of individual complaints. Standard complaint response time 35 days, serious
complaints 65 days. There were 2 serious complaints for the maternity service during Q4.

Table: Detail of the 2 serious complaints
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Date received Location (type)

Specific Location

Brief description of Patient Experience

Subject

Sub-subject

Subject notes

16/02/2022

Outpatient Department

Antenatal Clinic

Ptinitially told steroids would be needed,
subsequently overturned by another
consultant. Baby born with breathing
difficulties and spent time in NICU

Clinical treatment

Delay or failure in
treatment or
procedure (including
delay in giving
medication)

Ptinitially told steroids would be needed,
subsequently overturned by another
consultant. Baby born with breathing
difficulties and spent time in NICU

21/02/2022

Outpatient Department

Triage - Obstetric

Maternity triage - Lack of initial pick up. Poor
communication and advice. Attitude of triage
nurse. Pt miscarried

Communications

Communication with
patient

Maternity triage - Lack of initial pick up. Poor
communication and advice.

Values and
Behaviours (Staff)

Attitude of Nursing
Staff/midwives

Maternity triage - Attitude of triage nurse. Pt
miscarried

There were a further 9 complaints triaged as standard in the Maternity Service.

Table: Details of the 9 complaints

Date received Specific Location Brief description of Patient Experience Subject Sub-subject Subject notes
. Attitude and practice of Dr doing vaginal
Clinical treatment Incorrect procedure examination
Attitude and practice of Dr doing vaginal - — —
- - Breakdown in Communication between midwife and Dr as Dr
examination. Communication between - - X X
- " Communications communication between did not want to perform C section and wanted
11/03/2022 Birth Unit midwife and Dr as Dr did not want to perform p I birth
Csection and wanted natural birth. Dr caused sta natural birth.
laceration in babies upper lip. Scar still Delay or failure in treatment
evident. Clinical treatment or procedure (including Dr caused laceration in babies upper lip
delay in giving medication)
Trust admin/policies/
Maternity Ward Child Protection
14/01/2022, . v newborn baby not tagged procedures including A Newborn baby not tagged.
Obstetrics . Process/Policy/Procedure
patient record management
04/02/2022 MaterniAty Ward Antenatal intervention undertaken without Consent Failure t.o obtain Antenatal intervention undertaken without
Obstetrics consent appropriate consent consent.
Catheter care Problems with catheter maintenance and care.
Patient Care (Nursing) Failure to provide adequate n .
. Query regarding why wait was so long to go
. . . care (inc. overall level of . . 3
. Poor care. Catheterissues. Overhearing third A into delivery suite
Maternity Ward . care provided)
24/02/2022 Obstetrics party conversation. o Dienity and
rivacy, Dignity an: - y .
Lack of staff, space and resources. ‘/» BNty Noise disturbance Needed private toilet
Wellbeing
Patient felt there were not enough staff to
Staff numbers Staffing Levels deal with needs of herself and patients on
ward
Values and Behaviours Attitude of Nursin,
18/03/2022 Poor attitude of midwife ! . J Poor attitude of midwife
(Staff) Staff/midwives
Attitude of Nursin,
Values and Behaviours stalffl/lmidwiv:s " Attitude of midwife
16/02/2022| Outpatients Attitude of midwife and consultant (staff)
Attitude of Medical Staff Attitude of consultant
Val d Behavi Attitude of Nursi
alues and Behaviours itu e.o ! ursing Poor attitude of midwife
(Staff) Staff/midwives
Trust admin/policies/ .
dures includi Specimen/sample - Bloods not labelled at time of appointment
Poor attitude of midwife - Lack of care - not proAce ures including transport oods notiabelled attime of appointment.
24/02/2022] ) patient record management
following protocol
L Insufficient information - . R R
Communications N Midwife did not answer patients questions
provided
Appointments Referral - Failure Midwife refused referral.
Failure to provide adequate
. " A P q Lack of assistance from midwife during final
Patient Care (Nursing) care (inc. overall level of <tages of labour.
27/01/2022 CDS Central Delivery |Lack of assistance from midwife during labour. care provided) 8 |
Suite PPH not recognised by midwife. Failure to follow up on
Clinical treatment observations / recognise PPH not recognised by midwife.
deteriorating patient
28/01/2022 MaterniAty Ward Poor‘comml.u?ication to mother regarding Communications Communication with patient Lack of communication regarding baby having
Obstetrics baby's condition streptococcus. mother was not made aware.

Friends and family test

Friends & Family has recently been expanded to include further questions relating to
Continutiy of Carer and also to endure feedback is attribital to the actual place of birth and
not amalgamated into feedback on the postnatal ward these questions have been
seperated. An improvement in scores has been seen since the start of the year with positive
results of above 90% in both January and February.

National Patient Survey Programme — Maternity

We also received the CQC Maternity Survey results in Q4 with a summary below.
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Commission
NHS Maternity Survey 2021

Results for Gloucestershire Hospitals NHS Foundation Trust

Where mothers’ experience is best Where mothers’ experience could improve

v Partners or someone else close to the mother were involved in their care o Mothers being involved in the decision to be induced.

asimuchias ihey,wanted to be:duringiiabour,and:birt. o Mothers being given enough information on induction before being

v' Mothers feeling they were given appropriate advice and support when induced.

they contacted a midwife or the hospital at the start of their labour. o Partners or someone else involved in the mother's care being able to

v" Mothers having the opportunity to ask questions about their labour and stay with them as much as the mother wanted during their stay in the
the birth after the baby was born. hospital.

v' Mothers feeling that if they raised a concern during labour and birth it o Mothers being able to get a member of staff to help when they needed it
was taken seriously. while in hospital after the birth.

v Mothers being able to get a member of staff to help when they needed it o Mothers being treated with kindness and understanding while in hospital
during labour and birth. after the birth.

These questions are calculated by comparing your trust's results to the average of all trusts who took part in the survey. “Where mothers’

experience is best™ These are the five results for your trust that are highest compared with the average of all trusts who took part in the survey.
“Where mothers’ experience could improve”™: These are the five results for your trust that are lowest compared with the average of all trusts who
took part in the survey.

This survey looked at the experiences of individuals in maternity care who gave birth in February 2021 at Gloucestershire Hospitals NHS Foundation Trust.
Between April 2021 and August 2021 a questionnaire was sent to 399 individuals. Responses were received from 243 individuals at this trust. If you have any
questions about the survey and our results, please contact [NHS TRUST TO INSERT CONTACT DETAILS).

63

Maternity Services Survey | 2021 | RTE | Gloucestershire Hospitals NHS Foundation Trust

Improvement Plan

The Maternity Voices Partnership (MVP) have a plan for improvement and our patient action
plan will co-designed with the MVP. Attendance at that meeting has been reduced due to
staffing shortages.

Safety action 8 - evidence of local training plan is in place to ensure that all six core
modules of the Core Compentency Framework

The service has fallen below target levels with mandatory training. Mandatory training
including PROMPT and Midwives mandatory study days were cancelled in January.
Midwives have been asked to undertake mandatory training as bank work until the end of
April.

Picture: Maternity service mandatory training rates (target 90%)

Obstetrics 81%

Table: current PROMPT compliance — 2021-22 for training year commencing Sept 21

% Compliance for different elements PROMPT
Part 1 Part 2 Skills Both elements
Virtual Drills completed
Update

Midwives (incl. bank) 46 36.2 32.2

*Obs Drs Consultants 58.3 58.3 58.3

*QObs Drs Junior Grades 52.9 50 50

**Anaes Drs Consults 27.2 42.8 35.7
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**Anaes Drs Jnr Grades 19.5 19.5 19.5

MCAS/MSWs 315 27.3 21.0

Theatre Staff 37.1 31.4 30

Table: Compliance with Midwives and MCA/MSW Mandatory Training

Midwives

Mandatory Update
Total 115
% Attendance Midwives 32.8

% Attendance

Total 25.0

MCA/MSW 26.3

Improvement plan

Additional study days have been added in to the Training Plan. An educational training
review has been commissioned to review the current requirements to make sure that we are
making best use of opportunities. The plan is to have increased compliance to 90% by Dec
2022.

Safety action 9 - processes in place to provide assurance to the Board on Maternity
and neonatal safety and quality issues

Maternity Safety Champions (MSCs) work at every level — trust, regional and national — and
across regional, organisational and service boundaries. Safer maternity care called on
maternity providers to designate and empower individuals to champion maternity safety in
their organisation. The board-level maternity safety champion will act as a conduit between
the board and the service level champions.

The role of the maternity safety champions is to support delivering safer outcomes for
pregnant women and babies. Maternity Service Champions build the maternity safety
movement in our service locally.

The Trust Maternity Safety Champions have been meeting on a monthly basis.

Improvement action

- A Safety intelligence pathway from ward to Board needs to be refreshed to include
the Perinatal Quality Surveillance (PQS) Model.

- The Board level maternity service champion will present the PQS Dashboard and
Report to Board quarterly.

- Our MCoC action plan is to be reviewed by MSCs.

- The MSCs are to have oversight of the Neonatal Critical Care Review
Recommendations.

- The MSCs should support the safety culture improvement plan.

Safety Action 10 - reported 100% qualifying cases to Health Care Safety Investigation
Branch (HSIB) and to the NHS Resolution’s Early Notification schemes
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Serious incidents

The purpose of serious incident reporting and learning is to demonstrate good governance
and safety for the most serious incidents. The aim of this Q4 update is to provide assurance
to the Board that the maternity service is compliant with the contractual standards for
investigations, that immediate learning happens (72 hour reports) and that recommendations
made are developed in action plans which are then implemented. Where the incident meets
the HSIB criteria these are referred to them to investigate.

Governance

At the service level, the Maternity Clinical Governance Meeting has oversight of the serious
incident management process. The Division reports through to the Trust level the Safety and
Experience Review Group as they have detailed oversight escalating any concerns to the
Quiality Delivery Group. All incidents that have been scoped within maternity are presented
to the weekly SlI panel.

Serious incident reporting

Serious incidents must be declared as soon as possible and in order to do this incidents that
have been identified as serious in nature undergo a scoping exercise. In Q4 there were a
total of 2 incidents scoped and both were classed as serious incidents.

Table: Total number of incidents scoped 2021-22

16

al a2 a3 04

Also, the Trust is required to report all qualifying cases to the HSIB and of the 2 incidents
scoped 1 was reported to HSIB.

Table: Details of incidents scoped in Q4

Datix Speciality Incident Summary Immediate actions
including level of
harm/referral to

HSIB
W172609 / W172611 Maternity Uterine Rupture/Baby transferred for cooling HSIB/SI
W172553 Maternity Baby born 31/12/2021. 3 VTE risk factors. Reg requested TEDS and Fragmin for 7/7. Patient aware | 5|

of instruction and apparently asked 3 midwives for the Fragmin to take home. All 3 apparently said
something along the lines of "1 will sort it in a minute”. Patient went home without Fragmin.
Readmitted too GRH Sat 15th with chest pain and breathlessness diagnosed with multiple PE. Now
on 15,000 units of Fragmin.

HSIB Cases

The HSIB Maternity investigation programme is part of a national plan to make maternity
care safer. HSIB investigate incidents that meet the HSIB and MBRRACE-UK criteria. HSIB
investigations replace internal serious incident investigations. HSIB involve the Trust and
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share the investigation reports once they are completed. The Trust continue to investigate

maternity events that fall outside the HSIB specified criteria.

Governance

The maternity service remains responsible for Duty of Candour, 72-hour reports and
reporting via the Strategic Executive Information System (STEIS). HSIB provide 2 weekly
investigation progress reports to the Trust and meet with the Trust on a quarterly basis to

share learning, themes and trends.

Table: Total HSIB investigation activity since April 2018

Cases to date

Total referrals 42
Rejected (not including duplicate referrals) 13
Total investigations to date 29
Total investigations completed 25
Current active cases 4
Exception reporting to DHSC 0

Graph: Maternity investigation categories

Table: HSIB activity in Q4

Trust to 23 Mar-22

Maternal Deaths
COVID-19 2: 6%

Rejected
6;17%

Neonatal Deaths
7. 20%

‘ Intrapartum
Cooled Babies or Stillbirths

Diagnosed with 1: 3%
Brain Injuries;
19; 54%

29 investigations

HSIB case Qualifying criteria Investigation progress Improvement
number
MI-003319 Maternal Death/massive PPH | Final report received January 2022 Action plan agreed and

(March 2021)

presented at SERG.

MI-003835 HIE3 Final report received. Action plan agreed and
presented at SERG.
MI-03888 Cooling/HIE3 Final report received December 2021 Action plan agreed and
presented at SERG.
MI-004519 Maternal Death—-@ 11/40 Investigation in progress

PQSR Q4 2021/22
Maternity Services




HSIB case Qualifying criteria Investigation progress Improvement
number

MI-005438 Cooling. Head MRI normal Investigation in progress
HSIB investigation
proceeding as parents raised
concerns regarding care

MI-006101 January referral HIE/Cooling Investigation in progress
37+0 Contractions/Abdo
Pain, Pathological CTG, Cat Trust staff interviews commenced. HSIB

1 EMCS, Uterine Rupture. has made a request for information and
staff interviews with SWAST on 16"
Internal scoping report March, this is to be escalated through

HSIB internal processes.

The family have not engaged since the
baby was discharged home from the
LNU.

HSIB continue to make attempts to
arrange a family interview.

MI-007314 March referral HSIB scoping they have requested a
copy of the MRI report. To be rejected if
Baby confirmed with a confirmed as normal

metabolic disorder

Table: Details of family involvement in HSIB investigations

Date range Families not agreeing Families contacted by Families engaging
to contact from HSIB HSIB but not agreeing with HSIB
to participate
Q1 20/21 7.2% 8.6% 84.2%
Q2 20/21 7.3% 10.5% 82.2%
Q3 20/21 7.9% 7.1% 85.1%
Q4 20/21 7.4% 3.5% 89.1%
Ql21/22 6.2% 6.2% 87.7%
Q2 21/22 6.7% 6.7% 86.6%
Q3 21/22 7.6% 8.5% 83.9%

NHS Resolution Early Notification Scheme

The scheme aims to provide a more rapid and caring response to families whose babies
may have suffered harm. On completion of the HSIB safety investigation, where a case has
progressed following referral for potential severe brain injury, a copy of the final report is
shared with NHSR for them to review and decide whether there is any evidence that could
potentially result in compensation.
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Summary of Report

Purpose

Our Quality Account is our annual report to the public about the quality of services we deliver. The primary
purpose of our Quality Account is to assess quality across all of the healthcare services we offer. It allows us
(leaders, clinicians, governors and staff) to demonstrate our commitment to continuous, evidence-based quality

el

Quality Accounts are both retrospective and forward looking. They look back on the previous year’s information
regarding quality of services, explaining both what we are doing well and where improvement is needed. But,
crucially, they also look forward, explaining what we have identified as our priorities for improvement over the
coming year.

The Quality Account provides assurance on improvement work undertaken against the identified 14 Quality
Indicators agreed for 2021/22. This document has been shared with external stakeholders, whose statements are
included. This document was reviewed at Quality Delivery Group and Quality and Performance Committee, and is
now being taken to Board for final approval before publication.

Conclusions
This is the final version of the Quality Account for approval by Trust Board

Implications and Future Action Required

This final draft has been circulated to external stakeholders for their review and statements, which are included in
the document. Once approved by Trust Board, the Quality Account will be sent to NHSE/I for publication.

Recommendation

The Board is asked to approve the Quality Account, for publication with NHSE/I.
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Our Quality Account 2021/22

Our Quality Account is our annual report Quality Account looks back on how well we
about the quality of our services provided have done in the past year at achieving our
by us, Gloucestershire Hospitals NHS quality goals. It also looks forward to the
Foundation Trust. Our Quality Accounts year ahead and defines what our priorities
aims to increase our public accountability for quality improvements will be and how

and drive our quality improvements. Our we expect to achieve and monitor them.
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Part 1

Statement on quality from
the Chief Executive of
Gloucestershire Hospitals
NHS Foundation Trust

For decades to come the last two years will
be remembered for the pandemic and the
shadow it cast across every corner of the
globe. Billions of people have been affected
and we will be counting the true cost of
COVID-19 for many more years to come.

The global death toll stands at 6.3

million while more than 1500 people in
Gloucestershire have lost their life, with
the ripples of these deaths reaching far
and wide. Sadly, it has also highlighted
the grave inequalities within our society.
The stark reality is that we have not all
been affected in the same way with, for
example, people from minority ethnic
backgrounds have been disproportionately
impacted; those with a learning disability
have poorer outcomes and those in older
age groups, particularly those living in
care homes, being especially vulnerable.

The huge success of the vaccination
programme gives us real hope of improving
times although as we emerge from the
pandemic, and a new normal emerges, the
pressures on our hospitals are greater than
ever. I've heard colleagues best describe
this as ‘unrelenting’ as up and down the
country, images of queuing ambulances

outside our Emergency Departments are
all too familiar while waits for planned
care such as hips and knee replacements,
cataract replacements remain too long.

The Year Just Gone

Whilst it is hard to frame the last 12
months in positive terms there is much to
be celebrated and proud of in the Trust’s
response to the pandemic. Our teams at
Cheltenham General and Gloucestershire
Royal are rightly proud for continuing to
provide a wide range of outpatient care,
operations and specialist diagnostic tests
throughout the pandemic. We delivered
more elective surgery and cancer care
than any other Trust in the Region, due to
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the model of service we adopted. We are
confident that by utilising our two hospital
sites in the way that we did, we saved lives.
It has also meant that we are in a stronger
position as we emerge from the pandemic
in terms of catching up on postponed work.

As a system Gloucestershire led its own
vaccination programme resulting in more
people receiving vaccines more quickly
than anywhere else in the country. We
also recruited more patients into the
urgent COVID public health studies

and trials than any other system in

the Clinical Research Network helping

to improve our understanding of the
virus thus improving treatments.

The pandemic continues to have a
significant impact on our colleagues who've
had to cope through the toughest of times.
The establishment of our 2020 Health

and Wellbeing Hub has supported and
guided colleagues throughout this period.

Since its inception in May 2019 the 2020
Hub has had 18,656 contacts of which
14,978 have been made during the two
years of the pandemic. Our colleagues have
told us how challenging the workplace
remains, in the national staff survey.

What is very apparent in this year’s results is
that whilst we can mobilise many initiatives
to support staff, to improve their experience
and support their development, ultimately
staff come to work to deliver high quality
care and when they feel they can’t do this

it impacts on their sense of purpose and
how they feel about the organisation.

However, this year hasn’t just been about
surviving a pandemic and, as such, we're

especially proud of the progress we have

made on many of our strategic objectives
— as a Board this was something that we

were determined to achieve. For example;

» We started works on our ambitious
£100m-plus capital investment
programme across both sites which
will see significant investment in new
buildings, equipment and improved
practice across specialist services. This is
the realisation of our centres of excellence
vision, part of One Gloucestershire’s
longer term approach to health provision
in the county. Patients are already starting
to see the benefits of this following the
opening of two new departments in the
last months. At Cheltenham General, the
Radiology Department has undergone
a £6.5m programme of extensive
refurbishment. Waiting areas have been
redesigned, three new CT scanners
installed, four new digital x-ray machines,
two new ultrasound machines, a new
MRI scanner and a new interventional
suite. This means that patients accessing
the town’s A&E with sprains, fractures
and breaks will benefit from improved
services. At Gloucestershire Royal a
newly repurposed Medical Same Day
Emergency Care (SDEC) unit has opened.
The unit will enable more patients to
be seen and treated on the same day
helping to avoid hospital admissions and
avoiding the need for treatment at the
Emergency Department (ED) altogether.

» We've made significant progress in
digitalising our patient health records
(Electronic Patient Record) using
better, faster, safer technology to
help us document patient care. The
system, called Sunrise EPR, provides a
single place for clinicians to go with
up-to-date information on every bed
and every adult inpatient that can be
accessed anywhere. It is reducing our
reliance on paper, helping to reduce
risk, saving time, improving patient
safety and releasing time to care.



» We have continued our commitment to
being an organisation characterised by
an inclusive culture and compassionate
behaviours towards each other, our
patients and their families. We've carried
on in our journey to better understand
why some groups of staff report a less
good experience of working in the Trust
than others; we are well advanced in our
understanding of the areas where we
need to make further improvements and
work is underway to ensure we are an
organisation that embraces the diversity
of its workforce, and those it serves, and
one that is truly inclusive of that diversity.
This will remain one of the organisation’s
highest priorities in the coming year.

The Year Ahead

Despite the unprecedented scale of
challenge ahead we enter 2022 with many
goals within our grasp. The reconfigured
landscape for system partners presents us
with an opportunity for even closer joint
working to help improve ‘flow’ through our
hospitals thus improve turnaround times for
ambulances and waiting times for patients
at our Emergency Departments. We've
already started to see the impacts of our
elective catch up work which has seen the
number of patients waiting more than 52
weeks drop a peak of 3,061 in April 2021 to
ADD at the end of March 2022. There will
be renewed focus and energy to reduce
this further in the coming 12 months.

At Board we've started deeper
discussions about how we support and
enable colleagues to provide the best
possible care they can in the current
circumstances. We remain absolutely
committed to listening and acting on
what colleagues have told us and in our
pursuit of making our organisation one
where people feel valued and included.

We will also continue the good work
started in relation to vulnerable adults
and children including the work on

caring for those with mental health
conditions, those with a learning disability
and young people as they transition

from children’s services to adult care.

Our exciting capital investment programme
will take an enormous step forward in the
coming 12 months with the completion of
the programme expected in the summer

of 2013. With this will come some real
benefits aligned to our commitment to
become a carbon neutral Trust by 2040.

Thank you

It serves for me to thank you, the reader, for
everything that you have brought to the
Trust whether as a colleague, a governor,
a partner, a public member or a patient.

Finally, | can confirm that, to the best

of my knowledge, the information
included in this report has been

subject to all appropriate scrutiny and
validation checks and as such represents
a true picture of the Trust’s activities and
achievements in respect of quality.

MDM A

Deborah Lee
Chief Executive Officer



Part 2 and 3

Priorities for
Improvement
and statements
of assurance



Helping us to continuously
improve the quality of care

The following 2 sections are
divided into four parts:

» Part2
» Part 2.1

D What our priorities for 2022/23
are: explains why these priorities
have been identified and
how we intend to meet our
targets in the year ahead.

> How well we have done in 2021/22:
looks at what our priorities were and
whether we achieved the goals we
set ourselves. Where performance
was below what was expected,
we explain what went wrong and
what we are doing to improve

» Part 2.2:
Statements of assurance
from the Board

» Part 2.3:
Reporting against core indicators

» Part 3:
The later sections of the report provide
an overview of the range of services
we offer and give some context to
the data we share in section three.
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Part 2.1
Our priorities

Our priorities for
improving quality 2022/23

Our Quality Account is an important

way for us to report on the quality of

the services we provide and show our
improvements to our services that we
deliver to our local communities. The
quality of our services is measured by
looking at patient safety, the effectiveness
of treatments our patients receive, and
patient feedback about experiences of the
care we provided. The quality priorities
detailed in this report form a key element
of the delivery of the Trust’'s objective to
provide the “Best Care for Everyone”.

Our ratified Quality Strategy outlines

a clear approach to ensuring we have
robust systems and processes in place to
gather and analyse quality and patient
experience data, and involve patients,
colleagues and communities in a cycle

of continuous improvement. The Quality
Strategy was approved by the Quality and
Performance Committee in October 2019.

The strategy outlines our approach

to delivering Outstanding across the
Trust and this is through the Insight,
Involvement and Improvement model:

» Improve our understanding of
quality by drawing insight from
multiple sources (Insight).

» People have the skills an opportunities

to improve quality through the
whole system (Involvement).

» Improvement programmes enable
effective and sustainable change in the
most important areas (Improvement).

Our consultation process

Our quality priorities have been developed

following consultation with staff and

stakeholders and are based on both
national and local priority areas.

We have utilised a range of data

and information, such as:

» Analysis of themes arising from
internal and external quality
reports and indicators.

> Patient experience insights: National
Survey Programme data, Complaints,
PALs concerns, Compliments, feedback
from the Friends and Family Test
(FFT), and local survey data, focus
groups, experience stories to Board.

D Patient safety data: safer staffing data,
national reviews, incidents, claims,
duty of candour, mortality reviews
and Freedom to Speak up data.

D Effectiveness and outcomes:
Getting It Right First Time reports,
clinical audits, outcomes data.

» Staff, key stakeholders and public
engagement — seeking the views of
people at engagement events



» Engaging directly with our Governors
on our quality priorities as they are
required by law to represent the interests
of both members of our Trust and of
the public in Gloucestershire. Many of
our Governors sit on steering groups
and committees and so are able to
influence and challenge quality of care.

» Review of progress against last
year's priorities, carrying forward
any work streams which have scope
for on-going improvement.

» Ensuring alignment with national
priorities and those defined by the
Academic Health Science Network
patient safety collaborative.

» Reviewing key policy and national reports.

As a result, we are confident that the
priorities we have selected are those

which are meaningful and important to
our community. Progress against these
priorities will be monitored through the
Quality Delivery Group, chaired by the
Executive Director of Quality and Chief
Nurse, and by exception to the Quality and
Performance Committee (a Governor sits on
our Quality and Performance Committee).

The Quality Delivery Group is responsible for
monitoring the progress of the organisation
against our quality improvement priorities.
The Group meets every month and reviews
a series of measures which give us a picture
of how well we are doing. This will allow
appropriate scrutiny against the progress
being made with these quality improvement
initiatives, and also provides an opportunity
for escalation of issues. This will ensure

that improvement against each priority
remains a focus for the year and will give

us the best chance of achievement.
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Our priorities for improving quality 2022/23

Priority for 2022/23

To improve children
and young people’s
experience of
transition to adult
services

Why we have chosen this indicator

Transition for young people remains a Trust priority; the Trust
has launched a pilot Diabetes transition service and learning
will be embedded for review of other transition pathways

To improve maternity
experience

The priority for 2022/23 will be focussed on improving the
maternity ward experience in partnership with women,
monitored through FFT and feedback from Maternity Voices
Partnership

To improve Urgent and
Emergency Care (ED)
experience

Improving Urgent and Emergency Care remains a Trust
priority area and is part of the Operational Planning Contract
Guidance

To improve Adult
Inpatient Experience

Inpatient experience has seen a decrease in positive score
through the pandemic, and work is ongoing to improve this,
with a particular focus on communication with relatives

To improve experience
of discharge

This programme will include focus on Criteria to Reside, End
PJ Paralysis and campaigns such as the perfect week

To enhance and
improve our safety
culture

Remains a Trust priority with the implementation of the
National Patient Safety Strategy

To improve our
prevention of harm
through pressure
ulcers and falls

To remain a quality priority on preventing harm, combining
a focus on pressure ulcers and falls, echoing the Preventing
Harm Council work

To improve our care
of patients whose
condition deteriorates

Introduction of new digital systems and work on sepsis

To improve mental
health care for our
patients coming to our
acute hospital

Remains a Trust priority with development of a Trust Mental
Health Strategy, and is part of the Operational Planning
Contract Guidance




Priority for 2022/23

To improve our care
for patients with
diabetes

Why we have chosen this indicator

Diabetes inpatient services remain a Trust priority

To reduce health
inequalities

New Health Inequalities programme being delivered by the
Trust focussed on smoking cessation services for colleagues
and inpatients
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Part 2.1

How have we done

in 2021/227?

1. Colleague Health and Wellbeing

The challenges that colleagues have faced
in caring for our patients and communities
over the last year have been huge, against
a backdrop of COVID-related admissions,
elective recovery, and staff COVID sickness
absence In 2021/22 we have maintained
and developed the health-wellbeing offers
available to colleagues, with our 2020 Staff
Advice and Support Hub, Peer Support

Network, introduction of TRIM practitioners,

Employee Assistance Programme (EAP)
and the establishment of our Colleague
Wellbeing Psychology Service..

How have we performed
in 2021/22?

The 2020 Staff Advice and Support Hub

From 1st April 2021 - 31st March 2022
there have been 5,301 separate points

of contact to the 2020 Hub by colleagues
who work across both Gloucestershire
Hospitals NHS Foundation Trust (GHT) and
Gloucestershire Managed Services (GMS).
Since the Hub’s launch in May 2019, it has
responded to a total of 18,656 contacts.

Method of contact as follows:

Contact Method % of contacts

Telephone 87.5%

Email 12.5%

The 2020 Hub has remained the primary
place for all staff to contact if they have any
queries or concerns regarding the COVID-19
pandemic. This includes: symptoms,

testing, isolation periods etc. COVID

gueries accounts for 63.9% of contacts.

There have been 742 contacts (14% of
contacts) relating to anxiety and mental
health (either directly relating to COVID-19
or other reasons) which includes engaging
or referring colleagues to our new
Colleague Wellbeing Psychology service, as
well as signposting to wellbeing resources.

In addition to providing a responsive
telephone, email and walk-in service to
all staff, the following has been launched
and embedded over the last 12 months:

» Salary Finance - a package of financial
wellbeing packages and resources
including access to the following:
loans (with repayments made through
salary/payroll); savings and the
Government’s Help to Save scheme;



financial education resources; advance
access to salary already earned

Mobile Hub — the Hub team now visits
teams and departments to talk about the
services available, attending meetings or
hosting a stand for staff to learn more
about the support they can access

Volunteer - a volunteer now supports
the Hub team on a weekly basis to
distribute wellbeing information and
resources to all wards and departments,
including offering to fill colleagues’
water bottles or make cups of tea

Menopause at Work — a Menopause at
Work group has been established which
meets monthly on each site. An informal,
safe space for colleagues to share their
experiences of menopause and provide
mutual support. Webinar talks have also
been hosted with external speakers

Links with ICS health-wellbeing
services — the Hub team works in
partnership with ICS colleagues to
collaborate and share resources on areas
of mutual concern. For example, an ICS-
wide Long COVID support group has
been established to support colleagues
who are suffering from Long COVID.

Peer Support Network — we continue

to offer colleagues access to a Peer
Supporter if they need someone to listen
to them. Peer supporters are fellow
colleagues who volunteer to listen with

a confidential and non-judgemental ear,
and offer to “walk alongside” someone
who may be going through a difficult
time in or outside of work. Between
April 21 = March 22, just less than half

of our trained Peer Supporters have
reported giving support to colleagues
on 63 occasions. At the time of writing
this report we are still waiting to hear
back from the other members of our Peer
Support Network so we expect the total
number to be well over 100 occasions.

» Trauma Awareness Training for
Managers — 160 colleagues participated
in half-day Trauma Awareness training
for Managers which was delivered by the
Trauma Specialist charity, PTSD Resolution.

» TRiM model — we have established a
support system called TRiM (Trauma
Risk Incident Management) which is a
trauma-focused peer support system
to help employees after traumatic
events by providing support and
education to those who require it. Fifty
colleagues have been trained as a TRiM
Practitioner or TRiM Manager. Since its
launch, the model has been used on
many occasions, predominantly in the
Emergency department, Theatres, and
the Women and Children division.

Vivup Employee Assistance
Provision (EAP)

Vivup provides quarterly reports on access
to their Employee Assistance Programme
(EAP). The employee assistance programme
offers colleagues someone to talk to any
time of day or night, 365 days a year. They
have trained counsellors with an NHS
background and are available to provide
help and support with pressures at work or
at home and are completely confidential.
They normally offer 5 to 6 sessions.

Overall 79 new clients have entered the
counselling service in the last 12 months,
and between them have accessed 299
individual counselling sessions. The top
presenting issues raised by clients are work-
related stress, non-work related stress,
anxiety, trauma and relationship issues.
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Colleague Wellbeing Psychology Service

The Colleague Wellbeing Psychology service
was initially launched in October 2020
with 0.5 WTE Psychology Link Worker for
six months following the pandemic. In
2021-22, additional investment has been
secured using the Charities Together
funds. Furthermore, colleague wellbeing
vacancies in the Health Psychology team
were redesigned and are now situated
within the People & OD department to
provide an integrated service, delivered in
partnership with existing colleague health-
wellbeing offers, including the 2020 Hub.

The service offers 1:1 support for individuals
and managers, team interventions such

as decompression groups and drop-in
sessions. It provides specialised training
such as Compassionate Resilience
workshops as well as bespoke teaching
sessions for junior doctors and teams. The
team is comprised of the following:

» Colleague Wellbeing Psychology
Lead - 0.8 WTE (0.5 WTE substantive;
0.3 WTE fixed-term until Feb 23)

» Colleague Wellbeing Psychologist -
1.4 WTE (2 roles fixed-term for 23 months)

» Colleague Wellbeing Psychologist
— 0.4 WTE (substantive)

» Colleague Wellbeing Psychologist
Resilience Trainer — 0.3 WTE
(fixed term for 23 months)

Across the last 12 months there has
been a total of 1572 direct points of
contact with colleagues who have
accessed support via the following:

» Individual support sessions (153
colleagues, attending 601 appointments)

» Drop-in sessions (102 sessions,
attended by 198 colleagues)

» Group sessions (37 sessions,
attended by 240 colleagues)

» Teaching/training sessions (37 sessions,
attended by 275 colleagues)

» Compassionate Resilience workshops (10
workshops, attended by 105 colleagues)

Plans for improvement 2022/23

As we look to the year ahead the
following actions are proposed:

» We will undertake granular analysis of
the health-wellbeing related questions
in the staff survey to identify priority
areas around experiences of health-
wellbeing. This will lead to an action
plan for providing additional support to
these areas, working in partnership with
divisional tris and HR Business Partners.

» In Q1, we will develop a suite of
additional short-term ‘quick-win’
actions which can be implemented
swiftly to provide additional support to
colleagues, along with formulation of
medium-longer term actions that can
be costed and approved accordingly.

» We will work with the Trust’s Cancer
team to devise a programme called
‘Cancer at Work’ which will provide
pastoral and educational support
to colleagues who have cancer, and
their line managers/team members.

» We will pilot a ‘Wellbeing Champion’
role for three months with a selected
number of departments/ teams. On
completion of the pilot, we will take
the learning from this to rollout the
Wellbeing Champion role across the Trust.



» We will launch new training courses

to support managers and colleagues

in the following topics. These will be
facilitated by the Health & Wellbeing
Coordinator and EDI Training Specialist:

> Disability Awareness
training for Managers

D Mental Health First Aid Awareness
for Managers — half-day course.

> Mental Health First Aid — full two-
day course. This will be targeted at
Peer Supporters, HR Advisory Team,
Freedom To Speak Up Guardians

We have recently purchased 500 licenses
of a 4-week “Compassionate Mind
Skills” online learning programme,
which gives colleagues the opportunity
to develop a more helpful approach

to their own and others’ feelings and
struggles. Licenses will be allocated to
individuals who want to develop and
use these skills for themselves, and will
also be issued to those who want to
support the practices for their teams e.qg.,
individuals who become the wellbeing
champions for their local area.

We have started designing a workshop
aimed at managers to support their
teams, which will commence in Q2 22/23.
This is being developed in response to
feedback from team leaders who have
reported finding it difficult to know
and understand the psychological and
emotional distress of their colleagues,
and how to respond. The focus of the
workshop will be in two parts, firstly
to support managers to be sensitive

to and understand their own distress,
which will then help them to apply
this knowledge and understanding

to the needs of their team.

» We are recruiting a full-time Assistant

Psychologist role to support the
Colleague Wellbeing Psychology service,
who will act as a link to the 2020 Hub
around triaging referrals as well as
co-facilitating workshops, groups and
training courses. The role will also hold
and manage our database which will
enable us to improve the immediate
and long-term measurement of our
clinical and teaching interventions.

We will continue to strengthen our
engagement and involvement with
ICS-wide health-wellbeing initiatives,
such as the ICS Wellbeing Line team

We will work with the senior People

& OD leadership team to develop

a business case which considers the
ongoing and long-term requirement for
psychological support for colleagues. In
early 2023-24 the 1.7 WTE charity-funded
posts will come to an end. We will use
evidence gained from the measuring
the impact of current service provision
to develop a more sustained model of
colleague support going forwards.



GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

2. To improve how we meet the NHSI learning
disability and autism standards

Background

NHSE/I has developed standards to help

NHS trusts measure the quality of care they
provide to people with learning disabilities,
autism or both. The standards have been
developed with a number of outcomes
created by people and families — which
clearly state what they expect from the NHS.

The four standards concern:

» respecting and protecting rights
» inclusion and engagement

» workforce

» learning disability services standard
(aimed solely at specialist mental health
trusts providing care to people with
learning disabilities, autism or both)

The standards are intended to help
organisations measure quality of service
and ensure consistency across the NHS in
how we approach and treat people with
learning disabilities, autism or both. They
are prominent in the learning disability
ambitions in the NHS Long Term Plan and
included in the NHS standard contract
2019/20. The aim is to apply the standards
to all NHS-funded care by 2023/24.

How we have
performed 2021/22

The 2020 return asked for data such as
number of outpatient appointments,
number of occupied bed days, number of
adverse incidents, number of complaints,
how many patients have a learning disability
marker on their records, readmission

rates, number of safeguarding referrals
received about patients with a learning
disability, number of in-hospitals deaths,
our workforce profile (whether we
employ learning disabled or autistic staff),
and a survey of both staff and patients
with a range of detail under this.

It was obvious from collecting the
information for the 2019/2020 return

that the greatest impediment to having
useful information to improve the service
was not having Learning Disability data
disaggregated from general data. Business
Intelligence were able to do this in June
2021 and that has given much greater
visibility of Learning Disabilities patients
within all areas of our service and enabled
us to see where improvements were
needed. The 2020/2021 return has asked
for different information with a focus on
ante-natal screening and cancer services,
which was not previously required.

The 2021 return was due on 31st January,
but in view of another wave of COVID this
was extended to the end of March. Most
of our responses have been submitted and
the patient and staff surveys have been
undertaken. Clearly there are no results
yet, due to the extended submission date.

What our data tells us

Having now disaggregated our data

we know that LD patients make

up 1% of our service users, but use

our services more frequently than an
average member of the Gloucestershire
population, due to underlying physical
comorbidities requiring our intervention.



Deaths of people with Learning
Disabilities average 2 a month and that
has been the case over the last several
years. Generally these deaths mirror

the general population in following an
obvious frailty pathway, albeit at an
earlier chronological age for those with
multiple comorbidities. This is a tribute to
all those involved in providing every type
of healthcare to people with Learning
Disabilities and Autism over several years.

What progress have we made?

We wrote an improvement plan based on
what we could not answer positively for
NHSI Benchmarking and learning points
coming out of LeDeR reviews. These
were grouped into four areas of focus:

Data capture and management

The disaggregation of LD data achieved by
Business Intelligence has had the practical
benefits of patients with LD being clearly
visible on waiting lists, clinic lists and
daycase lists and the ability to generate

a daily inpatient, daycase and outpatient
reports for the Learning Disability

Liaison Nurses, releasing the equivalent

of two days of clinical time per week.

Within elective care, being able to see how
many patients with a Learning Disability
are on which waiting list has enabled

more nuanced prioritisation of those

lists. The waiting list monitoring team

have been able to adjust their approach

to phone calls, knowing that they will be
speaking to either a person with a Learning
Disability or a carer about their condition.
This has been very positively received.

Patient experience

After many years’ of campaigning by
Karen Pitcher, (mother of a patient) we
were finally able to open our ‘Changing
Places’ toilet facilities for disabled adults,
enabling the same levels of basic dignity
as the general population enjoy when
visiting our premises. We have also
taken delivery of a Sensory Voyager for
each hospital site to provide structured
sensory stimulation to patients.

Work in January 2021, as a response to
large numbers of LD inpatients with COVID,
illustrated the benefit of pre-emptively
assessing all LD inpatients for signs of
deterioration. The LD Liaison Nurses are
making their own assessment of each LD
inpatient now and are working on a project
with the Acute Care Response Team to
gauge the value of daily monitoring by
ACRT. Primary Care colleagues are working
on including ReSPECT form completion

into Annual Health Checks to ease decision-
making at the point of acute deterioration.

Relative/carer experience

Paediatrics have passed on a total of
four Z-beds, two stored at each site,
available for use by unpaid (family) carers
staying overnight with LD patients.

The LD liaison nurses have worked hard to
ensure family and paid carers are aware
of the adjustments that can be made to
visiting restrictions for patients with a
cognitive impairment of any type. There are
tensions with LD patients as the ‘Triangle
of Care’ (patient, hospital, family) which
works for all other patients tends to pull
out into a ‘Square of Care’ for LD patients
(patient, hospital, family, paid carers). To
ease that tension the LD liaison nurses
have been routinely asking families and
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carers who should be our main/first point
of contact and have found that many
families and carers had not considered
that question before and just assumed it
would be them. Asking this question pre-
emptively gives everyone the chance to
agree what the expectation should be and
takes some tension out of communications.

We have written a suite of leaflets about
Best Interest meetings for patients and
relatives, in collaboration with dementia
specialist staff and the MCA lead for the
county. These are likely to be adopted as the
countywide standard for all professionals
who hold Best Interest meetings once

the approvals processes are complete.

Staff experience

The outstanding items on the improvement
plan are related to making it easier for staff
to care well for this group of patients. We
planned to make several changes within
EPR and to information available on the
intranet. These are in the final stages of
preparation before being launched.

Plans for improvement 2022/23

Work will continue to improve the
care we provide for patients with
Learning Disabilities and Autism, with
a focus on improving data capture
and management, as this remains a
significant challenge for the teams.
The priority workstreams include:

» All amber rated items on the current
improvement plan to be completed

» Disaggregate complaints and
incidents data to increase
visibility of LD within these

» A better system for highlighting people
with autism on hospital records

» A business case for augmenting
the nursing team with specialists
in neurodiversity

» Improved bathing facilities for those with
physical disabilities whilst inpatients

» Pursue allocated consultant
physician time for those with
multiple complex disabilities
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3. To improve children and young people’s
experience of transition to adult services

Background

Following the CQUIN implementation

of the Ready Steady Go programme, a
gap in service provision was identified

in how we support young people
transitioning into adult services. A review
was completed against NICE guidance

in 2019/20, and a need for joint working
was identified, in partnership with Trust
and system Paediatric and Adult leads,

as well as the Clinical Commissioning
Group Lead for Transition, to develop the
transition work within the Trust further
whilst maintaining the progress achieved
following the CQUIN implementation of
the Ready Steady Go Hello pathway.

The pandemic has meant our progress
around the broader transition agenda

has been delayed during 2021/2022.
Although our transition programme has
been delayed in some areas, there has
been significant progress in developing

a transition service for adolescents and
young adults living with type one diabetes.

How we have
performed 2021/22

The paediatric diabetes service is an
award-winning team that values social
prescribing and has strong values around
patient experience and patient-centred
care. An area for improvement within
diabetes highlighted in the recent Diabetes
Peer Review (Summer 2020) and National
Diabetes Transition Audit was around the
transition age group. The recent GIRFT
report in to diabetes highlights the necessity
of a dedicated transition service to support

young adults with their diabetes care with
an aim of reducing hospital admissions,
reducing rates of diabetes keto-acidosis and
improving long-term clinical and mental-
health outcomes. As a result of recent data
and guidance, the team were successful in
their application to the CCG for a 12 month
focus-project dedicated to developing a
transition service for children and young
people with diabetes aged 16-19 years.

Following success of the funding bid, the
team was formally launched in November
2021. The estimated patient numbers
were 50, but the actual number has been
226; as a result of this, the service have
created a young adult (16+) team, with
dedicated administration support, a Youth
Worker, a Nurse Specialist and Dietetics.
All patients age 16-21 who contacted

the department after 1 Nov have now
been re-directed to the 16+ team.

There have been difficulties with
recruitment of key members of the team
which has created a gap between the
proposal and the professional capacity
currently in place to deliver the service;
however, new ways of working have
been established and the following
benefits are already being seen:

» The new Youth Worker has been
engaging with young people,
signposting to mental health services,
building rapport and enabling patients
to get HbA1c checks who would
otherwise have gone with out

» New initiatives have been launched
including HbA1c blitz, virtual
appointments, and plans for
socials to create peer groups
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» Improved follow up responses
obtained after >1yr no contact

» Administrative support has improved
ability to evaluate out comes
going forward and to ensure a
cross reference with Infoflex

The team have worked with Business
Intelligence colleagues to establish a
dashboard to review Best Practice Tariff
(BPT) parameters along with qualitative
feedback from patient surveys and
more in-depth patient experience
interviews, hospital admissions and
HbA1c (health check for diabetes).

The dashboard is being reviewed on a
monthly basis, providing real-time data to
monitor the service and its effectiveness. If
overall the HbA1c improves, this will have
significant cost savings for both the short
and long term, along with reduced hospital
admissions, which will be beneficial for the
young adult. This will hopefully support

an improved patient experience, and we
hope the new service may lead to better
self-efficacy and self-management of this
chronic condition for the young people.

Plans for improvement 2022/23

This work will continue as a Quality Account
Indicator in 2022/23, with the aim to
provide full proposed service to patients
who transition this year (43 patients), plus:

» Target those in list of 180 who
have been out of contact the
longest and bring them in

» Attend 16+ clinics and offer support
to current patients, collecting
data on how much of the full
service has been provided.

» Data collection to better understand
the staffing required to provide
the full service to 225 patients
as proposed at the outset

Work will continue to develop
the service through:

» Implementing the NICE recommendation
released on 31st March that CGM and
Libre is available to all patients with
Type 1 Diabetes. We anticipate a large
volume of contacts regarding this and
once funding is secured, we now have the
patient information to efficiently upgrade
our population to the new technology.

» Launching the Digibete app to share
resources, send newsletters and allow
the patients to track their medication
and results. We will be aiming to
provide education sessions and social
events in person and virtually.

» Recruiting another youth worker or
HCA to aid with launching additional
social media such as Instagram and
Facebook and creating newsletters for
Digibete. They will also be able to assist in
connecting people to clinic to share data.
Our aim is still to recruit another member
of clinical staff and we will continue to
explore options with stakeholders.

» Providing education virtually as a webinar
in April (inviting all patients to online
training including update on the Insulin
advice app, Digibete app, Libre/ CGM
eligibility, youth worker introduction).

» Providing a social event at the Walk
for Wards event in May to help
answer topics raised in the Q&A
in the April virtual meeting.

» Continued evaluation of the pilot against
our agreed outcome measures and
via patient and staff questionnaires

There is potential to learn from this model
and scale up on a speciality basis, and

this will feed into the wider Children

and Young People’s strategy work,
including the delivery of a programme

to transform outdated processes and
pathways, which will incorporate
transition into adults services.
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4. To improve maternity experience through
delivery of Continuity of Care programme

Background

Patient experience feedback provides a
clear measure of the quality of service we
are providing for women in our care. As
a Trust, we actively seek to hear from the
women who use our services, to identify
how we can continue to improve the
quality of care we offer, and reach our
goal of providing Outstanding Care.

One key programme of work in 2021/22 to
improve the experience of women using
our services has been the Continuity of
Care work. The term ‘continuity of carer’
describes consistency in the midwife

or clinical team that provides care for a
woman and her baby throughout the
three phases of her maternity journey:
pregnancy, labour and the postnatal
period (NHS England 2017). Women who
receive midwifery-led continuity of carer
are 16% less likely to lose their baby, 19%
less likely to lose their baby before 24
weeks and 24% less likely to experience
pre-term birth and report significantly
improved experience of care across a
range of measures (Sandall et al 2016).

How we have
performed 2021/22

In spring 2021, three Continuity of Care
teams were launched; Bartongate and
Lighthouse in Gloucester, and Gardeners
Lane team in Cheltenham. These areas were
launched as the first three teams, as these
areas include some of the higher areas of
deprivation in the county. Tackling health
inequalities is a key agenda for our teams,
and prioritising the launch of Continuity
of Care teams in these areas means that
approximately 10% of the most vulnerable
women in our county, including those
from ethnic minority groups, will benefit
from the Continuity of Care programme.

Maternity services are one of the CORE20
Plus5 areas where we are looking to
make real improvements for people
facing health inequalities in our county.

The graph below demonstrates the
impact of launching Continuity of Care
programme in the three teams, with a
significant proportion of our Continuity
of Care bookings being made for women
who are in Index of Multiple Deprivation
(IMD) decile 1 (the 10% most deprived
communities in the country), or who are
from an ethnic minority background. As
a Trust, we have had XX% of all women
booked onto a Continuity of Care
programme, compared to XX% of ethnic
minority women in our service and XX%
of women from an IMD decile 1 areas.
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Continuity Bookings by Ethnicity and IMD Decile 1
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The graph below shows greater detail about the percentages of women from an ethnic
minority being supported by the Continuity of Care team through to delivery in the
three areas, compared to an overall 5% of women who are from an ethnic minority
who delivering their babies not through the Continuity of Care programme.
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Evaluation of this work is ongoing, but early evaluation shows an encouraging
positive impact on the mode of delivery for the women who are being supported
by the three Continuity of Care teams, as illustrated in the graph below.

Mode of Delivery by Team (YTD)
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The original Business case has been revised
and an implementation plan developed
to support a model which consists of 21
Continuity of Care teams who will provide
of Continuity of Care for 92.7% of women
and birthing people by July 2024. The
new Business Case includes plans to secure
additional funding requires to recruit the
additional midwives required to launch
teams 14 to 21, which will support 60-

92$ of women and birthing people with
Continuity of Care. This was signed off by
Divisional Board in December 2021, and is
being progressed to the Trust Leadership
team for approval before submission

to the Regional and National teams.

A Birthrate Plus reassessment is currently
in providing a review of the midwifery
and maternity support worker workforce.
This will confirm additional workforce
required to support Continuity of Care roll
out as default for all pregnant women/
birthing people in Gloucestershire.

Plans for improvement 2022/23

A focus on improving the experience

of women using our maternity services
as one of our Quality Indicators in
2022/23, aiming to ensure that all
pregnant women and birthing people in
Gloucestershire receive the best care.

Further evaluation of the work to date
will be completed, as well as progressing
the business case to secure additional
funding to embed Continuity of Care

as the default. The maternity services
and the new Head of Midwifery are
working closely with our Maternity Voices
Partnership to ensure that the voice of
women and birthing people continues to
play a key role in developing our services.
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5. To improve Urgent and Emergency Care (ED) experience

Background

Our patients have told us through our Friends and Family Test (FFT) and our National
Survey programmes, that although we do provide good care for the majority

of our patients, we don’t always get it right for everyone. In 2021/22, 70.3% of
patients reported they would recommend our urgent and emergency care services
to their family friends, meaning that 29.3% of our patients did not feel that they
received the outstanding care that we aim to deliver. This feedback provides us an
opportunity to improve the quality of care that we deliver for our patients.

How we have performed 2021/22

The graph below shows the Emergency Department FFT total responses and positive
score by site. In July, we had an issue with our systems during the EPR launch in
Gloucester Emergency Department, which meant that less surveys were sent out

to patients, and contributed towards our lowest positive score in the year.

ED FFT total responses and percentage of positive ratings
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The main theme emerging across the In November the team recruited a Patient
comments which is impacting the Experience Lead to support with this
positive score has been wait times, due work and the delivery of the Patient
to operational pressures in the Trust. To Experience Improvement Plan. This work
identify other areas in feedback where has had a number of priority areas, with
experience improvements can be made, the progress this year in the following areas:

teams moved to receiving their FFT data
weekly, so that trends in comments could
be analysed and reviewed along with PALS
themes and feedback, and actions taken > Information slide deck in the waiting

quickly to improve experience for patients. area of Dept with relevant information

» Communication within the department
with patients and relatives
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D Patient information leaflet and poster
(with QR code) providing information
regarding triage and managing
expectations of timings and treatments

D Designated telephone line
for relatives 8am -6pm

D Patient experience lead
role in the department on
secondment for 6 months who
updates and communicates
with patients and relatives

D Poster with QR code regarding
pain management and medication
instructions for patients

> You said we did boards for
the department — using FFT
comments to improve services

» Patient Care

D Patients frail and elderly are
moved onto appropriate beds and
mattresses in 4 hours of arrival

> All trolleys have soft mattress
cover on for comfort

D Falls red blanket initiative — to
highlight to staff the need
for careful observation

D #Purpleprotect initiative where
patients with cognitive impairment
are provided with purple wrist
band, arm band and slippers/
socks to inform staff of need for
extra observation and support

D Trial of use of social worker within the
department working alongside the
Hospital Homeward assessment team

D Therapy Dog visiting the department
for patients and staff wellbeing

D QI project to produce an Epilepsy
emergency department drugs box to
ensure prompt and continuous use of
routine medication when admitted

» Volunteer support

D Recruited and trained volunteer
team for patient facing roles in
the department - supporting with
refreshments / communication

D Hot meals provided for patients
awaiting admission to the ward

D Sandwiches provided for patients in
the department over meal periods

D Activity boxes/ Newspapers —
Volunteers supplying activities
to support patients whilst
waiting in the department

Plans for improvement 2021/22

A number of priority actions are ongoing in
the patient experience improvement plan.
The key focus areas for 2022/23 include:

» QI project producing a Dementia quiet
space for patients in the department

» QI project producing a gynaecology
quiet space in the department

» Working in conjunction with Macmillan
on providing an information/display board
for patients and relatives newly diagnosed
with cancer and directing them to support
services within the trust and community

» Working in conjunction with Age
UK to provide an information hub/
volunteer for patients and relatives
re home from hospital support

» Patient story videos from experience
in Emergency department

» Continue to expand and support
the role of the patient experience
lead role across departments

» Continued recruitment of
volunteers across site

» Complaints leads allocated in department
to monitor and respond to complaints
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6. To improve Adult Inpatient experience

Background

Our National Adult Inpatient Survey
scores are used to help us understand
what we are doing well, where we can
improve, and how we benchmark against
other similar organisations in providing
quality care and patient experience.

Due to the pandemic, the 2020 National
Adult Inpatient Survey was postponed,
with the latest results published in
Autumn 2021. Although our national
survey results were postponed, as a
Trust we continued with our Friends and
Family Test throughout the pandemic, to
ensure that we continued to understand
the experience of our inpatients.

How we have
performed 2021/22

Overall, our patients report a mostly
positive experience of our inpatient
services, with 89.5% of patients
recommending our services through the
Friends and Family Test (FFT). While this
provides reassurance that we get it right
for the majority, 10.5% of our patients
are consistently not receiving a positive

The tables below show our top and
bottom 5 scores in the 2020 National
Adult Inpatient Survey compared

to the Picker average scores.

A number of the areas identified as needing
further improvement through our National
Adult Inpatient Survey results related to
communication (explanations for changing
wards, being provided with information,
asked to give their views, or told who to
contact if worried). These themes have
been echoed in our Friends and Family Test
and PALS data, with patients and families
telling us that communication has been a
challenge across all of our inpatient areas.

In February and March 2022, we put
additional ward clerk shifts in to wards
that had been identified through our PALS
and FFT data as areas which had higher
levels of concerns about communication.
During this time, an additional 546 hours
of ward clerk cover, to support ward teams
in managing workload and improving
communication. The evaluation of this
additional support will inform a ward clerk
service review happening in Summer 2022.

experience, and this has certainly been the
case as we start our recovery journey.

In the last 12 months, the factors that have
shaped our adult inpatient experience have
changed significantly due to the pandemic.
Of particular concern for our inpatients and
relatives was the introduction of visiting
restrictions, which meant relatives were
often unable to get through to our patients
and wards due to the volume of calls being
put through to the wards at this time.



Top 5 scores vs picker average Trust Picker average

Q2. Did not mind waiting as long for admission 72% 68%
Q10. Able to take own medication when needed to 90% 89%
Q18. Nurses answered questions clearly 98% 97%
Q14. Got enough to drink 95% 95%
Q19. Had confidence and trust in the nurses 99% 98%

Bottom 5 scores vs picker average Trust Picker average

Q7. Staff completely explained reasons for changing 73% 83%
wards at night

Q38. Given written / printed information about what 64% 73%
they should or should not do after leaving hospital

Q47. Asked to give views on quality of care during stay 6% 14%
Q3. Did not have to wait long time to get to bed on 74% 82%
ward

Q41. Told who to contact if worried after discharge 74% 78%
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Additional support has also been made
available to our PALS team to support a
sustained increase in concerns from patients,
carers and relatives, and this is monitored
through our Quality Delivery Group to
ensure we can continue to effectively
support patients, carers and relatives.

One of the other key themes emerging
through FFT and PALS data for our
inpatients has been wait times, and not
understanding the reasons for the waits.
The Patient Experience team worked with
colleagues on the Surgical Assessment Unit
to create an infographic on the wall, that
helps patients to understand their journey
through SAU. This gives details about

the time it takes for different diagnostic
procedures, and links to more information.

Other inpatient areas are requesting a
similar journey poster for their ward, to
help managing expectations of patients
and communicating change, and we will
be looking to role an adapted version
of this out to other areas in 2022/23.

Emergency Surgical
Assessment Unit (£

Plans for improvement 2022/23

This will continue to be a Quality
Priority in 2022/23, as our FFT, National
Survey and PALS data still identify
clear areas for improvement. Our
work for 2022/23 will include:

>

Reviewing our reporting into
divisions, to provide more holistic
patient experience reports that give
themes across insight sources

Introducing a focus on storytelling
to support improvement, taking a
community of inquiry approach

Supporting teams with the patient
experience improvement plans in
divisions, providing QI coaching support

Developing patient discharge
support volunteer role to support
wards and patients in enhancing
the discharge experience

Working with teams across the hospital
and our Hospital Reflection Group to look
at how we can continue to develop our
offer to carers of patients in our hospital

Increasing awareness of and access to our
translation and interpretation services

Roll out of projects such as the SAU
journey poster which focus on informing
patients and relatives, and improving
communication of processes
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7. To enhance and improve our safety culture

Background

Safety culture refers to the way patient
safety is thought about and implemented
within an organisation and the structures
and processes in place to support this.

Measuring safety culture is important
because the culture of an organisation and
the attitudes of teams have been found to
influence patient safety outcomes. Using
validated tools, we are able to measure this
culture, identify areas for improvement
and monitor change over time.

In 2019, the NHS Patient Safety Strategy
published the intention to develop a

more proactive approach to patient safety
through the development of safer systems
embedded in a just culture. The strategy
included the introduction of the following:

» Patient Safety Specialists
» Learn From Patient Safety Events (LFPSE)

» Framework for involving
patients in patient safety

» Patient Safety Syllabus

» Patient Safety Incident Response
Framework (PSIRF)

How we have
performed 2021/22

The SCORE (Safety, Communication,
Operational Reliability & Engagement
Survey) survey by Safe and Reliable Care
was undertaken in September 2019 across
pre-operative, operative and post-operative
settings in Gloucestershire Royal Hospital,
Cheltenham General Hospital & Cirencester
Treatment Centre. 62% of staff surveyed
responded, which was above the quantity
required for the results to be considered

representative of the surveyed staff
groups. Unfortunately, due to the impact
of COVID-19, the programme was paused
but has now been incorporated into a
wider Theatres improvement programme.

Trust-wide, work designed to generate a
just and restorative culture commenced
based on an approach utilised by Mersey
Care NHS Foundation Trust. 9 staff from
Gloucestershire Hospitals have been
trained through Northumbria University
and a Just and Restorative Steering Group
has been established to coordinate the
approach within Gloucestershire Hospitals.

A wider Patient Safety Plan has been
developed, incorporating the requirements
of the Patient Safety Strategy and local
Trust initiatives. An accompanying
improvement (Patient Safety Improvement
Forum) and assurance (Patient Safety
Systems Delivery Group) structure,

chaired by the Quality Improvement &
Safety Director and the Medical Director,
respectively, has been established to oversee
development and implementation.

The following actions have
been taken so far:

» Two Patient Safety Specialists have
been nominated within the Trust and
are actively involved in the national
networking and sharing activities.

» A new incident and risk management
system has been purchased which is
compatible with the LFPSE system.

A project is currently underway
configuring and testing the system
prior to implementation.

» The nationally produced Level 1 and
Level 2 patient safety training packages
have been published and reviewed
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by the Patient Safety Improvement
Forum. A proposal to make the
Level 1 training mandatory for all
staff is to be submitted to the Trust
Education and Learning Group.

» A draft PSIRF is being tested within
the women's and children’s division
and the emergency department.

Plans for improvement 2022/23

» The Theatres improvement programme
incorporating work to understand and
generate a safety culture will continue
to progress, led by the surgical division.

» The Just and Restorative Steering
Group will work to plan, coordinate
and implement a programme of work
over the coming year with the aim of
introducing ways of working that support
the creation of a Just and Restorative
Culture across Gloucestershire Hospitals.

» The new risk and incident management
system will enable the Trust to
report into the LFSPSE system

» Patient Safety Partners will be
introduced in line with the Framework
for involving Patients in Safety

» Level 1 and Level 2 Patient Safety
Training will be rolled out to staff and
any further national patient safety
training that is released (levels 3 -7 are
outstanding), will be reviewed and an
implementation strategy will be planned.

» Work to introduce the Patient
Safety Incident Response
Framework will continue.
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8. To improve our prevention of pressure ulcers

Background

A pressure ulcer is localised damage to the
skin and/or underlying tissue, usually over

a bony prominence (or related to a medical
or other device), resulting from sustained
pressure (including pressure associated with
shear). The damage can be present as intact
skin or an open ulcer and may be painful”.

Pressure ulcers can affect anyone from
newborns to those at the end of life.
They can cause significant pain and
distress for patients. They can contribute
to longer stays in hospital, increasing
the risk of complications, including
infection and they cost the NHS in the
region of more than £1.4 million every
day. They are mostly preventable.

The national Stop the Pressure programme
led by NHS Improvement has developed
recommendations for Trusts in England.
These support a consistent approach

to defining, measuring and reporting
pressure ulcers. Pressure ulcers are one

of our key indicators of the quality and
experience of patient care in our Trust.

This past year has been challenging for
everyone, none more so than health care
workers. Despite this staff in the Trust
have adapted and continued to make
improvements in pressure ulcer prevention
ensuring that patient safety is a priority.

How we have
performed 2021/22

Preventing pressure ulcers is a key priority
and the number of hospital acquired
pressure ulcers is a measure of the quality of
care being delivered to our community. The
Tissue Viability service provides specialist
evidence-based advice on caring for skin
and the management of wounds that are
complex in nature and are failing to respond
to treatment. The team provide advice to
patients; families, care givers and healthcare
professionals. All patients are eligible for
referral to the Tissue Viability service.

The chart below shows our current data
for category 2-4 and unstageable Hospital
Acquired Pressure Ulcers/1000 bed days
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There are two main contributory factors
to this reported increase in the number

of hospital Acquired Pressure Ulcers in
2021/22. The incidence of pressure damage
in hospital is sensitive to nurse staffing
levels, including safe Registered Nurse
(RN) to Healthcare Assistant (HCA) ratios.
Increases in pressure ulcers correlates

with increased absence levels and use of
temporary staffing, and we know from
our data that wards with adverse RN to
HCA rations are associated with a higher
incidence of pressure damage. The Tissue
Viability Team as a matter of course
review and validate reported category 2
pressure ulcers however this work has been
disrupted to absence in the team during
the winter, including long-term sickness.

All of cases of unstageable pressure ulcers
are presented by ward leaders to the
Preventing Harm Improvement Hub (PHIH)
where rapid feedback is given on the results
of the investigation. Themes from that
process are late identification of pressure
damage leading to possible progression to
this later stage and incomplete or missing
documentation. Although not identified
through the review of cases at PHIH,

the Tissue Viability Team have received
reports of equipment access delays and
have taken actions to address this.

There are a number of actions and
workstreams in progress as part
of the Pressure Ulcer Prevention
Improvement plan, including:

» Rapid dissemination of learning from
Preventing Harm Improvement Hub.

» Pressure Ulcer Prevention training
(PUP), formerly React to Red training,
attended by 286 members of staff
since 2020 and a further 174 booked
for year 01/04/22- 31/12/23 to date.

» Increase in offerings of PUP training
from 4 times yearly to 15 times a year,
to increase awareness of clinical risk
assessment and SSKIN bundle completion.

» 636 views of the React to Red videos
“The Skin and Pressure Ulcers”.

» 62 link nurses for tissue viability identified
across all divisions, Meetings in 2022

b #Stopthepressure 18th November
2021 (international pressure
Ulcer awareness day)

» Continuation of the Shared
Decision-Making Council for
Pressure ulcers and falls

» Daily offering of spoke placements
for clinical staff including, student
Nurses, Dr’s, TNA's, Dermatologists,
Dieticians and HCA's.

» Bespoke monthly online PUP presentation
for ED commenced February 2022.

» Tissue Viability News Letter (4 x
yearly) with emphasis always on
Pressure Ulcer Prevention.

» Gloucestershire Hospitals Pressure
Ulcer Prevention Guidance
updated and now live.

» Clinical review of all patients with a
hospital acquired pressure ulcers.

There are also a number of
improvements in progress, including:

» Extra support for teams as required for
pressure ulcer prevention when identified
at the learning and preventing harm hub.

» Gloucestershire Hospitals Pressure
Ulcer Prevention curriculum is being
developed as a new initiative to raise
awareness and reduce pressure ulcers
within the Trust. This is a whole package
of training to include certificate
on completion and induction into
pressure ulcer hero's hall of fame



» Audit of hospital mattresses to assure
quality and ongoing procurement.

» Delivering a bespoke tissue viability
conference for midwives and
children’s nurses with emphasis
on pressure ulcer prevention.

Plans for improvement 2022/23

The continuation of a comprehensive
Pressure Ulcer Prevention Program for
2022/2023 provides an operational
framework for achieving progress with

our pressure ulcer improvement agenda.
The approach is multi-faceted with
leadership from across nursing and allied
professional. There has been an increase in
our deep tissue injuries and unstageable
pressure ulcers which has prompted further
improvement focused in the areas that
require this. The themes emerging are lack
of pressure ulcer prevention awareness
from staff, evidence of which is seen in the
documentation in EPR. Factors in particular
include lack of appropriate risk assessment
and completion of the SSKIN bundle. This
work will continue as a Quality Priority

for 2022/23 as part of a wider preventing
harm focus, incorporating both Falls and
Pressure Ulcers, echoing the shared decision
making council approach we are taking.

35
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9. To prevent hospital falls with injurious harm

Background

Falls are the most commonly reported
type of patient safety incident in
healthcare. Around 250,000 patients fall
in acute and community hospitals each
year (NHS England, National Reporting
and Learning System, 2013, 2014). Over
800 hip fractures and about 600 other
fractures are reported as a result of falls.

Nationally

» There are 130 per year deaths
associated with falls.

» Although most falls do not result in injury,
patients can have psychological and
mobility problems as a result of falling.

» Falls cause distress and harm to patients
and put pressure on NHS services.

» Evidence from the Royal College of
Physicians suggests that patient falls
could be reduced by up to 25 to 30%
through assessment and intervention.

» Older patients are both more likely to fall
and more likely to suffer harm - falls among
this group also have a disproportionate
impact on costs as they account for 77%
of total falls and represent around 87% of
total costs. If inpatients falls are reduced
by as much as 25-30%, this could result in
an annual saving of up to £170 million

Each year almost 3,000 falls in hospital

in England result in hip fracture or brain
injury, typically subdural haematoma. Costs
for patients are high in terms of distress,
pain, injury, loss of confidence, loss of
independence and mortality, and costly in
terms of increased length of stay to assess,
investigate or treat even modest injury.

A fall in our hospital often affects plans for
a patient to return home or to their usual

place of care as it impacts on the person’s
confidence and the confidence of their
family and carers. NICE Clinical Guideline 161
sets out recommendations for preventing
falls in older people with key priorities for
implementation for all older people in
contact with healthcare professionals, and
preventing falls during a hospital stay.

How we have
performed 2021/22

Covid 19 has continued to delay progress
against the Falls Prevention Improvement
plan. During the first wave the falls
specialist nurse was redeployed, and
staffing issues and increased work load on
all staff, including the challenges of wards
changing specialty and being flipped from
green to red to manage the increase in
Covid cases, has also hindered progress.

Work has continued however, and where
there have been wards with high levels
of falls identified, ward action plans have
been produced and regularly reviewed
with support of the Falls Specialist Nurse.
Following this intervention, two wards
that made significant improvements in
their falls prevention work. Ryeworth
ward saw a reduction of 15% in falls

and 40% in falls with harm, and on

AMU there was a reduction of 11% in
falls and 14% in falls with harm.

Another example of where intervention
had an impact was where a surgical ward
turned to a medical ward, and had a large
increase in falls during August, September
and October 2021 (totalling 61). Specific
ward training was put in place, with

the support from the CPD team. During
November, December and January the
falls totalled 21, a reduction of 34%.
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Overall, falls per 1000 bed days have remained within normal variation levels
between April 21 and March 22, as seen in the graph below. We are around
the same level as trusts of the equivalent size around the southwest.

Falls per 1000 bed days
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We have seen an increase overall in the number of falls with harm reported this year, as
seen in the graph below, although these still fall within normal levels of variation.
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There are several reasons as to why falls with
harm have been so variable during the year:

» The acuity of the patients is higher and
older people are more deconditioned
as result of the pandemic

» Patients who are medically ‘fit for
discharge’ are waiting for availability from
the community for either assessment of
their ongoing needs, awaiting placements
or an increase in a package of care

» Enhanced care shifts not
always being covered

» Staff fatigue

A number of improvement projects have
been in progress this year to support our
falls prevention programme, including:

» Monthly falls prevention training
has commenced trust wide.
Numbers currently restricted due
to Covid restrictions. Numbers will
increase as restrictions are lifted

» In ED - use of red blankets (now yellow)
for identification of people identified as
at risk of falls. This is also rolled out to the
COTE and Stroke wards. Too early to see
any results at present due to ED capacity

» Following audit of falls assessment
documentation on EPR for ED,
education sessions around the falls risk
identification and the completion of
the documentation due to commence,
for a period of 6 months, to improve
awareness and completion

» End PJ paralysis, is a trust wide initiative,
to aid in the reduction of deconditioning

» Engagement with falls links on wards
escalated to Divisional Directors and
Ward managers to allow protected time
for links to attend meetings and to
instigate falls prevention on their wards

Improvements that have
been achieved 2021/22:

» Ward based education and trust wide
education has taken place following
actions identified following Preventing
Harm Hub investigations. Between April
2021 and Jan 2022 - total 192 registered,
non-registered and therapy staff have
had attended falls prevention training.

» Improvement and understanding of EPR
data collected by Business Intelligence
has led to an improvement in the
completion of the falls documentation
on the Electronic Patient Record (EPR)

» Safety briefings embedded on
COTE and Stroke wards to enable
ongoing identification of patients
who are at increased risk of falls

» Since November 2021 the falls team
has expanded to 2 full time members,
a nurse and a therapist. All patients
who have sustained a 2nd fall during
an admission have been reviewed and
recommendations made. Total number
of 2nd falls was 69. Only 13 patients
went on to have further falls. Therefore
81% of the patients did not go on
to have any further falls during their
admission. Those who went on to have
further falls were most likely to continue
to fall regardless of interventions

» Themes from harm hub are presented
at the Shared Decision Making
Council for Falls Prevention and Tissue
Viability, with wards presenting and
celebrating their success at this council

Plans for improvement 2022/23

A focus on preventing harm will continue
as a Quality Priority for 2022/23,

focusing on how we reduce the number
of both falls and pressure ulcers, and

the harm they cause patients.
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10. To improve our care of patients

whose condition deterioriates

Background

Patients who are admitted to hospital
believe that they are entering a place of
safety, where they, and their families and
carers, have a right to believe that they
will receive the best possible care. They
feel confident that, should their condition
deteriorate, they are in the best place

for prompt and effective treatment. Yet
there is evidence to the contrary. Patients
who are, or become, acutely unwell in
hospital may receive suboptimal care.
This may be because their deterioration

is not recognised, or because — despite
indications of clinical deterioration — it

is not appreciated, or not acted upon
sufficiently rapidly. Communication and
documentation are often poor, experience
might be lacking and provision of critical
care expertise, including admission to
critical care areas, delayed (NICE, 2007).

Sometimes, the health of a patient in
hospital may get worse suddenly (this is
called becoming acutely ill). There are
certain times when this is more likely, for
example following an emergency admission
to hospital, after surgery and after leaving
critical care. However, it can happen at

any stage of an illness. It increases the
patient's risk of needing to stay longer in
hospital, not recovering fully or dying.

Monitoring patients (checking them
and their health) regularly while they
are in hospital and taking action if
they show signs of becoming worse
can help avoid serious problems.

We require that all adult
patients in hospital have:

» a clear written monitoring plan
specifying which vital signs should be
recorded (and at what frequency),

» their severity of illness measured
using the physiological National
Early Warning Score (NEWS2) and

» a graded response strategy
(NICE CG50 2007).

The NEWS2 was created to standardise

the process of recording, scoring and
responding to changes in routinely
measured physiological parameters in
acutely ill patients. The NEWS2 was founded
on the premise that (i) early detection, (ii)
timeliness and (iii) competency of the clinical
response comprise a triad of determinants
of clinical outcome in people with acute
illness. When patients first arrive on the
ward - either as a new patient or from a
critical care area such as the intensive care
unit — a healthcare professional should:

» measure the patient’s pulse, blood
pressure and temperature, how
fast they are breathing, and the
amount of oxygen in the blood

» look at how alert the patient is and
whether the patient is aware of
what is going on around them

The staff should write a plan for which
of the patient’s vital signs should

be monitored and how often. The
plan should take into account:

» why the patient is in hospital

» any other illnesses or health
problems the patient has

» what the patient has agreed
about your treatment.
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If patient’s vital signs show that
health might be getting worse, or if a
healthcare professional has concerns,
the staff should respond according

to how serious the problem is.

The ward/area should have a plan
for the response, which should
consist of three levels.

» For a minor problem (low NEWS2
score group), the nurse in charge
should be told and the patient should
be monitored more often to keep a
closer watch on their condition.

» For a moderate problem (medium NEWS2
score group), the patient’s consultant's
team should be called urgently and
healthcare professionals trained in
assessing and treating patients whose
health has become suddenly worse
should be called at the same time
(Acute Care Response Team (ACRT)).

» For a serious problem (high NEWS2
score group), there should be an
emergency call to the Resuscitation
Team (this team should include a critical
care doctor trained in resuscitation).

If the problem is moderate or serious, the
patient’s healthcare team should review
their condition and make the necessary
changes to treatment. They should revise
the care plan and consider whether the
patient should be cared for in another
unit, such as the critical care area.

Our electronic observation
system - eObs

The NEWS2 can be readily transported

into an electronic health system. There

are potential advantages of automated
calculation of the NEW score and automated
alert systems. The standardised scoring
systems and alert thresholds that underpin

the NEWS should remain unaltered. In
March 2020, we rolled out an e-Observation
system that enables clinical staff to record
their patient observations digitally as well
as calculating the National Early Warning
System (NEWS2) score. The NEWS2
calculates and reflects whether a patient’s
condition is improving or deteriorating
and the appropriate escalation policy is
presented to the clinician with a set of
resulting actions. The eObs system has
many benefits which have helped staff
manage the care of the patient including: -

» Reducing cross infection as clinicians
are using a digital system to input
and retrieve information

» Tracking patients, and

» For the ACRT being alerted to
patients who have deteriorated

How we have
performed 2021/22

Our Electronic Vital Signs (eObs)

The general wards are now using electronic
vital signs across the Trust and following
further analysis around compliance minor
modifications are being made to the system
to ensure it is a better fit for the users.

The Acute Care Response Team (ACRT) is
using the information generated every shift
and it has proved enormously useful for
practitioners to prioritise their workload.
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involvement prior to DCC admission

2017 82
If a patient deteriorates on the ward and
is moved to critical care their chances of
survival are significantly improved if they 2018 137
have ‘optimal’ ward based care prior to
critical care admission. (McQuillan et al) 2019 153
The involvement of ACRT in patients

. . . 2020 151

prior to admission to critical care has
increased significantly in the last 5 years.

2021 178

Involvement of ACRT prior to critical care admission

180
- /

2017 2018 2019 2020 2021
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Plans for improvement 2022/23

» Staff are recording observations on paper
prior to the data being entered on to
the electronic system and the reasons for
these behaviours need to be explored.

» NEWS2 excels at identifying those
who are deteriorating due to serious
infections such as sepsis, and enhances
the timeliness of the identification. The
sepsis toolkit has recently been launched
in order to immediately flag up to staff
what actions to take when they enter
observations with a high ‘NEWS’ score.
The ACRT are tracking its use and will
work with Business Intelligence to ensure
useful and timely data is maximised.

» Areas without electronic observations
remain on the paper systems (including
Critical care, Recovery, Paediatrics)
and these areas will migrate to
electronic systems in time.

» The direction of travel is that any patient
who is deteriorating is referred to the
ACRT even if there are ward doctors
present. The future plans are for the
ACRT to lead the care/management
of all deteriorating patients but at
present the service is not sufficiently
resourced for this to be enacted.

» Staff surveys carried out by the ACRT
suggest at present that 80% of staff
would directly contact the ACRT
regarding deteriorating patients.

» The sepsis toolkit has recently been
launched in order to immediately
flag up to staff what actions to take
when they enter observations with
a high ‘'NEWS' score. The ACRT are
tracking its use and will work with
Business Intelligence to ensure useful
and timely data is maximised.

» The ACRT is exploring is value in
supporting / managing vulnerable patient

groups even before they deteriorate.
The principle being that at admission it is
known that certain patients are high risk
or ‘vulnerable’ ACRT can potentially add
an extra layer of protection for them.

We will be taking part in the
Commissioning for Quality and Innovation
(CQUIN) scheme for 2022/23 for recording
of NEWS2 score, escalation time and
response time for unplanned critical care
admissions. The NEWS2 protocol is the
RCP and NHS-endorsed best practice

for spotting the signs of deterioration,
the importance of which has been
emphasised during the pandemic. This
measure would incentivise adherence to
evidence-based steps in the identification
and recording of deterioration, enabling
swifter response, which will reduce

the rate of cardiac arrest and the rate

of preventable deaths in England. As
many as 20,000 deaths in hospitals each
year could be preventable and this
CQUIN aims to reduce that figure by
4,000. Deterioration is linked to 90%

of NHS bed days. Reducing the need

f or higher levels of care will free up
capacity particularly in ICU by avoiding
admissions and reducing lengths of

stay, both of which are significant

factors in the NHS's recovery efforts.
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11. To improve mental health care for our
patients coming to our acute hospital

Background

Our mental health care model is to
ensure that people presenting at the
emergency department with mental
health needs have these needs met
more effectively through an improved,
integrated service. We also have the aim
of reducing future attendances. People
with mental health problems coming

to the Emergency Department in crisis
will be aware that timely treatment can
be difficult to deliver consistently and
with our effective quality improvement
programme we aim to make changes and
monitor the impact of our changes.

How we have
performed 2021/22

Leading on from the work of 2021,

the Mental Health Working Group

has continued its focus across the four
main workstreams but also as a driving
force behind the development of a

trust mental health strategy. Although
progress has been made in areas, in the
domain of performance we continue

to see increasing disparity between
mental health and physical health in the
metrics, with all Urgent and Emergency
Care metrics worsening due to multiple
factors (increasing volume, acuity and
overcrowding in particular). This has had a
disproportionate impact on mental health
presentations and consequently we continue
to see a widening of time to see clinician
time metric and now time to triage metric,
which previously had always been fairly
well maintained (please see charts below).

Average Time to Triage for Mental Health Patients Compared to Non Mental Health
Patients at GHNHSFT
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Average lime to Clinician for Mental Health Patients Compared to Non Mental Health
Patients at GHNHSFT
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There has been progress on a
number of areas in our Mental
Health improvement plan in our
emergency departments, including:

Physical estate and Signposting

» Completion of improvements made
to Mental Health Assessment room
including soft furnishings and
artwork developed and co-created
by experts by experience and staff

» Similar improvements to be made
to Cheltenham General Hospital
assessment space also

» A number of bids have been made
to charitable funds for further
more comfortable soft furnishings,
mobile phone chargers specific

Patient Flow and patient experience:
» Addressing long delays in

a number of ways:

D Review of risk assessment process

and standard operating procedures

D Co-streaming of patients by
members of the liaison psychiatry

Arrival Month

team directly within the emergency
department itself. Allows swift
and early identification of those
who need specialist mental health
input. Particularly beneficial

for vulnerable individuals who

may not be able to wait.

D Funding obtained for new role
— “Emergency mental Health
Practitioner” - The clinician will
be based entirely within the
emergency department and is a
mental health specific practitioner
whose only focus is to see and
assess patients with mental health
presentations. This new dedicated
role will result in improvement across
all unscheduled care metrics.

» Skill mix and staffing

D Ongoing local training initiatives
on shop floor for all clinicians

P Foundation doctor shadowing
Mental Health Liaison Team for
the day - just about to start

D Training offer from Gloucestershire
Mental Health Crisis Care Workforce
Development Group for multi-
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agency training (comprehensive
package — online and face to face)

D ldentified requirement for a training
needs analysis work which will
be subsumed under the mental
health strategy workstreams

Specialist services

» Drugs and alcohol:

> Ongoing work with the drugs
and alcohol teams to ensure
locally responsive service within
the emergency department.

D Particular focus on opiates with
the development of an emergency
department specific guideline
and the application for naloxone
rescue treatment to now be
included on the trust formulary.

» Eating disorders:

D Huge focus of work in this area
due to the rapid and huge
increase in this presentation

D Working group has been developed
including stakeholders from GHT, GHC
and Community eating disorders team

> Working at pace to launch regular
clinical multidisciplinary meeting,
develop resources and guidance and
systemwide work in place to consider
future service models and provision.

High Impact Users Service development

» High impact users — disproportionate
accumulation of health inequality, and
the majority of these patients involve
mental health issues and social isolation

» First Trust in the South West to
launch a new monthly MDT clinic —

coproduction of personal support
plans with patients and clinicians

D MDT includes: physical health
consultant, Pain consultant,
Safeguarding specialist,
social prescriber, drug and
alcohol practitioner and
Homeless specialist nurse

» Immediate benefits to patient experience
and outcomes including reduction
in attendance and admission

In addition to the improvement plan
progress, the Trust have been developing a
Mental Health Strategy. This work has been
co-produced with a cross section of people,
including those with lived experience,

staff and other key stakeholders.

A steering group was formed to enable
clinical and strategic leaders in this trust
and partner organisations to oversee
and shape the development of the
strategy, and a stakeholder reference
group was established to provide
objective and independent quality
assurance of our approach to embedding
stakeholder engagement throughout
the development of the strategy.

A series of five bespoke engagement events
were held between November 2021 and
January 2022 to engage a cross section of
stakeholders in developing the priorities
and content of the strategy. More than

60 individuals participated in the events

and shared their own experience and
perspectives on the priorities that we should
focus on to achieve the aims of this strategy.

Representatives from the steering group
and stakeholder reference group have
participated in a number of engagement
events held in the One Gloucestershire
Integrated Care System over the past 6
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months, to listen to and understand the
views and perspectives of a range of partner
organisations and community groups.

The draft strategy has been tested with a
small number of key reviewers and focus
groups to ensure we have sufficiently
considered views of specific groups and
taken into account all equality, diversity
and inclusion perspectives. Following
this engagement, there has been a move
away from a Mental Health specific
label, to a broader approach about
personalized and responsive care.

Plans for improvement 2022/23

This will continue as a Quality Account
Indicator for 2022/23, with work
continuing against the following areas:

» Within unscheduled care align mental
health specific standard operating
procedures for both trusts (GHC and
GHT) to ensure processes working best
for patients — current piece of work

» Operational priority to focus on
young person’s mental health

» Launch of unscheduled care
specific social prescriber

» Look to involve our partners within
voluntary and charitable sectors in
providing support to patients and staff
while in the Emergency Department
ie Samaritans and Peer Supporters

» Approval and implementation
of the new strategy:




47

12. To improve our care for patients with diabetes

Background

The Trust recognised that there were a
rising number of insulin related incidents
resulting in increased harm for our patients.
The indicator of medication errors (related
to insulin management) became a key focus
for improvement in 2020/21 as a result.

Insulin mismanagement causes harm

to patients by missing their medication

and not measuring their blood glucose

and ketone levels. These incidents result

in moderate harm to patients and incur
additional treatment costs, increased length
of stay and poor patient experience.

In 2020/21, investment in inpatient diabetes
specialist nursing correlated with an
increase in the number of medication error
incidents being reported. This demonstrates
the impact of ward education where staff
have a better understanding of insulin
medication errors occurring on the ward
and are therefore increasing the reporting
of incidents. By increased reporting the
Trust can understand the areas that

require intensive support and education
from the Diabetes inpatient team.

How we have
performed 2021/22

Following from the work in 2021 to
build the team, the Trust has invested
in our diabetic specialist nurse team
and have successfully recruited 2
Band 6 Posts, one of which was a
development post from a Band 5.

Initial funding from NHS England has now
been successfully converted to substantive
establishment which was our ambition

set out from the previous year. We still
have 2.55 WTE Band 6 to recruit to.

The Benefits realisation of making
the Diabetes inpatient service
more robust includes:

» Reduced length of stay
» Education of ward staff (both
Nursing and Medical)

D E-learning for diabetes, which although
not compulsory is encouraged to
be completed by such initiatives
such as Insulin Safety week, Hypo
awareness week, Diabetes awareness
week and World Diabetes Day.

» Reduced prescribing and
medication errors

» Emergency admission avoidance

» Retention of existing staff

» Career development opportunities

» Point of contact/advice for
urgent discharge reviews

» Ultimately a weekend morning
attendance on Wards
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The number of medication incidents A review of medication incidents in

reported each month can be seen in diabetes has highlighted contributory
the table below. Since the introduction factors and areas where improvements
of the remote monitoring and can be made, which will continue to be
additional inpatient nurse workforce a focus for improvement in 2022/23.

implementation the number of reported
incidents has continued to increase.

Medication Incidents by Date
(2021 - 2022)

Feb 2021 25
March 2021 25
April 2021 18
May 2021 28
June 2021 23
July 2021 13
August 2021 9

September 2021 19
October 2021 28
November 2021 17
December 2021 15
January 2022 15




Medication incidents in diabetes

l_)

Technology and
tools

PVC not working
correctly

Access to ketones
machine

Insulin stock on ward

No charging for
bm machine on
courtyard

Difficulty using
safety needles

Tasks

Workload (especially
in ED)

Acuity of patients/
mix

Time to get Dr
review

Rewriting drug
charts

Documentation
Placement in theatre
list

Insulin not sent
home

N

External
influences
Communication of
discharge with DNs

Information on TTO
to GP

Handover to GHC

I

A 4

(_l

J

N

Person

Diabetes knowledge
Language barrier
End of life care

Aggression /
compliance / capacity

Workload pressures
New diabetic

Dementia / poor
historian

r)

L,

A 4

1

Organisation
of work

Long stay in
discharge area

Handover between
wards

Challenge
of incorrect
prescriptions

Overcrowding in ED
Sharing culture

!

Physical
environment

Distance to get
equipment

Wanted /
Unwanted
outcomes

System performance
Dose omissions

Patient not offered
food or drink

BMs not monitored
Prescription erros

Incorrect use of
dextrose

Doses not signed for

Human
wellbeing:

DKA
Repeat DKA
Extended stay

Lack of advice to
paitent: lack of
understanding how
to manage
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In 2021/22, a CCG Funded Review was
commissioned across the whole service,
focusing on identifying and repatriating
type-2 patients who could be best managed
in the community. This collaboration is
ongoing and we are working towards
re-assigning approximately 600 patients
back to primary care, therefore freeing up
opportunity for the specialist team within
the acute Trust to focus on inpatients,
patients managed with pump-therapy,
transitional patients and the increasing
antenatal service. Traditionally services
such as Pump-therapy require 12 hours

of Diabetes Specialist Nurse Contact

time and safely commence treatment.
With new Libre devices, this requires

an hour-long face to face contact with
patients in a 1-1 appointment.

The repatriation of Patients to primary

care will free up valuable time to manage
patients on the GDM App. This allows us to
monitor Amber as well as Red measurement
patients via text commentary/dashboard,
reducing telephone calls and the need

for face-to-face appointments, as well

as enable greater focus on supporting

our inpatients and the improvement
programmes in our hospitals.

Plans for improvement 2022/23

This work will continue as a Quality Account
Indicator for 2022/23, as a Trust priority,
with a focus on continuing to grow and
develop the diabetes inpatient service and
the improvement programme to reduce the
number of medication incidents in diabetes.

» With a more robust staffing
structure, the team can target
another key area for improvement
- the antenatal diabetes service

> Reduction in pre-term births-
reduction in NICU admissions

D Reduction in women transitioning
to pharmacological treatment

> Significantly higher patient
satisfaction with care

> Significantly better compliance with
blood glucose monitoring increased

D Significant reduction in caesarean
sections unless clinically
appropriate for other reasons

> Enhanced education of those
women with Diabetes who are
considering pregnancy pro-actively



13. To improve our care of patients with dementia

Background

In June 2020, the Trust agreed to review our
2017 Dementia Strategy using the Trust's
Quality Strategy framework of Diagnose
Design Deliver to ensure a robust evaluation
with an in depth analysis of research and
data. This process helped to set out key
priorities for dementia and the development
of a Dementia Improvement Plan.

How we have
performed 2021/22

Over 2021/22 work has continued to
address the 3 priorities set out in the
Trust’s Dementia Improvement Plan (DIP):

» Improve the Trust’s performance
in national dementia quality
indicators and audit

During 2021 NHSE suspended the Dementia
Assess Refer (FAIR) quality indicator,
confirming its retirement in September
2021. However aspects of the indicator

are relevant to the DIP, such as delirium
screening and assessment and are

included in the Dementia Dashboard.

The RCP’s National Audit of Dementia
(NAD) is a biennial audit that was last
completed in 2018. The NAD team paused
the 21/22 Round 5 audit, instead testing
data collection and audit tools. Previous
NAD audits were challenging in terms

of the resources needed to collect the
data manually from patient records, and
separately for both hospitals. Business
Intelligence (BI) analysts have worked hard
to improve electronic data extraction for
the NAD audit, successfully reducing the
manual audit component and NAD have
agreed to accept a single submission.

Bl have further developed the Dementia
Dashboard so that it is accessible on Insight
and updated monthly. The Dementia
Dashboard underlines the significantly
poorer outcomes for 75+ with dementia

& delirium (as seen in the graph below),
experiencing more bed moves and longer
length of stay. It is also worth noting

that bed moves can lead to delirium,
further compounding the issues.
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» Develop a delirium pathway that
aligns to an ICS approach

The 2019 Get It Right First Time (GIRFT)
review recommended that the Trust
develop a delirium clinical pathway and
Mental Health Liaison Team’s (MHLT) have
produced both dementia and delirium
clinical pathways available on the intranet.
Work is continuing to include delirium
screening & assessment tools on the
Electronic Patient Record (EPR) system.

We have also worked with ICS partners
to raise the profile and impact of
unrecognised delirium by championing
the need for a system-wide approach
to delirium. GHT engaged in a delirium
awareness raising campaign and
contributed to a One Gloucestershire
Delirium guide for family/friends.

An effective partnership has been
established between Admiral Nurse

(AN), MHLT and Care of The Elderly to
reduce duplication of referrals, improve
consistent communication with wards and
families, quick assess to specialist advice.
This way of working led to a Dementia

& Delirium MDT proposal to could case
find patients with dementia and those
with delirium or at risk of delirium on
admission. The MDT would either allocate
& case-manage complex patients or direct
support to the ward. The additional
resources in the team would offer:

» AN cover at both sites

» Health Care Assistant (HCA)
support to ANs for both sites

» dedicated MHLT support

» Access to specialist support out
of hours and weekends.

The proposal needs a decision on whether/
how to progress but in the short term,
Dementia UK (Admiral Nurse) have secured
a non-recurring grant of £50K to fund

a second AN for 1 year and the Trust 3
months funding for the HCA posts.

» Develop a Trust Dementia Training
Pathway to improve workforce
awareness and skills

Trust dementia training was offered
by a number of practitioners so a
mapping process was undertaken

by setting up a Dementia Training
Community of Practice (CoP) with ICS
training partners. Outcomes include:

» improved record of training delivered

» training content is up to date/
consistent and includes signposting
to AN and carers organisations

» aligns with county Dementia Training
& Education Strategy (DTES)

» Included in Ward Managers and
Porters training requirements.

The Trust’s online dementia and
delirium training modules are now
revised and updated, with the dementia
modules reduced from two to one.

The AN continues to deliver face to face
training to support staff need and supports
teams/departments to address specific
issues. The AN also works closely with
community partners such as Community
Dementia Nurses, Complex Care @

Home Team and Dementia Advisors.



Plans for Improvement 2022/23

Work will continue in 2022/23 on the
dementia improvement plan, with a
particular focus on reducing multiple bed
moves for patients 75+ with dementia and/
or delirium. A pilot study of an approach
documenting RAG risk to the patient from
move was tested, providing additional
data on falls and delays to discharge.
Omicron has delayed next steps to date
but work will continue in 2022/23.

53



GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

14. Delivering the 10 standards for

seven day services (7DS)

Background

In 2015 NHS Improvement identified ten
clinical standards to be met by NHS Trusts,
with 4 priority standards. Trusts were
required, each year, to complete 7 Day
Service self-assessments to understand

if these standards were being met.

An audit of the ten clinical standards took
place in July 2019 and the audit evidenced
that two standards were not being met:

» Clinical Standard 2 -Time to
first consultant review

> All emergency admissions must
be seen and have a thorough
consultant assessment as soon as
possible but at the latest within 14
hours of admission to hospital

D Standard is met if compliance is 90%

» Clinical Standard 8 - Ongoing
patient review

D All patients with high dependency
needs should be seen and reviewed by
a consultant TWICE DAILY. Once a clear
pathway of care has been established,
patients should be reviewed by a
consultant at least ONCE EVERY 24
HOURS, seven days a week, unless it
has been determined that this would
not affect the patient’s care pathway.
Measured for first 5 days of admission

D Standard is met if compliance is 90%

The requirement to complete a further
self-assessment is now no longer
required by NHSI. However, as part of an
ongoing Trust commitment to improve
medical review performance as well as a

commitment to apply learning from the
Trust’s response to Covid, the Medical
Director commissioned a review to:

» Compare performance against the 2019
assessment, with specific reference to
Clinical Standard 2 and Clinical Standard 8

» Understand more fully how
medical reviews are being carried
out and learning from COVID

» Identify potential opportunities
to improve Trust performance.

How we have
performed 2021/22

This work has been led by the current
chief registrar (Dr Giovanna Sheiybani)
with support from Prof Mark Pietroni. The
last audit was from 2020 and the re-audit
for 2021 was unfortunately delayed due
to Covid. The focus of the re-audit was

on time to first consultant review within
medicine to keep the scope focused, and to
allow PDSA cycles to be tested here which
can be rolled out. The decision to admit
time to consultant review was measured.
The main conclusion is that we are still
falling below the national standard for
medicine (our current position is at 73% vs
national standard of 90%) and this varies
depending on weekdays vs weekends

and what time of the day the patient

was clerked (see graph below). This is not
directly comparable to the previous audit
as the time was measured from front
door rather than decision to admit.



Amount of time between deciding to admit and post take ward round

3%

The team involving the Chief Registrar,

a group of SHOs and input from acute
medical consultants, have completed
process mapping exercises as part of their
Ql work and developed a driver diagram.

. Within 14 hours
' More than 14 hours
. No timestamp

55



GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

From this work, one of the biggest
issues identified was not having a
proper take list or post-take list that has
patients in time order. The first PDSA
cycle coincided with the launch of the
electronic clerking and take list (both of
which the Chief Registrar has inputted
in due to the results of this QI work).

As part of this QI work, the following
measures have been identified:

» Outcome measure:

» Time from DTA to first consultant review
» Process measures:

» Time taken to clerk patients

» Time from clerking to first
consultant review

» Balancing measures:

» Time of seeing patients of NEWS >4

Once launched, these measures will

be tracked using SPC charts, and the
team are aiming for three PDSA cycles
focused on the take list and the process
of post taking patients. Reporting

will be supported by the EPR team.

Plans for improvement 2022/23

This work will continue in 2022/23, led

by the Chief Registrar, supported by the
Medical Director and our EPR teams. The
PDSA cycles will be evaluated, and reporting
developed, and work continuing on the
wider quality improvement programme.
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Part 2.2

Statements of assurance

from the board

The following section includes response

to a nationally defined set of statements
which will be common across all Quality

Reports. These statements serve to offer
assurance that our organisation is:

» performing to essential standards, such as

» securing Care Quality
Commission registration

» measuring our clinical processes and
performance, for example through
participation in national audits involved
in national projects and initiatives
aimed at improving quality such
as recruitment to clinical trials.

Health services

During 2021/22 Gloucestershire Hospitals
NHS Foundation Trust provided and/
or subcontracted 111 NHS Services.

Gloucestershire Hospitals NHS Foundation
Trust has reviewed all the data available
to them on the quality of care in 111

of these relevant health services.

Section 43(2A) of the NHS Act 2006 (as
amended by the Health and Social Care
Act 2012) requires that the income from
the provision of goods and services for
the purposes of the health service in
England must be greater than its income
from the provision of goods and services
for any other purposes. The Trust can
confirm compliance with this requirement
for the 2021/22 financial year.

Information on
participation in
clinical audit

From 1 April 2021 to 31 March 2022, 50
national clinical audits and 3 national
confidential enquiries covered relevant
health services provided by Gloucestershire
Hospitals NHS Foundation Trust.

During that period, Gloucestershire
Hospitals NHS Foundation Trust participated
in 96% national clinical audits and

100% national confidential enquiries
which it was eligible to participate in.
Participation was suspended or delayed
for some audits due to ongoing Covid
recovery, in line with national agreements.
Where national audits could not be
undertaken, for non-Covid reasons, then
local data was collected and reviewed.

The national clinical audits and national
confidential enquiries that were appropriate
to Gloucestershire Hospitals NHS Foundation
Trust during 2021/22 are as follows:
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Case Mix Programme (CMP)

Yes

Participated

Yes Ongoing

Chronic Kidney Disease registry

Yes

Yes Ongoing

British Spine Registry

Yes

Yes Ongoing

Elective Surgery (National PROMs
Programme)

Yes

Yes Ongoing

Emergency Medicine QIPS (RCEM):
Pain in Children (care in Emergency
Departments)

No

Yes Ongoing

Emergency Medicine QIPS (RCEM):
Severe sepsis and septic shock (care in
Emergency Departments

No

n/a Cancelled

Falls and Fragility Fractures Audit
programme (FFFAP): Fracture Liaison
Service Database

Yes

n/a n/a

Falls and Fragility Fractures Audit
programme (FFFAP) - National Audit of
Inpatient Falls

Yes

Yes Ongoing

Falls and Fragility Fractures Audit
programme (FFFAP) - National Hip
Fracture Database (NHFD)

Yes

Yes Ongoing

Inflammatory Bowel Disease (IBD)
Audit

Yes

No n/a

LeDeR - Learning Disabilities Mortality
Review

Yes

Yes Ongoing

Maternal, Newborn and Infant Review
Programme Clinical Outcome

Requested

Medical and Surgical Clinical Outcome
Review Programme (National
Confidential Enquiry into Patient
Outcome and Death)

Requested
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Participated

National Confidential Enquiry into
Patient Outcome and Death (NCEPOD)

— Transition from Child to Adult Yes Yes Ongoing
services

National Confidential Enquiry into

Patient Outcome and Death (NCEPOD) Yes Yes Ongoing

- Epilepsy

National Confidential Enquiry into
Patient Outcome and Death (NCEPOD) Yes Yes Ongoing
- Crohn’s Disease

National Asthma and COPD Audit
Programme (NACAP) - Adult asthma Yes Yes Ongoing
secondary care

National Asthma and COPD Audit
Programme (NACAP) - Paediatric Yes No Ongoing
asthma secondary care

National Asthma and COPD Audit
Programme (NACAP) - Chronic

Obstructive Pulmonary Disease (COPD) Yes Yes Ongoing
Secondary Care
National Audit of Breast Cancer in Yes Yes Ongoin
Older People (NABCOP) going
National Audit of Cardiovascular

. . No n/a n/a
Disease Prevention
National Audit of Care at the End of
Life (NACEL) Yes Yes Completed
National Audit of Dementia (NAD) Yes Yes Completed

National Audit of Seizures and
Epilepsies in Children and Young Requested
People (Epilepsy12)

National Bariatric Surgery Registry

(NBSR) Yes Yes Ongoing

National Cardiac Arrest Audit (NCAA) Yes Yes Ongoing
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National Cardiac Audit Programme
(NCAP) - National Audit of Cardiac
Rhythm Management

Yes

Participated

Yes

Status

Ongoing

National Cardiac Audit Programme
(NCAP) - National Audit of
Percutaneous Coronary Interventions
(PCl) (Coronary Angioplasty)

Yes

Yes

Ongoing

National Cardiac Audit Programme
(NCAP) - Myocardial Ischaemia
National Audit Project (MINAP)

Yes

Yes

Ongoing

National Cardiac Audit Programme
(NCAP) - National Heart Failure Audit

Requested

National Adult Diabetes Audit (NDA)
- National Diabetes Inpatient Audit
Harms (NaDIA-Harms)

Yes

Yes

Ongoing

National Adult Diabetes Audit (NDA) -
National Diabetes in Pregnancy Audit

Yes

Yes

Ongoing

National Adult Diabetes Audit (NDA) -
National Core Diabetes Audit

Yes

Yes

Ongoing

National Child Mortality Database

Yes

Yes

Ongoing

National Early Inflammatory Arthritis
Audit (NEIAA)

Yes

Yes

Ongoing

National Comparative Audit of Blood
Transfusion - 2021 Audit of Patient
Blood Management & NICE Guidelines

Yes

Yes

Completed

National Comparative Audit of
Blood Transfusion - 2021 Audit of
the perioperative management of
anaemia in children undergoing
elective surgery

No

n/a

n/a

National Emergency Laparotomy Audit

(NELA)

Yes

Yes

Ongoing
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National Gastro-intestinal Cancer

Participated

Programme - National Yes Yes Ongoing
Oesophago-gastric Cancer
National Gastro-intestinal Cancer
Programme - National Bowel Cancer Yes Yes Ongoing
Audit
National Joint Registry (NJR) Yes Yes Ongoing
National Lung Cancer Audit (NLCA) Yes Yes Ongoing
National Maternity and Perinatal Requested
Audit (NMPA) 9
National Neonatal Audit Programme
(NNAP) (Neonatal Intensive and Yes Yes Ongoing
Special Care)
National Paediatric Diabetes Audit Yes Yes Onaoin
(NPDA) going
National Perinatal Mortality Review

Requested
Tool
National Prostate Cancer Audit Yes Yes Ongoing
National Vascular Registry Yes Yes Ongoing
Out-of-Hospital Cardiac Arrest

. No n/a n/a

Outcomes Registry
Respiratory Audits - National
Outpatient Management of No n/a n/a
Pulmonary Embolism
Sentinel Stroke National Audit Yes Yes onaoin
programme (SSNAP) going
Serious Hazards of Transfusion (SHOT) Yes Yes Ongoing
Society for Acute Medicine Yes Yes Complere

Benchmarking Audit (SAMBA)
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Participated

Transurethral REsection and Single

instillation mitomycin C Evaluation in Yes Yes Ongoing
bladder Cancer Treatment

The Trauma Audit and Research Yes Yes Onaoin
Network (TARN) going
UK Cystic Fibrosis Registry Yes Yes Ongoing
Urology Audits - Cytoreductive Radical

Nephrectomy Audit No n/a il
Urology Audits - Management of the

Lower Ureter in Nephroureterectomy Yes Yes Complete
Audit (BAUS Lower NU Audit)

Ongoing - relates to continuous data collection, or data
collection where the deadline has not yet ended
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

Case Mix Programme
(CMP)

The CMP is an audit of patient outcomes from adult, general
critical care units covering England, Wales and Northern
Ireland. Currently 100% of adult, general critical care units
participate in the CMP.

The results from CMP are reviewed at individual M&M
meetings/ lessons shared. Specific COVID reports and rapid
mortality meetings continue.

The reports provide information on mortality rates, length
of stay, etc. and provide the Trust with an indication of our
performance in relation to other ICUs. Where trends are
identified, these allow us to make recommendations about
changes to practice. Standards are reviewed against those
proposed as quality indicators by the Intensive Care Society.

Standardised mortality rates in both units remain below 1
over the year. Despite the exceptional year in relation to
the continued pandemic, both units are performing above
national standards in areas assessed.

Separate COVID reports suggest both units are meeting
standards with similar admission demographics — with better
survival outcomes than national average. The Trust also
demonstrated the local model of running a RHC worked
exceptionally well in only admitting sicker patients to ICU.
This also resulted in better outcomes; with less elective
surgery cancellations, low numbers of capacity transfers.

Chronic Kidney
Disease registry

The UK Renal Registry (UKRR) collects and reports data
annually on approximately 70,000 kidney patients on renal
replacement therapy (RRT) in the UK.

The Trust continues to participate in the registry. Data is
submitted via the renal data system with a quarterly annual
validation and query resolution.

The 2021 report is due to be discussed summer 2022. Registry
data also feeds in to other audit / QI activity and is discussed
in other meetings, such as GIRFT, regional Kidney Quality
Improvement Partnership, renal regional network.

The audit publication is mainly reviewed as a quality
assurance exercise to ensure Trust compliance. Local audit
activity (alfacalcidol use and parathyroid hormone levels,
line infection rates, PD tube complications) is often driven by
registry report findings.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

British Spine Registry

The British Spine Registry (BSR) is a web-based database for
the collection of information about spinal surgery in the UK.
It was established with the aim to improve patient safety and
monitor the results of spinal surgery.

The Trust shares, discusses and reviews its BSR results at the
regional Southwest Spine Network quarterly. The Trust
results are in line with expectations.

Elective Surgery
(National PROMs
Programme)

Patient Reported Outcome Measures (PROMs) measure
health gain in patients undergoing hip replacement and knee
replacements. It provides an indication of the outcomes or
quality of care delivered to NHS patients. The results have
been good and are an ongoing reflection of consultants’
work, which are used as part of their appraisal.

Emergency Medicine
QIPS (RCEM) - Pain
in Children (care

in Emergency
Departments)

The purpose of this Royal College of Emergency Medicine
(RCEM) QIP is to improve patient care by reducing pain and
suffering. The RCEM will identify current performance in EDs
against nationally agreed clinical standards and show the
results in comparison with other departments. Data collection
continues until October 2022.

Falls and Fragility
Fractures Audit
programme (FFFAP)
- National Audit of
Inpatient

The National Audit of Inpatient Falls (NAIF) is a national
clinical audit and part of the Falls and Fragility Fracture
Audit Programme (FFFAP) managed by the Royal College of
Physicians. This audit measures compliance against national
standards of best practice in reducing the risk of falls within
acute care.

In this reporting period there has been an interim and final
report. These reports are reviewed at Quality Delivery Group
every 3 months. The falls annual plan has been updated to
include recommendations following report publication.

Falls and Fragility
Fractures Audit
programme (FFFAP) -
National Hip Fracture
Database (NHFD)

The National Hip Fracture Database (NHFD) was established

to measure quality of care for hip fracture patients, and has
developed into a clinical governance and quality improvement
platform.

The Trust completes online viewing as soon as the report is
released (Dec 2021). Improvement work continued around
consolidation and embedding of previous years’ actions,
together with looking at additional theatre availability. This
year saw the continued additional need to manage COVID and
try to ensure minimal disruption to hip fracture care.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

LeDeR - Learning
Disabilities Mortality
Review

The Trust submit data annually to the NHSI Learning Disability
and Autism Benchmarking Audit.

A patient survey is also sent out to every patient with a
learning disability who has used Trust services during the year
being audited, and it is a requirement to ask staff to complete
a parallel survey. For the 2020/2021 survey, QR code posters
were put up around the whole Trust to capture staff from all
areas of work.

Following previous patient survey feedback, Best Interests

leaflets are now used and are likely to be used countywide
by other providers, as the quality has been appreciated by

everyone. Changing Places toilets were opened during the
last year, offering the same level of privacy and dignity for
severely disabled visitors to our hospitals as those without

disabilities can expect.

The NHSEI Benchmarking audit results were taken to the LD
Steering Group and then reviewed at Safeguarding Strategy
Group and thence to Quality and Performance Committee.
An improvement plan was written based on the deficits
and monitored by this same governance structure. The Trust
was not a national outlier, but as the Trust is not exclusively
a Learning Disabilities healthcare facility, it should not be
expected to be in the top centile.

Data for the 2020/2021 survey was submitted on time and is
being analysed, but it has been identified that the Complaints
and Adverse Incidents data needs to be disaggregated, so a
change request has been put in for Datix and Datix Cloud.

Maternal, Newborn
and Infant Review
Programme Clinical
Outcome

National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)

The reports for this year’s studies have not yet been published.
Previous years’ reports for the Pulmonary Embolism Study

and the Time Matters, Out of Hospital Arrest Study were
disseminated and reviewed at the appropriate team meetings.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Asthma
and COPD Audit
Programme (NACAP)
- Adult asthma
secondary care

NACAP aims to improve the quality of care, services and
clinical outcomes for patients with asthma and COPD. NACAP
includes strong collaboration with asthma and COPD patients,
as well as healthcare professionals, and aspires to set out a
vision for a service which puts patient needs first. The adult
asthma clinical audit is a component of the National Asthma
and COPD Audit Programme (NACAP)

There have been a number of periods where the Trust’s work
on the asthma part of the audit has had to be paused because
of COVID, winter pressures and lack of resource and time to
enter cases. This has reduced the number of cases entered.

The intention is to start up data entry again now things are
settling down. This may be impacted by limited resources
including staff sickness.

National Asthma
and COPD Audit
Programme (NACAP)
- Paediatric asthma
secondary care

The children and young people (CYP) asthma audit is
a component of the National Asthma and COPD Audit
Programme (NACAP).

The Trust did not have capacity to participate in the audit
until this year.

In terms of Quality Improvement, the Trust now has a local
Paediatric Asthma Lead. Time has been spent working with
the CCG on the CYP Asthma care Bundle. Bristol Children’s
Hospital are in the process of developing a regional Asthma
network.

National Asthma
and COPD Audit
Programme (NACAP)
- Chronic Obstructive
Pulmonary Disease
(COPD) Secondary
Care

NACAP is a programme of work that aims to improve the
quality of care, services and clinical outcomes for patients.
NACAP includes strong collaboration with asthma and COPD
patients as well as healthcare professionals, and aspires to set
out a vision for a service which puts patient needs first.

In relation to COPD, the Trust has made improvements in

our discharge bundle completion, which now sits above the
regional and national average. The workforce has undergone
a lot of change and the IT infrastructure still limits our ability
to identify patients, but improvements are continually being
made.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Audit of
Breast Cancer in Older
People (NABCOP)

NABCOP is a national clinical audit run by the Association of
Breast Surgery (ABS) and the Clinical Effectiveness Unit (CEU)
of the Royal College of Surgeons of England (RCS).

The aim of NABCOP is to support NHS providers to improve
the quality of hospital care for older patients with breast
cancer by publishing information about the care provided by
all NHS hospitals that deliver breast cancer care in England
and Wales, and looking at the care received by patients with
breast cancer and their outcomes.

The NABCOP audit pulls the anonymised data it requires
automatically. The Trust reviews cases and reports at specialist
departmental meetings. The NABCOP Patient information
sheet for >70s is now used within clinics.

National Audit of
Care at the End of Life
(NACEL)

The Trust participated in round 3 NACEL 2021 and is currently
awaiting the publication of the report. NACEL is designed to
measure the experience of care at the end of life for dying
people and those important to them, and to provide audit
outputs which enable stakeholders to identify areas for
service improvement.

National Audit of
Dementia (NAD)

The National Audit of Dementia (NAD) measures performance
of general hospitals against standards relating to care
delivery which are known to impact people with dementia
while in hospital.

NAD introduced a pilot audit of electronic data collection in
which the Trust participated. Not all data was captured due
to the electronic data collection, so NAD and the Trust are
looking at different ways to capture data.

Although NAD did not release a report last year, the following
initiatives have been set up in the trust:

1: Purple protects in ED (an initiative set up to help identify
people with cognitive impairments and thus to use purple
items as a way of keeping them safe)

2: All about Me boards - on CoTE wards - a quick and easy way
to communicate needs of people with dementia (this is due to
be rolled out to other medical wards)

3: Ql work on environmental changes that can be made to
keep our hospitals safe - dementia friendly wards / spaces

4: Dementia and Delirium e-learning packages for staff have
been reviewed and updated

5: Work is ongoing to try to reduce ward moves for people
with dementia
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Audit

of Seizures and
Epilepsies in Children
and Young People
(Epilepsy12)

National Bariatric
Surgery Registry
(NBSR)

The National Bariatric Surgery Register is a comprehensive,
prospective, nationwide analysis of outcomes from bariatric
surgery in the United Kingdom and Ireland. It contains pooled
national outcome data for bariatric and metabolic surgery in
the United Kingdom.

All cases performed in Gloucester are submitted to NBSR.
These are then reported on the NBSR Website. The results
are presented at the SQAG (Surgical Quality Assurance Group)
Meeting and at the Upper Gl Surgical Governance Meeting.

National Cardiac
Arrest Audit (NCAA)

The National Cardiac Arrest Audit (NCAA) is the national
clinical audit of in-hospital cardiac arrests in the UK and
Ireland.

The aims of the audit are to: improve patient outcomes;
decrease incidence of avoidable cardiac arrests; decrease
incidence of inappropriate resuscitation; and promote

adoption and compliance with evidence-based practice.

All reports are reviewed as a department as well as within the
Deteriorating Patient & Resuscitation Committee quarterly.

The reports have also been made available on the
Deteriorating Patient & Resuscitation Committee drive so that
they can be accessed and be reviewed by appropriate clinicians
who require access.

The Trust also publishes the results quarterly in a newsletter
that is made accessible on the Intranet as well as staff notice
boards, and shared with department heads for dissemination.
The Trust continues to share the results at Induction sessions.
Any inappropriate CPR attempts are highlighted and reviewed,
and if appropriate, simulated to help focus teaching and
lessons learned. The Trust is in the process of using data to
further investigate situations prior to the event by working
closely with the Acute Care Response Team.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Cardiac Audit
Programme (NCAP)

- National Audit

of Cardiac Rhythm
Management

The NACRM report details activity in cardiac rhythm
management (CRM) device and ablation procedures for
England and Wales and, where possible, Scotland and
Northern Ireland in 2019/20.

The Trust continues to participate in the NICOR programme.

The report is seen by Specialists, Clinical Leads and all
members of the pacing sub- speciality. It is discussed weekly at
the Gloucestershire Arrhythmia Group (GAG) meeting.

The NICOR data has a focus on numbers and the completeness
of the data. It is acknowledged that the numbers for the
centre are low.

A local complications audit is also carried out and presented
at the GAG alongside the countywide audit.

National Cardiac
Audit Programme
(NCAP) - National
Audit of Percutaneous
Coronary
Interventions

(PCI) (Coronary
Angioplasty)

The data is used centrally to produce an annual NCAP
report and also presented at the annual meeting of the
representative specialist body, the British Cardiovascular
Intervention Society.

A local audit is produced on an annual basis also, presented at
one of the departmental audit meetings.

The Trust is an outlier in that we do not provide a 24/7 PPCI
service as recommended by BCIS and, more recently, GIRFT.
The principal reasons for this are shortages in certain staff
groups (radiographers) that we share with other specialities
and also inability to manage our speciality bed base.

National Cardiac Audit
Programme (NCAP) -
Myocardial Ischaemia
National Audit Project
(MINAP)

The Myocardial Ischaemia National Audit Project (MINAP) was
established in 1999 to examine the quality of management of
heart attacks (myocardial infarction) in hospitals in England
and Wales. The Trust continues to enter all patients who are
admitted with Acute coronary syndromes onto both our sites
(GRH & CGH) using NICORs web portal.

The current data and report will be reviewed at the Cardiology
Audit meeting at the end of Q1 2022. The reports will be used
to inform Quality improvements. The Trust continues to work
on improving its data completeness and timeliness of entering
the information.




71

Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Cardiac Audit
Programme (NCAP) -
National Heart Failure
Audit

The National Heart Failure Audit is part of the National
Cardiac Audit Programme (NCAP), the audit aims to
improve the quality and outcomes of care for patients with
unscheduled admission to hospital with heart failure. It
captures data on clinical indicators which have a proven link
to improved outcomes and encourages the increased use of
clinically recommended diagnostic tools, disease-modifying
treatments and referral pathways.

The report was reviewed at the Cardiology audit meeting
in December 2021, with a presentation on the report and
the current year’s progress. The Trust is compliant with the
required data entry and in addition to the annual report
review, a quarterly analysis is performed.

National Adult
Diabetes Audit (NDA)
- National Diabetes
Inpatient Audit Harms
(NaDIA-Harms)

The National Diabetes Inpatient Audit (NaDIA) —Harms is
designed to help reduce serious inpatient harms identified by
the NaDIA snapshot audits. This helps to enable NHS trusts to
identify and analyse local occurrences of these key inpatient
harms, supporting local quality improvement (Ql) work.

The Trust has continued to participate in the NaDIA alongside
the core National Diabetes Audit. A seminar has recently
taken place as a collaborative approach to review the most
recent publications with a view to looking at improved ways
of reviewing key life-threatening diabetes specific inpatient
events (harms) and understanding why they have occurred.
Across the Trust there have been updates to the inpatient
prescription charts and updated protocols for managing
hyperglycaemia on the wards. Other initiatives have included
development of an e-learning package and enteral feeding
charts being trialled, applicable to the surgical wards.

National Adult
Diabetes Audit (NDA)
- National Diabetes in
Pregnancy Audit

The National Pregnancy in Diabetes (NPID) Audit measures the
quality of antenatal care and pregnancy outcomes for women
with pre-gestational diabetes. The report aims to support
local, regional and national quality improvement in relation to
diabetes in pregnancy.

Data has been submitted for all T1/T2DM pregnancies
managed in the Trust. Data is published nationally and usually
reviewed at annual Diabetes in Pregnancy conference.

There is an ongoing focus on diabetes care in pregnancy in
the department. Because of evidence of poor pre-conception
care nationally for the audit, the Trust has provided training
to primary care and now has a pre-conception case load
managed by our specialist team.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Adult
Diabetes Audit
(NDA) - National Core
Diabetes Audit

The National Diabetes Audit (NDA) provides a comprehensive
view of diabetes care in England and Wales. It measures the
effectiveness of diabetes healthcare against NICE Clinical
Guidelines and NICE Quality Standards. The Type 1 Diabetes
report details the findings and recommendations relating

to diabetes care process completion, treatment target
achievement and structured education for people with Type 1
diabetes.

The Trust participates in the NDA and reviews
recommendations that are applicable, alongside the National
Diabetes Inpatient Audit Harms (NaDIA-Harms) audit.

National Child
Mortality Database

National Early
Inflammatory Arthritis
Audit (NEIAA)

The National Early Inflammatory Arthritis Audit (NEIAA)

is looking in detail at what happens to patients over 16

years of age in England and Wales with suspected early
inflammatory arthritis (EIA) when they are referred to a
rheumatology service. Timelines to referral and being seen in
a specialist service are collected for all patients with suspected
inflammatory arthritis; more detailed information is collected
over a 12-month period for all patients with a confirmed
rheumatoid arthritis (RA) pattern of inflammatory arthritis.

The Trust has continued to participate in this audit for the
2021/22 period.

National Comparative
Audit of Blood
Transfusion - 2021
Audit of Patient Blood
Management & NICE
Guidelines

The 2021 Audit of Patient Blood Management (PBM) & NICE
Guidelines audit is part of the National Comparative Audit

of Blood Transfusion (NCABT) programme. It provides the
opportunity to: evaluate local evidence of compliance with the
four quality statements in the NICE Quality Standard for Blood
Transfusion, to provide data to hospital teams to allow their
understanding of what steps they can take to implement PBM,
to measure their effectiveness in improving patient care, and
to allow the transfusion community to benchmark the progress
of PBM and its effect on improving patient outcomes. The
report was reviewed and identified good practice regarding
clinical review and potential improvement opportunities
relating to documentation of blood transfusion consent. A
new transfusion care record was introduced in December 2021
and this should significantly improve consent documentation.
The Trust also plans to repeat the PBM audit against the NICE
standards locally on an annual basis.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Emergency
Laparotomy Audit
(NELA)

Data continues to be uploaded to the NELA website, with
quarterly joint surgical and anaesthetic NELA meetings
to review results. Improvement projects and data reviews
looking at pre-op sepsis, post-op delirium and the
introduction of ‘dignity boxes’ with the aim of keeping
glasses, hearing aid etc. with the patient ongoing.

National Gastro-
intestinal Cancer
Programme - National
Oesophago-gastric
Cancer

The Trust submits data for the NOGCA. The reports are
reviewed at the appropriate specialty and governance
meetings when they are published.

National Gastro-
intestinal Cancer
Programme - National
Bowel Cancer Audit

The Trust continues to submit data to NBOCA to assess the
quality of care and outcomes of patients diagnosed with
bowel cancer in England and Wales.

NBOCA highlighted GHNHSFT as a potential negative outlier
for 18-month stoma rate after major resection. Following

a local review of cases submitted, it was found that due to
various factors, a proportion of cases should not have been
included within the results. Reducing the impact of any
patients waiting longer than necessary for stoma closure is an
area of focus in improving our overall colorectal cancer care

National Joint Registry
(NJR)

The National Joint Registry (NJR) collects information on hip,
knee, ankle, elbow and shoulder joint replacement surgery.

The results of the NJR are shared with the Medical Director
and Chief Executive, and are discussed at hip and knee MDT
meetings amongst all hip and knee surgeons. Individual
reports are used as part of the appraisal process.

New implants have been introduced to improve periprosthetic
fracture rate. This year’s National report has not yet been
released but will be discussed alongside the Trust Annual
report when published.

National Lung Cancer
Audit (NLCA)

The National Lung Cancer Audit (NLCA) is commissioned by the
Healthcare Quality Improvement Partnership (HQIP) and works
with a number of specialists to collect hospital and healthcare
information and report on how well people with lung cancer
are being diagnosed and treated in hospitals across England,
Wales, (and more recently) Jersey and Guernsey.

The outcomes are reviewed at the Lung AGM and appropriate
specialty and governance meetings. Quality improvement
projects to improve our service and pathways are ongoing.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Maternity
and Perinatal Audit
(NMPA)

National Neonatal
Audit Programme
(NNAP) (Neonatal
Intensive and Special
Care

The NNAP assesses whether babies admitted to neonatal units
in England, Scotland and Wales receive consistent high quality
care, and identify areas for quality improvement.

The Trust reviews the report during the year, with quarterly
reviews of data, so it can be seen where improvement is
needed. Posters are provided for dissemination of results to
staff and parents.

Usually, the Trust is above National levels in most of the key
areas. Where the Trust falls below, the causes are looked into,
and Quality Improvement Initiatives are set up to help — for
example, with admission temperatures.

It should be considered, that the data in the NNAP report is
not always in alignment with what it is felt that the Trust has
submitted.

The Trust has been positive outliers in some areas and
negative in others. The pandemic contributed to this,
especially with 2yr follow-up data, as so many face-to-face
clinics were cancelled.

National Paediatric
Diabetes Audit (NPDA)

The NPDA is delivered by the Royal College of Paediatrics and

Child Health (RCPCH). Data is submitted by Paediatric Diabetes
Units (PDUs) in England and Wales about the care received by

children and young people with diabetes using their service.

The annual report published this year (data April 2019 - March
2020) showed GHNHSFT to have results within the national
average for responses, whilst HbA1c, BMI, thyroid testing,
blood pressure and eye screening are above National average
for England/Wales (nearly 100%).

The result for foot exam screening of 84.3% is consistent with
the national average and has been found to relate mostly to
DNA/recording.

National Perinatal
Mortality Review Tool
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

National Prostate
Cancer Audit

The National Prostate Cancer Audit (NPCA) is a national
clinical audit assessing the process and outcome measures
from all aspects of the care pathway for men newly diagnosed
with prostate cancer in England and Wales. The findings help
to define new standards and help NHS hospitals to improve
the care they provide to patients with prostate cancer.

The Trust submits data for NPCA and reviews the reports at
the appropriate specialty and governance meetings when
they are released. There is a clear improvement between the
2020 and 2021 data for the Trust. The improvements and
developments made in service delivery has moved the Trust
from an outlier to comparable and potentially better than the
national average.

National Vascular
Registry

The NVR data entry system is a secure online database where
vascular specialists working in NHS hospitals in the UK can
enter their data for vascular procedures they carry out. 100%
of data is extracted from the NVR database. The reports are
reviewed at the specialty meetings and there are no reported
actions.

Sentinel Stroke
National Audit
programme (SSNAP)

The Sentinel Stroke National Audit Programme (SSNAP) is a
major national healthcare quality improvement programme that
measures the quality and organisation of stroke care in the NHS
and is the single source of stroke data in England, Wales, and
Northern Ireland.

SSNAP measures both the processes of care (clinical audit)
provided to stroke patients, as well as the structure of stroke
services (organisational audit) against evidence-based standards,
including the 2016 National Clinical Guideline for Stroke. The
overall aim of SSNAP is to provide timely information to clinicians,
commissioners, patients, and the public on how well stroke care is
being delivered so it can be used as a tool to improve the quality
of care that is provided to patients.

The report is reviewed in Stroke Monthly business meetings.

The Trust is able to access the SSNAP data directly and it is used to

provide regular data for a number of purposes and is reviewed on
a reqgular basis by ED, radiology, stroke nurses, consultants and the
wider stroke team. It helps inform potential quality improvements
within the stroke service.

With a system of Score A (best) to E (worst), the Trust scored B for
the first 3 quarters, and D in the last, challenged by bed pressures
and difficulties due to accessing stroke beds and Covid issues.

The Trust has redesigned the stroke service and moved HASU to
CGH from 1st February, so is intending to see improvements.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

Serious Hazards of
Transfusion (SHOT)

SHOT collects and analyses anonymised information on
adverse events and reactions in blood transfusion from all
healthcare organisations that are involved in the transfusion
of blood and blood components in the UK. Where risks and
problems are identified, SHOT produces recommendations to
improve patient safety. The recommendations are put into its
annual report which is reviewed by the Trust. A gap analysis
is ongoing with particular focus on identifying potential
improvements to ensure transfusion delays are avoided.

Society for

Acute Medicine
Benchmarking Audit
(SAMBA)

The Society for Acute Medicine Benchmarking Audit (SAMBA)
2021 provides a snapshot of the care provided for acutely
unwell medical patients in the UK over a 24-hour period

on Thursday 17th June 2021. This report is written for the
benefit of all those involved in acute medical care, including
healthcare professionals, healthcare commissioners, all UK
governments and, most importantly, patients and public.
This was the first clinical data collection for SAMBA since

the start of the Covid-19 pandemic. Since the last round of
SAMBA in January 2020, acute medicine services have worked
through periods of intense pressure, rapidly adapting to
changes in service pressures, clinical need, and measures for
patient safety that have often required widespread physical
reconfiguration of services.

The Trust was a participant in the 2021 audit.

Transurethral
REsection and Single
instillation mitomycin
C Evaluation in
bladder Cancer
Treatment (RESECT)

RESECT aims to conduct a retrospective and prospective,
multicentre, international study of urological practice of the
management of non-muscle-invasive bladder cancer (NMIBC).
The primary objective is to determine if audit and feedback
can improve the quality of TURBT surgery and reduce early
recurrence rates.

The Trust is participating but no report has been published
as yet.

The Trauma Audit and
Research Network
(TARN)

TARN was developed by the Trauma Audit & Research
Network to help patients who have been injured. The Trust
has continued to ensure 100% submission rates with cases
submitted within the 40 day dispatched deadline.

TARN reports are reviewed every two months within the Major
Trauma meeting. In response to the report data, rehab co-
ordinators have been introduced to ensure compliance with
rehab prescription measures.
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Audit title

Details of the audit, and where the report was reviewed,

and what actions were taken as a result of audit/use of the
database?

UK Cystic Fibrosis
Registry

The UK Cystic Fibrosis Registry is a secure centralised database,
sponsored and managed by the Cystic Fibrosis Trust. It records
health data on consenting people with cystic fibrosis (CF) in
England, Wales, Scotland and Northern Ireland.

The CF Registry provides data used by the Trust to compare as
a site against either Bristol or nationally. Bristol is in line with
most data sets published in the summary for example BMI,
mean FeV1, IV courses. The Trust completed data submission
for 2021 with a total of 37 patients.

The report from the previous year is published in early
summer and is usually shared at the AGM in July. It is also
disseminated by the CF Registry team to data managers/
centre/site leads.

The Trust is significantly above average for use of mucolytic
nebulisers, due to having very proactive doctors and

physio team. The Trust is lower than average in chronic
pseudomonas infection. A main goal at present is the rollout
of CFTR modifiers.

Urology Audits -
Management of

the Lower Ureter in
Nephroureterectomy
Audit (BAUS Lower
NU Audit)

Management of the lower end of ureter in
nephroureterectomy varies widely because there is no clear
evidence as to which procedure offers the best cancer control.

The aims of this audit are: to determine which surgical
technique offers the best cancer control in terms of survival
and recurrence; to capture patient profiles at entry; to
determine whether the different procedures are performed
without significant morbidity; and to establish the recurrence
and survival rates of patients who underwent procedures
between 1 January 2017 and 31 December 2019.

The Trust participated in this audit and currently awaits the
report. The local data was presented and reviewed at the
Urology QI meeting January 2022.
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Local clinical audits

The reports of 120 local clinical audits
were registered in 2021/22 and these
are reviewed and actioned locally.

This includes 13 ‘Silver’ quality improvement
projects which graduated through the
Gloucestershire Safety and Quality
Improvement Academy (GSQIA) during
2021/22 (graduation events were put

on hold for most of the year due to

clinical priorities relating to Covid).

Some examples of actions associated
with audits and completed QI
projects are as follows:
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Audit title

Where was the report reviewed and what actions were taken

as a result of audit/use of the database?

Improving Postnatal
Bladder Care

Bladder care is an important aspect of management in the
postpartum period. Postpartum voiding dysfunction occurs in
a significant number of women, which can potentially cause
permanent damage to the detrusor muscle and long-term
complications when left undetected or untreated.

Previously once midwives were qualified, they had very little

to no training on postnatal bladder care. The Urogynaecology
Department would frequently be asked for advice and
guidance and the postnatal bladder care pathway could

be hard for midwives to interpret without any guidance or
training. A QIP was introduced to ensure that all midwives have
bladder care training as part of their mandatory training. The
changes have made a benefit in improving documentation of
postnatal bladder care and confidence of midwives treating
these ladies postnatally.

In order to ensure this improvement is sustained, there will
be continuation of Postnatal Bladder Care to Midwives on
mandatory training and a review of midwives’ confidence
and knowledge scores. It is also planned that Bladder Care
“Champion” midwives will be present on wards to offer
additional support and to be trained further in teaching of
intermittent self-catheterisation (ISC).

Traction Removal

of PEG tubes in
Outpatients for Head &
Neck Cancer Patients

Following treatment for head & neck cancer, patients are keen
to have their PEG tubes removed as soon as possible when
they are no longer required. As this is classed as a non-urgent
procedure by Endoscopy, they often have to wait a long time,
which can cause psychological distress and potential physical
complications.

The Head & Neck Dietitian and CNS looked at ways of being
able to offer this service in an ENT outpatient setting. New ways
of working needed to be introduced, such as sourcing a suitable
clinic room, establishing clinic codes and getting clinic built on
Trakcare.

A competency needed to be developed as none existed in the
Trust (or nationally that could be sourced).

Once competency had been approved, CNS commenced training
by Gastroenterologists. A patient feedback questionnaire was
developed and implemented, showing patients’ satisfaction
with the new service and reduced waiting times

There was an 81.5 % reduction in average waiting time for PEG
removal by the end of 6 months with a range of 8 - 29 day wait,
once the backlog of patients waiting for removal was cleared.

There was a 100% Satisfaction with the PEG removal procedure
by CNS. This QIP resulted in an improved patient quality of life
and satisfaction in waiting times as well as offering cost savings.
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Participation in
clinical research

The number of patients receiving relevant
health services provided by Gloucestershire
Hospitals NHS Foundation Trust in 2021/22
that were recruited during that period

to participate in research approved by a
research ethics committee was 3347.

Commissioning for Quality
and Innovation (CQUINS)

Due to the pandemic, in 2021/22, there
was a block payments approach for
arrangements between NHS commissioners
and NHS providers in England which

was deemed to include CQUINS.



Care Quality
Commiission (CQCQC)

Gloucestershire Hospitals NHS

Foundation Trust is required to register
with the Care Quality Commission

and its current registration status is
“Good". Gloucestershire Hospitals NHS
Foundation Trust has no conditions on
registration. The Care Quality Commission
has not taken enforcement action

against Gloucestershire Hospitals NHS
Foundation Trust during 2021/22

The CQC carried out a pilot system
inspection focussed on Urgent and
Emergency Care and Medical care
services between 8 and 10 December
2021. The inspection report was
published on 3 March 2022.

Secondary uses
services data

Gloucestershire Hospitals NHS Foundation
Trust submitted records during 2021/22

to NHS Digital for Commissioning

Data Sets (CDS) for inclusion in the
Hospital Episode Statistics which are
included in the latest published data.

The percentage of records in the
published data: which included the
patient’s valid NHS number was:

» 99.9% for admitted patient care
(national average: 99.7%) for the
report period APR 2021 to MAR 2022

» 100% for outpatient care (national
average: 99.8%) for the report
period APR 2021 to MAR 2022

» 99.5% for accident and emergency
care (national average: 98.2%) for the
report period APR 2021 to MAR 2022.
Please note we are missing part of this
financial years data which is currently
being investigated by NHS digital.

The percentage of published
data which included the patient’s
valid GP practice code was:

» 100% for admitted patient care
(national average: 99.7%) for the
report period APR 2021 to MAR 2022

» 100% for outpatient care (national
average: 99.6%) for the report
period APR 2021 to MAR 2022

» 100% for accident and emergency
care (national average: 99.2%) for the
report period APR 2021 to MAR 2022.
Please note we are missing part of this
financial years data which is currently
being investigated by NHS digital.
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Information Governance
Incidents

Information governance incidents are
reviewed and investigated throughout

the year and reported internally through
the governance reporting structure. any
incidents which meet the criteria set out

in NHS Digital Guidance on notification,
based on the legal requirements of the
General Data Protection Regulation

(GDPR) and guidance from the Information
Commissioner’s Office (ICO), are reported to
the ICO through the DSP Toolkit where they
may also be monitored by NHS England.

Six incidents have been reported to
the ICO during the 2021/22 reporting
period. This compares to ten
reported in the previous period.
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Summary of incidents reported to the Information Commissioner

Month

Incident
Reported

Nature of Incident

Number
Affected

How Patients
informed

May Patient discharge information given 1 Patient contacted by
2021 to wrong patient upon discharge. the clinical team
Lessons learnt: Human error. Staff
reminded to double check discharge
summary and TTO before sending /
giving it to patient.
July 2021 Member of staff accessed health 2 Written
records of a relative when there was communication
no legitimate work related reason following patient
to do so. raising concerns
Lessons learnt: Managed through
human resources process. Staff
reminded of their responsibilities
and code of confidentiality
October Printout from one patient's medical 2 Patient who wrongly
2021 records were accidentally included received information
with printout from a second telephoned the
patient's records and filed in the Patient whose
patient’s hand held record. Printout records she
contained medical history and had. Staff also
obstetric history of each patient. phoned once they
were aware and
Lessons learnt: Reminder to the apologised.
Community Midwives to check
that when they generate multiple
printouts they ensure they are
separated before putting with
patient proformas for filing.
January Employee left work and personal 24 All patients affected
2022 bags in car after shift. Car was stolen received written or

from outside employee's home.

Contents containing patient
identifiable information included
pregnancy cards, booking forms,
antenatal notes.

Lessons learnt: Update sent out to all
staff re confidential information not
to be left in cars and paperwork to be
transported in confidential carry bags.

verbal apology.
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Month
Incident
Reported

Nature of Incident

Number
Affected

How Patients
informed

February Member of staff (A) left shift early 1 Investigations
2022 with health issues. Colleague looked ongoing as part of

at the staff member's records on HR process

the Trust's Patient Administration

System with a view to verifying or

checking whether there was any

record relating to the issue.

Lessons learnt — Investigations

ongoing as part of HR process
February A member of staff has accessed 1 Patient instigated.
2022 health records of former partner Investigations

without apparent authority

Lessons learnt — Investigations
ongoing as part of HR process

ongoing as part of
HR process.




Summary of confidentiality
incidents internally
reported 2021/22

All of these incidents have been now been
closed by the ICO with the ICO expressing
satisfaction with the steps taken by the
Trust to mitigate the effects and minimise
the risk of recurrence, and requiring no
further action, unless new matters came
to light. With respect to the number of
incidents of inappropriate access by staff
there will be a further communications
exercise to remind staff of the requirements
of the Code of Confidentiality.

A large number of the 259 near miss reported

incidents (185) relate to lost SmartCards which
are disabled when reported as missing.

Reportable breaches

(detailed above) 06
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Number of confirmed Non-reportable breaches 161
Number of no breach / Near miss incidents. 259
Total number of confidentiality incidents internally reported 436

The effectiveness and capacity of these
systems has been routinely monitored

by our Trust's Information Governance

and Health Records Committee and will
continue to be monitored by the Digital
Care Delivery Group under new governance
arrangements. A performance Summary is
presented to our and Finance and Digital
Committee and/or Trust Board annually.
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Data Quality: relevance
of data quality and action
to improve data quality

Good quality information underpins

the effective delivery of safe and

effective patient care. Reliable data

of high quality informs service design

and improvement efforts. High quality
information enables safe, effective patient
care delivered to a high standard.

High quality information is:
1. Complete

2. Accurate

3. Relevant

4. Up to date (timely)

5. Free from duplication (for example,
where two or more different records
exist for the same patient).

Gloucestershire Hospitals
NHS Foundation Trust will be
taking the following actions
to improve data quality

» Identification, review and resolution of
potential duplication of patient records

» Monitoring of day case activity
and regular attenders

» Gathering of user feedback

» All existing reports have been
reviewed and revised

» Routine DQ reports are automated
and are routinely available to all
staff on the Trust intranet via the
Business Intelligence portal ‘Insight’

» The Trust continues to work with
an external partner to advise the
Trust on optimising the recording
of clinical information and the
capture of clinical coding data.

» Gloucestershire Hospitals NHS Foundation
Trust regularly send data submissions
to SUS and via these submissions we
receive DQ reports back from SUS.
Based on SUS DQ reports we action
all red and amber items highlighted
in report to improve Data Quality.

» In data published for the period April
2019 to March 2020, the percentage
of records which included a valid
patient NHS number was:

> 99.8% for admitted patient care
(national average: 99.4%)

> 100% for outpatient care
(national average: 99.7%)

> 99.1% for accident and emergency
care (national average: 97.7%)

» The percentage of published
data which included the patient’s
valid GP practice code was:

> 99.9% for admitted patient care
(national average: 99.7%)

> 99.8% for outpatient care
(national average: 99.6%)

> 99.9% for accident and emergency
care (national average: 97.9%)

» A comprehensive suite of data
quality reports covering the Trust’s
main operational system (TRAK) is
available and acted upon. These are
run on a daily, weekly and monthly

» These reports and are now available
through the Trust’s Business
Intelligence system, Insight.

These include areas such as: -



D Outpatients including attendances,
> Qutcomes, invalid procedures

D Inpatients including
missing data such as

D> NHS numbers, theatre episodes

<

Critical care including
missing data, invalid

Healthcare Resource Groups

o
D A&E including missing NHS numbers,
> Invalid GP practice codes

o

Waiting list including duplicate
entries, same day admission

On a daily basis, any missing/incorrect
figures are highlighted to staff and
added or rectified. Our Trust Data
Quality Policy is available on the
Trust's Intranet Policy pages.

Audit trails are used to identify areas

of DQ concern within the Trust, which
means that these areas can be targeted
to identify issues. These could be system
or user related. Training is offered

and process mapping undertaken to
improve any data quality issues.

Most of the Trust systems have an identified

system manager with data quality as

a specified duty for this role. System
managers are required under the Clinical
and Non- Clinical Systems Management
Policy to identify data quality issues,
produce data quality reports, escalate
data quality issues and monitor that
data quality reports are acted upon.

Data Quality is now part of the yearly
mandatory training package for

staff — a signed statement is needed
that tells staff that Data Quality is
everyone's responsible to ensure good
quality and clinically safe data.
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Learning from
deaths 2021/2022

During 2021/2022 2281 of Gloucestershire
Hospitals NHS Foundation Trust

patients died. This comprised of

the following number of adult in

hospital deaths which occurred in each
quarter of that reporting period:

» 471 in the first quarter

» 552 in the second quarter
» 616 in the third quarter

» 642 in the fourth quarter

Number of patient deaths

These quarterly results are broken
down by Division below:

» The total number of deaths across all
Divisions for the reporting year 2021/2022
is 2281 of which 100% are reviewed by
the Medical Examiner as per Trust policy.

» Of these 2281 deaths 510 have been
triggered for an investigation by
structured judgement review

» Of these 2281 deaths, 335 have so far
been subjected to a detailed investigation
by way of satisfying the criteria to trigger
a Structured Judgement Review (SJR).

(Q4 deaths may not have been completed
due to 3 month time lag for review)

» Of these 2281 deaths 21 have been
reviewed by other means (harm review/
investigation, PIR, complaint)

» Of these 335 SJRs carried out, 3 have
identified that the cause of death is
judged to be more likely than not
to have been due to problems in
the care provided to the patient. (ie
that means went on to be a harm
investigation or serious complaint)
(Additional deaths awaiting 2nd review
or scoping for serious incident panel)

Division Q1 Total Q2 Total Q3 Total Q4 Total Divisional
Year Total
Surgery 68 75 105 104 352
Medicine 374 445 476 509 1804
D&S 29 29 35 29 122
W&C 0 3 0 0 3
Total 471 552 616 642 2281
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Therefore, across all four
Divisions for Quarters 1 —4:

» The percentage of deaths which
were selected for SJR=22%

» The percentage of deaths which have
been reviewed as an SJR=15% (Q4
deaths may not have been completed
due to 4 month time lag for review)

» The percentage of deaths
reviewed by other means =1%

» Out of all 335 SJRs conducted (up until
20/04/2022), the percentage of deaths
identified as having sub-optimal care as
a contributing factor to the death = 0%

» Therefore, out of the total number
of deaths reported across the Trust,
the percentage of deaths for which
sub-optimal care was a contributing
factor (up until 21/05/2021)= 0.9%

Learning themes

Learning themes from all deaths reported,
with particular focus on any sub-optimal
care, are brought on a rotating quarterly
basis to the Hospital Mortality Group by
the Divisional Mortality representative
from where recommended suggestions
for improvements are passed on to the
relevant committee or group, in addition
all serious incidents have individual action
plans and national reports on deaths e.g.
LedeR inform improvement plans. The
most frequent high level theme involves
the deteriorating patient and end of

life decision making on admission.

The above data is taken from
the following sources:

» Mortality stats report on
the Bl tool - Insight;

» SJR stats taken from Datix;

» Quarterly Learning from Deaths Reports
authored by the Medical Director and
taken through Quality & Performance
Committee and then on to Main Board;

» Outcomes from the monthly
Hospital Mortality Group, chaired
by the Medical Director.

Additional information is provided in the
supporting tables:

» Table 1 — breakdown of above data

» Table 2 — Summary of Learning Themes
to come out of the SJR process

» Table 3 — Learning from Deaths —
Using the SJR methodology
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Table 1: Quarterly Breakdown of deaths which triggered
an SJR and any poor care attributable

No. of No of ME No. of SJRs No. of deaths where
poor care identified

deaths reviews triggered

Surgical division

Q1 68 68 9 0
Q2 75 75 10 0
Q3 105 105 20 0
Q4 104 104 15 0
Year Totals 352 352 54 0

Medical division

Q1 374 374 138 3
Q2 445 445 129 6
Q3 476 476 85 0
Q4 509 509 95 2
Year Totals 1804 1804 447 11

D&S Division

Q1 29 29 3 0
Q2 29 29 4 0
Q3 35 35 1 0
Q4 29 29 1 0
Year Totals 122 122 9 0

W&C Division (Paediatrics follow their own review process)

Q1 0 0 0 0
Q2 0 0 0 0
Q3 3 3 1 0
Q4 0 0 0 0
Year Totals 3 3 1 0
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2021/22 Summary by Division

Division No. of Total No of No. of SJRs No. of deaths where
deaths ME reviews triggered poor care overall
identified

Surgery

Medicine

D&S

W&C

In percentage terms, by Division:

Division Total no. of % of SJRs % where sub- % of sub-
deaths for triggered vs optimal care optimal care
Quarters 1-4 total number was identified identified vs
of deaths - Qs vs no. of SJRs total number
1to 4 undertaken of deaths:
Qs 1-4

Surgery

Medicine

D&S

W&C
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Statement NHS doctors
in training rota gaps

Doctors in Training rota gaps

The quality of the services is measured by
looking at patient safety, the effectiveness
of treatments patients receives, and patient
feedback about the care provided. As

part of our Quality Account 2020/21 we
are providing a statement on our Trust
Doctors in Training Rota Gaps, which

we are required to report on annually
through the following legislation schedule
6, paragraph 11b of the Terms and
Conditions of Service for NHS Doctors

and Dentists in Training (England) 2016.

Monitoring, Delivery
and Assurance

The Guardian of Safe Working presents

a quarterly board report directly to

Trust Board, providing an update and
assurance on the monitoring of exception
reports and medical rota gaps.

Improvements (2021/22)

We continued to review and analyse
our data to provide early indicators of
our issues which were hampered by
ongoing COVID absences through our
staff groups. In 2021/22 we took the
following steps to make improvements:

» Looking at data to support hard to
fill areas where there are pressures on
certain rotas due to national supply and
reviewing the demand requirements
within departments to ensure that there is
a transparency about safe staffing levels.

» Regular meetings continued with
the Medicine Division Rota leads to
discuss known issues and discussing
ways of reducing gaps, along with
an increase in overseas doctor
recruitment to support known gaps

» Guardian of Safe Working proactively
involved with rotas to ensure these
maintain safe working hours along with
good training/education opportunities,
encouraging future applicants.

Next Steps (2022/23)

In 2022/23, we will see an increase in our
training numbers from Health Education
England to re-balance the number of trainees
that we are allocated, along with our
continuation of overseas doctor recruitment
to support te known gaps in our workforce.
We will maintain development of processes
to support the ongoing delivery of our 5-year
People and Organisational Development
Strategy, to provide a robust picture of

rotas and ensure that early intervention for
service provision is agreed to mitigate gaps
within the rota. We will look to build on

the collaboration with departments, senior
clinicians and junior doctors to agree on
improved rotas which will support workforce
plans, triangulating this information with
other workforce, activity and quality indicators
and with consideration of known labour
market supply issues. In addition to this

our Guardian of Safe Working will seek to
improve the information dashboard relating
to rota gaps, enabling a more proactive
response and improving collaborative
working with our clinical Divisions.



Veteran Aware Trust

The Trust was accredited by the Veterans
Convenance Healthcare Alliance (VCHA)
in 2019 in recognition for the work

and relationships undertaken with

the local Armed Forces Community.

NHS Providers that have been accredited
demonstrate themselves as exemplars
of the best care for veterans, helping

to drive improvements in NHS care for
people who serve or have served in the
UK armed forces and their families.

Veteran Aware Trusts will:

» provide leaflets and posters
to veterans and their families
explaining what to expect

P train relevant staff to be aware
of veterans’ needs and the
commitments of the NHS under
the Armed Forces Covenant

» inform staff if a veteran or their
GP has told the hospital they have
served in the armed forces

» ensure that members of the armed
forces community do not face
disadvantage compared to other
citizens when accessing NHS services

> signpost to extra services that
might be provided to the armed
forces community by a charity or
service organisation in the trust

» look into what services are available
in their locality, which patients would
benefit from being referred to

Over a 12 month period the Trust had 1388
Veteran inpatients, however with EPR
compliance to record this on admission

at only 75.7%, the Veteran inpatient
population within this 122 month period

is likely to be considerably higher.
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Figure 1: Veteran attendance and EPR compliance from March 2021-2022

Armed Forces Breakdown by Month

Armed Admission Completed Compliance

Forces Documents
March 2021 99 3462 2501 72.2%
April 2021 123 3922 2933 74.8%
May 2021 149 4320 3367 77.9%
June 2021 151 4341 3442 79.3%
July 2021 127 4375 3373 77.1%
August 2021 142 4264 3253 76.3%
September 2021 110 3856 2899 75.2%
October 2021 114 3887 2955 76.0%
November 2021 109 3724 2872 771%
December 2021 103 3420 2533 74.1%
January 2022 71 3178 2288 72.0%
February 2022 90 3189 2433 76.3%
Total 1388 45938 34849 75.7%




During the Covid-19 Pandemic the usual
military dates normally celebrated

within the Trust had to be recognised on
social media and there was little activity
undertaken by the Armed Forces Champions
and the Operational Lead for the Armed
Forces due to government restrictions.

Main points to note for 21/22

» Multi-faith Armistice Day in the
Garden of Remembrance at
Gloucestershire Royal Hospital

» Armistice Day cards sent to all Veterans on
our wards to thank them for their service

» 3 year re-accreditation submission
due by June 2022 to retain Veteran
Aware status for 2022-2025

» Recruitment of two Armed Forces
Advocates sponsored by the Armed Forces
Covenant Fund Trust for a 2 year period.

» The Armed Forces Act 2021 was
amended to include the Armed
Forces Covenant as a Statutory
requirement within the Private Sector

» Participant in the Veteran in
an Acute Setting Programme,
sponsored jointly by Armed Forces
Covenant Fund Trust and NHSE/I

Objectives for 22/23

» Educate Trust workforce in
relation to the Armed Forces
Covenant and EPR compliance.

» Embed Armed Forces Covenant Training
in to the Trust Induction Programme.

» Armed Forces Advocates to represent
Gloucestershire Hospitals at Gloucester
Armed Forces Day on 25 June 2022.

» Develop partner working across the ICS

» Trust representation at the SW NHS
Challenge hosted by 243 Field Hospital.

» Continue to collect and submit
data as part of the Veterans in
an Acute Setting Programme
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Part 2.3

Reporting against
core indicators

Since 2012/13 NHS foundation trusts have
been required to report performance
against a core set of indicators using

data made available to the Trust by the
Health and Social Care Information Centre
(HSCIC), now known as NHS Digital.

NHS Improvement has produced guidance
for the Quality Account outlining which
performance indicators should be
published in the annual document. You
can see our performance against these
mandated indicators in the next Figure.



97



GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

%l %9 %CS'6¢E %LE celieoe

%l € %9 %9€ 12/020¢

%L1 %65 %189¢€ %EE 02/610¢

%ll %09 %¥v8'GE %SE 61/810C
(dURINSSE) 3911IWWO0D) pouad buipiodai ay3 1oy
480 pue (fanysp) dnouo Bulisals ay17 jo %09l %65 %08'C€ %01'¢€E 81/L10C 1snJ) 3y} 1oy} [9Ad] Ayjerdads
pu3 R dnoio majAsY Aljeliopy [eHASOH 0/€0 1o sisoubelp Jayye 1e
3y | dnolb Juswanoiduil auy Aq pasojuow 1e se ejep paysijgnd %0711 %0985 %0LLE %00°L £1/910¢ papo> aie> annejed
aJe pue 1odal Siy} UIYHM paqLdsap ussq 1591€)) 1299 - |7y yum syzeap juaned
ipeaije aney ufes aq of suonoe 3y ‘pouiad evep 7z/120¢ %09°0 %0975 %0587 %06'0C 91/510¢ 0 BRI E I

€61L°0 09811 1000°1 LECOL ce/1eoe

0l L'l 0l 1¢/020¢

60690 LS6lL 9€00°l 8710l 07/610¢

690£°0 8350¢°L ¢loo’l 9r0°L 61/810¢

‘(8dueINnsse)

RNIWWO) 41D pue (A1snisp) dnolo 680 Ll l 60l 8l/£10¢
Ma1Asy Aujerioly [eudsoH sy dnoib (1z/¥0/€0 pouad buniodas sy}
Juswanoidwl ay3 Ag paiojuow aie 1e se ejep paysiignd €0 €'l | N /1/9107 10} 3snJ} 10} |INHS 403ed1pU]
pue 1odal Siy} UIYHM pagLdsap ussq 1591€)) 1299 - L7y [9A9] JeddsoH Arewwing ay}
fpeaije aAey UNE} 8q 0} SUOIIdE BY | :pouad eiep zz/1z07 39°0 /1L L r'l 91/SL07 30 Puipueq pue anjen 3y (e

"paisi| suone asay} £q ‘sadInIBS S
Jo Ayjenb ay) os pue ‘Jaquinu/alel
/3103s/uoiodoid/aheyuadiad siyy

anoidwi 03 suoipde buimojjo} ayr
ua)e} sey 4o 3)e} 0} spualul JHH

"suoseal buimojjoy
3y} Jo} paqusap
se si ejep siy} Jey}

b1y 3snay
1S9MOT]

b1y 3snny

abeiane
|euonen

14SHNHD

lojedipuj

siojedipul 8403 jsulebe Buipioday :2unbi4



99

10/ 71T 8L/ L8lL S0/ ¥'8S €0/665 70T
90°0/vl6Y  6E0/15S 12°0/19°CS 12/0207
1€0/62°97  l00O/¥8E0L . 9L0/8L6Y  600/88%y  07/610C
(LTYO/E0 91070691 | z€0/¥6S6 | SLI0/90OV | LO0/ZELY | 6L/SLOT
1e se exep paysijgnd
- 1zd
H.mw_wa_mmm_ LY o00/61tz - S00/002ZL SL0/SSTH | LZ0/00SE | SL/LLOT Y1e3p J0 Wey
-Pol pee/eoe aJ1anas ul bunnsai shep paq
eak [epueuyy 90°0/51'LZ 90/18'1.  SL0/686E  €0/T81ly  /1/910T 0001 12d 31e1 / buiynsai
3y} Ul syuow 9 1se| 3yl sjuapnui yages juaned
519M02 B1ep 10¢/610C ®!d GE0/98l  780/9vEL  8L0/LLSE 0/v0°0€ 91/5107 jo skep paq 0oL J2d djey
. . 05 785 .
TLT69l's T 1<08'v2 9¢ / 788'vl 27170t
L /2Ll 0l /Sl 86 /998"y 12/0207
07/ 6€'l 56 /589'L7 6l /9/7'9 /917, 02/6107
(1Zv0/E0 71 /77 7L 18%0'7C 6L/ 178'S 1 /08L'9 61/8107
. 1e se eyep paysijgnd
(8d2ueINSSE) 15318)) 12930 - 17IdY
391UWWO0) d1gd pue (Aanijap) dnolo . o:wg o1 0/1L€L 1S/ 1686l 6l /6YY'S GE/€CSL 81//10C
M3IARY dUaLIRdx3 pue A1ajes dnoib -POHSG EIED ¢¢/1.c0¢ yreap
Juswianodwi ay3 Aq paioyuow aie uedk jepueuy 9z /016 09/ 066'€7 6l / SS6 2212569 £1/9107 10 WJey 3I3AIS Ul P} nsal
pue 11odaJ SIY} UIYHM paqLISIP USaq 3y} Ul syuow 9 1se| 3y} YoI1ym Jaquinu / syuapidul
Apeaije aney uaxe) 8 01 SUOIDB BYL | SISA0D BIBP :07/6107 9/d 97/ 016'E 09/ 066'€7 65/ SOT'6 0/ L1S'LL 91/5107 Kyajes juaned jo Jaquiny

"paisi| suonoe asay} £q ‘sadIAIBS S)
Jo Ayjenb ayj os pue ‘Jaquinu/ales
/2103s/uoniodoid/aheyuadiad siyy

anoadwy 0} suoijde Huimojjo} 3y}
ud)e} sey 10 e} 03 spudul J[HO

"suoseaJ buimojjoy
3y} 1o} paquIsap
se si ejep siy} Jey}
SI9PISU0d JHOH

b1y 3snny
159MO0T]

b1y 3snny
1s3ybIH

abeiane
|euonen

14SHNHD

lojedipuj



%08 %€'C6 %¥'68 €Z/1ene

%08 %976 %L L6 12/0202
%L LL %001 %E0'66 %61 €6 02/6107
‘(e2ueinSSE) 931ILIWO) 4B %0E vL %001 %0L'96 %LLEG 61/8107
pue (Aianiep) dnoin mainay AlljeLiop
[BUASOH 84, “dnoIb uswanoIdul sy %00°LL %00°001 %0E'S6 %00°06 8L/L10¢

fq paJoyjuow ase pue podal S|y} ulyIm

GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

Paq258p U3 J0YedIpU siu ar0iduy (1z/vore0 e %0L'8L %0000 %0956 %05°€6 «L1/9107
0} dn 185 dnolo ysiul4 pue 3se] e aney se elep) |728Q - |zidy J1A J0} passasse
OM 18U 21E U2El 9 0} SUORE YL ‘poviad exep 7z/120¢ %09'88 %00°001 %0196 %0€ €6 91/510¢ ¥su spuaned jo abejuadiag
3|ge|lPAR 10U | J|qe|leAB JOU | B|gE|lPABIOU  3|GE|IRAR JOU 721202
d|ge[leAR JOU | D|ge|leABlOU | |ge|lBABIOU | B|gE|leAR Jou 12/0207
d|ge[leAR JOU | B|ge|leABlOU | d|ge|lBAB JOU | 3|gE|leAR Jou 02/6107
0 L6l Ll 691 61/810¢
‘(8dueINSSe)
9AIWWOD 430 pue (A1anijxq) 0 7’06 L'el YLl 81/£10¢
39}HWWO0) [03U0D) pue uopusARId
UOI1234u| BY] 3333WWOD Juswanoidwl ue 0 /78 7l <71 /1/9107 0M} J9A0 pabe
Aq paJoyuow ale pue uejd Juswanoiduwl sjuanjed buowe (sAep paq
ue uiyim ole Usxel oq 03 suohde ay| (2/£0/6C 18 sY 0 979 Gl VLl 91/5107 000001 43d) J31p D jo ajey

"paisi| suonae asay} £q ‘sadInIBS S}
Jo Ayjenb ayj os pue ‘Jaquinu/ales
/2103s/uoiodoid/aheyusdiad siyy

"suoseal buimojjoy
3y} Jo} paqudsap
se si ejep siy} Jey}
SI9PISU0d JHOH

abeiane
Jeuonen

anoadwy 0} suoijde Huimoj|oy 3y}
ud)e} sey 10 e} 03} spudul [HO

b1y 3snny b1y 3snny

1s9mo1 3saybiy

L14SHNHD 1ojeaipu|




101

9say} Aq ‘s9d1A49s sH Jo A1jenb
9y} 0S pue ‘Idquinu/3)e4/210S

Juoipiodoid/abelusdiad siyy
anoadwi 0} suonde Huimoj|oy ay:
ua)je} sey 10 3)e} 0} spudlul JHO

(C/€0/6¢ e sY

‘suoseal buimoj|oy
3y} 10} paqLIsap
se s| ejep siy} 1eyy
S19pISU0d |HD

e/u e/u e/u e/u [44)44
/U e/U e/u e/u 1¢/0¢0¢
B/U e/u e/ e/u 0¢/610¢
e/u e/u e/u e/u 61/810¢
e/u /U e/u e/u 8L/L10¢
e/u e/U e/u e/u £1/910¢
e/u e/u e/u e/u 91/510¢
/U /U e/u e/u Gl/v10¢
e/U e/u e/u e/u 71/€10¢
e/u e/u e/u e/u €1/210¢
%079 %V67l %9¢°01 %886 xCLILLOC

b1y 3snny
1S9MOT]

b1y 3sn1y
1s3ybIH

abeiane
jeuonenN

pabieydsip buiaq

Jo skep gz uiyum |endsoy
0} papiwpeal G1—Q pabe
sjuaned jo abejuadiad

Jojedipuj



GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

‘paisi| suonde
asay} Aq ‘sad1A49s su Jo Kyjenb
9y} 0S pue ‘JIaquinu/a)e4/210s

Juoipiodoid/abeiusdiad siyy
anoidwi 03 suoide buimojjo} ayr
udjel sey 10 el 0} spusjul |HO

CC/€0/6C e sY

‘suoseas buimoj|o}
9y} 1o} paqudsap
se s ejep siy} Jey}
S19pIsuod 1HH

e/u e/U e/u e/u ?/1e0c
/U e/U e/u e/u 1¢/020¢
/U e/u e/u e/u 0¢/610C
/U /U e/u e/u 61/810¢
e/u /U e/u e/u 81/110¢
/U e/U e/u e/u L1/910C
e/u e/u e/u e/u 91/510¢
/U /U e/u e/u Sl/vloc
e/U e/u e/u e/u v1/€10¢
e/u e/u e/u e/u €l/¢loc

%<6 %08°€l %G1 %S0l «CL/LLOT

b1y 3snny

1S9Mo7

b1y 3snny

1594BIH

abeiane

|euonen

1910 10 9| abe :shep
8T UlY}Im suolssiwpesy

Jojedipuj



03

1

%L 61 %L°16 %E L %S0L 1 ¢/020¢
%Ly %88 %0L %19 0¢/610¢
%Y %L8 %0L %S9 61/810¢
(uonesiuebio
‘(3>ueInsse) %l % €6 % 0L %19 81/£10 siy1 Aq papinoid aued jo
391WWO) QO pue 3jdoad pue (Aaniap) piepuels sy} yym Addey aq
dnoin Juswanoiduwi 3dusiadxg pue (2202/70/70 1e se) %68t %083 %0°0L %0 79 /1/9107 pInoMm | Juswieal) papasu
Je1s dnoub uawanoidwi syl Aqg 1 229Q-1 2120 ul Asning dAIR|] 10 pudlay e JI) pzLd
paioluow aJe usiel 8q 0] suolde ay | ‘pouiad eiep ¢z/120¢ %091 %P'S8 %059 %069 91/5107 1s3] Ajiweq 1 spuaniy yjeis
d|ge|leAR 10U | 9jgejileAR 10U D|qe|leAe 10U | 3|ge|IRAR 10U 221202
3|qejieAe Jou 3|qejieAe 10U 3|qejieAe 10U 3|qejieAe Jou 1Z/0202
3|qe|iere 10U 3|qe|ieAe 10U 3|qe|ieAe Jou 3|qe|ieAe 10U 02/6107
6'89G 0S8 L9 1'99 61/810C
G'09 0S8 9'39 8G9 81/£10¢
6'8S 98 9'69 L'[9 £1/910¢
spaau |euosiad ;sjusnedul
CCIE0/6T e Y 1’65 1'98 6'89 $'99 91/5107 0} ssaudAisuodsay

‘paisi| suonde
asay} Aq ‘sad1n49s sy jo Kyjenb

3y} 0S pue JIaquinu/a)el/ai0ds ‘suoseas buimoj|oy
3y} 10} paqLIsap
se s| ejep siy} 1eyy

S19pISU0d |HO

Juoiniodoad/abeiusdiad siyy
anoidwi 03 suoide buimojjo} ayr
udjel sey 1o el 0} spusjul |HO

abesane
jeuonenN

b1y 3sni}
1S9MOT]

by 3snny

1saybiy L4SHNHD 103ed1pu|




GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST QUALITY ACCOUNT 2021/22

Patient Reported Outcome

Measures (PROMs)

The trust’s patient-reported
outcome measures scores for:

» groin hernia surgery
P varicose vein surgery

» hip replacement surgery and

» knee replacement surgery
during the reporting period.

Procedure
Hip 96.30% 91.40% 76.60% 70.58%
Knee 90.32% 84.32% 62.50% 60.69%
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Part 3

Other information

The following section presents more
information relating to the quality
of the services we provide.

In the figure below there are a number

of performance indicators which we have
chosen to publish which are all reported to
our Quality & Performance Committee and
to the Trust Board. The majority of these
have been reported in previous Quality
Account documents. These measures have
been chosen because we believe the data
from which they are sourced is reliable
and they represent the key indicators of
safety, clinical effectiveness and patient
experience within our organisation.
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Annex 1

Statements from
commissioners, local
Healthwatch organisations
and overview and

scrutiny committees



m

Statement from NHS
Gloucestershire Clinical
Commissioning Group

NHS Gloucestershire Clinical Commissioning
Group (CCG) welcomes the opportunity to
provide comments on the Quality Report
prepared by Gloucestershire Hospitals NHS
Foundation Trust (GHNHSFT) for 2021-22.
The past year has continued to present
major challenges across both Health and
Social care in Gloucestershire as we continue
to work through the COVID-19 pandemic.
In the past year we have continued to see
GHNHSFT working closely with partner
organisations including the CCG to deliver
a system wide approach in what has

been some extremely difficult times. This
joint working has enabled us to further
develop, review and improve the quality of
commissioned services and the outcomes
for service users in Gloucestershire and
none more so than the recent work of

the Vaccination Programme with its
successful roll out in the county and
impact on the health of our residents.

The CCG would like to thank the Trust for
all the continuing efforts, dedication and
hard work over the past year in dealing
with the ongoing COVID-19 pandemic. The
CCG have continues to work with partners
in both health and social care to monitor
and support the effects of the pandemic
on NHS staff and as we continue to move
through the pandemic, NHS workers health
and wellbeing has remained a priority area.

Over the past year the Trust has undergone
a number of CQC visits and inspections,

the CCG has good visibility of the Trust’s
response to the unannounced visits and CQC
action plans, it further notes the plans for
improvement in 2022/23. The CCG is also
pleased to see that improving the Urgent

and Emergency Care patient experience
remains a priority for 2022/23 and looks
forward to working in partnership with
front door teams to support the work
around the identified themes in the
Patient Experience Improvement Plan.

The CCG is also pleased to note the other
priorities listed in this year’s Quality
Account. In light of the recently published
final report of the Ockenden review the
CCG is keen to support the Trust with their
work on improving maternity experiences
and working in partnership with the
Gloucestershire Maternity Voices. The CCG
also recognises the importance of improving
quality and experience for inpatients and
are pleased to see this listed as a priority, as
well as the focus on better discharge and
work on the criteria to reside agenda. As per
the previous year’s report, the importance
of the safety strategy and safety culture
features heavily. The implementation of the
new National Patient Safety Strategy, sitting
alongside the ICS Journey for Quality will
support this area of work and remains a key
component of the operational planning.

The CCG endorses the Quality priorities
that the Trust have selected for 2022/23
and are particularly pleased to see work
to include the focus on falls prevention.
Also the focus on the prevention of
pressure ulcers, together with improved
mental health care and addressing the
health inequalities agenda, with improved
engagement with ethnic minority
communities in the development of
services are to be commended. The CCG

is also pleased to see the ongoing work
around improving care for patient with
diabetes and the deteriorating patient
workstreams, with the introduction of new
digital systems and enhanced technology
to support sepsis management.
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The CCG are aware of a number of
Serious Incidents and Never Events that
GHNHSFT have reported in the last year.
The CCG continue to work with the Trust
in relation to the management of these
incidents and events in order to ensure
that all the learning and improvement
actions are monitored and embedded
within the clinical environments. The CCG
are also keen that there is wider system
learning and development through
shared feedback to system partners,
community teams and Primary Care. The
Trust’s Safety and Experience Review
Group, with representation and challenge
from the CCG, continues to function
successfully to retain detailed oversight
of all Serious Incidents and Never Events
and complaints. The Safety team alongside
colleagues form the CCG and members of
the Learning Academy, maintain a clear
and robust system for ongoing monitoring
of all action plans and recommendations.
The high number of recent Never Event
declarations at Gloucestershire Hospitals
Trust was flagged as a concern by the
Regional and National Quality Teams at
NHSEI and as part of an additional support
offer the CCG has met with colleagues
from the Clinical Quality Team at NHSEI
and the Patient Safety Lead for Never
Events and regional learning has been
shared. The Trust have worked incredibly
hard in producing a robust programme
of improvement and the team have
demonstrated commitment to improving
safety and enhanced staff engagement.

The CCG acknowledges the content of the
Trust Quality Account and will continue to
work with the Trust to deliver acute services
that provide best value whilst having a
clear focus on providing high quality safe
and effective care with good outcomes for
the people of Gloucestershire. The report

is a clear, transparent and comprehensive

document which demonstrates the
Trust’s commitment to continuous quality
improvement. The CCG confirms that to
the best of our knowledge we consider
that the 2021/22 Quality Report contains
accurate information in relation to the
quality of services provided by GHNHSFT
and we look forward to continued close
working as we form the Integrated Care
System in Gloucestershire this summer.

\\‘)\ .C".:. MI - %‘:*l‘. i

Dr Marion Andrews-Evans
Executive Nurse and Quality Director
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Statement from
Healthwatch
Gloucestershire (HWG)

2021/22 has been another challenging
year for the Trust in Gloucestershire,

as for others around the country. We
understand that pent up demand and
the scale of the backlog created by Covid
have led to extraordinary pressures.
The current challenges in staffing and
for staff have also been significant

and the focus on staff wellbeing by

the Trust is welcome. We know that a
good working experience for staff leads
to a good experience for patients.

We have been following the progress of
the Trust’s Mental Health Strategy with
interest. We have welcomed the positive
environmental changes made in A&E

and the inclusion of people with lived
experience in co-design. Although there

is some distance to travel in rolling out

the strategy, we believe that the Trust’s
approach of partnership working within the
ICS and VCSE sector alongside public and
patient involvement aims to achieve the best
outcomes for people. We are also pleased
to note the focus on service improvement
for people with Learning Disabilities and
Autism. We look forward to being able to
test this out and contribute to continued
improvement through our own work with
people with autism in the coming year.

Healthwatch Gloucestershire has also
received feedback about Maternity services
that reflects experiences reported directly
to the Trust and maternity services across
the nation. We know that Maternity
Voices is the expert in women'’s voices and
will be watching closely to ensure that

the local arrangements are effective.

We believe that the two main areas of
significant pressure, those of A&E and
delayed discharge with its associated

risks around deconditioning, speak to the
wider pressures within the system. We
acknowledge and welcome the resources
allocated and service improvement
measures enacted by the Trust in helping

to improve experiences of A&E. We

also welcome the focussed attention on
improving care for patients whose condition
deteriorates, who develop pressure ulcers
and who fall in hospital alongside the

work on inpatient experience. However,
we believe that action by the wider health
and care system can help with long term
solutions. We are hopeful that the Trust will
be able to see positive change in their own
services in part through the effectiveness of
the Integrated Care System. Healthwatch
Gloucestershire will continue to champion
the experiences and positive outcomes

of those using the system’s services.

We are pleased to note that the Trust

sets out its priority to improve safety and
to foster a learning culture. Our own
experience of the Trust at management
and governance levels shows it to be an
organisation with a constructive culture of
honesty and active focus on the outcomes
and experiences for patients. We are
continually impressed by the Trust's
constructive attitude to working with
Healthwatch Gloucestershire and look
forward to a continued strong relationship.
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Statement from
Gloucestershire Health
and Care Overview and
Scrutiny Committee

On behalf of the Gloucestershire
Health Overview and Scrutiny
Committee, | welcome the opportunity
to comment on the Gloucestershire
Hospitals NHS Foundation Trust
Quality Account Report 2021/22.

In particular, | note and value the hard
work and commitment of the Trust to
review and make improvements to the
delivery of services during and following
the COVID-19 Coronavirus Pandemic.

I'm pleased to have this opportunity to
publicly thank the senior management
team at the Trust for the courteous and
respectful way in which they engage
with the Committee. I'm proud of the
way in which the Committee and Trust
work together to ensure that effective
scrutiny of the Trust is able to be carried
out and that there are no ‘no go’ areas.

I'm especially grateful that the Committee is
kept fully up to date on the ongoing Fit For
the Future plans, which are wide ranging.
The regular updates are most welcome and
useful. Together with our NHS Reference
Group meetings, the regular updates ensure
the Committee is never taken by surprise by
any ‘out of left field’ decisions. It's vital that
this close working relationship continues .

It's important, too, that we look at what is
working well and to recognise where the
Trust is at the cutting edge of advanced
medicine. As we slowly emerge from

the pandemic there will be issues arising
which we cannot foresee and which will
require us to be flexible in the way in which

we scrutinise the work of the Trust .

Having thanked the senior management
team at the Trust, I'd also like to thank every
single member of staff at the Trust for the
dedication to their vocation. |, personally,
have benefitted hugely as an outpatient

on both sites from their skills, knowledge
and care. | hope I've been a good patient!

Clir Andrew Gravells MBE (Chair of
the Gloucestershire Health Overview
and Scrutiny Committee)
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Annex 2

Statement of directors’
responsibilities for
the quality reports

The directors are required under the Health
Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare
Quality Accounts for each financial year.

In preparing the quality report, directors
have taken steps to satisfy themselves that:

» the content of the quality report meets
the requirements set out in the NHS
foundation trust annual reporting manual
2020/21 and supporting guidance Detailed
requirements for quality reports 2020/21

» the content of the quality report is not
inconsistent with internal and external
sources of information including:

D board minutes and papers for the
period April 2020 to March 2021

D papers relating to quality reported
to the board over the period
April 2020 to March 2021

> feedback from commissioners
20 May 2022

Our Governors have contributed to
identifying the priorities for next year
2022/23 and have also provided us with
feedback on this year’s Quality Account.

» feedback from local Healthwatch
organisations dated 16 May 2022

» feedback from overview and scrutiny
committee dated 27 May 2022

» the trust’s complaints report published
under Regulation 18 of the Local
Authority Social Services and NHS
Complaints Regulations 2009, dated TBC
https:/www.gloshospitals.nhs.uk/contact-
us/feedback-and-complaints-pals/

» the 2020 national patient survey
published by CQC 28/01/2022
https:/www.cgc.org.uk/
provider/RTE/survey/3

» the 2021 national staff survey
published March 2022
https:/www.nhsstaffsurveys.
com/results/local-results/

» CQC inspection report dated
07/01/2019 and 23/04/2021
https://www.cqc.org.uk/provider/RTE

This quality report presents a balanced
picture of the NHS foundation trust’s
performance over the period covered.



The performance information reported in
the quality report is reliable and accurate.

There are proper internal controls over
the collection and reporting of the
measures of performance included in the
quality report, and these controls are
subject to review to confirm that they
are working effectively in practice.

The data underpinning the measures
of performance reported in the quality
report is robust and reliable, conforms
to specified data quality standards

and prescribed definitions, is subject
to appropriate scrutiny and review.

The quality report has been prepared

in accordance with NHS Improvement’s
annual reporting manual and supporting
guidance (which incorporates the quality
accounts regulations) as well as the
standards to support data quality for
the preparation of the quality report.

The directors confirm to the best of
their knowledge and belief they have
complied with the above requirements
in preparing the quality report.

By order of the board

(0 aQC  Vpont s

Chairman Chief Executive
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Gloucestershire Hospitals

NHS Foundation Trust

KEY ISSUES AND ASSURANCE REPORT
Finance and Digital Committee, 26 May 2022

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the

levels of assurance a

re set out below. Minutes of the meeting are available.

Item Rationale for rating Actions/Outcome

None.

Items rated Amber

Item Rationale for rating Actions/Outcome

Financial The following key points were noted: The Committee was assured that

Performance e The Trust had reported a year-to-date deficit of £3.3m, which was | the financial situation was fully

Report £2.1m adverse to plan. Key drivers for pay overspend related to the | understood, but assurance

use of temporary staff in Medicine and Surgery. around full control was not

e The Trust maintained the planned forecast deficit of £9.2m until | provided and instead the

review had been undertaken with divisions.

o Next steps and mitigations were detailed, including a review of causes
of potential overspends and a number of actions in place to support
the Trust’s position in the absence of mitigations.

e The total activity in Month 1 had decreased by 12% against Month 12
for 2021-22.

Committee requested additional
scrutiny.

Capital Programme
Report

The Trust had submitted a gross capital expenditure plan for the
financial year, totalling £67.1m. At the end of Month 1, the Trust had
delivered goods, works or servicers to the value of £3.5m, which was
£0.2m ahead of plan.

£1.1m of open orders not
allocated a 2022-23 budget
would be reviewed and validated,
and reprioritisation would
subsequently take place within
programme allocations.

Financial Work continued to drive forward identified divisional and cross-cutting | Benefits mapping was taking
Sustainability workstreams to ensure a successful Financial Sustainability Plan. To | place in relation to the impact of
Report help breach the gap between the £10.06m plan and the target of | the implementation of EPR on
£12.9m, the Trust was exploring potential savings opportunities within | staffing and overall performance.
Digital and Corporate divisions. Organisational workshops were being
planned to discuss.
Procurement The plan for the year focused on inflationary cost management and | The Committee acknowledged
Review mitigation through engagement in national savings initiatives. There | the challenging position and
had been a significant number of price increases, a high turnover of | supported plans in place to

staff, and high sickness absence which had contributed towards a | address.
challenging position.
Agency Costs and Significant vacancies remained within nursing staff. 74 nurses had been | Discussions would take place

Control

internationally recruited, and that continued to be successful. A plan
was in place to over-deliver based on the Trust’s current performance,
and to develop Standard Operating Procedures for escalating agency
shifts; further work was required to ensure timeliness and
authorisation.

across People and Organisational
Development, and Quality and
Performance committees.

Image Guided
Interventional
Surgery

The Board had approved the capital financial plan to enable the IGIS
clinical model, following a tender exercise. The Committee supported
the plan and supported the issue of a letter of intent to Kier to avoid
any further time and cost increase.

The Committee supported the
recommendations. A letter of
intent would be issued to Kier by
27 May.

IT Services and CITS

Performance continued to exceed the SLA for primary care and CGG

A review of staffing levels and

Performance customers, despite calls received exceeding the capacity of the service. capacity would be undertaken.
Performance for the Trust had reduced to below target in April, due to
mis-categorisation of some calls.
Overall call volumes remained high, with a significant increase
compared to the same period last year. This was reflected in slower call
answer times, and an increase in open calls.
Assurance Key
Rating Level of Assurance
Green Assured =there are no gaps.
Amber Partially assured —there are gaps in assurance butwe are assured appropriate plans are in place to address thess,

- Not assured = there are significant gaps in assurance and we are not assured as to the adeguacy of action plans,




Cyber Security

The report set out the actions taken in response to the seven
recommendations, including three high level, highlighted in the cyber
security audit undertaken in November 2021.

The Committee was assured by
the plans in place to address the
recommendations.

Items Rated Green

Item

Rationale for rating

Actions/Outcome

Digital and EPR
Report

The Committee noted that three phases of the clinical documentation
optimisation had been completed, following go-live in February. Two
further phases would be completed in May. The electronic prescribing
and medicines administration project was progressing well, with
increased clinical involvement and engagement. Action plans following
the internal audit into Cyber Security had been progressed, with the
majority of high-level recommendations now completed.

A further report on the progress
of the Digital Strategy would be
received in July.

GMS Procurement
Exemption List

A procurement exemption list was approved; the Committee was
assured that the list had ten conditions which would be regularly
reviewed by procurement at each point of use to ensure accurate
application and record.

The Committee supported the
recommendations.

Items not Rated

Terms of Reference

ICS Update Digital risk register

Information and Coding Update

Impact on Board Assurance Framework (BAF)

The first iterations of Finance and Digital risks were reviewed; the Committee noted that risks would continue to be refined over

the coming months.
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Gloucestershire Hospitals
NHS Foundation Trust

Report to Public Board of Directors

Agenda item: 11 | Enclosure Number: | 10
Date 9 June 2022
Title Finance Report (Month 1)

Author /Sponsoring | Shofiqur Rahman, Craig Marshall
Director/Presenter Karen Johnson

Purpose of Report Tick all that apply ¥*
To provide assurance v’ | To obtain approval

Regulatory requirement To highlight an emerging risk or issue
To canvas opinion For information

To provide advice To highlight patient or staff experience

Summary of Report

Purpose

This purpose of this report is to present the Financial position of the Trust at Month 1 to the Trust Board.

Key issues to note

* the Trust is reporting a year-to-date deficit of £3.3m deficit which is £2.1m adverse to plan.

* the Trust is maintaining the planned forecast deficit of £9.2m until review and agreement with
Divisions.

* the Trust capital position is £0.2m ahead of plan.

Month 1 overview

M1 Financial position is reporting a deficit of £3.3m which is £2.1m adverse to plan. The main drivers for
pay overspend are due to the usage of temporary staffing in both Medicine and Surgery Divisions for
Nursing and Medical staff. The main reasons for usage are for vacancy cover and unscheduled care

Activity delivered 100% of the 19/20 activity levels, and 123% of the March 2020 levels.

The planned forecast deficit of £9.2m is maintained until review and agreement with Divisions. Currently
if the run rate continues, the Trust and system will be significantly off plan and a number of suggested
actions are noted.

The total activity in M1 22/23 decreased by 12% against M12 21-22. The total activity in M1 was 91% of
the same period in 19/20 and 95% of the same period in 20/21.

22/23 Capital
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Gloucestershire Hospitals
NHS Foundation Trust

The Trust submitted a gross capital expenditure plan for the 22-23 financial year totalling £67.1m. As at

the end of April (M1), the Trust had goods delivered, works done or services received to the value of £3.5m, £0.2m
ahead plan.

Next Steps

The financial position at month 1 is highlighting a significant challenge which needs to be responded to.
Further discussions around options will be undertaken as part of reviewing drivers with Divisions.

Conclusions

The Trust is reporting a year-to-date deficit of £3.3m deficit and is maintaining the planned forecast
deficit of £9.2m until review and agreement with Divisions.

Recommendation

The Board is asked to receive the contents of the report as a source of assurance that the financial
position is understood and under control.

Enclosures

¢ Finance Report
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Gloucestershire Hospitals
Director of Finance Summary NHS Foundation Trust

Overview

As part of the 2022/23 ICS financial plan the Trust have submitted an overall plan that includes a FOT deficit position of £9.2m
Month 1

M1 Financial position is reporting a deficit of £3.3m which is £2.1m adverse to plan.

The main drivers for pay overspend are due to the usage of temporary staffing in both Medicine and Surgery Divisions for Nursing and Medical
staff. The main reasons for usage are for vacancy cover and unscheduled care. The Covid in month spend is materially not different to budgeted
plan.

Total efficiencies for the Trust are £18.7m which consist of £4.5m Covid reduction, £1.3m GMS savings and £12.9m Trust wide efficiencies. As
at month 1 - £2.5m efficiencies have been allocated out to divisions and the full £1.3m to GMS. It is anticipated the remaining trust wide
efficiencies will be allocated out to Divisions in month 2 in conjunction with the Finance Sustainability Team.

The total activity in M1 22/23 decreased by 12% against M12 21-22. The total activity in M1 was 91% of the same period in 19/20 and 95% of
the same period in 20/21. As this is below plan level there is a significant impact on ERF delivery. Its unlikely other elements of system plan
would have overperformed to compensate this.

Forecast Outturn

Further work is needed with operational colleagues to review and agree overall Divisional Forecast. The planned forecast deficit of £9.2m is
maintained until review and agreement with Divisions. Currently if the run rate continues, the Trust and system will be significantly off plan and
a number of suggested actions are noted. Further analysis of Covid expenditure will be provided in month 2.

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Gloucestershire Hospitals
Director of Finance Summary NHS Foundation Trust

Mitigations
The financial position currently includes the following assumptions in regards to mitigations:

-No contingent reserves available for release

-No assumed ESRF income

-No adjustment for future benefits from sustainability schemes — currently the balance of non-divisional identified schemes is showing as an
unmitigated overspend

The potential non recurrent mitigations for the year include
-Release of the health and wellbeing annual leave accrual (c£2.7m accrued for the year)

Next Steps
The financial position at month 1 is highlighting a significant challenge which needs to be responded to. Further discussions around options will
be undertaken as part of reviewing drivers with Divisions which include

- understanding the cause of an overspend and determine if we can
o  stopspending against it,
o identify mitigating action(s)
- in the absence of issue mitigation(s)
o hold underspends and transfer funding out NR
review non-essential spend
introduce controls on locum and WLIs
no new investments unless ROI>1 and with a return in the year
no increase establishments unless demonstrated to be affordable from skill mixing within budgets and signed off by lead exec
review of long-standing agency arrangements
review of WTE movement monthly
increase pace of change for financial sustainability

o O O O O O

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Month 1 headlines m

Gloucestershire Hospitals
NHS Foundation Trust

Headline Compared
to plan

I&E Position YTD is £3.3m deficit M1 Financial position is reporting a deficit of £3.3m which is £2.1m adverse to plan.

M1 overall income position is reporting £55.2m income which is £0.5m adverse to plan. The SLA
and commissioning income is showing a adverse position of £238k. The RTA income for month 1
is favourable to plan (£48k) with Private Patients showing an adverse variance to M1
plan.(£200k). The remainder of the income variance is linked to lower than anticipated pass
through drugs funding however the associated assumed costs are also lower.

Income is £55.2m which is £0.5m
adverse to plan

M1 Pay costs are £36.2m which is £1.4m adverse to plan. The main drivers for pay overspend are
due to the usage of temporary staffing in both Medicine and Surgery Divisions for Nursing and
Medical staff. The total contracted vacancies in month 1 are 815 WTE

Pay costs are £36.2m which is £1.4m
adverse to plan

M1 Non Pay costs are £21.7m. Drugs costs are favourable to plan at £761k. The other main
drivers of the non pay overspends are establishment costs( £326k), Education and Training costs
(E264k) offset by underspends in supplies and services (£126k) and transport costs (£101k)

Non Pay costs are £21.7m which is
£0.8m adverse to plan

Total efficiencies for the Trust are £18.7m which consist of £4.5m Covid reduction, £1.3m GMS
savings and £12.9m Trust wide efficiencies. As at month 1 - £2.5m efficiencies have been
allocated out to divisions.

Total Financial Sustainability schemes
need to be allocated out to Divisions

The cash balance is £88.3m Increase in cash is reflected in the increase of accruals and provisions.

[ « € @« @
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M1 Group Position versus Plan m

Gloucestershire Hospitals

NHS Foundation Trust
The financial position as at the end of April 2022 reflects the Group position including Gloucestershire Hospitals NHS Foundation Trust and

Gloucestershire Managed Services Limited, the Trust’s wholly-owned subsidiary company. The Group position in this report excludes the Hospital
Charity, and excludes the Hosted GP Trainees (which have equivalent income and cost) each month.

In April the Group’s consolidated position shows a £3.3m deficit which is £2.1m adverse to plan.

Statement of Comprehensive Income (Trust and GMS)

TRUST POSITION * GMS POSITION GROUP POSITION **

Month 1 Financial Position Plan £000s Actuals Variance Plan £000s Actusals Viariance Plan £000s Actusis Viariance

£000s £000s £000s £000s £000s £000s
SLA & Commissioning Income 50,892 50,654 (238) 0 50,892 50,654 (238)
PP, Overseas and RTA Income 461 300 (161) 0 461 300 (161)
Other Income from Patient Activities 845 845 (1) 0 845 845 (1)
Operating Income 3,107 3,033 (74) 5,378 4,407 (971) 3,505 3,408 (97)
Total Income 55,306 54,832 (474) 5,378 4,407 (971) 55,704 55,207 (497)
Pay (33,096) (34,392) (1,296) (1,756) (1,855) (100) (34,852) (36,248) (1,396)
Non-Pay (22,594) (23,400) (806) (3,343) (2,349) 994 (20,959) (21,718) (759)
Total Expenditure (55,691) (57,792) (2,102) (5,099) (4,204) 895 (55,810) (57,965) (2,155)
EBITDA (385) (2,961) (2,576) 279 202 (77) (107) (2,759) (2,652)
EBITDA %age -0.7% (5.4%) (4.7%) 5.2% 4.6%  (0.6%) -0.2% (5.0%) (4.8%)
Non-Operating Costs (797) (450) 347 (279) (202) 77 (1,075) (653) 423

Surplus / (Deficit) (1,182) (3,411) (2,229) ((0)] ((0)] ((0)) (1,182) (3,411) (2,229)
_-_

Surplus / (Deficit) after Impairments (1,182) (3,411) (2,229) (1,182) (3,411) (2,229)

Excluding Donated Assets & Salix grant (50) _ (50)

Control Total Surplus / (Deficit) (1,232) (3,354) (2,123) (1,232) (3,354) (2,123)

* Trust position excludes £3m of Hosted Services income and costs. This relates to GP Trainees
** Group position excludes £4.0m of inter-company transactions, including dividends

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Balance Sheet m

Gloucestershire Hospitals

B f .
GROUE fSmovements from NHS Foundation Trust

31st March 2022

Draft Opening Balance

31st March 2022
Balance as at M1

£000 £000

£000

Non-Current Assests
Intangible Assets 13,760 13,553 (207)
Property, Plant and Equipment 307,146 335,350 28,204
Trade and Other Receivables 4,414 4,403 (12)
Total Non-Current Assets 325,320 353,306 27,986
Current Assets The table shows the M1 balance sheet and
Inventories 9,370 9,484 114 movements from the 2021-23 draft closing
Trade and Other Receivables 26,360 29,484 3,124 balance sheet.
Cash and Cash Equivalents 71,530 88,317 16,787
Total Current Assets 107,260 127,285 20,025
Current Liabilities
Trade and Other Payables (80,104) (92,192) (12,088)
Other Liabilities (14,401) (14,784) (383)
Borrowings (3,626) (3,696) (70)
Provisions (24,089) (26,472) (2,383)
Total Current Liabilities (122,220) (137,144) (14,924)
Net Current Assets (14,960) (9,859) 5,101
Non-Current Liabilities
Other Liabilities (5,971) (5,926) 45
Borrowings (34,064) (60,750) (26,686)
Provisions (3,600) (1,489) 2,111
Total Non-Current Liabilities (43,635) (68,165) (24,530)
Financed by Taxpayers Equity
Public Dividend Capital 361,345 361,345 0
Reserves 19,823 19,823 0
Retained Earnings (114,443) (109,157) 5,286

Total Taxpayers’ Equity 266,725 272,011
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Gloucestershire Hospitals

Director of Finance Summary NHS Foundation Trust

Funding
The Trust submitted a gross capital expenditure plan for the 22-23 financial year totalling £67.1m.

The programme can be divided into the following components; Operational System Capital (£25.0m), STP Capital — GSSD (£21.3m), National
Programme (£3.3m), Right of Use Assets (£15.4m), IFRIC 12 (£0.8m) and Government Grant/Donations (£1.3m)

YTD Position
As at the end of April (M1), the Trust had goods delivered, works done or services received to the value of £3.5m, £0.2m ahead plan.
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Gloucestershire Hospitals
NHS Foundation Trust

The Trust submitted a gross capital expenditure plan for the 22-23 financial year totalling £67.1m.

The programme can be divided into the following components; Operational System Capital (£25.0m), STP Capital — GSSD (£21.3m), National
Programme (£3.3m), Right of Use Assets (£15.4m), IFRIC 12 (£0.8m) and Government Grant/Donations (£1.3m)

in £000's
Forecast | Variance

Operational System Capital 25,014 25,014 0
National Programme 3,350 3,350 0
STP Capital - GSSD 21,280 21,280 0
Donations via Charitable Funds 1,281 1,281 0
IFRIC 12 817 817 0
Right of use assets adjustment 15,355 15,355 0
Total Capital 67,096 67,096 0

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Gloucestershire Hospitals
NHS Foundation Trust

As at the end of April (M1), the Trust had goods delivered, works done or services received to the value of £3.5m, £0.2m ahead plan. The
expenditure by programme area is shown below.

| mMonth |  Yeartodste |  ForecastOuttum |
ProgrammeArea | Funding [ Plan_[ Actual |Variance| Plan [ Actual | Variance [ Plan | Actual | Variance
Medical Equipment Operational System Capital 445 427 18 445 427 18 1,894 1,894 0
Digital Operational System Capital 317 619 (302) 317 619 (302) 5,709 5,709 0
Estates Operational System Capital 29 34 (5) 29 34 (5) 16,398 16,398 0
IDG Contingency Operational System Capital 0 0 0 0 0 0 1,013 1,013 0
National Programme - Digital National Programme 57 185 (128) 57 185 (128) 3,350 3,350 0
STP Programme - GSSD STP Capital - GSSD 2,395 2,220 175 2,395 2,220 175 21,280 21,280 0
Donations Via Charitable Funds Donations via Charitable Funds 0 0 0 0 0 0 1,281 1,281 0
IFRIC 12 IFRIC 12 68 68 0 68 68 0 817 817 0
Right of Use Asset Right of use assets adjustment 0 0 0 0 0 0 15,355 15,355 0
Gross Capital Expenditure 3,310 3,553 (242) 3,310 3,553 (242) 67,096 67,096 0
Less Donations and Grants Received Donations via Charitable Funds 0 0 0 0 0 0 (1,281)  (1,281) 0
Less PFI Capital (IFRIC12) IFRIC 12 (68) (68) (0) (68) (68) 0) (817) (817) 0
Plus PFI Capital On a UK GAAP Basis (e.g. Res. Interest)  Operational System Capital 27 27 0 27 27 0 318 318 0
Total Capital Departmental Expenditure Limit (CDEL) 3,269 3,511 (243) 3,269 3,511 (243) 65,316 65,316 0

There is £1.1m of open orders that need reviewed and validated within the three core programme areas (medical equipment, estates, digital)
that have not been allocated against a 22/23 budget. Initial validation work suggests that many of these orders are to be closed or cancelled. If
the orders remain valid then reprioritisation is required within the respective programme allocations. This work is expected to be completed in
June.
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Recommendations m

Gloucestershire Hospitals

NHS Foundation Trust
The Board is asked to:

* Note the Trust is reporting a year to date deficit of £3.3m deficit which is £2.1m adverse to plan.

* Note the Trust is maintaining the planned forecast deficit of £9.2m until review and agreement with Divisions.
* Note the assumptions around potential mitigations and next steps.

* Note the Trust capital position which is ahead of plan.

Authors: Shofiqur Rahman, Interim Associate Director of Financial Management
Caroline Parker, Head of Financial Services
Craig Marshall, Project Accountant

Presenting Director: Karen Johnson, Director of Finance

Date: June 2022
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Report to Public Board of Directors

Agenda item: 11 | Enclosure Number: 11

Date 9 June2022

Title Digital and EPR Programme Report

Author /Sponsoring Nicola Davies, Digital Engagement and Change Manager
Director/Presenter Mark Hutchinson, Executive Chief Digital & Information Officer

Purpose of Report Tick all that apply ¥’
To provide assurance v’ | To obtain approval

Regulatory requirement To highlight an emerging risk or issue
To canvas opinion For information

To provide advice To highlight patient or staff experience

Summary of Report

This paper provides updates and assurance on the delivery of digital workstreams and projects within
GHFT, as well as business as usual functions. The progression of this agenda is in line with our ambition
to become a digital leader. Highlights of the report:

. Three phases have been completed of the clinical documentation optimisation drops following go-
live in February. A further two will be completed in May.

. Electronic prescribing and medicines administration (ePMA) project is progressing significantly
with increasing clinical involvement and engagement.

° Action plans following Cyber internal audit have progressed with the majority of urgent projects
now complete.

The importance of improving GHFT’s digital maturity in line with our strategy has been significantly
highlighted throughout the COVID-19 pandemic. Our ability to respond and care for our patients has
been greatly enabled by our delivery so far, but needs to continue at pace.

Recommendation

The Board is asked to note the report.

Enclosures

e Digital and EPR Programme Report
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FINANCE & DIGITAL COMMITTEE - MAY 2022

DIGITAL & EPR PROGRAMME REPORT

1.

2.1

Purpose of Report

This report provides updates and assurance on the delivery of digital projects within
GHFT, as well as business as usual functions within the digital team. This includes
Sunrise EPR, digital programme office and IT. The progression of the digital agenda is
in line with our ambition to become a digital leader.

Sunrise EPR Programme Update

This report provides status updates on Sunrise EPR work-streams and interdependent
digital projects.

EPR High Level Programme Plan

The programme plan below details the EPR functionality already delivered and
planned for 2022/3. Blue indicates projects already delivered.

Functionality Estimated Go-live Delivered
Nursing Documentation June 2020 November 2019
(adult inpatients)

E-observations (adult June 2020 February 2020
inpatients)

Order Communications December 2020 August 2020
(adult inpatients)

Order Communications February 2021 February 2021
(other inpatient areas)

Cheltenham MIIU (all March 2021 March 2021
functionality)

Pharmacy Stock Control April 2021 April 2021
(EMIS)

Doctor’'s Handover May 2021 12" May 2021
Document (HDS/EDD)

Cheltenham MIIU 9 June 2021 9 June 2021

transition to ED
(additional functionality &
training)

TCLE - replacement lab 23 June 2021 23 June 2021
system (replacing IPS)

Gloucester Emergency 7 July 2021 7 July 2021
Department (all
functionality)
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Sepsis documentation 22 Sept 2021 22 Sept 2021
EMM (Electronic Oct 2021 Oct 2021
Medicines Management)

Upgrade of Sunrise EPR 30 Nov 2021 30 Nove 2021
Clinical Data Storage Jan 2022

Platform (Onbase)

Clinical documentation February 2022 23 Feb 2022
EPR Additional nursing February 2022 23 Feb 2022
documentation

Electronic Prescribing & Early adopters
Medicines Administration | Adult inpatient/ED

(known as ePMA) Autumn 2022
Blood transfusion results Summer 2022
into EPR

Order Communications — TBC

Requests and Results
(theatres & outpatients
expansion)

3. EPR Project Summaries and Status Updates

The following section provides updates on EPR projects currently reporting through the
EPR Programme Delivery Group.

Clinical Documentation

There are five planned optimisation drops following the implementation of clinical
documentation at the end of February. Three have been completed with two
remaining. As well as regular engagement with stakeholders immediately impacted by
the improvements, the SD Forum has taken on the role of formal feedback, discussion
and decision making where required. This will continue with a monthly digital slot on
the agenda.

EPMA

Targeted engagement is now happening as more clinicians are being involved in early
demonstrations and development of different functionality. Broader comms will now
begin as go live planning begins ready for the autumn.

3.1 Activity Planned for Next Period

e Work on the ePMA configuration and unit testing will continue with workstreams
progressing towards early adopter deployment.
e The ePMA — EMIS interface will be delivered.

Page 2 of 5
Digital & EPR Programme Report
Finance & Digital Committee - May 2022



3.2

3.3

NHS

Gloucestershire Hospitals
NHS Foundation Trust

e The ePMA drug catalogue build will complete.

¢  Work towards delivering the Clinical Data Storage Platform will continue, end-to-
end testing will take place, enabling the subsequent data load and the first phase
of the project will progress to completion.

¢ Planning and work will continue for the TrakCare Upgrade, with testing continuing
to completion.

¢ Planning and work will continue for the Transfusion Medicine module of TCLE,
with testing continuing.

e Planning and work will continue for the deployment of additional optimisation for
clinical documentation

e Planning and work will continue for the deployment of the pre-assessment digital
workflows in preparation for a revised go-live.

e Re-planning and preparation for the new Maternity system will continue.

Risks

As the EPR programme expands its scope, the interdependencies with other projects
and existing systems increases. Careful, regular scrutiny is needed in order to keep a
view of these and prevent issues from occurring.

Conclusion

We are now clearly demonstrating that the development of Sunrise EPR is
transforming the way that we deliver care. Working together in collaboration, clinicians
and digital professionals are realising clear benefits in terms of efficacy, productivity
and safety.

Digital Programme Office

This section provides updates on the delivery of projects from within the Digital
Programme Management Office (PMO). The programme of work for 2022/23 has been
submitted to Finance & Digital under a separate item ‘Strategy & Funding Update’.

Since the last report one project has been completed and closed and one project has
gone into closure.

The current status and numbers of those projects that report to the DCDG are as
follows:

Key Primary Amber
Trust Care/ Rated
Projects CCG Projects

Projects

9 3 4

Key issues to note:

e The N365 for the GCCG project has moved has completed and closed.
o The Data Centre Refurbishment project remains in closure, with handover to BAU
delayed owing to annual leave.
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e The Tableau Visualisation and Reporting Platform Phase 1 project is in closure.

¢ The Civas project interface delays have been addressed and the project is about
to enter UAT (user acceptance testing).

e The project to deliver a new Appraisal & Re-validation System (Phase 1 -
Procurement) has progressed well and is approaching completion and the
transition to the follow-on Phase 2 — Implementation.

e A project to relocate and merge two GP practices into a refurbished/refitted
building and a joint practice, Five Valleys Medical Practice has commenced.

Areas of concern and mitigating actions

SQL Migration & Windows 2003 Upgrade

Work has increased pace owing to the increasing cyber risk associated with
unsupported operating and database systems. The focus is on upgrading operating
systems and migrating ageing SQL to the Always-on 2017 SQL Cluster.

Where this is not possible servers has been isolated and access to them limited using
micro-segmentation (SDDC) or Windows firewall (VMWare), with Internet access
removed and blocked. A number of remaining servers are dependent on the delivery of
other projects and these are being documented by exception.

Windows 7 Dependant Applications Eradication

The remaining non-Windows 10 devices are now either subject to Extended Security
Updates (ESU) or isolated on the network behind local firewalls. Work is continuing to
remove and replace all the outstanding non-Windows 10 devices that remain.

Countywide IT Service (CITS) Annual Report

A performance report from Countywide IT Services (CITS) is submitted to Digital Care
Delivery Group every month (in arrears) - see IT Services & CITS Performance
Report.

e SLA performance for customers (Primary Care & CCG) continues to exceed SLA,
despite calls received exceeding the capacity of the service. Capacity to be
reviewed under SLA renegotiations.

e SLA performance for GHT dropped below target in April due to some calls being
mis-categorised as P2, these are being reviewed and training updated for new
Service Desk Staff. Total calls received nearly 50% above capacity, which is being
reviewed.

e Call volumes overall remain high, with an increase of 2,750 calls received
compared to the same period last year. This is reflected in the slower call answer
times, and increased open calls year on year too. Staffing and capacity is being
reviewed.

Cyber Security

The Trust currently has a small cyber team dedicated to monitoring and responding to
cyber threats. This team provides cyber security support to GHT, CCG and GHC as
part of the wider service level agreement in CITS.
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Since 2018 a significant amount of investment has been made in updating
infrastructure, systems and software to strengthen and protect the networks. A recent
audit and internal review highlighted areas that are vulnerable to emerging threats.
These actions are updated and monitored monthly and an update is provided to Digital
Care Delivery Group and ICS Digital Execs. Key highlights this month:

¢ The three high and one of the medium areas of the audit action plan have been
completed, with some follow up actions in place to ensure continued focus on
these risks and progress continues against remaining three medium areas.

¢ Two high security threats issued nationally.

e Multi-factor authentication rolled out to all users of Citrix at home across GHT and
CCG (virtual desktop) as well as GCC users.

¢ Improvement noted against national average comparison within March Windows
Exposure Score and Server Exposure Score (MDE) KPI.

Global threat following the Russian invasion of Ukraine

During April the National Cyber Security Centre (NCSC) published a further advisory
and advice against Russian state-sponsored and criminal cyber threats. The advisory
complements recent NCSC advice on actions to take (reported last month).
Organisations have now been urged to:

e prioritise the patching of known exploited vulnerabilities
o enforce multi-factor authentication (MFA)

e monitor remote desktop protocol (RDP), and

e provide end-user awareness and training.

What this means in reality for organisations it that we must be able to protect against,
react to and educate our users about potential cyber threats. Key themes of work
include:

e The need to be able to react to cyber threats and scale up and down the defences
where appropriate.

e Changing user behaviour — this still remains one of the largest threats to cyber
security, exposing the organisation to phishing attacks. Robust identity
management is critical.

e Proactive defence. Understanding when an attack is taking place, or imminent;
using logging and monitoring is critical.

e Cold, offline, backups must be available as a final line of defence against the
impact of possible cyber threats.

-Ends-
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KEY ISSUES AND ASSURANCE REPORT
Estates and Facilities Committee, 26 May 2022

Item

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the
levels of assurance are set out below. Minutes of the meeting are available.

Rationale for rating

Actions/Outcome

Violence and
Aggression/Security
Report

There had been a significant increase in incidents, particularly in the
Emergency Department, which was impacting the ability of porters and
clinical staff to deal with the increasing severity and volume of
incidents. Options were set out in the report to support a better
approach; the Committee noted a much-improved CCTV and recording
system was in place. However, an holistic review of governance,
management, resourcing and working practices needed to be
conducted.

The Committee was very concerned and considered the intolerable risk
that this was raising within the organisation, and the impact on the
services the Trust provides.

The issues and associated risks
would be reflected in the Board
Assurance Framework.

The issue will be taken up as a
matter of urgency by the Chief
Nurse and Director of Strategy
and Transformation. A discussion
would take place at Quality and
Performance Committee, and the
People and OD Committee. The
matter would be also raised at
Board through committee
assurance reports.

Items rated Amber

Item

Rationale for rating

Actions/Outcome

GMS Capital
Programme Update

The overall programme was reviewed for 2022/23. Funding for
addressing the electrical infrastructure works has yet to be secured.
This matter is still be explored through reviews of capital prioritisation
and/or alternative sources of capital.

Update to be provided to the
Committee at the next meeting.

National Cleaning
Standards

As a matter arising from the March meeting, it was agreed that the
Chair of Quality and Performance Committee would be approached to
seek formal endorsement of the cleaning standards to be adopted by
the Trust, via the Infection Prevention and Control team.

Quality and Performance
Committee to confirm.

GMS Chair’s Report

The GMS Board had discussed the use of additional overtime and
agency; although GMS carried a significant number of vacancies,
standards were achieved.

GMS did not win any Staff Awards at the recent event; however, the
deep clean team would be recognised internally for their work during
the pandemic.

A GMS-specific category would be
included in next year’s Staff
Awards.

Contract
Management
Group Report

Parking continued to be a particular pressure; a travel survey has been
launched and was already generating significant feedback. Plans were in
place to address ongoing issues with car park barriers and swipe card
access.

Update to be provided to the
Committee at the next meeting.

Operational
Improvement
Action Plan

An action plan to address the recommendations from PwC’'s GMS
review was presented. The Committee was assured by the plan.

The Board-level session to review
governance arrangements would
be rescheduled, but would
support some of the operational
plans.

Workforce Action
Plan

The Committee was assured that plans were in progression to address
recommendations made in the Workforce Report that was discussed at
March’s meeting.

Regular updates would be
received for assurance. The
Committee wish to see positive
impact of planned actions.

Risk Log

The Committee reviewed the high-scoring risks, and discussed the need
to ensure clear risk processes and rationalisation.

Challenges around managing the duplicate risks across the Trust and
GMS registers were discussed. It was acknowledged that the Trust
retains ultimate responsibility for its own risks as duty holder and

Work would continue to improve
the transparency and clarity on
risk ownership and action parties.




registered care provider. Within that context, actions were agreed to
improve reporting and management of risks.

Items Rated Green

Item

Rationale for rating

Actions/Outcome

NHSEI Capital Bids

GMS had been successful in reaching the Expressions of Interest stage
for elective recovery TIF monies; this was now being worked into a full
business case. The business case would request £10.2m, and would
need to be submitted by 30 June for notice in August.

Two requests had been submitted to support mental health: one to
upgrade two wards to ensure they were dementia friendly, and one to
establish bays and side rooms to support young people presenting with
self-harm. The two bids were supported by the integrated care system,
and the team awaited confirmation for the need to submit a business
case to support the requests.

The submission would be
circulated to Committee
members for information.

Community
Diagnostics Hub

The Committee was assured by the report, noting that ‘place’ reviews
were underway to ensure that Quayside House was accessible by public
transport and to review communication plans for patients.

None.

Items not Rated

None.

Impact on Board Assurance Framework (BAF)

The first iteration of the Committee’s BAF risks were reviewed; the Committee was supportive of the new style and direction of the

Framework, and acknowledged that the process continued to embed. The Committee considered splitting the risks into

Environmental and Estates risks.

The violence and aggression risks would be reflected in SR2 and SR3 of the BAF.
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KEY ISSUES AND ASSURANCE REPORT
Audit and Assurance Committee 25 May 2022

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the

levels of assurance a

re set out below. Minutes of the meeting are available.

Item Rationale for rating Actions/Outcome
None.

Items rated Amber

Item Rationale for rating Actions/Outcome

Internal Audit
Progress Report

There had been ongoing delays due to operational pressures within the
Trust, however remaining reports for 2021-22 were being finalised and
would be presented to the next Committee meeting.

NHSEI guidance related to
internal audit reviews of the
HFMA checklist had been
released and would be carried
out accordingly.

Internal Audit
Annual Report

The Head of Internal Audit opinion gave a moderate assurance rating on
the adequacy and effectiveness of the Trust’s internal control system,
and the consistent application of controls.
All audits during the year had provided at least moderate assurance,
with over half given substantial assurance.

None.

Internal Audit
Review:
Recruitment
Practices

The review gave a moderate assurance rating for both design and
operational effectiveness, with four medium recommendations related
to the following:

e The Recruitment and Selection Policy: reflect the new
minimum interview panel members required; refresher
training for managers on recruitment processes and
requirements; and a review of Trac to ensure necessary
shortlisting and interview scores were recorded.

e Person specification templates were reviewed by Inclusion
leads; reminders to be sent to recruiting managers to use job
description templates for consistency; the development of an
accessibility checklist or assessment.

e A section on application forms to be added, asking whether
applicants are members of the Accelerated Development Pool
and Chief Nurse Fellowship programmes.

e The Recruitment and Selection Policy to be updated to include
other areas identified in the internal audit, including issues
related to performance measures, induction, probationary
periods and risks.

The Committee was assured by
the plans in place to address the
recommendations.

Cyber Security
Audit Programme

The report set out the actions taken in response to the seven
recommendations, including three high level, highlighted in the cyber
security audit undertaken in November 2021.

The Committee was assured by
the plans in place to address the
recommendations, and noted the
positive position the Trust was
now in.

Risk Assurance
Report

Assurance was provided on the process of active management of key
risks within the organisation.

Material concerns would be
strengthened on the coversheet.

GMS Update

The final audit was in progress, with no issues raised to date.
Three internal audit reviews were provided for information on
Organisational Structure, Corporate Services, and Workforce Planning.

GMS sought approval from the
Committee to appoint BDO as its
internal auditor (email approval
sought as Committee was not
quorate at this point).

Items Rated Green

Item

Rationale for rating

Actions/Outcome

Internal Audit
Review: Waiting

A substantial assurance rating had been given on both design and
operational effectiveness, with one low recommendation related to the

None.

Assurance Key
Rating Level of Assurance
Assured =there are no gaps.
Green £ap
Amber Partially assured —there are gaps in assurance butwe are assured appropriate plans are in place to address thess,

- Not assured = there are significant gaps in assurance and we are not assured as to the adeguacy of action plans,




List Management

maintenance of an audit trail of patient reviews. The Committee was
assured by the review, which highlighted the number of good processes
in place to continuously monitor and be aware of the impact of Covid-
19 on patient waiting lists.

External Audit

The Committee was assured that the interim audit was progressing
according to plan, with nothing material to report. The Committee was
advised that there were no issues with the GMS interim audit.

None.

Losses and
Compensations
Report

The Committee was assured by the management of the process of
losses and compensations, and approved the write off of 45 invoices
totalling £6,317.86.

The Patient Property Policy was in
development and would be
approved at Quality and
Performance Committee.

A briefing on the progress of the
Policy would be brought to the
Committee.

Items not Rated

None.

Impact on Board Assurance Framework (BAF)

The first iteration of the full BAF was reviewed. Risks continued to be reviewed and updated on a monthly basis. A mapping

exercise of previous BAF risks and new BAF risks would be developed.
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