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10.15, Thursday 13 October 2022
Lecture Hall, Redwood Education Centre, Gloucestershire Royal Hospital

AGENDA
Ref | Item Purpose Report type Time
1 Chair’s Welcome and Introduction
2 Apologies for absence 10.15
3 Declarations of interest
4 Minutes of Board meeting held on 8 September 2022 Approval Enc1
10.20

5 Matters arising from Board meeting held on 8 September 2022 Assurance
6 Staff Story Katie Parker-Roberts, Head of Quality Information Presentation | 10.25
7 Chief Executive’s Briefing Deborah Lee, Chief Executive Officer Information Enc 2 10.45
8 Board Assurance Framework Kat Cleverley, Trust Secretary Review Enc 3 11.00
9 Trust Risk Register Mark Pietroni, Medical Director Assurance Enc 4 11.10
10 | Quality and Performance Committee Report Alison Moon, Non-Executive Encs

Director, Matt Holdaway, Chief Nurse and Director of Quality, and Qadar | pssurance 11.20

Zada, Chief Operating Officer
11 | Maternity Reports Matt Holdaway, Chief Nurse and Director of Quality Assurance Enc 6 11.50

Break (12.00-12.10)

12 | Finance and Digital Committee Report Robert Graves, Non-Executive

Director, Karen Johnson, Director of Finance and Mark Hutchinson, Assurance Enc7 12.10

Executive Chief Digital and Information Officer
13 | Audit and Assurance Committee Report Claire Feehily, Non-Executive

Director Assurance Enc8 12.30
14 | Estates and Facilities Committee Report Mike Napier, Non-Executive

Director Assurance Enc9 12.40
15 | Any other business None 12.50
16 | Governor Observations

Close by 13.00
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GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST
Minutes of the Public Board of Directors’ Meeting
8 September 2022, 13.15, Lecture Hall Redwood Education Centre

Chair Deborah Evans DE Chair
Present Alex D’Agapeyeff ADA Interim Medical Director and Director of Safety

Robert Graves RG Non-Executive Director

Steven Hardy SH Associate Chief Information Officer (deputising for MH)

Balvinder Heran BH Non-Executive Director

Matt Holdaway MHo Chief Nurse and Director of Quality

Karen Johnson KJ Director of Finance

Simon Lanceley SL Director of Strategy and Transformation

Alison Moon AM Non-Executive Director

Sally Moyle SM Associate Non-Executive Director

Mike Napier MN 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
Attending | Mark Aslam MA Clinical Lead for Organ Donation (item 11 only)

James Brown JB Director of Engagement, Involvement and Communications

Kat Cleverley KC Trust Secretary (minutes)

Anoushka Duroe-Richards | ADR Arts Coordinator and Patient (item 6 only)

Micky Griffiths MG Programme Director (item 12 only)

Jess Gunn JG Guardian of Safe Working Hours (item 17 only)

Katie Parker-Roberts KPR Head of Quality and Freedom to Speak Up Guardian (item 6 only)
Observers | Five governors, staff members and members of the public observed the meeting virtually. Two

governors, including the Lead Governor, observed the meeting in person.

Ref

Item

Chair’s welcome and introduction
DE welcomed everyone to the meeting.

Colleagues from Unison attended to deliver a petition entitled “Healthcare assistants provide vital patient care,
and often undertake a wide range of duties crucial to supporting other clinical staff and their patients. We, the
undersigned, call on Gloucestershire Hospitals NHS Foundation Trust to pay band 2 healthcare
assistants/clinical support workers who are currently undertaking band 3 roles and duties at band 3 rate. All
healthcare assistants deserve pay justice.” The Board formally received the petition and thanked Unison for
attending.

DE advised the Board that the Trust’s Annual Members’ Meeting had been postponed until 27 October due to a
delay in finalising the accounts, as auditors could not conclude their work until the final CQC reports had been
received.

DE formally thanked ADA and MP for their work during their terms as Interim Chief Executive Officer and Interim
Medical Director. DE also thanked Alan Thomas for his work during his term as Lead Governor, which would end
at October’s Annual Members’ Meeting.

The Board was advised of continued corporate governance improvements, including changes to the format of
board meetings and scheduling.

Apologies for absence

Claire Feehily, Non-Executive Director, Marie-Annick Gournet, Non-Executive Director, Mark Hutchinson,
Executive Chief Digital and Information Officer, Qadar Zada, Chief Operating Officer.
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Declarations of interest

There were no new declarations.

Minutes of Board meeting held on 14 July 2022

The minutes were approved as a true and accurate record.

Matters arising from Board meeting held on 14 July 2022

All matters arising were noted.

Staff Story

The Board heard from ADR, a patient of the Trust who was also a member of staff. ADR told the powerful story
of her journey since being diagnosed with incurable ovarian cancer. ADR explained how she had dealt with
incredibly difficult circumstances during the pandemic, including a stay in hospital over the Christmas period
which was isolating and unnecessary. ADR had experienced some systems that had not easily allowed the best
care for patients and often felt that she was not listened to. However, she stressed that every staff member
she had encountered had been helpful and clearly only wanted to provide the best possible care.

ADR had used her expertise to identify issues within the organisation in relation to environment and
maintenance that would make significant improvements to other people using the Trust’s services.

The Board was moved by the story, and committed to improve the pathway for other women to ensure that
people were treated as people, not just patients.

Chief Executive’s Briefing

MP briefed the Board as follows:

The new Prime Minister and Secretary of State for Health had announced an “ABCD” (ambulances,
backlogs, care, doctors and dentists) programme for the NHS. Organisations awaited any change in
policy.

Covid was now being treated as business as usual throughout the organisation. Covid and flu jabs would
be available to staff in the next few weeks.

The draft CQC well-led report had been received; a factual accuracy check had been undertaken and
returned, with the final report expected by 22 September. The Board had received and discussed the
warning notices for Surgery and Maternity, and a reinspection of these services was anticipated.

The Trust continued to be amongst the worst-performing Trusts in the country for ambulance handover
delays, although some slight improvement had been seen throughout August. The Trust was being
monitored on a weekly basis, with information submitted to NHSEI. The Trust continued to review the
improvements it could make as an individual organisation, along with exploring opportunities as a
partner within the health system.

There continued to be significant issues within hospitals and the community to ensure an efficient
pathway for Medically Optimised for Discharge patients; the local health system continued to look to
ensure efficient use of resources to make pathways as effective as possible.

The Trust had implemented an emergency angiography pathway, which ADA had led. The service was
available on a 24/7 basis.

MP raised the cost-of-living crisis, noting that it was important that the Trust supported staff who were
struggling. Although the Trust does not set payscales, there were things that the organisation could do
to help, including looking to top up salaries of lowest paid staff to the Real Living Wage.

MP wished to thank the executive team and ADA who had supported him during his time as Interim Chief
Executive.
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e MP advised the Board that urgent and emergency care was now at the top of the agenda for the ICB. DE
confirmed that the ICB Chair was willing to visit the Trust, and GHT and GHC were committed to joint
visits to raise the profile of urgent and emergency care and encourage system ownership.

RG asked about operational pressures and winter planning, and whether MP was satisfied with the realistic view
that had been taken in relation to expected pressure. MP advised that whilst there was anxiety about winter, the
Trust was developing a winter plan as usual, and was engaged in system wide planning.

Board Assurance Framework

The Board received the Board Assurance Framework, noting that risk rationalisation continued with executive
leads fully reviewing each risk. The Board was advised that once the BAF was fully embedded and mature,
additional information to identify trends, significant changes and risk scoring would be included to support
analysis into key areas of concern.

Trust Risk Register

The Board received the report for information, noting that two new risks related to laboratory support and lack
of trained haematology consultants had been added to the register. One risk related to lack of capacity within
the Gl Physiology service had been downgraded, and the safety risk related to radiotherapy had been closed due
to the installation of a new machine which had commenced treatment in mid-August.

10

Quality and Performance Committee Report

AM advised the Board that the Committee had highlighted a number of red areas from July’s meeting, including
a review of the CQC Maternity Services Report and a discussion in relation to the Trust’s heatwave response
which had seen a temporary move to corridor care; the Committee recognised that this was not an ideal situation
and could not become business as usual, but had been the best thing to provide optimum care to patients under
incredibly difficult circumstances. The Committee had also discussed concerns in relation to the Patient Safety
team and the significant increase in incident reporting activity which was outweighing capacity in the team and
creating a lack of resilience.

Other key issues from the Quality Performance Report were highlighted as follows:

e Violence and aggression incidents were discussed; there was now a focus on operational issues and
involvement of GMS, with additional porters being recruited. More violence and aggression training
sessions were being organised, and weekly multi-disciplinary team meetings had been established for
more oversight of challenging situations.

e Section 29a action plans from the CQC warning notices were regularly reviewed.

e There had been no Never Events in theatres since December; the Board was advised that quality
improvement work had been very successful.

e The Trust was performing well in some of the cancer performance standards, but was not meeting the
62-day standard mainly due to the high volume of Urology patients. The Board was assured that there
was a robust action plan in place which would improve the position.

e The Board was informed that the Echocardiography diagnostic was a concern, however there was a plan
in place which would contribute to a significant reduction in backlogs.

RG asked about the PALS team and the improvements that had been made. MHo confirmed that an additional
senior coordinator was in post which was providing support to the team and managing complex cases. The Board
was advised that there had been a very high number of contracts this month and therefore the trajectory had
not been met, however the team continued to monitor this closely.

11

Organ Donation Annual Report
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The Board received the report, noting the ongoing success of the Trust’s processes for identifying potential organ
donor, timely referral and provision of support for clinical teams and families by specialist nurses.

During 2021-22 the Trust facilitated nine solid organ donors resulting in 19 patients receiving life saving or
transforming transplants. The Trust had also made 747 referrals for consideration of tissue donation, and
facilitated 64 tissue donors. The Trust aimed to achieve a 100% referral target, to expand its tissue donation
services, and continue to train and educate junior doctors.

The Board was assured by the processes in place, and congratulated the team for its performance during the
year.

12

Fit for the Future Programme: Engagement Report

The Board received and reviewed the Output of Engagement Report, as part of the agreed process for service
change proposals. The Board was advised that the report, the Clinical Senate Panel Review and any other
information deemed necessary would be used to determine recommendations and next steps.

The Board was encouraged by the report and commended the team on thorough and meaningful engagement,
and a clear and well-written report.

13

Finance and Digital Committee Report

RG advised the Board that the focus of the additional meeting in August had been on the Trust’s financial position,
which continued to highlight a significant challenge for the Trust. A financial recovery plan was in development
and would focus on a number of key actions, including a review of all income, a forensic review of the financial
ledger, a review of the whole-time equivalent workforce, and divisional recovery plans. The Committee had also
been apprised of the HFMA financial sustainability self-assessment, which had been submitted following the
Audit and Assurance Committee in early September.

In July, the Committee had focused on the Trust’s financial performance and the particular issue related to an
error in income assumptions for 2022-23 which had resulted in an overall net impact of £8.9m. Mitigations had
been swiftly identified, however a net pressure of £1.5m remained and would reduce flexibility in the financial
position.

Financial Performance Report
The Board noted the following key points:

e The Trust was reporting a year-to-date deficit of £6.7m, which was £4.6m adverse to plan. However, the
Trust maintained the planned forecast breakeven position.

o The deficit was mainly driven by underperformance of out of county contracts, divisional pay pressures
related to use of temporary staff, and non-pay pressures.

e The financial position at month four continued to highlight a significant challenge, and a Financial
Recovery Plan was in development and would be presented to Finance and Digital Committee in
September.

Digital Performance Report

The Board received the report and noted continued positive progress on digital workstreams and projects. The
Board acknowledged that additional support was required to encourage staff to complete mandatory
Information Governance training in September.

14

Audit and Assurance Committee Report

The Committee had raised concerns in relation to consistent risk reporting and the level of non-compliance of
divisional achievement against Key Performance Indicators. There were a number of actions underway,
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including continued work on the Board Assurance Framework, a committee structure review, and a review of
the clinical governance framework to ensure divisional compliance.

The Committee had also discussed the need for a clear communication plan between the Trust and external
audit to ensure any delays to audits were effectively managed.

15

Emergency Preparedness, Resilience and Response Report

The Board received the report and formally approved the submission to the ICB in October.

16

Estates and Facilities Committee Report

The Committee had received information on workforce vacancies and the actions in place to address gaps, and
indicative increases in energy and fuel prices. The Committee had also received information on the requirement
of an £8m investment to ensure full electrical resilience compliance, the implementation of which was in
discussion.

The Committee had been pleased to receive a positive sustainability report, and was assured by the green
initiatives that the Trust was engaged with, or leading on.

17

Guardian of Safe Working Hours Quarterly Report

The Board received the report for information, noting that the number of exception reports had significantly
reduced during the quarter and had also fallen compared with the same quarter in 2021. There had been 61
exception reports, but no fines levied. The Board was assured that the exception reporting process was robust,
and the junior doctor forum was functioning well.

18

Any other business

None.

19

Governor Observations

AT provided the following feedback:

e The improved angiography programme was felt to be a great success.

e The Fit for the Future programme was progressing well.

e The Board was encouraged to ensure that the Real Living Wage was considered and addressed, as
Governors had been surprised by the number of staff in the Trust who were not in receipt of this.

e The Board Assurance Framework and risk management process continued to improve and were heading
in the right direction.

o AT felt that the Trust was a good organisation, with a great leadership team and staff. The Trust should
be an Outstanding one, and AT was positive that it could get there.

Close

Actions/Decisions

Item

Action Owner/ Update
Due Date

Emergency Preparedness, Resilience and | The Board formally approved the submission to the ICB in October.

Response Report
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Ambulance Delays 4+ hours
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PUBLIC BOARD - OCTOBER 2022
CHIEF EXECUTIVE OFFICER’S REPORT
Introduction

This is my first report to the Board since my return to the Chief Executive role and it has been
quite a month! However, it feels very good to be back and | am hugely optimistic about the
opportunities | see all around me for us to address the challenges ahead.

Operational Context

Whilst the Trust remains operationally very busy, recent improvements in urgent and
emergency care (UEC) gives cause for optimism. The renewed focus on the things that are in
the Trust’s gift to control is paying dividends and these came to fruition last week during what
we termed our “reset week”. With the help of system partners and the Emergency Care
Intensive Support Team, we changed key aspects of the operating model with significant
impacts on ambulance handover delays and Category 2 ambulance response times. At the time
of writing, we have not had an ambulance wait more than 4 hours to handover a patient and
the mean time for handover less than two hours. Similarly, the Cat 2 response times have
reduced from a peak of 160 minutes (against an 18 minute standards) to a mean in the last
week of 33 minutes.

SWAST 4+ Hour Ambulance Handovers (unvalidated)

Bl Gloucestershire Royal Hospital EEl Cheltenham General Hospital
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The reasons for these improvements are multifactorial but the key contributor has been the
decision to share risk more evenly across the UEC pathway by pre-empting more patients to our
wards. This model is being advocated nationally, particularly to those in Tier 1 for ambulance
handover delays. The early evidence indicates that this has reduced the risk in the community,
at our front door and in our Emergency Department. This in itself is not without consequence,
particularly in respect of quality of care for patients who are pre-empted, which it is being very
carefully monitored. Assurance in this regard will be presented to the Quality and Performance
Committee later this month.

The key areas for focus remain the decision to admit — the Reset Week indicated there is
considerable opportunity still to reduce the number of patients who are admitted from the ED;
earlier in the day discharge (and weekend discharges) which is crucial to manage the potential

Chief Executive Officer’s Report Page 1 of 4
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risks associated with pre-empting and time to ED assessment which is likely to require revision
to workforce rotas for medical and nursing staff, particularly overnight.

2.4 As ever, the challenge remains how we sustain this focus and embed the improvements in to
our “business as usual” model. ECIST will be integral to helping us with this approach.

2.5 External partners, Newton, continue their system work on UEC and are in the diagnostic phase.
A number of workshops have been held with colleagues from across the system to undertake a
series of “case reviews”. From those that have attended, these have proved invaluable in
identifying the key themes that will need addressing if we are to succeed in our aims. Newton
plan to feedback their initial observations to system partners next week.

2.6 Elective recovery remains very strong with the Trust holding its position regionally as the top
performing Trust. Cancer performance continues to receive the Trust’s full attention with strong
performance in many areas, including being the only Trust in the Region to be achieving the 28
Day Faster Diagnosis Standard (FDS). This is a particularly important standard as it is the point
when patients have a diagnosis of cancer confirmed or ruled out — for the majority of patients
this will result in good news and therefore with respect to patient experience is an important
measure. The Trust’s greatest area of concern remains achievement of the 62 day cancer
standard; recovery plans and revised trajectories will be presented to next month’s Elective
Recovery Board and onward to Quality and Performance Committee.

Official sensitive—not for onward circulation m

Summary Dashboard Enaland
04 8 S = ota a g

SOUTH WEST 878 861 6,439 6,478 47,574 45,184 41,474 42,289 636,449 639,958 3,744 61.20%

BATH AND NORTH EAST

SOMERSET, SWINDON ANL 0 0 265 270 4,746 4,390 3,757 81099 96,378 97,064 557 62.89%

ILTSHIRE STP
BRISTOL, NORTH
SOMERSET AND SOUTH 109 104 1,245 1,219 10,943 10,485 9,665 9,844 113,194 113,936 1,015 65.70%
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SOCIAL CARE 6 5 364 378 3,006 2,904 2,653 2,746 44,047 44,142 119 61.18%

PARTNERSHIP (STP)

DEVON STP 636 627 3,337 3,374 18,343 17,662 16,423 16,718 173,969 | 175,525 1,096 53.93%
DORSET STP 109 105 762 776 5,792 5,402 4,969 4,990 94,030 93,998 436 59.29%
GLOUCESTERSHIRE STP 0 0 49 48 1,660 1,432 1,308 1,269 66,359 66,846 256 72.33%
SOMERSET STP 18 20 417 413 3,084 2,909 2,699 2,723 48,472 48,447 265 63.41%

>51WW Cohort (March 78ww): This cohort refers to the patients who will have waited over 78 weeks by the end of March if se¢n prior to this point

| ) . Source: WLMDS
National Elective Recovery Programme Board

2.7 This month we completed four of the five Cheltenham ward moves which are pivotal to the
Trust’s Winter Plan. These moves will provide the surgical division with a protected bed base
and provide medicine with an additional winter ward. The aim of these moves is to protect
elective operating over the winter months — especially orthopaedics which has been a casualty
of winter pressures in recent years — and reduce the likelihood of needing to open poor quality
escalation capacity. Significant attention has been paid to staff engagement in the planning and
preparation for the moves, with positive feedback from staff in this regard. | am pleased to
report that we secured national capital to enable us to make environmental improvements to
the winter ward and to enable us to bring a modular build on sight at GRH to enable us to
establish a much-needed Discharge Waiting Lounge with capacity to take up to 30 patients both
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3.1

3.2

3.3

3.4

3.5

3.6

seated and on trolleys; this development will contribute significantly to early flow thus again
reducing the need to care for patients in escalation areas.

Key Highlights

Care Quality Commission

On Friday the Care Quality Commission published its report into the findings following its core
services inspection of Surgical Services and its Well-Led review of the Trust. Both of these
inspections resulted in a downgrading of the current ratings, Surgical Services from Requires
Improvement to Inadequate and the Trust’s Well-led Rating from Good to Requires
Improvement. Combined, this means the Trust’s overall rating has dropped from Good to
Requires Improvement.

In regard of the Well-led review, the report has raised some very important issues in respect of
the culture within the Trust. There are no circumstances when it is ever acceptable for staff to
feel bullied, to be subjected to discrimination or to fear reprisals when they have had the
courage to speak out. These are issues that have been raised through our own staff survey and
as such have received, and continue to receive, the leadership’s full attention. We are
determined that this report will provide further momentum and impetus to address these issues
and we are working harder than ever to engage and involve our frontline colleagues in finding
solutions to our challenges.

Prior to publication, Deborah Evans, Trust Chair alongside members of the Executive Team and
Surgical Division hosted two face-to-face staff briefing events at Cheltenham General and
Gloucestershire Royal. The events were very well attended with good engagement from staff in
the room and afterwards. The Cheltenham event was recorded and again, large numbers of
staff have viewed this.

For leaders and managers throughout the organisation this has been a very difficult report, with
evidence of considerable reflection by very many colleagues. | personally, have reflected on my
own leadership and the contribution to these findings and would like to take the opportunity
to reiterate my apology to all those who have been impacted by the findings in the report.

The Trust is required to submit the required action plan within 28 days of the report being
received and this is hand with lead Directors identified for each of the areas identified.
Committee oversight of the action plans is under discussion but likely to fall to several
committees given the broad nature of the issues raised.

In response to the CQC’s recent findings with respect to maternity services, the Trust has had
its first engagement event with the Maternity Safety Support Programme. Feedback from all
involved has been very positive. Very many of the actions identified in response to the report
have been actioned and the team is looking forward to welcoming the CQC back when they
revisit the service in the next few months.

Chief Executive Officer’s Report Page 3 0of 4
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3.8

3.9

3.10

3.11

Recruitment The Trust, working with system partners and recruitment platform Indeed, ran a
very successful event at Cheltenham Race Course aiming to recruit much needed health care
support workers (HCSW). A total of 314 people were welcomed through the doors, 298 job
seekers were interviewed and 270 of those were offered roles with 41% being new to care. The
range of posts on offer included mental health, community, care homes, GP practice and
hospital roles. We anticipate just over 120 coming to our hospitals.

This week the Royal College of Nursing instigated a ballot to seek support of their members for
industrial action in response to their concerns about the national pay award which is not
reflective of inflation.

Charity. On the 29" September, | had the pleasure of welcoming a number of Gloucestershire’s
entrepreneurs to a fundraising event at Berkeley Castle, in aid of our appeal to raise funds for
the Gloucestershire Cancer Institute. | would like to take the opportunity to thank the Berkeley
family for their generosity in agreeing to host the event and local sponsors Creed Catering,
Colour Connection and the Queen’s Hotel, Cheltenham at Berkeley Castle. In more good news,
| was delighted to hear that our hospitals’ charity has been shortlisted for Gloucestershire
Charity of the Year — very well deserved.

Finally, our apprenticeship programme continues to go from strength with the Trust having
been shortlisted in this year’s Gloucestershire Live Apprenticeship Awards in the categories of
Employer of the Year and Outstanding Contribution to Apprenticeships category. | am delighted
that Lisa won the Outstanding Contribution to Apprenticeships award. Unfortunately, we were
runners up in the Employer of the Year category but very pleased that NHS organisations were
so well represented in the shortlist and congratulations to Gloucestershire Health and Care
Trust for their win as Employer of the Year.

Such a lot going on....

Deborah Lee
Chief Executive Officer

10™ October 2022
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Report to Board of Directors

Agenda item: 8 | Enclosure Number: 3
Date 13 October 2022
Title Board Assurance Framework
Author /Sponsoring Kat Cleverley, Trust Secretary
Director/Presenter
Purpose of Report Tick all that apply ¥
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 v

Summary of Report

A revised Board Assurance Framework was implemented in February 2022, with iterations of the strategic risks
presented for review and discussion at Committee meetings and for overall assurance at each Board of Directors
meeting.

Executives and their teams have worked in partnership with Corporate Governance to embed the revised BAF,
which has included rationalising and combining risks to ensure a concise, streamlined assurance document that
reflects current best practice.

The Board is presented with the full Board Assurance Framework for October 2022, with a summary of key
changes and developments that have occurred over the last few months.

Recommendation

The Board is asked to note the BAF for assurance, and to continue to support its development.

Enclosures

e Board Assurance Framework October 2022




Board Assurance Framework Review

Consequence
Number of risks 11 1 2 3 a 5
Number of high-rated risks 7
Average risk rating 12 °
Risks overdue review 5
e SR2 Workforce 4 - UHA criteria
e SR5 Engagement - ° ML
e SR10 IT infrastructure and digital capability _E
e SR11 UHA criteria S
e SR12 Research = 3 - Engagement
Risks in progress 2
= [T infrastructure
IT and Digital 2 rEEL
capability
External Partnerships
Archived risks 1 1
Summary Changes

SR1 Breach of CQC regulations or standards Fully updated in September 2022. Risk score increased to 20.

SR2 Workforce Fully reviewed in June 2022. Risk score increased to 20.

SR3 Delivery of Quality Strategy Fully updated in September 2022.

SR4 Individual organisational priorities not aligned | Fully updated in September 2022.

SR5 Poor engagement Fully reviewed in July 2022.

SR7 Failure to deliver financial balance Fully updated in September 2022. Risk score increased to 20.

SR8 Estate development Fully updated in September 2022. Review combination of risk with SR9.

SR9 Sufficient capital Fully updated in September 2022. Review combination of risk with SR8.

SR10 IT infrastructure and digital capability Full risk review in progress.

SR11 UHA criteria Fully reviewed in April 2022. Update due.

SR12 Research Fully reviewed in April 2022. Update due.




Board Assurance Framework Review

Committee Oversight

Audit and Assurance Committee Recommended risk rationalisation exercise.

Finance and Digital Committee Fully reviewed SR7 in September 2022. Recommended increased risk score to 20.

Quality and Performance Committee Fully reviewed SR1, SR3 and SR4 in September 2022. Target risk scores for SR1 would be reviewed.
People and Organisational Development Committee Fully reviewed SR2 in June 2022. Recommended increased risk score to 20.

Estates and Facilities Committee Recommended combining SR8 and SR9.
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October 2022
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

Sept 2022

CNO/DOQ

3x4=12

F

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

June 2022

DOP

3x4=12

3x2=6

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

Sept 2022

MD

2x3=6

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 Sept 2022 Coo 2x3=6 4x3=12
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 July 2022 DoST 1x3 3x2=6 3x3=9

stakeholders and the public.

7. We are a Trust in financial balance, with a sustainable financial footing evidenced by o

ur NHSI Outst

anding rating

SR7

Failure to deliver financial balance.

July 2019

Sept 2022

DOF

4x3=12

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
tha

t minimise our environmental impact

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

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

7 for Use of Resources

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

2x2=4




NHS|

Gloucestershire Hospitals
NHS Foundation Trust

October 2022
Board Assurance Framework Summary

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 4x3=12 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 4x3=12 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 September 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 SR3, SR4
related regulatory standards are | excellence of care and treatment have been highlighted by quality of services, Quality and
breached we deliver to our patients, internal indicators such as patient outcomes, Performance
evidenced by our CQC Outstanding | incidents and complaints, regulatory status and
rating and delivery of all NHS and by external reviewers reputation.
Constitution standards and pledges | including CQC.
Risks linked to the Risk Register:
S3316, C2819N, C2669N,
C1945NTVN, D&S2976 Rad,
W(C35360 bs, M2353Diab,
D&S3103 Path, C2667NIC,
C1850NSafe, C3034N
C3295CO0COVID, WC3257Gyn
WC35360bs, WC36850bs
M3682Emer, C2628C0O0
C1798C00, S2715Th
C2715 C3084 C1437POD
C3767CO0 D&S2938RT
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Risk, control and assurance A number of quality and workforce plans focused on
identification and monitoring Dec 2023 2024 Dec 2025 improved culture would have positive impact on 2019/2020
processes have highlighted a quality. 2020/2021
number of risks to quality and
therefore to the strategic 3x4=12 3x4=12 2021/2022
objective. 2022/23
Q2
CONTROLS/MITIGATIONS GAPS IN CONTROL
e Quality and Performance Committee oversees progress of improvement plans in e Quality Strategy in need of refresh due to key milestones needing to be reprioritised due to

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

challenges caused by Covid, CQC regulatory inspections and changes in personnel.

e Inability to match recruitment needs due to national and local shortages and the impact on
quality of care (links with People and OD Strategy)

e Deteriorating staff experience leading to increased absence, vacancies, turnover, lower
productivity and ultimately poor patient experience.

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

e Divisional oversight of core service areas.

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR1: Breach of regulatory activity September 2022

e Quality Strategy and delivery plan
e Risk Management processes

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

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 Q2
- Monitoring of impact of workforce challenges on &CN 2022/23 - Safer staffing reviews for close monitoring of workforce challenges impact on quality of care via
quality and performance Safer Staffing Report.
Operational Plan (e(e]0) Q1/222/23 - Delivery of defined planned operational improvements
- Development of plan in response to NHSE/I planning Q422/23 - Review of new planning guidance for 2023/24
guidance
Quality Strategy and QPR DoQ End of Q3 - This work has been delayed and will commence in Oct 2022 after Quality Governance Review
- Review and refresh strategy and delivery plan &CN 2022/23 - Work underway — delayed because of CQC regulatory activity
- Review of metrics within QPR Q2 22/23 - Complete and Q1 progress reported to QDG.
- Define quality priorities for 2022/23 Q122/23
- Development of separate Whole Person Care Strategy
External reviews of services DoQ Q122/23 - Complete - CQC Medical Care and UEC Care report received action plan developed and being
- Develop action plans in response to recent inspections &CN monitored by QDG.
Q2 22/23 - €CQC Maternity focused inspection final report received and improvement plan due with CQC 29
August 2022 — reviewed by MDG.
Q2 22/23 - CQCunannounced core service inspection of surgery and Well Led awaiting report and — draft
report received for factual accuracy.
- CQC Well led feedback to CEO and Board raising concerns/issues with the organisation.
Q322/23 - NHSE/I review of Maternity Service and LMNS rebooked for Nov 2022 (delayed due to extreme

weather national alert and Business Continuity plans in place).

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR1: Breach of regulatory activity September 2022
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE
- Getting It Right First Time - there was strong agreement that the | CQC Update e Inspection and review by an external body -

urology department has been actively progressing the national
recommendations outlined within the GIRFT work streams.

- End PJ Paralysis improvement programme (work programme in
place and diagnostic audit to start)

Assurance Reports

Cancer Delivery Group

- In May seven out of nine standards were met; better than the
national average in eight of nine.

- Section 29a warning notices for maternity and surgery

Staff Survey
- Below average NHS Staff Survey results (metrics for Quality
Strategy Delivery) annual.

Assurance Reports and QPR metrics
Urgent and Emergency Care Delivery Group
- Remains challenged service.
o Ambulance handover delays
o Medically fit for discharge numbers increasing
o Pre-empts to ward areas (meaning corridor care for
our patients)

Maternity Delivery Group
- Remains challenged service
o Inadequate rating for maternity in Well Led and Safe
(report published 22 July)
o Midwifery staffing and maternity triage on Trust risk
register
o Cheltenham maternity unit to remain closed until
October because of staffing.

Planned Care Delivery Group
- Challenges remain
o 52-week performance was challenged, but not
significantly.
o diagnostic performance continued to be challenged
with echo performance accounting for the majority of
breaches.

Quality Delivery Group

- The incidence of violence and aggression is increasing. There
is a working group reviewing this issue and taking
improvement actions.

CQC Well Led Inspection June 2022 (report
being reviewed for factual accuracy).

e NHSE/I Insights visit for maternity September
2022 and diagnostic visit for the Maternity
Safety Improvement Programme (MSIP).

e Internal audit reviews 2022-25:

o Outpatient Clinic Management
MCA and Consent
Discharge Processes
Divisional Governance (Medicine)
Cross health economy reviews
Risk Maturity
Patient Safety (Learning from
Complaints/Incidents)
Clinical Programme Group
Environmental Sustainability
Data Quality
Patient Deterioration
Pressure Ulcer Management
Clinical Audit
Medical Records
Infection Prevention and Control

O O O O O O

O 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 SR1: Breach of regulatory activity September 2022

Eating Disorders Pathway

- The acute trust was not particularly well set up to treat eating
disorders, with a lack of appropriate teams to facilitate; within
the county no inpatient eating disorder facility, no day
programme and no child or adolescent home treatment team.
An ICB improvement programme has commenced to resolve
issues not within the remit of the Trust).

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR2: Workforce June 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 strategies, operational plan and People and DoP C3648P0OD
workforce that is organised around the patient on national scale. high-quality services. Organisational C1437POD
representative of the which describes us as an Lack of resilience in Increased staff pressure. Development C3321P0OD
communities we serve. outstanding employer who staff teams. Increased reliance on temporary Committee C2803P0OD
attracts, develops and retains the | Increased pressure staffing. C2908P0OD
very best people. leads to high sickness | Reduced ability to recruit the best
and turnover levels. people due to deterioration in
reputation.
TARGET RISK RISK HISTORY
CURRENT RISK SCORE RATIONALE RATIONALE
SCORE
The (?ng0|ng .|mpact of the pand(?mu.: 1S Jan 2023 A number of workforce plans focused on recruitment,
affecting staff in all areas of the organisation. . . e
. . retention and improved culture would have positive impact
Staff shortages and deteriorating staff , i . .
. o= 3x4=12 on the Trust’s ability to attract and retain a skilful,
experience will impact further. .
compassionate workforce

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, TNA Cohorts and student placement capacity
Induction pilot of cohorts for HCA/HCSW

Advanced Care and other alternative speciality roles

Accreditation of Preceptorship module

Technology Enhanced Learning and Simulation Based Education

Divisional colleague engagement plans

Proactive Health and Wellbeing interventions

Formalised workforce Operational Plan submission 2022/2023 to NHSE, integrated with the
ICS

e Delays in time to hire

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

e Absence of full roll out of e-rostering across all staff groups for improved productivity

e Deteriorating staff experience leading to increased absence, turnover, lower productivity
and ultimately poor patient experience

e Lack of time for staff to complete e-learning training

e Absence of co-joined educational planning throughout the Trust

ACTIONS PLANNED

Action Lead Due date Update

Initial scope of e2e transactional recruitment leading to DDfPOD Commence Full recruitment review formally commences on 7t June 2002 reporting into the Workforce
formal transformation change programme 7% June 2022 Sustainability Programme Board.

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR2: Workforce June 2022
Development of a marketing and strategy / plan AD of Commence This will now form part of the Workforce Sustainability Programme structure and will include
Resourcing May 2022 the procurement of an external marketing company to work in close partnership with the
Trust to support the design and implementation of innovative and creative attraction
solutions. Work has specifically commenced in May with plans to address the increasing
challenges with admin & clerical vacancy levels.

Delivery of 2022/23 workforce plan including new roles, DDfPOD 2022-23 Positive feedback was received from NHSE on the Trust’s submission into the ICS workforce

increased overseas recruitment and robust pipeline plans plan for 2022/23. Interventions and activities to deliver the workforce plan across the Trust
has commenced. This will be formalised through the Workforce Sustainability Programme.

Immediate focussed planning in response to the 2021 Staff Head of Commence Commencement of a staff engagement and culture programme has been seen in May, with

Survey outcomes L&OD/DoP April 2022 clear workstreams focussing on organisational values, staff engagement, staff survey
responses, and Restorative and Just Learning.

Commencement of Workforce Sustainability Programme DfPOD 2022-23 Presented to the Workforce Sustainability Programme Board in May 2022. Focus in the last
month has seen the governance, structures and formal programme management
frameworks being established to support the traction and pace critical for positive delivery
outcomes.

Focussed planning of a Preceptorship Academy and ADED June 2023 Development of an accredited master module as part of the Preceptorship Programme for

commencement of a master accredited module AHPs and RNs.

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Ability to offer flexible working arrangements e Below average staff survey results e Workforce Sustainability Programme Board

e  Flexibility with the targeted use of Bank incentives and Trust-wide e Diversity gaps in senior positions o Internal audit reviews 2022-25:

reward e Gender pay gap - Workforce Planning
e  Focussed health and wellbeing plan e Significant workforce gaps - Cultural Maturity
e Reduced appraisal compliance - Cross health economy reviews
e Reduction in Essential Training compliance - Equalities, Diversity and Inclusion
e  Exit interview trends - Health and Wellbeing

e Cost of living increases with AfC pay-scales not as

- Recruitment and Retention

competitive as some private sector roles - Staff Engagement

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

Key: Blue: completed

Green: on track to be delivered in timeframes

Red: unlikely to be achieve in the time frame

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

September 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
o ] A range of quality issues Negative impact on MD SR2 - Quality
Failure to deliver the Trust’s Quality improvement is at the have been highlighted by quality of services, Quality and Improvement —
cra | enabling Quality Strategy and ?:;r;r:;iﬂﬁlgi:eeqdu?;g:; it)aff internal indicators such as patient outcomes, Performance tthIf I;'Z'(FS/'T:‘Z‘: to
implement the Quality do the very best for their patients incidents and compilalnts, regulat(?ry status and these risks are
Framework and by external reviewers reputation. Trust risks (red)
and each other including CQC.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Mar 2023 | Mar 2024 - August 22 3x3=9
The QS high level indicators are Implementation and embedding of the QS and Just,
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 Trust investment plans prioritised according to risk.

e Quality and Performance Committee oversees progress of improvement plans in
areas of significant concern highlighted by external reviews, incidents, complaints etc.
e Internal audit plan adapted to respond to significant quality issues.

e Development of larger scale change projects
e Regular update of QS and monitoring of goals
e Consistent Quality Management system to deliver assurance and improvement

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 Q3/Q4 Scoping begun for new milestones
22/23
Development of the Just, Learning and Restorative (JL&R) CB March 23 Planning team established
approach
Review of the Quality Governance framework (Quality Plan to | MH\AS | Oct 22 Two engagement workshops completed
deliver assurance and improvement) \SC
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

QDG update
e Quality priorities agreed

Strategy priorities
e Learning from deaths report

e Progress reported on QS to QPC in October 2021 and forms part of

e Quality Account published which describes the work of the Quality

o Staff survey results

e Update to QPC on QS

e Improvement Programme for JL&R approach

e Improvement Programme for Staff survey

o 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 September 2022
REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS
Risk that individual Covid-19 extraordinary Loss of some (e(0]0] M3682Emer
organisational priorities and . - response and interim ‘historical’ context. Quality and D&S3507RT
. . . We put patients, families and S
decisions are not aligned, which ) . arrangements Availability of Performance WC35360bs
. _— carers first to ensure that care is
would result in restriction of the . ) . resources and C1850NSafe
SR4 delivered and experienced in an . .
movement of resources integrated wav in partnership with investment at a time
(including financial and & y p P of flux/pandemic.
. . our health and social care partners .
workforce) leading to an impact Usual planning cycles
upon the scope of integration suspended/adjusted.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
Operational pressures on emergency Jan Jan
and urgent care pathways. Aug 2022 2023 2024 Q2 2021/22
Q4 2021/22
Numbers of medically optimised
patients waiting for social care 3x3=9 3x3=9 | 2x3=6
support
CONTROLS/MITIGATIONS GAPS IN CONTROL

e Quality and Performance Committee oversees progress of improvement plans in
areas of significant concern.

e Delivery Group exception reporting (Maternity, Quality, Planned Care and Cancer)

e Urgent and Emergency Care Board

e Monitoring of key performance metrics via Quality and Performance Report (QPR)

e Quality Strategy in place

e Risk Management processes

e Executive Review processes

e Trust investment plans

e Key issues and assurance reporting (KIAR)

¢ |CB attendance at Q&P Committee

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

e Agreed Operational Plan (2022/23) in place

e Triumvirates in place for the Operational/Clinical Divisions

e 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/BlI)

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
mitigated).

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 September 2022
ACTIONS PLANNED
Action Lead | Due date | Update
Continuation of Operational Plan delivery monitoring (led by BI, NHL March Meeting confirmed and in diaries twice per month. Reporting being finalised
Finance and dCOO) 2023
‘Flow’ Focussed strategy group planned. Sits with Strategy PMO. 1Q Oct 2022
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

o Elective Recovery Board in place

e Regular ‘systemwide’ planning meetings in place

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

o GIRFT Report — Urology services have made significant improvements

Operational Plan 2022/23 not fully compliant

CQC Maternity Service report

CQC S29A Warning notice for maternity and
Surgery

QPR — heat wave response stopped Ambulance
Handover delays but meant corridor care for
patients on our wards (pre empt policy)

Eating disorder patient issues sit with GHC and ICB
(there is an ICB improvement group formed to
take forward).

e Operational Plan 2022/23 to be monitored delivery on
formal basis from June 2022.

o ‘Flow’ focussed strategy and delivery group planned

e Internal audit reviews 2022-25:

@)

O O O O O O 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

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR5: Poor engagement

July 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 Quality and DoST C3738S&T
SRS involvement with/from patients, | that they feel involved in the involvement approach, to’, external Performance /
colleagues, stakeholders and the | planning, design and evaluation of | methodologies or timing. stakeholders feel People and OD
public. our services uninformed
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
External engagement has Aug2022 | Jan2023 | Sept2023 Aug 2021 3x2=6
improved but internal
3x3=9 engagement and involvement Nov 2021 3x2=6
needs more work A A _e
March 2022 3x3=9
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 (Sept 27 2022)

e Friends and Family Test

o NHS Staff Survey and NHS Quarterly Pulse Survey

e Quarterly patient experience report to Quality and Performance Committee
® One Gloucestershire approach to public involvement — additional dedicated resources
o New Colleague Experience and Internal Communications Manager recruited.

e Objective measurement of how well key messages are being cascaded to colleagues.
e Resource gap for engaging, involving and growing Trust Membership.

ACTIONS PLANNED

Action Lead Due date Update

FFTF phase 2 engagement and involvement programme DoST Aug 2022 FFTF Phase 2 extended to end of July 2022. Regular staff engagement and communication. 10+ public

underway, with regular cascades to staff and communities information bus events and attendance at community events.

Review of Team Brief and internal communications channels DEI&C Oct 2022 Feedback on Team Brief cascade, review of communication channels aimed at colleagues who do not
use email or digital systems regularly.

Development of Staff Survey engagement programme, DEI&C Oct-Nov Working Group established and plan developed. Key interventions and resources developing to

including a review of engaging services and back to the floor 2022 support all divisions.

programme.

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Approach and feedback from the Consultation Institute on Fit for the
Future engagement and consultation programme

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

e Level of engagement and involvement from Governors

e Engagement score from 2021 NHS staff survey saw

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

is now below national average of 6.8.
e Drop in net promoter scores within Staff Survey (I .
would recommend the Trust as a place to work or .

receive care).

[tural Maturity

Internal audit reviews 2022-25:

e Qutpatient Clinic Management
Patient Safety: Learning from Complaints/Incidents
Equalities, Diversity and Inclusion
e Staff Engagement

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR5: Poor engagement

July 2022

o Inclusion of patient and staff stories at Trust Board including bi-

annual learning report
e One Gloucestershire involvement group established — ensuring joined
up priorities and work.

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

September 2022

REF. STRATEGIC GOAL/ENABLER CAUSES CONSEQUENCES LEAD LEAD | LINKED
RISK COMMITTEE RISKS
SR7 Failure to We are a Trust in financial The inability to deliver recurrent financial | e The Trust and ICS continues to have an | Financeand | DOF F3806,
deliver value | balance, with a sustainable savings creating a financial gap. underlying financial baseline deficit which may | Digital F2895,
for money in | financial footing evidenced Lack of financial accountability within the grow in size. F3070CO
a by our NHSI Outstanding organisational culture. e Higher sustainability targets for the following OF3633,
sustainable rating for Use of Resources. Recruitment and retention challenges year. F3393,
way leading to high-cost temporary staffing. e Creating an adverse impact on patient care F3680,
We are a Trust with minimal Current economic crisis around cost of | outcomes. F3681,
backlog maintenance and fit living, inflation and supply chain challenges. | e Inability to deliver the current level of services. F3339,
for purpose equipment. External demands resulting is lack of flow of | e Impact on future regulatory ratings and F3336
patients driving escalation costs and reputation; regulatory scrutiny/intervention
reducing productivity. leading to increased risk of reduced autonomy.
Conflict between clearing backlog demand v | e Prevention of investment to enhance services
financial sustainability. and inability to achieve the strategic objectives
The level of resources to support the trust is
not sufficient.
CURRENT
RISK RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
SCORE
e Although final plan for 22/23 showed a balanced Dec Apr Jun |e Everyone in the Trust (from Board to ward) understands and owns Aug
position it included £19m of savings which are not 2022 2023 2023 their element of responsibility around good stewardship of public 21
materialising. Currently £8m gap. money. April
. 4x3=12 | 4x3=12 . . . .
e Increase cost of temporary staffing due to o Full review of all revenue investments made during the pandemic to 21
workforce challenges. determine whether they are still to be supported or if financial Sept
e The lack of flow in the hospital causing restrictions commitment should be removed. 20
on elective recovery impacting on the ability to e Continued monthly monitoring to understand the drivers of the July
earn ERF. deficit. 19

Pressure on operational capacity, limiting the
focus on how to drive out efficiencies whilst
improving patient outcomes.

Productivity information is showing a reduction in
activity but not a corresponding reduction in costs
to match.

e Drive the financial sustainability programme to start to see the
recurrent benefits of financial improvement.

e Targeted weekly financial oversight meetings in place for the two
divisions who are experiencing adverse movement from budget.
These meetings are chaired by the Chief of Service and Director of
Finance is there to seek assurance. Early indications show an
improved position but one that isn’t at breakeven yet.

e Development and acceptance of a financial recovery plan — showing
clear executive leads.

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR7: Financial balance September 2022

CONTROLS/MITIGATIONS

GAPS IN CONTROL

e  PMO proactively supporting operational and corporate colleagues to
generation and deliver future sustainable schemes using tools such as model
hospital etc

e  Programme Delivery Group for financial sustainability

e  Pay Assurance Group (PAG)

e ICS one savings programme to share ideas, resources and drive consistency

e Finance strategy in draft and needs completing

e Clear line of accountability with no accountability framework

e Robust benefits identification, delivery and tracking across major projects

e Controls on the approval of WLIs/overtime payments needs strengthening

e Inability to generate ideas

e Capacity issues to generate and implement ideas at pace i.e., RMN decision making

e Monthly monitoring of the financial position thresholds
e  Controls around temporary staffing
e  Driving productivity through transformation programmes i.e., theatres and OP
e Weekly financial recovery meetings in place with those adversely deviating
from plan
ACTIONS PLANNED
Action Lead Due Update
date
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.
Set up weekly meetings for those division that are showing CoS Jun 22 | This has been set up and progress is good.
financial pressure
Trust wide communication is being developed and sent out to | Comms Jul 22 Initial comms going out in term briefs in July, Financial sustainability on the agenda for 100 leaders in

inform the organisation of the financial position to get the
message understood

July. Development of Trust wide workshops to gain more traction on ideas for medium term plan
during the financial year.

Financial recovery plan (FRP) developed, drivers of the DOF Aug 22
pressures understood and communicated to system and
regulator partners

The first draft of the FRP in circulation with exec colleagues, divisional reps, ICB partners. More focus
needed on generating more actions with clear expectations around accountability of delivery.

HFMA self-assessment tool completed ready for internal DOF Sept HFEMA self-assessment tool completed, final review taking place with final sign off by 30" Sept in
audit review 22 preparation for internal audit review early Oct.

WTE growth from 19/20 actuals to 22/23 establishment DOF Oct 22 | WTE growth will be presented to F&D in Sept with next steps clearly articulated.

understood and challenged

POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Achieved key annual financial targets in 2020-21. e Temporary staff spend consistently above target. Internal Audits planned 2022-25:

e Achieved key annual financial targets in 2021-22.

e Cross health economy reviews

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR7: Financial balance

September 2022

Continued the monitoring of financial sustainability

Move of financial sustainability to Strategy and Transformation to give
focus on quality of service which should drive financial improvement
ERF monies being generated by Trust.

Improved and co-ordinated system working.

External Audit VFM report, Jun 22.

Development of productivity analysis at divisional level

Weekly reviews for those deviating from plan

Planned Trust and System underlying deficit moving into
22/23 a significant concern.

Continuing under-delivery of recurring efficiency programme.
ERF achievement for H2 is a cause for concern

Lack of benefit realisation on schemes that should be
delivering financial improvement

No real consequences of financial deviation

No review on whether to continue to stop a project if
overspending

o Shared Services reviews
e Risk Maturity

e Data Quality

e Budgetary Control

e Charitable Funds

e Payroll Overpayments

NHSE/I scrutiny of Trust/system finances.

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 continually improve our estate

September 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD | LINKED RISKS
Failure to continually Estate Strategic Objective: We e National Capital Department Access, experience, DoST SR9
improve our estate have developed our estate and Ex enditurepLimits (pCDEL) environmental & Estates and
which will impact on: work with our health and social .« A F; condition and inefficienc financial impact on Facilities
patient experience and care partners, to ensure services ong,HFT buildines & y patients, colleagues and
SR8 access to services; are accessible and delivered from infrastructure & the Trust of providing
patient & colleague the best possible facilities that e Clinical . ided f services from older
experience; our ability minimise our environmental inica :]erv(ljces provi I? rom building stock and
to reduce our impact. estate that does not a |gn to our infrastructure.
. . centres of excellence vision.
environmental impact.
CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
GHFT is not included in National Jan 2023 Jan 2024 National Hospital Programme is already committed April 2022
Hospital Programme which is to 2025 but is currently unaffordable so unlikely to
committed to 2025/2030. take on additional schemes. April 2021
NHSE/l capital programmes One Gloucestershire CDEL results in an annual £24M Oct 2020
require schemes that provide a capital budget for GHFT, which is currently split
4:1 return on investment which equally across estates, digital and equipment.
cannot be achieved for building £8M s insufficient to support both strategic and | June 2020
replacement programmes estate backlog priorities

CONTROLS/MITIGATIONS

GAPS IN CONTROL

e Strategic Site Development Programme (SSD) Full Business Case secured £39.5M
of national funding in 2021

® SSD scheme rated as BREAM ‘good’

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

o Further PSDS application to be submitted in September 2022

o Gloucestershire Cancer Institute scheme at OBC stage, but reliant on charitable
fundraising anticipated to take 5-6 years (construction start date est. 2027)

e Board approved Green Plan and supporting governance structure: Executive Lead,
Green Champions, Green Council, Climate Emergency Leadership Group reporting
into E&F Committee

e £50K Green fund secured on non-recurring basis to support local initiatives in
2022/23

e Continue to develop library of capital business cases to respond to future NHSE/I
capital schemes

e Continue to explore off-site solutions with ICS partners e.g. Dermatology to GP
surgery.

e Maturity of ICS Estates Group impacting on pace of shared use of ICS estate
e Lack of ICS Estates Strategy
e Lack of alternative routes to large-scale capital other than NHSE/I.

ACTIONS PLANNED

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




BOARD ASSURANCE FRAMEWORK RISK SUMMARY SR8: Failure to continually improve our estate September 2022

Action Lead Due Update

date

ICS DoF Q4
ICS Estates Strategy 22/23
Oversight of Green Plan DST 2022/23 | DoST nominated Executive Lead from April 2022
Further PSDS applications GMS Q4 2023 | Application to PSDS Phase 3b in September 2022
: ; th _

Targeted Investment Fund (TIF) bid for 5% Ortho theatre DST J21,|Or;e2 Short form business case submitted 30" June 2022. 10-12 week NHSE/I approval process.
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE
e SSD Programme progressing to plan e Scale of estates backlog at £72m of which £41m is Internal audit reviews 2023-2025:
e PSDS (Salix) funding schemes delivered in 2021/22 rated as Critical Infrastructure Risk e Environmental Sustainability
e Trust ability to respond to and secure ad-hoc capital funding in-year from NHSE&I e £8M per year allocated to estates limits progress that e Estates Management

and grants

Declaration of Climate Emergency in 2020 resulting in Green Plan

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

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

can be made on reducing backlog, particularly given
strategic pre-commitments (SSD & IGIS)

e Electrical infrastructure capacity constraints

e |CS CDEL limits

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 September 2022

REF. STRATEGIC RISK GOAL/ENABLER CAUSES CONSEQUENCES [LEAD COMMITTEE| LEAD LINKED RISKS

Inability to access capital Estate Strategic Objective: We National Capital Unable to address Estates and DST SR8
required to i) make any have developed our estate and Department backlog and critical Facilities
significant reduction in our work with our health and social Expenditure Limits infrastructure risks
estate backlog maintenance and | care partners, to ensure services (CDEL) and/or replace
critical infrastructure risk ii) are accessible and delivered from Age, condition and equipment within
replace equipment within the best possible facilities that inefficiency of GHFT lifecycle impacting on
SR9 lifecycle minimise our environmental buildings & service delivery,
impact. infrastructure patient access and
Lumpy equipment experience and staff
purchase profile experience
e Scale of backlog
maintenance: £72M
(2021 6-facet survey)

CURRENT RISK SCORE RATIONALE TARGET RISK SCORE RATIONALE RISK HISTORY
One Gloucestershire CDEL Jan 2023 Jan 2024 e  CDEL limits constrain the level of capital investment April 2022
results in an annual capital One Gloucestershire can commit to
budget of c£24M per year for e Estate backlog maintenance is competing with other April 2021
GHFT. This is split equally strategic and operational priorities, including: strategic Oct 2020
across estates, digital and estate schemes (GSSD and IGIS); digital and equipment
equipment. replacement
£8M is insufficient to address e Equipment Managed Equipment Service (MES)
the scale of backlog procurement on hold as business case did not June 2020
maintenance (£72M) and demonstrate value for money and impact of IFRS16
critical infrastructure risk was unknown in 21/22.

(£41M) the Trust is carrying.

CONTROLS/MITIGATIONS GAPS IN CONTROL
e Trust is sighted on the scale of backlog and Critical Infrastructure Risk as a 6-facet e Lack of alternative routes to capital other than NHSE/I.

survey was completed in 2021 e Lack of a CDEL prioritisation process across the ICS that recognises the level of risk being carried
e Now ensuring all NHSE/I capital bids include costs of address backlog maintenance by each organisation

risks in immediate and/or linked development areas e Lack of clarity on scale of national funding and application route for New Hospital Programme

e Improved risk reporting of estates risks through GMS, RMG, Committee & Board

e Transition to longer term planning approach to develop a 3-5 year estates capital
programme to provide assurance of when highest risks will be addressed

e Exploring options to dispose of estate with capital receipt used to address backlog
risks

ACTIONS PLANNED

post 2025.

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

September 2022

Action Lead Due | Update
date
Review equipment MES business case DoF/ DST Q2 Work needs to be recommissioned and resourced
22/2
3
Targeted Investment Fund (TIF) bid for 5th Ortho theatre DST June | Short form business case submitted 30th June 2022. 10-12 week NHSE/I approval process. Includes
2022 | capital to reduce electrical infrastructure risk at CGH
Review scope, function, priorities and resourcing of ICS DST Q3 Raise via ICS Strategic Executive post transition period
Estates Strategy Group 22/2
3
Agree plan to address electrical infrastructure risks over next | DST Q2 Plan defined. Funding mechanism tbc.
5-years 22/2
3
POSITIVE ASSURANCES NEGATIVE ASSURANCES PLANNED ASSURANCE

e Trust ability to respond to and secure ad-hoc capital funding in-year from
NHSE&I. Schemes include backlog maintenance element

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

e GSSD comes on line in 2022/23 providing good quality estate with reduced
maintenance requirement. GSSD has addressed areas carrying backlog e.g.
Gallery Wing, DSU at CGH.

e Strategic pre-commitments have reduced budget available
for backlog maintenance to £3M in 2022/23 and £1.5M in
2023/24.

e Level of risk is increasing reflected through risk scores.

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 LEAD LINKED RISKS
COMMITTEE
SR11 | Failure to meet University We are research active, providing | The UHA has updated its membership Unable to secure People and DoST SR12
Hospitals Association (UHA), | innovative and ground-breaking criteria in three areas: UHA membership Organisational
membership criteria, a pre- | treatments; staff from all 1. NED should be from a University Development
requisite for UHA disciplines contribute to with a Medical or Dental School. Committee
accreditation tomorrow’s evidence base, 2. A minimum of 20 consultants with
enabling us to be one of the best substantive contracts of
University Hospitals in the UK 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 | Impactis low as the Board is committed to improving research,
4x3=12 criteria by 2024. education and university strategic relationships delivering benefits for 2021
4x2=8 4x2=8 colleagues, patients and partners
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

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 Ra

diographer programmes

e UHA is currently closed to new applications
e Establishing x20 honorary contracts is a challenge

Internal audit reviews 2022-25:
e Cultural Maturity
e Cross health economy reviews

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

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

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

e Lead placement role in place responsible for undergraduate education

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

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 We are research Investment of funding and time into both clinical | If we are unable to at People and MD SR11
funding to support active, providing teams and R&D teams. least maintain current | Organisational
individuals and teams to | innovative and ground- | High vacancy rates within clinical teams and activity levels they will | Development
dedicate time to breaking treatments; inability to backfill. decline as will the
research due to staff from all Non-recurrent nature of external funding. funding, creating a
competing priorities disciplines contribute Difficulty in supporting growth of portfolio due to | vicious downward
limiting our ability to to tomorrow’s limited capacity of R&D teams due to non- spiral.
extend our research evidence base, recurrent nature of external funding (CRN). Increasingly more
portfolio. enabling us to be one Limited capacity within support services stringent requirements
of the best University (pharmacy, labs, radiology etc) due to lack of of university hospital
Hospitals in the UK infrastructure and ability to guarantee long term | status mean that it is
research funding. less likely the Trust will
Restrictions on use of external main funding achieve the status
source (CRN) impede ability to grow support to without significant
develop grant applications in house. funding and
commitment.
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 2021
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 growth of
specific income and joint academic activity this will prevent a decrease in activity.
posts. If additional resource can be identified to support investment in
4x3=12 . . . . . .
Growth in research delivery areas 3x3=9 3x3=9 clinical teams and grant development infrastructure (including
has highlighted need for growth activities such as developing CRF facilities to truly enable rapid
and investment in other areas growth of commercial research activity) this will enable growth
which have now become the at the rate which would enable significant change in a
growth limiting areas reasonable timescale
CONTROLS/MITIGATIONS GAPS IN CONTROL
e Annual business plan to key funder NIHR CRN — details plans to increase the number of commercial e Annual Business Plan that covers all research income streams rather than just
studies, which are a source of income. NIHR funding.
e Progress against all High Level Objectives — defined by the National Institute Health Research (NIHR) — e Ability to produce a business case for investment that is financially neutral
reviewed and reported quarterly internally to Research and Innovation Forum and externally to WE over the longer term
Clinical Research Network. Also reviewed regularly at Trust Research Senior Management Team e Review and refresh of strategy for final two years of strategic period
meetings. (currently under development)

e Support for non-NIHR funded studies is provided by the Gloucestershire Research Support Service (GRSS) | e

via an SLA with the NHS research active organisations in the county and including Public Health in

Progress has paused due to change in University criteria.

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

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.

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

e 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
trailblazer team model to commit a number of PAs per team
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

SE/CS/ CJ

May 2022

Business case in development with relevant teams and University Hospital
programme group.

Review and refresh of the research strategy for final two
years of the strategic period

cs/a

May 2022

In progress

Develop an annual Business Plan that covers all research
income streams rather than just NIHR funding.

CS

June 2022

To be started

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 SR12: Inability to secure funding for research time April 2022

e Growth of activity has been rapid over the last 3 years. The plan to focus e Growth has been almost entirely within the research delivery Development of business case
on commercial and income generating research activity in September 2020 teams and is based on non-recurrent funding. The posts based Review and refresh of strategy
is now showing results with a significant increase in both the commercial on the non-recurrent funding need to continue to help prevent Continuation within academic programme
oncology and haematology portfolio (and activity generally) and the a sudden decline in activity. Growth within the R&D development activity across all areas
successful implementation and delivery of the covid vaccine portfolio infrastructure is now needed to support continued levels of
together our regional colleagues. This growth can be seen both in size of activity and ensure growth Internal audit reviews 2022-25:
portfolio and increase in income 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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Date 13 October 2022
Title Trust Risk Register
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Purpose of Report Tick all that apply ¥
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To canvas opinion For information
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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.

Following the CQC announcement that the Well-led and Surgical Report would be published on 7 October,
the CEO and Board conducted a session for staff on 5 October 2022. The Risk Management Group scheduled
for 5 October 2022 was cancelled to allow the CQC sessions to be prioritised by staff and leaders.

Key issues to note

NEW RISKS ADDED TO TRUST RISK REGISTER (TRR)

e None

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 None
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Recommendation

The Board is asked to note the report.

Enclosures

Trust Risk Register




Trust Risk Register

Inherent Risk

The risk that staff morale, productivity
and team cohesion are eroded by
adverse workplace experiences and/or

Divisional staff survey action plans,

Create Dashboard to

work

frered support by PACE.
Trustwide staff survey action plan.
Patient and Colleague Experience
Group (PACE) - leading on the
triangulation of experience data and
delivery of compassionate culture work|

streams.
2020 Hub s staffed with 3.3 WTE staff
to deliver a range of health-wellbeing

Review Staff Survey results

£DI/Cultural Improvement

plans being devised in light

of DWC and staff survey
e

results
Short, medium and long-
term interventions being
proposed to address health-

Division

Corporate, Diagnostics and

Highest Scoring Domain

Likelihood

Current tive Lead title

Titl of Strategic Group

Title of Operational Group.

Staf Experience and

Date Risk to b

viewed

Operational Lead for Risk

C2803P0D significant external events, which in SE';vm e comprsedor Specialties, Medical, Surgical, | Workforce Major (4) Likely - Weekly (4) 1] ple&OD |Peopl Improvement Group People and OD Committee 31/10/2022| Hopewell, Abigail
tum averslympats patientsaft (013 51b1ehed comprse Womers andChildrrs
job satisfaction, colleague wellbeing, . 2X 0D Specialists (fixed
Jobsatfacton,col Coorinator 01 Adminisrstor)and o) b ecrted o
e term 18 months €01 Traning | fer additensl upport o
Specialist. a) maternity and b) junior
Colesgue Wellsing Pschology Lad | i eodersp
inplsc,with L6 WTE Pychology ik |deveiooment
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deloy to dagross or reatment | Communicaton o reduced resourc o
witin the cinical sevice andherm o3 imvoved
e ts sl
Th ik ot he ogamsaton's ot |sevent th Recevetion e Mersgement exm,
F3806 able to manage resources within p:,;n‘,m."[,‘n:mgmm Corporate Finance Major (4) Almost certain - Daily (5) 20) Karen Johnson Finance and Digital Committee Trust Board, Trust Leadershin 15/08/2022| Johnson, Karen
Annual budget planning Plans i i Team
AJE efral system in piace WHEh s [ Busings e e 210
wrged dl Mondayto Fidey. |submites
2)Limited submitted
available Monday - Friday provided by | Demand and Capacity
ekt paterL sl o AT | ey AHSE oo b esctworktre sty feopie 1400 ot
with Diabetes whom will not receive | oy support for wards is Liaise with Steve Hams to Chief Nurse and Director of | O1Visionl Board - Medical, Board, Medicines Optimisation Quality and Performance
M2353Diab the specialist nursing input to support raise this diabs Lonto | Vedical Safety Moderate (3) Likely - Weekly (4) 12| Quality People and OD Delivery Group, | - = o Experience Committee, Trust Leadership 30/11/2022| Mani, Vinod
and optimise diabetic management including ad hoc urgent new patients. | TaR Quality Delivery Group Group . Team .
and overallsub-optimal care provision. 3)1.0wte DiSN commenced March New Elearning module in
2021, funded by CCG for 12 manthand | raaress
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provide the right care and treatment. | to improve flow through ED Identify suitable bed base Leadership Team
“Wormen attending for SMOM and | with correct capacity both
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provide emotional support and Work with site team to
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oasasodcHaem e w20 usinesscase o Deveiop 3 or safety Maor 4 kely - Weekly (4 19 xecutive Directorfor Safty| and OD Delivery Group, Quality | OHPCL Board Quality and performance 1310812022 oy, Asha
workload. growth with permanent staffing agreed [ non-medical prescriber to Delivery Group Committee
belp with s
Updstearch 2020
Complete redesign and restructure of | VIS0 (O explore whether
outpatient service with disease specific other Trusts can take some
clinics to address efficiency now in patients, or can we buy
capacy from snther Trst
e
iscussionwith Mitrons on
2 wardto il rocess
Develop and mplement
flls taning packe or
Gevelop and mplement
for s
Ll things mater
Oiscussion with matrons on
2 wards ot srocess
Feview 12 hrstandar or
completon o isk
ssesment
iterals ol o efet
s of hoverick for
retriea fom foer
reiew ocaon and
saiabilt of hoveriacks
1. Fals prevention assessments on EPR [ St UP register of ward
ol cre aiing for fols
3. Post falls protocol Provide training and
4. Equipment to support falls support to staff on 7b
post f: of
5. Acute pecialstFlls Nurse npost_| Fls ik ssssment on PR
. " , Quaitysnd perormance
C2669N. The risk of harm to patients asaresult | .1 monitored and reported at the |Discuss flow sheetforbed | yegica), Surgical, Women's and [safety Major (4) Possible - Monthly (3) 12] Interim Director of Quality | Divisional Board - Corporate /| o, Falls and Pressure Ulcers Committee, Trust Leadership 09/09/2022| Bradley, Craig

offalls

Health and Safety Committee and the

Quality and Parfrmana Committas.

rails on EPR at
aroun

Children's

and Chief Nurse:

DOG, Quality Delivery Group

Group.

Team

Approval

tatu:



8. Adequate staffing and nurse:HCA
ratios

9. Rapid feedback at Preventing Harm
Hub on harm from falls

W158498- discuss concern
regarding bank/agency staff
not completing EPR with M
Murrel

Review use of slipper socks
with N Jordan

SIM training to use
hoveriack on 7a

Following presentation of
W168912 N Jordan to
attend ward to review.
completion of falls
documentation and
required management of
patient following
assessment by staff

Following presenntation of
W171436 to PHH N Jordan
to forward information to
purchase sippers for
oatients n Ef

W165353 Nadine Jordan to
review with 9a x-ray.
identifying # and

There is a isk the Trust is unable to

1. Board approved, risk assessed capital

1. Prioritisation of capital

[ icient
capital to cover its capital programme
(estates backlog value @2021 £72M of
which £43M is critical Infrastructure),

items;

2. Prioritisation and allocation of

intolerable risks process for
2019/20

Corporate, Gloucestershire

Divisional Board - Corporate /

escalton o NS a0
F8%5 resulting in patients and staff being cyclical capital (and contingency svstem Managed Services Environmental Maor {4) kely - Weekly {4)
exposed to poor quality care or service | capital) via MEF and Capital Control To ensure prioritisation of
interruptions as a result of failure to roup; capital managed through
make required progresson stae the ntlerable risks process
inte i Capital funding issue and for 2021/22
This has b worked o
The risk to patient safety as a result of | Modular lab in place from Feb 2021 oart of STP replace bid:
Iab failure due to ageing imaging tintenance was extended until April | Submission of cardiac cath
equipment within the Cardiac 2021 to cover repairs lab case
M2613Card Laboratories, the service is at risk due l Safety Major (4) Possible - Monthly (3)
o o rovon . [Pofect manager o resove
faure 0 secure replcement s
equipment. radiation reporting. departments phasing of
e o enable works o
Review perormance
adis on morovement
Review senice schedule
in some Aful
laboratory (although not adequate) be completed in terms of
Th kol non-complincewity |20 oush ot st LSO ko
stoutory requirements o the conrol P58 2 the senice
the ambientai temperature nthe emperaturecontrol within
Quaity control procedures for s Diagnosicsand Specitie,
PathologyLaboratories aiure o he aboratoie s not
oeszsi7path PahoonyLaborstores alureto o [nai irelsbors Gloucestersire Manged | Statutory Wor (@) kel - Weekly @
sample faiur, the suspension of
athology aborstorysevces U GH | COTRINIS ST DO e | business caseshould e
andtheoss i
he eventof
Tosof senice,sch 10 North Bristl | put forward 3. ey prony
forthe senice and divion
as artofthe planning
rounds for 2019/20.
T ok o R o patints safl and |1 The pasdatic environment s [ Develop meniie
visitors in the event of an adolescent | been risk assessed and adjusted to '
| surgical, Women's and
C1850NSafe t make the area '8 [Escalation of risk to Mental |\ safety. Moderate (3) Likely - Weekly (4)
dvreguiation,potenil n Heathc
5 benaviour |2 led to G
Trst Workforce Fanningncude 35 | Implemerting Recrment
Th sk ofbeingunble o recrit and |21 e Tt usines Planning
retain sufficient suitably qualified Cycle template ACP Business Case.
lnialsaf ncudin;-Medica & | s | rttpte Recrtitmentand
enta Resstered urses & Midwives |71 #17eeploin o the €5 Retenton ctions
€1437POD and AHP professionals, thereby Steering Group 202 i Medical, Surgical, Women's and | Workforce. Major (4) |Almost certain - Daily (S)
impacting o th delveryof the Trust's idres
e s Person-cented creer
troduction e’
practic/new ncluing Asocate | Esablsn Tas and i
Specasts, Non- iedicl Consulant, | aroup for Racographer
£GP, Phaferngaernativesoluons_|Vocancie
o meeting with i 1o progress
Have reduced screening numbers replacement of staff in
given national shortage of Breast Arrange meeting to discuss
ioon, [ubessvatie
S2976Breast sereening targets due to 2 shortage of | 7201 10 Outsource tis labl Diagnostis and specialtes, | qualiy Major (4] Likely - Weekly (4)
& tares e Transferred Symptomatic to Surgery  |'* "°! 22! able to provide Surgical v & v v
<pecals DoctorsinbreastImagng. |11
1f 1 WTE Leaves then further clinics will | DISCUSS the possible set up
be cancelled and wait time ant ofnétion
breaches will increase for patients. widen recruitment net to
Unable to prioritise patients as patients| include head hunter
are similar, ‘agencies using Trust agreed
suppr st
The risk of delayed review, Daily staffing review by matrons. Address the safe staffing
WC368508S treatment for 2 midwives for all shit. |glement Women's and Children's Safety Moderate (3) Almost certain - Daily (5)
pregnantwomen attnding g, in [ Howeve during a ighthi, I actity |aud cutyof it and
addition inability to adequately meet | allows to reduce to 1 midwift 00 | staffi ithin triage
1 1
administratively of patients (i.e. reviewing patients waiting
time
validation) 2. Assurance from
2 »
The risk of delayed ollow up care due. | P21€ns €licalvaldation) deliveryand assurance [ oo oo,
€1798C00 outpatient capacity constraints all 3. Ulisation of existing capacity to structures “" complete the | yreccal, Surgical, Women's and | Quality Moderate (3) Almost certain - Daily ()
speciaites. 4.Weekly review at Check and 3. Additional provision for hilgren's
Chalenge meetingwith eachsevie | capacy inkey specalities
ne, with specic focuson the tree 1o sugpor u clesrance of
speciies backior
5.0 Not reach DNS (or To resove oustanding
DNC) within the report for | areas of concern
The risk of serious harm to the NEWS2 to NEWS2
e auenge | PTG medical tf, APs et | Asessingcompleteness,
accracy and evidence of | Dognostics and Specialies,
819N o Mandatory training escalation. Feeding back to Safety. Major (4) Possible - Monthly (3)

may result in the risk of failure to
rareumica ntan and daliuar annmnrste

o Induction training

ward teams.

Medical, Surgical, Women's and
dren's
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urgent care needs

o Targeted training to specific staff
groups, Band 2, Preceptorship and

Development of an
Imorovement Programme

The risk of harm to patients and staff

Clinical review and prioritisation
Onward care team in place supporting
discharge

Prioritisation of end of lfe patients
Currently GHT CHC process s reliant on
ward staff to complete a number of the|

To resolve outstanding

Ambulance Trust, Corporate,
Diagnostics and Specialties, GP
Services / NHS England,

Executive Management Team,

376700 due to being unable to discharge Gloucestershire Health and Care| Quality Major (4) Likely - Weekly (4)
patients from the Trust. stages. areas of concer NHS Foundation Trust, Medical,
0T and 57Csupport e hey are !
able, but there is not a constant Surm:a\,.women sand
chcrr's
rovion of resuce.
e
Updte buines cas or
Agree enhanced checking
andverficaton o Theate
Ventiatonsndengineering
et Lok et
o
mplement auarery
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e mance aaa
octed it o of
e sty o cae
AnnuaiVerfcatonof thesre | et
The riskto business nterruption of | *<""121°" investigate business risks
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meet statutory required number of air toallow new
et intenance totke lce sentiston
st Eterna contacors e perorance 73| S o susess wlor 4 kel - ek (@
patients in the event of | standard B
thestre cosre B —
review o fecion 402 2180 implcatons o setety and
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FuevearThetre
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safety management as GHFT relies on | Reporting structure upgrade / replacement of [ Specialties, Gloucestershire.
3084 the daily use of outdated electronic Patient safety and H&S advisors DATIX. Managed Services, Medical, Quality Moderate (3) Almost certain - Daily (5)
systems for complance,reportng, | monioring the ystem daiy ronge demonstatonaf | S, Women's and
Ouaes o reports on new. | DATI ang Uni chgrer's
Wonforig by il ugencyand | LATT and TrakCore s
Th i poor patient experence and  roitsato s place monitored through the
IS for:|delivery and assurance | piagnogics and speciates
breach of the 18 week wait from each specialty structures '
o patents
Soard I by CE0 proposed s pat of 2
submision
st
The o ot haing sffident | Twicecaly MOT hudleto priotise v band ncentives
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WC35360bs to additional bank shifts as Women's and Children's Workforce Major (4) Almost certain - Daily (5)
avoidable harm, including treatment [ support flow and staffing/ activity reauired.
deoy coordinaton st consatation
Patent flow and aualty coorinstor [oncllenhancement
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Patent ta st o 3 e Cac et
Complance wih 0%
Gl resdy o proceed patents | recoverelan
oy b movet o the cortor and | anes dentred o
—
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C€3034N (highrefiabilyland reduce patient RePAIR priorities for GHFT | Medical, Surgical Safety Major (4) Almost certain - Daily (5)

flow as a result of registered nurse
hi

approval of agency staffing shfts.
4.8and

and the wider ICS

at Gloucestershire Royal Hospital and
Cheltenham General Hospital.

manage
staffing and escalate concerns.

5. Safe care live completed across
wards 3 times daly shift by shift of

for
NHSi Retention programme
cohort

Trustwide support and

shift by shift by divisional senior

of BAME
asenda

Devise a strategy for

6. Master Vendor Agreement for
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Divisional Board - Corporate /
DOG, Quality Delivery Group

Quality and Performance
Committee, Trust Leadership
Team

13/08/2022|

Zada, Qadar

Divisional Board - D &S

Medicines Optimisation
Committee

Cancer Services Management
Board

30/11/2022)

White, Amanda

Interim Director of Quality
and Chief Nurse:

Infection Control Committee

Quality and Performance
Committe

09/09/2022)

Bradley, Craig

Estates and Strategy

Divisional Board - D&, Estates
and Facilties Committee,
Quality Delivery Group.

Pathology Management Board

Finance and Digital Committee,
Quality and Performance
Committee

14/09/2022]

Rees, Linford

Chief Nurse & Director of
Quality

Divisional Board - D &S

OHPCLI Board, Other

Divisional Quality Board

Other

30/11/2022)

Moore, ridget

Chief Nurse and Director of

Divisional Board - Surgery,

People and 0D Committee,

Booking systems/processes: COVID T&F Group o0
The risk of patients experiencing harm | Two systems were implemented in | develop Recovery Plan to
imes for both | response to the covid 19 pandemic. | minimise harm Corporate safety Major (4) Possible - Monthiy (3)
diagnosis and treatment (1) The firt being that a CAS system | To resolve outstanding
for all New Referra
The risk of breakdown of ar handiing | Planned preventative maintenance by | Liaise with GMS
D&s355EPharm unit (due to age)leading to s AHU motors safety Moderate (3) Uikely - Weekly (4)
» utcomes for oncology 3 products in place | report of AHU status
1. Delivery of the detalled
1. Annual programme of nfection | €110 Plan,developed and
reviewed by the Infection
controlin place Control Comittee. The
The risk to patient safety and quaity of | 2. Annual programme of antimicrobial Diagnostics and Specialtis,
C2667NIC care and/or outcomes as a result of | stewardship in place plan focusses on reducing | yye i) urgica, Women's and [ afety Major (4) Possible - Monthly (3)
hospital acquired C difcle infection. |3. Action plan to improve cleaning | PO!<"1l COmaMInation, ey
Together wih oV improving management of
patients with CDif, staff
education and awareness,
buildings and the envi
The rsk of the but
Path laboratory service on the GRH site | Cooler units installed for
D&s3103Path due to ambient temperatures increase in the [ additional cooling based Statutory Major (4) Likely - Weekly (4)
exceeding period (now removed). aoita | Services
window of “UPDATE® reinstalled  Rent portable A/C units for
25 we return to summer months. laboratory
New Band 5 radiographers are being | Workforce 5 year plan to
fessthan | include this risk
25% of the numbers of applicants that | proposa to recruit
 have seen in the past.(2019->40 | aporentice for Nov 2020
applicants /2022 - 1 applicants) Write VP
We are currently recruiting aBand 5 [Increase access to agency
radiographer from overseas but there | st
isasignificant lag in time from Over recruitment of Band 5
recruitment to arrval i the Trust. We | staff
The Workforce isk that the have been waiting § months. Present paper requesting
Raditherapy Sence willnotbeable | [Reeton &Recruitment
to recruit and retain enough staffto
agency staff although there is a Banding review for
maintain the cancer waiting times and. | 550 FEC UMD Sarding revewfer |
extended working due toaNatonal _(P008 OIS tadlosranher drades
D&S2938RT shortage of to recnit3 s’ Y o e 85 | Diagnostics and Specialties Workforce Major (4) Likely - Weekly (4)
and diffculty recruiting & retaining due
to our lower pay scales and increased :::::Sav:‘::::isf:::f;::i’jSH Vepforadditonalband 7
opportunities from promotion
ppornt Rutherford Recruit to 8 x Band 5 posts
There has been an agreement to ‘Submit bid for Capital
increase the agency rate offered and | financing of Apprentice
2650 to look offframework for other | posts
Agencies. This has not resulted in any | Recruit to addicional Band 7
further agency staff being employed. | post
As from 14th March we closed a Linac. | Add current staff to Bank
This is to maximise use of resources by |Create Action Plan for
extending hours on other machines | sfafing in order to support
The remaining 3 machines at CGH will | recovery of waitine st
be working 8630 shifts. This allows | Banding Review of
with 3 machines|
escalate risk to divisional
board
escalate issues to execs and
chief nurse
monitoring of mpact winter
olan
Monthly auditfor overnight
oatients in PACU
Use of ageney staff in recovery collect data on direct
The sk to quality of careof atients | /"5 L
remalning i recovery when they re [ SSR SR aton | e reauestfrom iz
s2715 either fit for discharge and require for use of recovery as escalafion | Bruce please take ik 10| g giea) Quality Moderate (3) Amost certain - Daily (5)
ward-based care o require care on R
oec. anagement Escalate issues to Div Triand|
05U policy
discuss increasing overnight
PACU establishment
review SOPs
Discussion with specialty
leads to accommodate
patients within their bed
review of establishment as
oart ofstaffing rsks
Since October, the ED team has Please can you review Rik,
Escalation to
impact on the department when there | iv Board to review and sign|
The risk of death,serious harm or poor This includes: |of
f [ progress VCPs for Flow
JU— assessment and treatment s resut | key roles n the £D Coordinator and ED Vedical sofery Catmstrophic 5) Uikl - Weekly (4
poor p e Emergency Assstants.
Department. 5 times a day Submit workforce paper to
~Reconfigured ED layout, bringing | Exec COO
cohort area closer o Pitstop and Ensure meeting to discuss
Ambulance bay ICS risks s re-established
- Recruited agency paramedics to saff | and risk M3682 i discussed
coh d crews | with partners
1.To create a olling action
plan to reduce pressure.
ulcers
2. Amend RCSA for presure
ulcers to obtain learning
and facitate sharing across
divisions
3. Sharing of learning from
incidents via matrons
meetings, governance and
quality meetings, Trust wide
pressure ulcer group, ward
dashboards and metric
reportine.
4. NHS collabborative work
in 2018 to support evidence
based care provision and
idea sharing
Discuss DoC letter with
Head of patient
investigations.
Advise purchase of mirrors
within Division to aid
visibility of pressure ulcers

<
Team

et e People 0D Delvery rou, CunitysndPrformace 207082003 e, Saly
v Quality Delivery Group Committee
ausiysnapriormnce
Unicheduled Core ez
Ve Dirctr OnisonalBoard-edial | rheduled CreLeaders ommite, rus sy 23077202 wetahon, Rory




C194SNTVN

The risk of moderate to severe harm
due to insufficient pressure ulcer
prevention controls

update TVN link nurse list
and clarify roles and

implement rolling
programme of lunchtime

including, but not imited to; Nursing
th d training

topics

TUN team to audit and

including assessment of MUST score,

Prescott ward

(in €D, SSKIN bundle (assessment of at
sk

purchase of dynamic
cu

hour priorities.
2. Tissue

workbooks to support react
2red

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 all at risk of poor
nutrition,

cascade learning around
cheers for ears campaign

Education and supprt to
staff on 5b for pressure
cer dressings

Diagnostics and Specialties,

ul
Review pressure ulcer care.

4
place Trust wide throughout the

onward 7
Proide training to 5b in the
use of

0 DWA
once assessment suggests patient's
skin may be at risk.

5. Trustwide

Provide training to ward on
completion of 1st hour
oriorities

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

Provide training to AMU

H on completion of first
hour priorities and staff
signage sheet to be.
comoleted

Bespoke training to DCC.
staff for categorisation of

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

produce training document
on wound measurements
for Rendcomb

The provision of RCA
support/training for TV

Work with Knightsbridge to
Subport staff TVN trainine

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

TUN to 6/w TVN lead
regarding use of share care

Implement training
programme in management
of patient pressure ulcers in
&

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

| Surgical, Women's and
Children's

safety.

Major (4)

Possible - Monthly (3)

Interim Director of Quality
and Chief Nurse:

Divisional Board - Corporate /
DOG, Quality Delivery Group.

Clinical Safety Effectiveness and
Improvement Group

Quality and Performance
Committee, Trust Leadership
Team

09/09/2022)

Bradley, Craig




NHS

Gloucestershire Hospitals
NHS Foundation Trust

KEY ISSUES AND ASSURANCE REPORT

Quality and Performance Committee, 28 September 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.

Performance Report

e The Trust remained a high performer on elective recovery; the
organisation continued to make significant progress on the
number of patients on the waiting list.

e A winter ward plan was in development, with 24-34 additional
beds included.

e The Trust’s cancer performance was good. There were plans in
place to improve the two-week-wait pathway, which had
reported a slight reduction against target in August. The Trust
had made some marginal gains against the 62-day standard,
and performance against this continued to be monitored.

e Aslow increase in covid cases was reported.

Item Rationale for rating Actions/Outcome
Quality and Urgent care remained a key challenge. There had been some | The Trust continued to review its
Performance Report modest improvement in ambulance handovers and discharges, | own processes, and system
however they were not sufficient to improve the levels of flow | discussions were ongoing.
required to reduce length of waits in the Emergency
Department. The continued impact on social care remained a key
challenge at system level. High numbers of MOFD patients
remained in hospitals as a result of this pressure.
Items rated Amber
Item Rationale for rating Actions/Outcome
Quality and The following key points were highlighted: External scrutiny had been

commissioned to review theatre
productivity and ensure best practice
processes were utilised.

Trust Risk Register

One new risk had been added to the risk register, one had been
downgraded, and one closed. New approaches were being
implemented to support learning and response to Emergency
Department safety concerns, including an improvement
collaborative which commenced in September.

The Committee discussed violence and aggression incidents,
noting the clarity required around oversight and leadership.

The Committee was pleased to see
the positive impact of the work
around Never Events.

The National Patient Safety Strategy
had been released, with the Trust
required to transition to the new
approach within twelve months. The
Board would receive a development
session on this in October.

Learning from Deaths
Report

The report was received for information, with the Committee
particularly noting the higher than expected weekend/weekday
mortality rates.

The Committee noted that the statistically significant increase in
mortality rates was still being investigated internally and
analysed.

The Trust would utilise Dr Foster to
provide additional assurance on
weekend mortality rates.

The Committee was assured by the
governance systems in place for
reviewing deaths.

Serious Incidents
Report

Seven serious incidents had been reported since July. There had
been no further Never Events since the last report. Two further
HSIB cases had been reported.

Staffing issues within the team were discussed, with vacancies,
sickness levels and increase in activity impacting on the ability to
progress against standards. All cases were reviewed and
prioritised, however delays to complaints, moderate harm duty
of candour letters, and PHSO cases were becoming significant.

The ongoing Corporate Governance
review aimed to ensure appropriate
reporting throughout the
organisation; serious incident
reporting would be part of the
review.

Medicine Division
Internal Audit Review

The review had been recommended for information by the Audit
and Assurance Committee.

Due to the significant operational pressures the Medicine
Division were unable to fully engage with the audit at the time,

A follow-up review of the Medicine
Division would take place in the
autumn; a plan for this was being
finalised.




with auditors unable to provide an assurance opinion. Auditors
had recommended to the Trust that the review was undertaken
again within the next three years. Assurance was given that
significant work had been undertaken on the recommendations
from the audit.

Items Rated Green

Item

Rationale for rating

Actions/Outcome

Patient Property
Update

The report detailed the progress achieved following
recommendations from the Security of Patient Property report. A
number of actions were in place and were regularly reviewed,
including the new protocol which was due to go live on 1
November.

The Committee was assured by the
progress made.

Cancer Services Annual
Report

The Committee was assured by the report.

None.

Safeguarding Adults
and Children Annual
Report

The Committee was assured by the report.

None.

Infection Prevention
and Control Annual
Report

The Committee was assured by the report.

None.

Regulatory Report

The Committee was assured by the report.

None.

Items not Rated

System feedback

Impact on Board Assurance Framework (BAF)

Target risk scores for SR1 would be reviewed to reflect progress against regulatory standards sooner than December 2024.

An external partnerships BAF risk was in development to reflect delay related harm, urgent and emergency care, and finances

across the local health system.
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Summary of Report

Purpose

This report summarises the key highlights and exceptions in Trust performance for the August 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.

QPR key issues to note

Quality

The exception reports for all quality metrics are at pages 16-26 and a selected number of metrics have been
highlighted below.

Number of trust apportioned Clostridium

During August there were a total of 10 C. difficile cases associated with health care (3 Community onset health
care associated and 7 hospital onset cases). We continue to implement the trust wide C. difficile reduction plan.
The reduction plan addresses cleaning, antimicrobial stewardship, IPC practices such as hand hygiene and glove
use, timely identification and isolation of patients with diarrhoea and optimising management of patient with C.
difficile infection (CDI). The reduction plan and assurance of action completion is being monitored through the
Infection Control Committee. The AMS team continue to undertake 4 AMS ward rounds weekly which involves
implementing required changes to prescriptions and support training of prescribers on the ward. Outcomes of the
round are reported to medical teams at the time of the round and with audit data afterwards. The IPCT and GMS
are continuing to support the instigation of the national cleaning standards and agreed to explore a trial to change
the cleaning products for red cleans to a more efficacious product against spores. It was also noted that a
significant number of red discharge cleans are not being undertaken for C. difficile. This will be discussed at ICC
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and actions have been taken to inform, educate staff on the need and on EPR a red clean is now being requested
for all CDI rooms by the IPCT> The C. difficile task and finish group has now been re-launched as a ICS C.diff
infection improvement group; terms of reference and ICS strategy has been developed with GHT deputy DIPC as
chair. This will align to the AMS ICS and IPC ICS groups to support county wide improvements to reduce the
prevalence of CDI. Furthermore, Nurse-led C. difficile ward rounds continue thrice weekly to ensure the both
treatment and management optimisation for CDI recovery. Also, all patients with a history of C. difficile who have
been admitted to the trust are reviewed daily proactively. On these ward rounds the IPCN’s aim to either support
prevention of a relapse or recurrent CDI or ensure their recurrence, if suspected, is managed 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.

Number of MSSA bacteraemia cases

During August we had 10 health care associated MSSA blood stream infections; 5 hospital onset health care
associated (HO-HA) and 5 community onset health care associated cases. All HO-HA cases will be reviewed via
rapid post infection review and findings discussed with teams for action; those with moderate or significant harm
will be datixed and escalated to risk for review. A IPCT meeting has been organised to review all the cases for
August to identify themes and trends for remedial action. Reducing MSSA bacteraemias continue to be a focus of
the IPC strategy 2022/23 specifically related to improving the management and care of invasive devices. There are
actions within the programme that will be implemented to ensure we do not breach our internally set annual limit
of no more than 30 healthcare associated cases for 2022/23. A trust wide audit IV access device audit is scheduled
for September 2022 as these devices have been identified as significant cause of the blood stream infections. It is
also noted that there has been a regional increase in MSSA BSls

MSSA infection rate per 100,000 bed days

During August we had 10 health care associated MSSA blood stream infections; 5 hospital onset health care
associated (HO-HA) and 5 community onset health care associated cases. All HO-HA cases will be reviewed via
rapid post infection review and findings discussed with teams for action; those with moderate or significant harm
will be datixed and escalated to risk for review. A IPCT meeting has been organised to review all the cases for
August to identify themes and trends for remedial action.

Reducing MSSA bacteraemias continue to be a focus of the IPC strategy 2022/23 specifically related to improving
the management and care of invasive devices. There are actions within the programme that will be implemented
to ensure we do not breach our internally set annual limit of no more than 30 healthcare associated cases for
2022/23. A trust wide audit IV access device audit is scheduled for September 2022 as these devices have been
identified as significant cause of the blood stream infections. It is also noted that there has been a regional
increase in MSSA BSls

Number of bed days lost due to infection control outbreaks

During August we had 51 closed empty beds due to COVID-19 outbreaks and/or COVID-19 positive patients being
identified within low risk pathways and being cohorted together in bays. There was also a ward effected by a
Norovirus outbreak which resulted bed closures 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 infection. Outbreak meetings continue to ensure review of all closed areas. Patients who are red
recovered (completed isolation after testing positive for COVID) are moved to closed empty beds due to COVID-9
as a means to minimise empty closed bed numbers. Bay are also no longer closed due to COVID exposure;
admissions can continue despite exposures. wards affected by outbreaks are reviewed daily by the IPCT and
comprehensive weekend plans are developed to support beds being re-opened out of hours
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Pressure ulcers acquired as in-patient

Contributing factors include prolonged immobility in the pre-hospital and emergency care stage of admission and
lack of regular repositioning. The Tissue Viability Team have worked with SWAST to provide pressure relieving
equipment and training on its use to paramedics. 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. It should be noted that we have identified a data quality issue with Datix reporting and some of the
pressure ulcers reported as hospital-acquired do not validate as such, this is being investigated by the external
provider. Validation of the data has recently been carried out and an issue with Datix reporting has meant more
pressure ulcers are reported as the report has included the unvalidated data, this has now been rectified and the
data needs to be re-run.

Unstageable pressure ulcers

Contributing factors include prolonged immobility in the pre-hospital and emergency care stage of admission and
lack of regular repositioning. The Tissue Viability Team have worked with SWAST to provide pressure relieving
equipment and training on its use to paramedics. 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. It should be noted that we have identified a data quality issue with Datix reporting and some of the
pressure ulcers reported as hospital-acquired do not validate as such, this is being investigated by the external
provider. Validation of the data has recently been carried out and an issue with Datix reporting has meant more
pressure ulcers are reported as the report has included the unvalidated data, this has now been rectified and the
data needs to be re-run.

Falls Update

August 2022 saw 5 falls resulting in harm, such as fractures and head injuries. Every fall resulting in moderate
harm or worse 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 this is now
back to normal.

Number of Breaches of Mixed Sex Accommodation

The Trust is reporting mixed-sex accommodation breaches in line with national policy following a period of local
agreement with the CCG that resulted in recording the MSA breaches but not reporting them due to operational
pressure. All breaches, categorised in accordance with national guidelines, must be authorised by the Chief Nurse
or Deputy Chief Nurse. Each month the reasons are reviewed overall, delay in transfers from critical care and
recovery areas beyond 4- hours result in an MSA breach. Accurate numbers are now reported to the ICB therefore
the increase we are currently observing reflects new oversight.

Friends and Family Test

The Trust had 6529 responses to FFT in August 2022, and the overall Trust FFT positive score has seen an increase
in positive score this month of 89.8%. This is largely due to increases in the positive FFT score for unscheduled care
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(5% increase in positive score at GRH) and a slight increase for outpatients. Comments were mostly around
communication, lack of organisation, waiting and delayed appointments.. Divisions provide updates through QDG
each quarter 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.

Performance (exception reports at pages 27-38 of main QPR)

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.
During August, the Trust did not meet the national standards for 52 week waits, diagnostics or the 4-hour ED
standard, but continue to achieve the zero 104 weeks breaches target.

Urgent and Emergency care

August continued to be a challenging month for the Emergency Department (ED) but saw an increase in
performance from 70.62% to 72.59% compared to the previous month. Ambulance handover delays increased for
30-60 minutes handovers delays however reduced slightly for those 60+ minutes. 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.

Diagnostics

Overall diagnostic performance has improved in month and by approximately 2%. This change has been influenced
by reductions in NOUS, Endoscopy and Echo breaches. Overall, the total number of patients waiting has reduced
in-month by 1,076 and the total number of breaches by 397. This is the largest gain made for some time and the
continued gradual improvement in Echo performance is positive.

Cancer

For cancer, performance data showed the Trust met 3 out of 9 standards with all 7 out of 9 standards above
national average clearly showing a challenging month. The Trust achieved the 2ww breast symptomatic standard
in July with 93.7% performance. The Trust continued strong 28 day Faster Diagnosis Standard performance with
76.2% of patients receiving their diagnosis in July. 62 day standard performance for July was 52.4% which will rise
following final submission but still a very poor month. Current 62 day performance impacted by an increase in
complex patients requiring multiple investigations, waits for prostate biopsy, diagnostic and elective capacity. At a
recent NHSE/I meeting about 62 day backlogs, regional colleagues were pleased with the Trust’s performance in
respect of bringing long waiting patients numbers down.

Elective care

For elective care, the RTT performance did not meet the national standard, albeit a marginal improvement has
been made in-month. Month end submission is anticipated to be 71.6%, up 0.2% on last month. The total
incompletes continues to rise and the unconfirmed August position is expected to be around 65,000 (an increase
of approx 1,250 on last month). The number of patients waiting over 52 weeks has decreased slightly, down from
1,439 last month to 1,397 in[s}:p}August. Focus continues to be placed on patients over 70 weeks, although in month
a reduction of only 3 has been made. The effect of the Haematology recovery plan should start to result in
reductions soon. The over 78 week cohort however has reduced by 13 in month, and 104 breaches remains at




NHS

Gloucestershire Hospitals
NHS Foundation Trust

zZero.

The Elective Care Hub are concluding the contact with patients on an RTT pathway over 18 weeks, and preliminary
discussions now taking place as to how they can support a reduction in the Follow Up backlog.

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

Recommendation

The Board is asked to note the report for assurance.

Enclosures

QPR August 2022 — Dashboard

QPR August 2022 — SPC Document




NHS

Gloucestershire Hospitals
NHS Foundation Trust

Quality and Performance Report

Reporting Period August 2022

Presented at September 2022 Q&P and October 2022 Trust Board

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE



Contents NHS

Gloucestershire Hospitals
NHS Foundation Trust

Contents 2
Executive Summary 3
Performance Against STP Trajectories 4
Demand and Activity 5
Trust Scorecard - Safe 6
Trust Scorecard - Effective 9
Trust Scorecard - Caring 11
) Trust Scorecard - Responsive 12
é Trust Scorecard - Well Led 15
g; Exception Reports - Safe 16
% Exception Reports - Effective 21
% Exception Reports - Caring 25
% Exception Reports - Responsive 27
% Exception Reports - Well Led 39

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE



Executive Summary NHS

© Copyright Gloucestershire Hospitals NHS Foundation Trust

Gloucestershire Hospitals
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. During August, the Trust did not meet the national standards for 52 week waits, diagnostics or the 4-hour ED standard, but continue to achieve the zero 104
weeks breaches target.

August continued to be a challenging month for the Emergency Department (ED) but saw an increase in performance from 70.62% to 72.59% compared to the
previous month. Ambulance handover delays increased for 30-60 minutes handovers delays however reduced slightly for those 60+ minutes. 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.

Overall diagnostic performance has improved in month and by approximately 2%. This change has been influenced by reductions in NOUS, Endoscopy and Echo
breaches. Overall, the total number of patients waiting has reduced in-month by 1,076 and the total number of breaches by 397. This is the largest gain made for
some time and the continued gradual improvement in Echo performance is positive.

For cancer, performance data showed the Trust met 3 out of 9 standards with all 7 out of 9 standards above national average dearly showing a challenging month. The
Trust achieved the 2ww breast symptomatic standard in July with 93.7% performance. The Trust continued strong 28 day Faster Diagnosis Standard performance with
76.2% of patients receiving their diagnosis in July. 62 day standard performance for July was 52.4% which will rise following final submission but still a very poor
month. Current 62 day performance impacted by an increase in complex patients requiring multiple investigations, waits for prostate biopsy, diagnostic and elective
capacity. At a recent NHSE/I meeting about 62 day backlogs, regional colleagues were pleased with the Trust’s performance inrespect of bringing long waiting patients
numbers down.

For elective care, the RTT performance did not meet the national standard, albeit a marginal improvement has been made inrmonth. Month end submission is
anticipated to be 71.6%, up 0.2% on last month. The total incompletes continues to rise and the unconfirmed August position is expected to be around 65,000 (an
increase of approx 1,250 on last month). The number of patients waiting over 52 weeks has decreased slightly, down from 1,439 last month to 1,397 in

August. Focus continues to be placed on patients over 70 weeks, although in month a reduction of only 3 has been made. The effect of the Haematology recovery
plan should start to result in reductions soon. The over 78 week cohort however has reduced by 13 in month, and 104 breaches remains at zero.

The Elective Care Hub are concluding the contact with patients on an RTT pathway over 18 weeks, and preliminary discussions now taking place as to how they can
support a reduction in the Follow Up backlog.

Directors Operational Assurance Group will review the Unscheduled and Scheduled performance indicators with the Divisions and the wider Executive team.
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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 Aug-21  Sep-21  Oct-21  Nov-21 Dec-21 Jan-22 Feb-22 Mar-22  Apr-22  May-22  Jun-22 Jul-22  Aug-22
Count of handover delays 30-60 minutes ;ﬁﬁ :Itory 20 20 20 40 40 20 20 20 20 40 20 20 20
Count of handover delays 60+ minutes Trajectory
Actual
ED: % total time in department — under 4 hours (types 1 & 3) ;rce;{(ja;tory 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%
ED: % total ime in department — under 4 hours (type 1) ;rcatjlcje;:dtory 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%
i 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0, 0,
Referral o treatment ongoing pathways under 18 weeks (%) Xr:;ts:ltory 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 over 52 weeks Trajectory
(number) Actual
o |% waiting for diagnostics 6 week wait and over (15 key tests) ;r(:a;tsacltory 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%
3
E Cancer — urgent referrals seen in under 2 weeks from GP ;rcatjl(ja;tory 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%
el
§ 2 week wait breast symptomatic referrals Zr;f;tory 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%
>
3 -
i Cancer — 31 day diagnosis to treatment (first treatments) ;rca;ﬁe:ltory 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%
I .
Eﬂ Cancer — 31 day diagnosis to treatment (subsequent — drug) ;rcatjj:;:dtory 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%
]
‘o|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%
2|radiotherapy) Actual
‘@ |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%
< [surgery) Actual
% Cancer 62 day referral o treatment (screenings) Zrceijl:aacdtory 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%
o
S -
g Cancer 62 day referral to treatment (upgrades) Zr::]f;:ltory 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%
S|Cancer 62 day referral o treatment (urgent GP referral) ;rce;jj;tory 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%
o
o
U
[©)
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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 (Aug)
GP Referrals 7,922 8,303 8,150 8,517 7,168 7,917 8,168 9,326 8,262 9,251 9,025 8,944 9,485 | 19.7% 5.6%
OP Attendances 47,546 52,912 49,516 56,469 47,728 51,666 49,139 57,196 47,461 55,634 51,009 50,011 51,990 | 9.3% -0.1%

New OP Attendances | 14,662 16,658 15,956 18,297 15,355 16,423 16,109 18,619 14,881 17,665 16,419 16,327 16,889 | 15.2% | 2.2%
FUP OP Attendances | 32,884 36,254 33,560 38,172 32,373 35,243 33,030 38,577 32,580 37,969 34,590 33,684 35101 | 6.7% | -1.1%

Day cases 4525 4,310 4,187 4536 3,940 4,121 4,202 4,958 4,103 4,721 4,618 4,678 5180 | 145% | 2.1%
All electives 5,468 5237 5217 5492 4940 4,798 5,049 5981 4,978 5792 5608 5627 6,124 | 12.0% | 2.4%
ED Attendances 12,006 13,186 13,044 11,988 10,943 11,433 10,545 12,306 11,616 12,551 12,092 12,596 11,915 | -0.8% | 2.5%
Non Electives 4,333 4,244 3,998 3,867 3,445 3461 2948 3,311 3,032 3,369 3,349 3,316 3,080 |-28.9% | -26.3%

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

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 May-22 Jun-22 Standard Threshold

Infection Control
COVID-19 community-onset - First positive 140 | 118 192 126 131 183 156 219 146 64 92 127 50 | 302 | Notarget
specimen <=2 days after admission
COVID-19 hospital-onset indeterminate
healthcare-associated - First positive specimen 12 12 18 28 52 64 86 118 126 58 32 92 29 216 No target
3-7 days after admission
COVID-19 hospital-onset probably healthcare-
associated - First positive specimen 8-14 days 2 0 1 1 23 21 37 47 37 30 25 53 14 92 No target
after admission
COVID-19 hospital-onset definite healthcare-
associated - First positive specimen >=15 days 9 1 9 5 23 29 72 79 67 41 30 90 29 138 No target
after admission
Number of trust apportioned MRSA
) Zero
bacteraemia
MRSA bacteraemia - infection rate per Zero
100,000 bed days
Number of trust apportioned Clostridium 2020/21:
difficile cases per month 75
N Number of hospital-onset healthcare-
§associated Clostridioides difficile cases per <=5
Jmonth
% Number of community-onset healthcare-
‘Gassociated Clostridioides difficile cases per <=5
Z month
A Clostridium difficile - infection rate per 100,000
0 <30.2
= bed days
<4 Number of MSSA bacteraemia cases <=8
‘5MSSA - infection rate per 100,000 bed days <=12.7
9 Number of ecoli cases 0 3 5 7 5 5 5 2 9 4 4 7 6 17 No target
‘M Number of pseudomona cases 1 1 0 1 0 0 0 0 0 1 0 1 2 1 No target
A Number of klebsiella cases 3 4 2 2 2 0 0 1 1 3 0 1 3 4 No target
7 Number of bed days lost due to infection 12 88 <10 30
< control outbreaks
(o}
[G]
=
sy
=
o
o
()
@

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE




Trust Scorecard - Safe (2)

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 2223 Standard Threshold

Q1

Patient Safety Incidents
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
harm (major/death) 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
- . . Zero
acquired as in-patient
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 [ 2 ] 3 5 10 10 8 5 10 10 [ 2 ] [ spc
Safeguarding
1Number of DoLs applied for 59 69 53 48 68 64 53 69 47 67 69 55 72 183 TBC
Total attgnfjar\ces for infants aged < 6 months, 7 4 6 1 5 5 3 4 3 7 6 3 2 16 TBC
all head injuries/long bone fractures
Total attepdan_cz_as for infants aged < 6 months, 0 0 0 0 0 0 1 0 0 0 0 1 2 0 TBC
{other serious injury
Total admissions aged 0-17 with DSH 11 18 35 39 18 46 24 35 32 29 34 29 17 95 TBC
Total ED attendances aged 0-17 with DSH 52 73 102 115 54 125 69 113 90 75 93 87 61 258 TBC
Total number of maternity social concerns 46 72 58 65 52 67 70 71 72 72 80 78 101 | 222 TBC
forms completed
T.otal admissions aged 0-17 with an eating 6 9 11 5 8 5 7 10 7 10 11 12 10 28 TBC
disorder
G}
=
sy
=
o
o
()
@
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Trust Scorecard - Safe (3)

22/23

Threshold

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 o1 SIEGLE!

Serious Incidents

Number of never events reported Zero
Number of serious incidents reported No target
Serious incidents - 72 hour report completed >00%
within contract timescale

Percentage of serious incident investigations >80%

completed within contract timescale

VTE Prevention

% of adult inpatients who have received a VTE
risk assessment

92.0% 92.3% 90.7%  90.9% 90.7%  90.8% >95%

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

Standard Threshold

Maternity

% of women on a Continuity of Carer pathway | 10.80% | 10.90% 11.80% 10.30% 9.60% 10.20% 14.70% 12.60% 10.10% 9.10% 9.30% 8.70% | 8.60% | 9.10% | No target

% C-section rate (planned and emergency) 32.02% | 30.42% 31.59% 31.63% 32.44% 33.19% 31.45% 33.48% 34.48% 35.65% 37.93% 35.34% | 34.57% | 36.06% | No target

% emergency C-section rate 17.98% | 16.76% 17.76% 17.05% 15.61% 17.77% 15.72% 18.03% 19.08% 19.57% 21.55% 19.40% | 17.61% | 20.09% | No target
% of women booked by 12 weeks gestation >90%
% of women that have an induced labour 31.21% 30.52% 31.21% | 30.02% | 31.73% | <=33% >30%
% stillbirths as percentage of all pregnancies <0.52%
% of women smoking at delivery <=8.0%
% breastfeeding (discharge to CMW) 48.4% | 53.9% 48.0% 50.3% 48.1% 47.1% 46.0% 46.3% 455% 48.8% 59.8%  59.9% 60.4%
% breastfeeding (initiation) >=81%
% PPH >1.5 litres <=4%
Number of births less than 27 weeks 0 1 2 2 0 1 0 1 3 0 4 0 1 7
Number of births less than 34 weeks 11 18 13 9 10 7 4 9 13 8 15 4 8 36
Number of births less than 37 weeks 33 47 49 32 44 33 19 43 49 35 50 38 38 134
Number of maternal deaths 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Total births 544 558 546 537 497 471 413 473 442 465 475 471 466 1,384

F;Z:jé”‘age of babies <3rd centile born > 37461 () o0 | 1405 119%  1.9%  24%  3.2%  17%  42%  14%  24%  0.6%  21% | 21% | 1.4%

-|Mortality

1Summary hospital mortality indicator (SHMI) - NHS
national data Digital

fHospitaI standardised mortality ratio (HSMR) 113.4 Dr Foster

3Hospital standardised mortality ratio (HSMR) - 105.6 Dr Foster

{weekend

INumber of inpatient deaths 156 163 183 191 189 218 183 179 185 174 172 170 168 531 No target

1 N_umpgr of deaths of patients with a learning 2 2 2 4 1 3 1 1 3 2 2 1 0 7 No target
disability
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Trust Scorecard - Effective (2)

22/23
Q1

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

Jul-22  Aug-22

Standard Threshold

Readmissions

Emergency re-admissions within 30 days
following an elective or emergency spell

<8.25%

>8.75%

Research

Research accruals

| 192 [ 456 426 236 172 185 173 142 191 193 186 140 | 234 | | No target

Stroke Care

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

>=43%

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

84.9% 75.4% >=85%

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

75.00% 56.40% 69.20% 71.00% 61.00% 63.50% | 80.00% >=75%

% patients receiving a swallow screen within 4
hours of arrival

72.40% 70.40% 67.60% 65.40% >=75%

<25%

<75%

<55%

<65%

Trauma & Orthopaedics

% of fracture neck of femur patients treated
within 36 hours

>=90%

<80%

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

Friends & Family Test

Inpatients % positive

ED % positive

Maternity % positive

Outpatients % positive

Total % positive

Number of PALS concerns logged

% of PALS concerns closed in 5 days
MSA

Number of breaches of mixed sex

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 2gi3 Standard Threshold
86.4% 88.0% 87.8% 89.1% 87.1% 88.3% 88.0% 87.2% 87.2% ) >=00%  <86%
>=84%  <81%
94.1% >=07%  <94%
93.2% 93.3% 93.9% 943% 93.4% 93.2% 93.1% 93.2% >=945%  <93%
-2% >=03%  <91%
No Target
>=05%  <90%
<=10 >=20

accommodation

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

Sep-21 Oct-21 Nov-21 Dec-21 22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 Zgi‘? Standard Threshold
Cancer
Cancer - 28 day FDS (all routes) 789% | 783% 81.0% 784% 788% 73.7% 82.9% 81.7% 784% 79.8% 73.5% 76.7% | 78.7% | 77.1% | >=75%

Cancer - urgent referrals seen in under 2
weeks from GP

Cancer - 2 week wait breast symptomatic 90.8% 91.3% >=93% <90%
referrals

t(r:ea;fn:’erm;l day diagnosis to treatment (first 95.9% 94.7%  95.5% 95.1% 94.2%  95.2% 95.4% | >=96%  <94%

Cancer - 31 day diagnosis to treatment >=98% <08%
(subsequent — drug)

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

Cancer - 31 day Q|agn03|s to treatment 93.0% >294% <92%
(subsequent — radiotherapy)

Cancer - 62 day referral to treatment (urgent _aro 0,
GP referral) >=85% <80%

Cancer - 62 day referral to treatment 85.3% 85.9% 85.2% 88.0% >=90% <85%
(screenings)

Cancer - 62 day referral to treatment >=90% <85%

(upgrades)

|Number of patients waiting over 104 days with
a TCl date

Number of patients waiting over 104 days

without a TCI date

Diagnostics

% waiting for diagnostics 6 week wait and over

1(15 key tests)

The number of planned/surveillance endoscopy

patients waiting at month end

1Discharge

Patient discharge summaries sent to GP within >=88% <75%
24 hours

92.0% 92.1%  92.2% 90.1% | >=93% <90%

>=94% <92%

Zero

<=24

<=1% >2%

<=600

© Copyright Glou
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Trust Scorecard - Responsive (2)

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 ) Standard Threshold

Q1

Emergency Department

o —= .
ED: % total time in department - under 4 hours >=95% <90%
(type 1)
ED: % total time in department - under 4 hours oo o
(types 1 & 3) >=95% <90%
- 0, 1 i -
ED: % total time in department - under 4 hours >=95% <90%
CGH
- 0, i i -
ED: % total time in department - under 4 hours S295% <90%
GRH
ED: number of patients experiencing a 12 hour
trolley wait (>12hours from decision to admit to Zero
admission)
o - — N
EI;). % of time to initial assessment - under 15 >=05% <92%
minutes
- 0, 1 -
Ep. % of time to start of treatment - under 60 >=90% <87%
minutes
Number of ambulance handovers over 60 Zero
minutes
% of ambulance handovers < 15 minutes >=65%
% of ambulance handovers < 30 minutes >=95%
% of ambulance handovers 30-60 minutes <=2.96%

|Operational Efficiency
Cancelled operations re-admitted within 28
days

Urgent cancelled operations 1 44 24 1 1 0 0 0 0 0 0 ““ No target

Number of patients stable for discharge <=70
Number of stranded patients with a length of _
<=380

|stay of greater than 7 days

Average length of stay (spell) <=5.06

Length of stay for general and acute non- _
] ! B <=5.65

elective (occupied bed days) spells

Length of stay for general and acute elective <=3.4 ~45

spells (occupied bed days)
% day cases of all electives >80% <70%

79.74%
Intra-session theatre utilisation rate 83.33% 84.99% >85% <70%

© Copyrig
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Trust Scorecard - Responsive (3)

Aug-21 Sep-21 Oct-21 Nov-21 Dec-21 Jan-22 Feb-22 Mar-22 Apr-22 May-22 Jun-22 Jul-22 Aug-22 zgis Standard Threshold
Outpatient
Outpatient new to follow up ratio's <=19
Did not attend (DNA) rates 7.62% <=7.6% >10%
RTT

Referral to treatment ongoing pathways under
18 weeks (%)

Referral to treatment ongoing pathways 35+
Weeks (number)

Referral to treatment ongoing pathways 45+
Weeks (number)

Referral to treatment ongoing pathway over 70
Weeks (number)

>=92%

5,582 | 5,642 5593 5,642 5,847 5,272 5,087 5135 5419 5386 5,806 6,312 | 6,384 | 5,537 | No target

2,906 | 2,946 2,935 2,641 2,605 2,292 2,165 2,182 2,421 2,490 2,579 2,678 | 2,841 | 2,497 | No target

0

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

© Copyright Gloucestershire Hospitals NHS Foundation Trust

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

May-22 Jun-22

Standard Threshold

Appraisal and Mandatory Training

www.gloshospitals.nhs.uk

Trust total % overall appraisal completion 79.0% | 78.0% 78.0% 79.0% 80.0% 80.0% 78.0% 77.0% 78.0% 80.0% 80.0% 79.0% | 79.0% | 80.0% | >=90% <70%
Trust total % mandatory training compliance 88% 87% 87% 87% 87% 87% 86% 86% 86% 86% 86% 87% 86% >=90% <70%
Safe Nurse Staffing

o - —— -
Overall A) of nursing shifts filled with >=75% <70%
substantive staff
% registered nurse day 84.20% 85.30% 82.60% 89.11% 89.31% 81.76% 83.63% | 86.63% | >=90% <80%
% unregistered care staff day 83.85% 89.59% 88.03% 81.86% 86.10% | 86.39% | >=90% <80%
% registered nurse night 89.02% 88.03% >=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%
% vacancy rate for doctors <=5% >5.5%
% vacancy rate for registered nurses <=5% >5.5%
Staff in post FTE 6685.55 | 6730.66 6718.8 6686.83 6627.94 6648.33 6678.52 6707.09 6683.74 6683.28 6659.49 6688.51| 6963 No target
Vacancy FTE 537.29 | 491.56 457.02 530.17 582.02 834.81 799.75 782.28 807.64 794.16 821.21 906.67 | 122.39 No target
Starters FTE 36.53 | 79.76 4243 59.94 70.65 77.03 69.31 5146 91.38 8503 60.58 94.35 86 No target
Leavers FTE 7884 | 6851 89.94 66.53 81.1 88.76 4774 8488 6755 8393 67.04 75.62 | 69.27 No target
Workforce Expenditure and Efficiency
% turnover 12.9% 13.8% 14.2% 14.4% 14.5% | 14.5% | 14.7% <=12.6% >15%
% turnover rate for nursing 12.80% 13.03% 13.05% | 13.80% | 14.58% <=12.6% >15%
% sickness rate 4.1% 4.2% 4.2% 4.2% 4.2% <=4.05%  >4.5%

BEST CARE FOR EVERYONE
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Exception Reports - Safe (1)

Metric Name & Standard ﬂ Trend Chart ﬂ Exception Notes ﬂ Owner |
() ult i i w ‘ i u i Wi i uali
% of adult inpatients who 100.00% The electronic capture of the assessments is now in the final stages alit
have received a VTE risk 80 00% . = of planning as part of the new electronic prescribing system. This will Improvement
. b4 - . .
assessment allow a more accurate picture of performance and better drive any & Safety
G0.00% improvement required. Director
Standard: >95% 40 00%-
20.00% 1
0.00%
_ m [ S
REEEgEEEEEL
NRARRBRANRREY
ia-i i 4.0- i i i ia; i
MRSA bacteraemia - infection _ In August we did not identify an MRSA bacteraemia; we had a case  Associate
rate per 100,000 bed days 3.5 " . reported in July 2022 and this represents 1 case for 2022-23 so far. Chief Nurse,
3.04 A root cause analysis was undertaken doe this case and as aresult ~ Director of
Standard: Zero g-g‘ of the issues identified related to PVC documentation the IPCT have  Infection
151 met with the EPR team to make improvements to the record. We also Prevention &
1'0 ] "'. started to undertake an ongoing audit of MRSA screening and Control
g 0.5 decolonisation to support actions for change in light of the missed
g 0.0 - ' - opportunity to provide daily decolonisation/ Octenisan through the
o Z 9 - 7= =z o oo - -
% g 9 2 § z O ﬁ'.b g 5 £ patient's admission.
E Nh R R RRBERS
£
‘é MSSA - infection rate per 20.0- Durin_g August we had 10 health care associated MSSA blood stream infections; 5 Associate
" 100,000 bed days —— hosplt‘al onset health care associated (HO—HA)‘ and 5 (_:ommynlty or_15et health care Chief Nurse,
= Ly [ associated cases. All HO-HA cases will be reviewed via rapid post infection review and X
%L 15.04 [N | findings discussed with teams for action; those with moderate or significant harm will be Director of
T Standard: <=12.7 \.__ = I." datixed and escalated to risk for review. A IPCT meeting has been organised to review  Infection
%’ 10.01 - . ."I all the cases for August to identify themes and trends for remedial action. Prevention &
9 .' w—
% 5.0 ra \., Reducing MSSA bacteraemias continue to be a focus of the IPC strategy 2022/23 Control
Q ri specifically related to improving the management and care of invasive devices. There are
% 0.0 i . i . . i . . . actions within the programme that will be implemented to ensure we do not breach our
- ] g E 5 ;I 5 -E’ % I internally set annual limit of no more than 30 healthcare associated cases for 2022/23.
= % = 0 r.\:'J Foeon s r.\:'J o A trust wide audit IV access device audit is scheduled for September 2022 as these
2 e O A S R devices have been identified as significant cause of the blood stream infections. It is
8 also noted that there has been a regional increase in MSSA BSls
[©)
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Exception Reports - Safe (2)

Metric Name & Standard
Number of bed days lost due
to infection control outbreaks

Standard: <10

Number of category 2
pressure ulcers acquired as
in-patient

Standard: <=30

Number of falls resulting in
harm (moderate/severe)

Standard: <=3

Trend Chart Exception Notes Owner
800.0 - During August we had 51 closed empty beds due to COVID-19 outbreaks and/or Associate
’ COVID-19 positive patients being identified within low risk pathways and being Chief Nurse
n cohorted together in bays. There was also a ward effected by a Norovirus . '
600.0 4 ) ' Director of
N outbreak which resulted bed closures Wards and bays were closed at the .
4000 | — A\ agreement of the outbreak control management group to prevent the admission Infection
: n and transfer of new inpatients to prevent the onward transmissions of infection.  Prevention &
Outbreak meetings continue to ensure review of all closed areas. Patients who  Cgontrol
200.01 _,,,l' \ are red recovered (completed isolation after testing positive for COVID) are
I - e — moved to closed empty beds due to COVID-9 as a means to minimise empty
0.0 P A = . . o» closed bed numbers. Bay are also no longer closed due to COVID exposure;
g 2 ¢ 8§z ‘;‘b 5 £ 5 admissions can continue despite exposures. wards affected by outbreaks are
R R O rOR i3 £ reviewed daily by the IPCT and comprehensive weekend plans are developed to
support beds being re-opened out of hours
0.0 Contributing factors include prolonged immobility in the pre-hospital and emergency Associate
’ care stage of admission and lack of regular repositioning. The Tissue Viability Team P
) ) S . - ) Chief Nurse,
50.04 - have worked with SWAST to provide pressure relieving equipment and training on its use
4001 — _./ " to paramedics. Hospital acquired pressure ulcers are very sensitive to nurse staffing Director of
’ - "“'---. levels. Where there is a reduced amount of nursing hours available there is a clear Infection
01 Fi '\.// correlation to the development of pressure ulcers. Current improvement focus is on Prevention &
300 . ~ | he dewel f I o fi
20.04 L] specialist review of all hospital-acquired pressure ulcers to validate categorisation and |
' give specialist advice to prevent deterioration. New equipment procured and available in Contro
10.04 the equipment library. React to red study days are now taking place monthly to
0.0 increase throughput. It should be noted that we have identified a data quality issue with
o] g g 5 ; % E-’ % E & E Datix reporting and some of the pressure ulcers reported as hospital-acquired do not
% < 0 E'J = E'J r?_] = E‘J o9 validate as such, this is being investigated by the external provider. Validation of the
O R T T T ST T L data has recently been carried out and an issue with Datix reporting has meant more
pressure ulcers are reported as the report has included the unvalidated data, this has
now heen rectified and the data needs to be re-riin
1204 August 2022 saw 5 falls resulting in harm, such as fractures and Associate
1004 - head injuries. Every fall resulting in moderate harm or worse is Chief Nurse,
8.0 /[ reviewed in the weekly Preventing Harm Hub where immediate safety Director of
a.n actions and learning are rapidly assessed. The number of falls in Infection
: A = hospital are linked to a range of factors, most acutely to safe staffing Prevention &
4.0 e levels. Current improvement work is focussed on increased Control
2.01 compliance with falls assessments on admission, when completed
0.0 ————— there is evidence they prevent falls. We know that increased visiting
g 225333 55 E § hours reduces falls and this is now back to normal.
PSS RERRBERRY

www.gloshospitals.nhs.uk
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Exception Reports - Safe (3)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of hospital-onset 192 0+ During August there were a total of 10 C. difficile cases associated ~ Associate
healthcare-associated 10.04 with health care; which includes 7 hospital onset cases. Chief Nurse,
Clostridioides difficile cases BIU Director of
M n rd Y . . . cppr - - .
per month SN m . We continue to implement the trust wide C. difficile reduction plan. Infection
{ - \ The reduction plan addresses cleaning, antimicrobial stewardship, Prevention &
Standard: <=5 401 N/ IPC practices such as hand hygiene and glove use, timely Control
209/ w i identification and isolation of patients with diarrhoea and optimising
0.0 ————————————————————— | management of patient with C. difficile infection (CDI). The reduction
3 § E gz gzg, E E = = E plan and assurance of action completion is being monitored through
I I O NI the Infection Control Committee.
Number of MSSA bacteraemia 12.0- During August we had 10 health care associated MSSA blood stream infections; 5 Associate
cases ’ hospital onset health care associated (HO-HA) and 5 community onset health care Chief Nurse
10.04 - associated cases. All HO-HA cases will be reviewed via rapid post infection review and !

5.0 / findings discussed with teams for action; those with moderate or significant harm will be Director of
: / datixed and escalated to risk for review. A IPCT meeting has been organised to reiew  Infection

Standard: <=8

6.0 ‘-' all the cases for August to identify themes and trends for remedial action. Reducing Prevention &
4.04 x‘- ' MSSA bacteraemias continue to be a focus of the IPC strategy 2022/23 specifically |
’ -—a related to improving the management and care of invasive devices. There are actions Contro
2.0+ -/ -— i»‘ within the programme that will be implemented to ensure we do not breach our internally
0.0 set annual limit of no more than 30 healthcare associated cases for 2022/23. A trust
o] g g F I % E % EE E wide audit IV access device audit is scheduled for September 2022 as these devices
% = 0 :7 = :_, E‘J = a e have been identified as significant cause of the blood stream infections. It is also noted
e T T T s T T T T that there has been a regional increase in MSSA BSls
Number of patient safety 20.0- Under Review Quality
incidents - severe harm o5 i Improvement
(major/death) 500 & Safety
15'0 Director
Standard: No target : P
10.04 - L | . o
" Tmow” L
5.0 o
0.0 —— .
O = 89 - = = - -
18858825528
MR R B ERERRERR
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Exception Reports - Safe (4)

Metric Name & Standard
Number of RIDDOR

Standard: SPC

Number of trust apportioned
Clostridium difficile cases per
month

Standard: 2020/21: 75

Trend Chart Exception Notes Owner
19 0~ Under Review Quality
Improvement
10.0+ p—a —a
h & Safety
8.0 / w, £ h .
6.0 ./ Director
. -‘ \\- l'-,l
4.0 -
2.01 B
0.0 T T T T T . T : :
= =3 [ M = = [
esf e 888 EZ
ST T O T T
2004 During August there were a total of 10 C. difficile cases associated with health care (3 ~ Associate
’ Community onset health care associated and 7 hospital onset cases). We continue to Chief Nurse
implement the trust wide C. difficile reduction plan. The reduction plan addresses X !
15.04 A cleaning, antimicrobial stewardship, IPC practices such as hand hygiene and glove use, Director of
” . timely identification and isolation of patients with diarrhoea and optimising management |nfection
10.0+ T 7 N b of patient with C. difficile infection (CDI). The reduction plan and assurance of action Prevention &
\'k_ - W completion is being monitored through the Infection Control Committee. The AMS team |
501 -,- L "~I-" continue to undertake 4 AMS ward rounds weekly which involves implementing required Contro
L changes to prescriptions and support training of prescribers on the ward. Outcomes of
0.0 the round are reported to medical teams at the time of the round and with audit data
=] g E T o % = % E EE afterwards.The IPCT and GMS are continuing to support the instigation of the national
% <= 0 h?'J = h‘.'J E'J < h:.'J = cleaning standards and agreed to explore a trial to change the cleaning products for red
L s T O T O T LS cleans to a more efficacious product against spores. It was also noted that a significant

number of red discharge cleans are not being undertaken for C. difficile. This will be
discussed at ICC and actions hawe been taken to inform, educate staff on the need and
on EPR ared clean is now being requested for all CDI rooms by the IPCT> The C.
difficile task and finish group has now been re-launched as a ICS C.diff infection
improvement group; terms of reference and ICS strategy has been developed with GHT
deputy DIPC as chair. This will align to the AMS ICS and IPC ICS groups to support
county wide improvements to reduce the prevalence of CDI. Furthermore, Nurse-led C.
difficile ward rounds continue thrice weekly to ensure the both treatment and
management optimisation for CDI recovery. Also, all patients with a history of C. difficile
who have been admitted to the trust are reviewed daily proactively. On these ward
rounds the IPCN’s aim to either support prevention of a relapse or recurrent CDI or
ensure their recurrence, if suspected, is managed 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 (4)

© Copyright Gloucestershire Hospitals NHS Foundation Trust

Metric Name & Standard Trend Chart Exception Notes Owner
Number of unstagable 90.0- Contributing factor.s ipclude prolonged immobility |n th.e pre-hospital anq emergency Associate
pressure ulcers acquired as : care stage of gdmlssmn and Iack.of regular repos.ltlgnlng. The Tissue VIaFJI|.Ity Tegm Chief Nurse,
) ] AN have worked with SWAST to provide pressure relieving equipment and training on its use —
In-patient 15.04 Y ] to paramedics. Hospital acquired pressure ulcers are very sensitive to nurse staffing Director of
| , ) h levels. Where there is a reduced amount of nursing hours available there is a clear Infection
100 - e A } . .
Standard: <=3 _ — L . correllatllon to.the developme.znt of pressure ulcers. Current |mp.rovement focgs is on Prevention &
- specialist review of all hospital-acquired pressure ulcers to validate categorisation and |
5.0 ‘,»' give specialist advice to prevent deterioration. New equipment procured and available in Contro
the equipment library. React to red study days are now taking place monthly to
oo : I — I — increase throughput. It should be noted that we have identified a data quality issue with
o g E T oo E E % = = E Datix reporting and some of the pressure ulcers reported as hospital-acquired do not
% = 0 f) = :_, :J = f) = validate as such, this is being investigated by the external provider. Validation of the
BRREREBE O E B8RS data has recently been carried out and an issue with Datix reporting has meant more
pressure ulcers are reported as the report has included the unvalidated data, this has
now been rectified and the data needs to be re-run.
Serious incidents - 72 hour 120.00% - Under Review Quality
report completed within 100.00% | Improvement
contract timescale ' & Safet
80.00% - . y
60.00% Director
Standard: >90% :
40.00% -
20.00% -
0.00%

L2130 1
LE=A0R A

bEm2aQ 1

Zz-uer |

2024 1

ZZEW 1

Faralls

ZT-hep A

zz-unr

ZZ-inr

Zz-Orty
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Exception Reports - Effective (1)

Metric Name & Standard ﬂ Trend Chart ﬂ Exception Notes ﬂ Owner |
% breastfeeding (initiation) 100.00% - The service have been auditing practice for our yearly Baby friendly Divisional
, Initiative audit which we need to provide to UNICEF to maintain our ~ Director of
Standard: >=81% 80.00% 1 ® sy ay wu—a"u . accreditation .This was sent at the end of last month and we are Quality and
60.00% = waiting for feed back and will develop an action plan as required Nursing and
40 00%- ,Infant feeding pages on maternity website have been reviewed and  Chief Midwife
updated ,sat morning feeding drop in’s run by the Breast feeding
20.00% network in ante natal clinic are due to be re-instated in October.
0.00% Joint midwife and Health visitor training to start again in their
3 § E? § § gag‘ ET % § E § localities. Both the last 2 items were stopped for the pandemic
NERRBRBRBRERSR
% fractured neck of femur §0.00% - The #NOF pathway is a key performance indicator within T&«Oand ~ General
patients meeting best practice —y "A'x_\ . Orthogeriatric services, with performance monitored through Manager —
criteria 40.00% - v’ WA = specialty governance meetings and the Service Line Review report, Trauma &
’ Ve and data and specific commentary on improvement/deteriorating in ~ Orthopaedics
Standard: >=65% e month is provided at Exec Review. #NOFs are now cohorted onto the
20.00%1 3rd floor as standard practice, and work is ongoing on a number of
actions to support improving performance, including prioritising NOF
g 0.00% on triage in ED, NOF admission proforma on EPR and looking to
'E E % rn? § @ 5 E? % § E § increase therapist funding and radiographer support.
g SR RBRERBERBY
c
Gl % of fracture neck of femur 50.00% - - The #NOF pathway is a key performance indicator within T&O and ~ General
é patients treated within 36 f,___',/ "‘-\x - Orthogeriatric services, with performance monitored through Manager —
% hours 40.00% - v’ w” \ . specialty governance meetings and the Service Line Review report, Trauma &
% ' - and data and specific commentary on improvement/deteriorating in  Orthopaedics
T Standard: >=90% — month is provided at Exec Review. #NOFs are now cohorted onto the
=z 20.00% 1 3rd floor as standard practice, and work is ongoing on a number of
g actions to support improving performance, including prioritising NOF
§ 0.00% ——————————————————— | 0N triage in ED, NOF admission proforma on EPR and looking to
K] 223 E i FEFEEE i i i i
G 92358383855 =5 increase therapist funding and radiographer support.
£ MR EEERER RS
g
S
)
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Exception Reports - Effective (2)

Metric Name & Standard Trend Chart Exception Notes Owner
% of women booked by 12 100.00% - Staff shortages are potentially having an impact. It is also possible that there is Divisional
weeks gestation ' . g, ., = an element of late data entry impacting on this metric. The service are going  Director of
80.00% - to look into specific areas to identify if any one area has a worse rate than Quality and
Standard: >90% 60.00%4 another, enabling them to target support where it is needed. The Trust is Nursi d
ancdar. 0 ’ moving across to a new data warehouse which requires re-writing of all u!'smg an.
40.00% - reports and may result in slight delays in updating of reports as have to be Chief Midwife
subject to validation and reconciliation. Some figures may also change as the
20.00% new data warehouse takes data directly from Trak with no processing in the
0.00% -————————— |background eg it may be that data will be based on more appropriate fields,
g z 2 § = = & F § E £ differences in rounding up or down, so this too could be having an impact. It
'E § ; e E % % “‘H & 3 EH has also been noted that the number of bookings have been increasing.
% of women smoking at 14 00% - There has been an issue within the service with a lack of working CO Divisional
delivery 12.00% 4 — . Vs monitors between June and August which would have had an impact Diregtor of
10.00%4 =/ = \\‘_ 4 Quality and
Standard: <=8.0% 8.00% - = ol Nursing and
G.00% A Chief Midwife
= 4.00%
= 2.00% |
& 0.00%
= 0O - T [
g 2855885588
3 Ry REBNERBERERENR
T
Z % of women that have an 40.00% - Under Review Divisional
£ induced labour - Director of
(=8 e A
]8: 30.00% - B " a Quality and
@ Standard: <=33% 20.00% T Nursing and
[ B Chief Midwife
§ 10.00%
ie]
b 0.00% +— —
= O o= O - M= = - -
5 852895 5E8
g MR EEERERERS
()
[©)
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Exception Reports - Effective (3)

Trend Chart

Metric Name & Standard
% PPH >1.5 litres

Standard: <=4%

% stillbirths as percentage of
all pregnancies

Standard: <0.52%

Hospital standardised
mortality ratio (HSMR)

Standard: Dr Foster

© Copyright Gloucestershire Hospitals NHS Foundation Trust

5.00%

Exception Notes

Owner

An audit has been undertaken of July of PPH 1500ml and above, as highlighted Divisional

" P - last month this was the first time PPH>4% in 2022 (n=21). The PPH rate at i
L SN A Director of
400%q SN . r LSCS was the highest it has been in 2022 (43%) and 7/9 were EMLSCS. 2 ;
\ " ) ; . ; Quality and
, - Joom cases were placental abruptions. Review of notes highlight some learning, .
3.00% - N N . ) o : . - Nursing and
" f \.,»’ including management of uterotonics (in particular 2 hour ‘prophylactic . >
2.00% A syntocinon infusion rather than ‘treatment’ 4 hour regime) A potential Chief Midwife
, reluctance to have a 4 hour infusion has been muted by the new Obstetric
1.00% 1 registrars (perhaps due to the extra resources this uses when staffing is
0.00% suboptimal — the patient will obviously need to stay on LW for longer). There is
g £ Y F L EEEFEECE also evidence that escalation to obstetricians regarding second stage
R A A R S TR management has not always occurred when required due to unit activity. A
L L M repeat survey to newly rotated Obstetric junior doctors again highlights that a
second ‘pair of hands’ to assist with OVDs in the room is rarely achievable. |
have asked PDM to help with renewed effort to re-iterate the fundamentals of
the PPH prevention work previously undertaken. for example displavs on LW
0.80% - Under Review Divisional
Director of
0.60% - fi Quality and
) A Nursing and
0-40%1 Chief Midwife
020%{ = e
% . II| |II f_,.
Do0% +—s—#———& %=+
O FZ 9 - T o= T oo
REZTgEEESEEE
Bee BRREBRE B8
120.0 - These metrics have flagged as red for the last three months, these Deputy
qoo0d T e e ——" are being investigated in Hospital Mortality Group, there is no clear Medical
50.0.- cut answer to the increase. The biggest concern is it relates to Director
EU.U congestion as that will be the hardest to overcome. There will be
: further investigation in to diagnostic groups that are flagging as
40.04 increased mortality observed compared to expected. There is also
20.01 work looking at the comorbidity scoring which has a significant
0.0 impact into expected mortality rates.
o g 9 5 I =T x =
s 2 8 5 8 8 3 82
RomoRr BB N RBOR
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Exception Reports - Effective (3)

Metric Name & Standard Trend Chart Exception Notes Owner
Hospital standardised 12007 ., — These metrics have flagged as red for the last three months, these Deputy
mortality ratio (HSMR) - 10004 Te—a— Ta are being investigated in Hospital Mortality Group, there is no clear ~ Medical
weekend 20.0 | cut answer to the increase. The biggest concern is it relates to Director
’ congestion as that will be the hardest to overcome. There will be
Standard: Dr Foster 60.01 further investigation in to diagnostic groups that are flagging as
40.01 increased mortality observed compared to expected. There is also
20.04 work looking at the comorbidity scoring which has a significant
0.0 impact into expected mortality rates.
°© g § 5 2 F & F
a 2 8 3 & § 5 2
R 8B R BB R
Summary hospital mortality 120.0 - These metrics have flagged as red for the last three months, these Deputy
indicator (SHMI) - national 1opd TR a —— are being investigated in Hospital Mortality Group, there is no clear Medical
data 50.0 - cut answer to the increase. The biggest concern is it relates to Director
’ congestion as that will be the hardest to overcome. There will be
Standard: NHS Digital 60.01 further investigation in to diagnostic groups that are flagging as
40.04 increased mortality observed compared to expected. There is also
20.01 work looking at the comorbidity scoring which has a significant
0.0 T " " T " " T " » [impact into expected mortality rates.
o 2 9D g I = = =
32 8 3 & 8 % 3
Moomo3 R R OE R
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Exception Reports - Caring (1)

Metric Name & Standard ﬂ Trend Chart ﬂ Exception Notes ﬂ Owner |
% of PALS concerns closed in L . - - . Head of
5 days ) "“'-..__,__,,,-‘r \',,f" e The % of PALS Concerns closed within 5 days is 77.2%, an increase Quality
G0.00% from 69.5% in July. This is a great achievement as the team actually
Standard: >=95% saw a large increase in the number of concerns received (329 up
40.00%1 from 285 in July which is the highest number this year).
20.00% 1
0.00% A M
§8§3gE2FEES
ZEMNE R R MY
ED % positive 80 00% - The current positive FFT score for ED is at 71.5% across both sites, Head of
. e Sa R an improvement from 68% in July, with the main theme emerging Quality
Standard: >=84% 60.00% - — focussed on wait times, which is reflective of the operational
pressures in the department. GRH ED has seen a 5% improvement
40.00%1 in the score this month which has contributed significantly to this
90.00% improvement. The team are receiving reports on the feedback
. weekly, to support local real time improvement in response to
3 0.00% emerging themes, and provide updates through to QDG.
= O f P EaEEFEEE
8 228 35585235 58
B B BENEE R
c
>
o
o Maternity % positive 100.00% - The current positive FFT score for Maternity services is 82.1%. The Head of
= 20.00% - ""'--1&7 e division are working with the Maternity Voices Partnership to review  Quality
= Standard: >=97% : 1 feedback themes emerging from FFT and other sources, to put an
2 60.00% improvement plan in place which is monitored in the division, and
E A0.00%A updates provided through to QDG and MDG. A workshop is being
& planned for October/November to review priority areas for this
i 20.00% 1 : . : -
0 improvement work, supported by a QI collaborative. This work is
=t 0.00% ———————————————— |being supported by the Patient Experience team.
S SEgEasEIFcEceE
= noE YL & 5 ooT It =
o e T T T S T S T
&
o
()
)
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Exception Reports - Caring (2)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of breaches of mixed 50.0- The Trust is reporting mixed-sex accommodation breaches in line with Associate
sex accommodation by national policy following a period of local agreement with the CCG Chief Nurse,
40.04 that resulted in recording the MSA breaches but not reporting them  Director of
Standard: <=10 30.04 due to operational pressure. All breaches, categorised in accordance Infection
20.04 " N with national guidelines, must be authorised by the Chief Nurse or Prevention &
AN A Deputy Chief Nurse. Each month the reasons are reviewed overal,  Control
10.01 J.-" W delay in transfers from critical care and recovery areas beyond 4-
0.0 e hours result in an MSA breach. Accurate numbers are now reported
E § ‘n? § Q gag, ﬁ E § E § to the ICB therefore the increase we are currently observing reflects
N R RRREREAERRER new oversight.
Total % positive 100.00% - The Trust had 6529 responses to FFT in August 2022, and the overall Head of
| e s Trust FFT positive score has seen an increase in positive score this  Quality
Standard: >=93% 50.00% month of 89.8%. This is largely due to increases in the positive FFT
60.00% score for unscheduled care (5% increase in positive score at GRH)
40.00% and a slight increase for outpatients. Comments were mostly around
J communication, lack of organisation, waiting and delayed
20.00% appointments.. Divisions provide updates through QDG each quarter
0.00% on improvement plans happening within divisions, and the patient
QESEFFESEEE i ievi | |
82323333505k experience team are reviewing current reporting offer to improve the
R R RE S S way that FFT and PALS data is triangulated to support improvement
plans.

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Exception Reports - Responsive (1)

Metric Name & Standard ﬂ Trend Chart ﬂ Exception Notes Owner M
% of ambulance handovers < EEEEELIS . There has been an increased focus on the 'Green to Go' stance, General
15 minutes 50.00% N whereby staff receiving handovers from Ambulance crew are more ~ Manager of
’ | . proactive in pressing the green button on the electronic patient Unscheduled
Standard: >=65% 15.00% - "\\ P information screens held by SWAST to denote and timestamp a Care
10.00% - N completed handover. This is evidenced in a raise in this months data
in comparrison to July.
5.00% -
0.00%
= [ (R M = = - [
838828552
BB REENEEENY
% of ambulance handovers < AR There has been an increased focus on the ‘Green to Go' stance, General
30 minutes 40.00% T whereby staff receiving handovers from Ambulance crew are more ~ Manager of
: 1 “u, n proactive in pressing the green button on the electronic patient Unscheduled
Standard: >=95% 30.00% ‘\. A information screens held by SWAST to denote and timestamp a Care
20 00% = completed handover. This is evidenced in a raise in this months data
in comparrison to July.
10.00% -
= 0.00% ————
[ L [ S
£ SENESEREEE
B R R EERE R
>
o
l“In' % of ambulance handovers 30- ST S There has been an increased focus on the 'Green to Go' stance, General
= 60 minutes - whereby staff receiving handovers from Ambulance crew are more ~ Manager of
8 20.00% o T ) . .
£ - proactive in pressing the green button on the electronic patient Unscheduled
“Io" Standard: <=2.96% 15.00% { w—a—g"™ - information screens held by SWAST to denote and timestamp a Care
@ 10.00% 4 completed handover. This is evidenced in a raise in this months data
Fa in comparrison to July.
£ 5.00%
ot
3 0.00% —————————— :
G o F 9 < T = = - &
c 8eF5gggscts
2 Rem B EEEEENR
g
o
()
)
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Exception Reports - Responsive (2)

Metric Name & Standard
% of ambulance handovers
over 60 minutes

Standard: <=1%

Average length of stay (spell)

Standard: <=5.06

Cancelled operations re-
admitted within 28 days

Standard: >=95%

© Copyright Gloucestershire Hospitals NHS Foundation Trust

Trend Chart

Exception Notes Owner

G0.00% - The Trust saw an average increase of ambulance handovers over 60 General
- = mins by 2.6% comapared to July. There was a minimal increase in ~ Manager of
,f" \.H .
40.00% 4 , - - total ambulance arrivals gnscheduled
o are
2000%] %
0.00% —
o o= O o M = = -
SR RELEE RS
MO RMBMRENEEREINESR
80- ALOS has fallen back in-month, increasing to 6.38 days. This Deputy Chief
., . deterioration is likely to be due to the 'Bar_1k Holiday Effect‘ which may Opgratlng
604 _—=—=—= = have delayed some progress of some patients. Work is planned to Officer
ensure we better mitigate 'seasonal events' which are planned and
4.0 known; to reduce the negative impact on performance
2.04
0.0 o F O o T o= = o o
788583895522
N RRBRBREBRRNE
100.00% - - Cancelled operations continue to be reviewed at specialty level and ~ Associate
80.00% VN - every effort made to reschedule within the 28 days. In July there Director of
el Sy L were a total of 19 patients cancelled on the day that could not be Elective Care
60.00% 4 ‘ rescheduled within 28 days, which is a significant increase on
40.00% previou-s months. These included 8 Ophtha!mology; 4 T&O; 2 Gynae;
2 Cardiology; 2 Urology and 1 Vascular patient. The reasons were
20.00% varied but primarily due to consultant with covid; consultant sickness;
0.00% +—/—m—mm———————————————— bed capacity or trauma demand.
25T JsEFEEEcEccEE
B28 3853523 00
My e B EBREREE SR

www.gloshospitals.nhs.uk

BEST CARE FOR EVERYONE

28



Exception Reports - Responsive (3

Metric Name & Standard Trend Chart Exception Notes Owner
Cancer - 2 week wait breast 100.00% - 2ww breast symptoms performance (unvalidated) General
symptomatic referrals = —---_,__.--""'"—*""'_ " Standard = 93% Manager -
80.00% National = 68% Cancer
Standard: >=93% G0.00% GHFT = 88.9%
40.00%
DFS = 144 Breaches = 16
20.00% 1
0.00% P M
28834888552
NERRBRBRBRERSR
Cancer - 31 day diagnosis to 120 00% - 31 day subs radiotherapy performance (unvalidated) General
treatmenlt (subsequent — 10000%d = o _— Starldard =94% Manager -
radiotherapy) £0.00% ., - '/" National = 92% Cancer
' - GHFT = 74.4%
Standard: >=94% 60.00%
40.00% Treated = 158 Breaches = 11
g 20.00% 1
'E 0.00% — — Backlog of patients now significantly reduced with performance
§ g § r;n‘ S s % E % 5 E_J E improving (2 breaches off meeting target). Sept projected to meet
< Mo R RN standard.
a
é Cancer - 31 day diagnosis to 100.00% - — - 31 day subs surgery performance (unvalidated) General
2 treatment (subsequent — - e e Standard = 94% Manager -
% surgery) 80.00% = National = 82% Cancer
T 60.00% - GHFT = 78.7%
'% Standard: >=94% 40.00% -
3 Treated = 75 Breaches = 16
4 20.00% |
=}
5] 0.00% +————————————————————— |Breast 3, Gynae 2, LGI 1, Uro 10 All breaches related to theatre
z S gFzg . FEFcceg i
& g8 308523 e capacity
E RRRBRRBRERRE
S
)
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Exception Reports - Responsive (4)

Metric Name & Standard Trend Chart Exception Notes Owner
Cancer - 62 day referral to 100.00% - 62 day upgrades performance (unvalidated) General
treatment (upgrades) Standard = N/A Manager -
80.00% 1 ™ A ional = 749
T e y National = 74% Cancer
Standard: >=90% 60.00% — GHFT = 76.6%
40.00% 1
Treated= 22, Breaches=6.5
20.00% Uro - 3 Skin - 2 Gynae - 1 lung - 0.5
0.00%
3 § E? § Q % Eﬁ' % E E E 4.5 breaches related to complex diagnostic pathways, 1 patient
R R RERAERNY initiated breach and one due to OPA capacity.
Cancer - 62 day referral to 80.00% - . 62 day GP performance (unvalidated) General
treatment (urgent GP referral) —a = Standard = 85% Manager -
Lo L] .
60.00% - e National = 61% Cancer
Standard: >=85% - GHFT = 55.1%
40.00%
E 20.00%- Treatments = 213.5, Breaches 93.5
c
2 0.00% +—————————————————— |Urology=49, LGl = 20 Skin =7
o =Z O - m = = o -
E 98825828528
E MR ERERE RS Treatment numbers very high indicating the high demand currently on
< cancer services. Performance continues to be impacted by prostate
Sl Cancer - urgent referrals seen [EERIRIL R 2ww Performance (unvalidated) General
=8 in under 2 weeks from GP . et . Standard = 93% Manager -
% 80.00%1 National = 77.8% Cancer
=z Standard: >=93% 60.00% A GHFT = 89.8%
)
b 40.00% 1
S DFS = 2579 Breaches 263
] 20.00% 1 i — —
) Skin=54, Lower GI=121, Gynae=35
£ 0.00% ——————— :
g’ O F O - T 'g = oo E . - . .
= a225 293555 E High demand and capacity issues impacting Dermatology and Lower
S RH R ERRENESRNR Gl (Surgical)
)
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Exception Reports - Responsive (5)

Metric Name & Standard Trend Chart Exception Notes Owner
ED: % of time to initial 50.00% - The data captured evidenses continued significant improvement in the General
assessment - under 15 - percentage of patients receiving an initial assessment in under 15 Manager of
minutes 40.00% 1 - — mins. This has been maintained through rolling triage training of staff. Unscheduled
30.00%{ == Tm 8 f-" Care
Standard: >=95% 20 00% -
10.00% 1
0.00% T —— T
SFFEIEIFLE
REERERBBRRBE
ED: % of time to start of 95.00% - As the department continue to improves the time to initial assessment, General
treatment - under 60 minutes EEELRNL R /“'\_ . our data reflects the improivement also in the commencement of Manager of
a5oped T . Ay treatment. In August our time to clinician saw an 11% decrease from Unscheduled
Standard: >=90% 900.00% - — the previous month, meaning patients were seen on average 16 Care
15.00% - minutes quicker than in July.
= 10.00% 1
= 5.00%
é 0.00% [ [
REFsgEEEEEL
3 MR REERRNRR
% ED: % total time in 80.00% - Our average 4 hour standard of care data saw an improvement in General
g department - under 4 hours August by 1.4%. This has been support by identifying appropriate Manager of
8 (type 1) 60.00%4 = =% _""-—1_1 e escalations and pre-empts to support and faciliatate capacity. Unscheduled
= Care
[ Standard: >=95% 40.00%1
g 20.00%-
3
; 0.00% S L Moz orZ L. o3
B §883s8F55¢E8
g MR EEERER RS
o
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Exception Reports - Responsive (6)

Metric Name & Standard Trend Chart Exception Notes Owner
ED: % total time in 80.00% - Our average 4 hour standard of care data saw an improvement in General
department - under 4 hours s August by 1.4%. This has been support by identifying appropriate Manager of
(types 1 & 3) 60.00% escalations and pre-empts to support and faciliatate capacity. Unscheduled
Care
Standard: >=95% 40.00%
20.00% 1
0.00% T — .
RARBNBRBRARRBR
ED: % total time in 100.00% - CGH continues to experience a number of challenges in terms of General
department - under 4 hours 20.00%. = flow and capacity resulting in an increase of 9% in time to be seen ~ Manager of
CGH ' | T - by clinician since July. We also saw an increase in CGH time to Unscheduled
60.00% = - triage with an average total time in ED increasing by 21% in Care
Standard: >=95% 40 00% camparisson to July.
g 20.00%
=
5 0.00% — —
g SERE TR R
3 Ny B REEEERNeR
I
= ED: % total time in B0.00% - As the Trust continues to respond to the challenges of IPC 'pop-ups' General
g department - under 4 hours — " and the resulting closures of inpatient beds, we have continued to Manager of
“Io" GRH 40.00% 4 focus on approate other pathways for patients attending the Unscheduled
@ ’ department. In August we saw a contined raise in our referals to Care
[ Standard: >=95% SDEC.
2 20.00% 1
ot
3
£ 000
-
g ggg8ga8552¢
g MR EEERER RS
()
)
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Exception Reports - Responsive (7)

Metric Name & Standard Trend Chart Exception Notes Owner
ED: number of patients 2000 - Despite flexing into corridor care and downstream ward pre-empts we General
experiencing a 12 hour trolley . - . have seen a raise across the oprganisation of patients waiting in the  Manager of
wait (>12hours from decision [EGIIGE A S Emergency Department for over 12 hours. Coupled with the data we Unscheduled
to admit to admission) o7 \.-' know in regards to the improvement of our 'Time to clinician’ and the Care
400.04 1.3% increase in our SDEC pathway zero, the 12 hour wait data has
Standard: Zero 2000 largly been impacted by inpatient capacity.
.:,.
0.0
SEFEgE§EsEg
N AR R RBEERES
Length of stay for general and Y An improvement of 0.2 days has occurred in month and continues to Deputy Chief
acute elective spells remain well within target. Operating
i 251 w0 =g R )
(occupied bed days) 20 - e —a—a— Officer
Standard: <=3.4 151
= 1.04
2
= 0.5
g
B 0.0 T — .
g SEfEgfisscel
2 N R B R RRBERER
=
Sl L ength of stay for general and JEETB Similar to Length of Spell an increase has been experienced in Deputy Chief
% acute non-elective (occupied a0 month, moving by +0.4 days. This correlates with an increase in the Operating
- | RS . .
T bed days) spells ' H_,/"’_ - Ty number of stranded patients. Officer
£ 604 =
o Standard: <=5.65 40
ot
3 2.01
()
£ 0.0+— ——————— :
g SfggiFiEscz
8 RLE R RRRBRRRNG
)
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Exception Reports - Responsive (8)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of patients stable for EEERTEE Numbers have increased back up to April levels due to a lack of flow Head of
discharge 5500 4 e = within the 3 main discharge pathways, community hospitals, home Therapy &
200.0 A ;'F e first and assessment beds. This relates to these three pathways now OCT
Standard: <=70 150'0 ] " o having their own significant numbers of 'medically stable' patients
) awaiting onward progression. This issue is well recognised at ICS
100.0 level and forms a significant part of the Sloman and Winter challenge
50.0 4 work.
0.0
SEFEfEIFLES
N R BB RNRRRER
Number of patients waiting 20.0- Total number of 104 day patients - 51 (down from 70's in General
over 104 days with a TCI date July/August) Manager -
15.04 " Total number of patients with a TCI = 15 Cancer
Standard: Zero 100 - Total number of patients without a TCI = 36
04 =
E 5.0 - - 4 amiting TCI, 4 ayvaiting pathology, 15 needipg fur.ther. investigation
- o S NI (no diagnosis), 3 diagnosed - awaiting further investigation, 7
% 0.0 T ——— T referred late into GHFT, 3 referred out to tertiary centre
E S fZ9E§5aEFEEEEE
: S L bRl SRRE
:—/'—1 = 5 Z K p3 R OR5RD %]
=
@ Number of patients waiting 80.0- Total number of 104 day patients - 51 (down from 70's in General
% over 104 days without a TCI J July/August) Manager -
T date 60.04 i \'-\\ Total number of patients with a TCI = 15 Cancer
b= 1 -— Total number of patients without a TCI = 36
g Standard: <=24 40.09
S 200 == " 4 4 awaiting TCI, 4 awaiting pathology, 15 needing further investigation
5] = (no diagnosis), 3 diagnosed - awaiting further investigation, 7
£ 0.0 ——————————————————— |referred late into GHFT, 3 referred out to tertiary centre
= S fZgEgiEFS5cEEE
& S 28 3¢ % 7323 Foa
S Bmm BB EEREME
)
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Exception Reports - Responsive (9)

Metric Name & Standard Trend Chart Exception Notes Owner
Number of stranded patients 6000 - This has jumped in month to one its highest positions all year with an Deputy Chief
with a length of stay of - ., . " extra 43 patients. This is just 4 patients short of the peak experienced Operating
greater than 7 days 4000 5 in March 2022. Officer
Standard: <=380
200.04
0.0 T — .
o o= 0O - mo= = = =
S REESEEEEY
BaeEEBEEREERR
Outpatient new to follow up 25 Largely unchanged and remains marginally above target at 1.97 Associate
ratio's 20 Director of
- el ™~ .
: e . Elective Care
Standard: <=1.9 1.5
1.0
g 051
=
< 0.0 o . T . o
E 288328385228
3 RRRRBREBERRES
I
il Patient discharge summaries EEENIER This metric continues to be low, limited improvement over the course  Medical
g sent to GP within 24 hours of the last year. As explained previously — EPMA implementation Director
:“Eo" 60.00%{ =Sy " should make a significant impact on this metric this has been delayed
@ Standard: >=88% till November. The EPMA role out will lead to discharge summaries
E 40.00% being produced on sunrise and should be far more efficient process
& 20.00% |
3
£ 000
-
g §&858ggg8EE
g N B R RRAERS
()
)
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Exception Reports - Responsive (10)

Metric Name & Standard Trend Chart Exception Notes Owner
Referral to treatment ongoing [T Je— This cohort has reduced very slightly in month with just 3 less Associate
pathway over 70 Weeks 2500 patients. The services impacted the most remain Clinical Director of
number . aematology and Oral Surgery both of which have recovery plans in ective Care
( ber) 200,01 e H tol d Oral S both of which h I Elective C
’ ' P — place which should result in reductions over the coming months.
Standard: 0 150.01 p—"
100.04
50.01
0.0 o T O T = o
78588828528
R R BB RRBRRRRNSY
Referral to treatment ongoing AL The number of patients over 35 weeks has increased in month, by 72 Associate
pathways 35+ Weeks patients. This is now the highest level this financial year. Director of
(number) 6000.04 , . = e Elective Care
s —
Standard: No target 4000.01
g 2000.0-
=
g
= 0.0 T ———— T
O F O o m o= = .
E SEEELEE RS
& MR EERE RS
I
=z
ol Referral to treatment ongoing EETITVT/ N Ee—" This cohort has increased 163 over the past month which continues ~ Associate
% pathways 45+ Weeks 250004 Cm . J__f--r"" to the gradual trend that has been observed since February 2022. Director of
8 . - .
P (number) 2000.04 -— Elective Care
=
o Standard: No target 1500.01
4 1000.01
=}
g 500.01
5 e T zE Lt
S E€gFefdsc s
S PO ERERAERR
)
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Exception Reports - Responsive (10)

Metric Name & Standard Trend Chart Exception Notes Owner
Referral to treatment ongoing EEEHRALTE See Planned Care Exception report for a full breakdown. Associate
pathways over 52 weeks Performance in August has seen a slight improvement in 52 week Director of
(number) 1500.04 "-1__.____ -— breaches, with a reduction of approximately 40 on last month. The  Elective Care
——— three specialties that have made most gains are Oral Surgery (-91),
Standard: Zero 1000.04 Ophthalmology (-21) and T&O (-14).
500.01
0.0 T ———————————————
2E5EgEFELE;
TS CREERIENG
Referral to treatment ongoing EEERTILE See Planned Care Exception report for full details. RTT performance Associate
pathways under 18 weeks (%) -, = =g a is currently reported as 71.57% and is not anticipated to change Director of
60.00% A significantly prior to submission. Performance has marginally Elective Care
Standard: >=92% . improved in month by just 0.2%. However performance remains
40.00% stable GHT remains significantly above the national average.
gl 20.00% -
=
é 0.00% [ [
SESEgEEEsEL
3 MR EERERN
% The number of 1600.0- Breach numbers are high due to baseline demand and capacity gap, Deputy
g planned/surveillance 1400.0{ =—=—u__ B and the lower priority level to book cohort in comparison to risk General
i)l endoscopy patients waiting at JEEEIRIEE = stratified 2WW, BCSP and requirement to meet DMO1 target. Manager of
@ month end 1000.04 Planned surveillance endoscopy breaches have increased due to Endoscopy
E ggg:g: reduction in administrative validation support, but it is suspected to
% Standard: <=600 400,04 reduce in the coming months one a Surveillance administrator is
3 200.04 recruited. In addition with the support of Insourcing activity as part of
bt 0.0 ——————————————— |the elective recovery plan. This will provide sufficient capacity to fill
< O Z 0 F DEEEELERE : : . ;
= g ¢ % a3 935 £ L our current gap in demand, enabling reduction of surveillance
g RS RHNBERBAERSRE backlog.
8 5]
)
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Exception Reports - Responsive (10)

Metric Name & Standard Trend Chart Exception Notes Owner
Urgent cancelled operations 50.0- Cancelled operations continue to be reviewed at specialty level and  Director of
400104 every effort made to reschedule within the 28 days, Operations -
Standard: No target 1 ‘ Surgery
3004
.

20.0
10.04
R S - S

1e§fegasses

Nem BB ERAERER

© Copyright Gloucestershire Hospitals NHS Foundation Trust

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 38




Exception Reports - Well Led (1)

Metric Name & Standard ﬂ Trend Chart ﬂ Exception Notes ﬂ Owner |
% sickness rate 5 00% - A short term post within the P&OD function is being recruited to, Director of
supported by NHSE/I funding, with the aim of achieving improved Human
Standard: <=4.05% 400% ) 5 o—w—w—m— sickness absence levels and developing enhanced support for Resources
3.00% - managers. and
2. 00% A Operational
Development
1.00% -
0.00%
SEFEsEFFLEZ
N R RBRBRRBARRSE
% total vacancy rate 12 00% Workforce plans and sustained recruitment pipelines remain a focus Director of
10.00% :_,-"'-1—+-—* —a— Trust wide and across Divisions, with challenges across specific Human
Standard: <=11.5% 8.00% . ‘ chard to fill posts and specialities, plus support roles such and admin Resources
B.UU% | el and clerical. Recruitment to the new role of Marketing and Attraction and
: Lead will imminently commence in order to develop and design a Operational
4.00% 1 clear recruitment marketing strategy, underpinned by proactive and  Development
g 2.00% - innovative solutions for the Trust, in order to increase the attraction
'E 0.00% presence both locally and nationally.
= S fiEs i TEFESEE
g R A T
3 = 5 5 k) p3 k3 R p3 RD [ %]
é % turnover 16.00% - Turnover continues to be of key focus across all staff groups. Director of
@ 14.00% e Understanding reasons for staff leaving remains a priority in order to  Human
5 Standard: <=12.6% 12.00%{ =" —u support the development of informed retention initiatives. Resources
% 10.00% and
= g:ggi: Operational
£ 4.00% - Development
S 2.00%
G 0.00%+————
g N R R ERBRERRY
8
)
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Exception Reports - Well Led (2)

Metric Name & Standard Trend Chart

Exception Notes Owner
% turnover rate for nursing 16.00% - Pastoral care and preceptorship for both newly appointed overseas  Director of
14.00% — and newly qualified nurses are key in ensuring the Trust invests Human
Standard: <=12.6% 12.00% 4 ______‘_,.a*"* sufficiently in a structured, quality transition in order to guide and Resources
10.00% 1 =" support all new nurses. and
g'ggij Operational
A:UU%- Development
2.00% 1
0.00% T ——— y
o = O - M = = = =
7gg8s89852¢
R HEREBEERRE
% vacancy rate for doctors 200.00% - Focus remains on the cohort of internationally recruited Doctors Director of
0.00% from Mumbai being deployed within Medicine and Surgery. Thiswill Human
. - —a—s———8—8—8—8—N .y . .
Standard: <=5% \ positively affect the current vacancy position, however, ongoing Resources
-200.00% recruitment remains a focus. and
-400.00% 4 Operational
Development
-500.00% 1 L
-B00.00%
O F 9 o 1= = - =
8885s8855E2
R ERBERERERRE
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Exception Reports - Well Led (3)

Metric Name & Standard Trend Chart Exception Notes Owner
% vacancy rate for registered [EERELE The International Nurse recruitment plan remains on track with Director of
nurses successful approval now received from the recent NHSE/I bid for an Human
15.00% e additional 64 overseas nurses to be recruited by 31st December Resources
Standard: <=5% ) Vi 2022. and
Rl I— Operational
5 00%A Development
0.00%
SEFyIEIFLEE
RN ERERRBERSS
Trust total % mandatory 100.00% - Mandatory training compliance remains below the 90% target and Deputy
training compliance B e e o S —— has remained at 86% for the last couple of months. It has raised Director of
80.00% slightly to 87%. Monthly reminders are sent to individuals and line People and
Standard: >=90% 60.00% managers, with Divisional performance being scrutinised as part of ~ Organisation
40.00% the Executive Review process. Subject leads are communicated with  al
. as to ideas to improve compliance. Safeguarding Adults Level 2 Development
j 20.00% remains the lowest compliance rate. Work with the subject lead as to
'E 0.00% potential reasons for this.
= SES57EZFEcEE
g ELbhlinngng
§ - - T T T T T T
é Trust total % overall appraisal EEETHRNE R The Trust appraisal rate continues at 79% for a second month. Deputy
2 completion . Medicine slight improvement (88%), Surgery (80%) and D&S (78%) Director of
% 80.00% ) wom—mta Divisions have the highest compliance rates. The lowest Divisional ~ People and
T Standard: >=90% 60.00% Appraisal rates are Corporate (74%) and Women & Children (69%) Organisation
=z 40.00% 4 and the non-division staffing group at (56%). Monthly reminders are  al
g ) sent to individuals and line managers, with Divisional performance Development
§ 20.00% being scrutinised as part of the Executive Review process.
@ 0.00% ———————————————— |Communication is happening with L&OD as to how best support staff
£ R235a5855EE to receive a yearly appraisal and for managers to have the ability to
5 228358832505 yearly app 9 v
s M EEEEEE RS undertake them.
S
)
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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. During August, the Trust did not meet the national standards for 52 week waits, diagnostics or the 4-hour ED standard, but continue to achieve the zero 104
weeks breaches target.

August continued to be a challenging month for the Emergency Department (ED) but saw an increase in performance from 70.62% to 72.59% compared to the
previous month. Ambulance handover delays increased for 30-60 minutes handovers delays however reduced slightly for those 60+ minutes. 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.

Overall diagnostic performance has improved in month and by approximately 2%. This change has been influenced by reductions in NOUS, Endoscopy and Echo
breaches. Overall, the total number of patients waiting has reduced in-month by 1,076 and the total number of breaches by 397. This is the largest gain made for
some time and the continued gradual improvement in Echo performance is positive.

For cancer, performance data showed the Trust met 3 out of 9 standards with all 7 out of 9 standards above national average clearly showing a challenging month. The
Trust achieved the 2ww breast symptomatic standard in July with 93.7% performance. The Trust continued strong 28 day Faster Diagnosis Standard performance with
76.2% of patients receiving their diagnosis in July. 62 day standard performance for July was 52.4% which will rise following final submission but still a very poor
month. Current 62 day performance impacted by an increase in complex patients requiring multiple investigations, waits for prostate biopsy, diagnostic and elective
capacity. At a recent NHSE/I meeting about 62 day backlogs, regional colleagues were pleased with the Trust’s performance in respect of bringing long waiting patients
numbers down.

For elective care, the RTT performance did not meet the national standard, albeit a marginal improvement has been made in-month. Month end submission is
anticipated to be 71.6%, up 0.2% on last month. The total incompletes continues to rise and the unconfirmed August position is expected to be around 65,000 (an
increase of approx 1,250 on last month). The number of patients waiting over 52 weeks has decreased slightly, down from 1,439 last month to 1,397 in

August. Focus continues to be placed on patients over 70 weeks, although in month a reduction of only 3 has been made. The effect of the Haematology recovery
plan should start to result in reductions soon. The over 78 week cohort however has reduced by 13 in month, and 104 breaches remains at zero.

The Elective Care Hub are concluding the contact with patients on an RTT pathway over 18 weeks, and preliminary discussions now taking place as to how they can
support a reduction in the Follow Up backlog.

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

This dashboard shows the most recent performance of metrics in the Access
category. Where SPC analysis is not possible the metric is RAG rated against

national standards. Exception reports are shown on the following pages.

Target &

MetricTopic MetricNameAlias Latest Performance & Variance

Assurance

Cancer Cancer - 28 day FDS (all routes) >=75% 78.7% Common Cause
Cancer Cancer - urgent referrals seen in under 2 weeks from GP ==03% 39.8% Common Cause
Cancer Cancer - 2 week wait breast symptomatic referrals >=03% 889%  Common Cause
Cancer Cancer - 31 day diagnosis to treatment (first reatments) ==06% 941% Common Cause
—_— ﬂiem day diagnosis to treatment (subsequent - 203% 1000%  Common Cause
Cancer Eﬁrr;?n[nm day diagnosis to treatment (subsequent - =04% 787% Concer (Low) le
T ZZT;::]re—r:;Ft)iay diagnosis to treatment (subsequent - -=04% 030% Concem (Low) C/'
Cancer Cancer - 62 day referral to freatment (urgent GP referral) ==35% 56.2% Concem (Low) ;_/I
Cancer Cancer - 62 day referral to freatment (screenings) ==00% 91.3% Common Cause
Cancer Cancer - 62 day referral to freatment (upgrades) ==00% 70.5% Common Cause
Cancer Number of patients waiting over 104 days with a TCI date Zero 12 Commen Cause
Cancer dN:t:lberofpahentswa\ting over 104 days without a TCI <04 5 Cancemn (High) c"/
Diagnosics ?:sut\rsal]itingfordiagnos1icsEweekwait and over (15 key 1% 1883%  Concem (High) 'C/
Diagnostics Lgfti?]znx;roonftﬁlgﬂgedisurvenlance endoscopy patients <600 1384 Concen (High) 'C:/
Discharge Patient discharge summaries sentto GP within 24 hours ==B8% 2.80%  Improvement (High) (
E?:;ﬂ::ﬁ:‘ ED: % fofal time in department - under 4 hours (type 1) =05% §730%  Concem(Low) (»)
ET:;rgtsrTecxl ED: % total time in department - under 4 hours (types 1&3) ==95% 72.59% Cancemn (Low) C/'
E?:;Etsr:gl ED: % total time in department - under 4 hours CGH »=05% £3.29% Concern (Low) ;_/I
g:.':;ﬁi:ﬂ ED: % total time in department - under 4 hours GRH ==05% 54.51% Concern (Low) *-_)

www.gloshospitals.nhs.uk

MetricTopic

Emergency
Department
Emergency
Department
Emergency
Department
Emergency
Department
Emergency
Department
Emergency
Department
Emergency
Department
Emergency
Department

Maternity

Operational
Efficiency
Operational
Efficiency
Operational
Efficiency
Operational
Efficiency
Operational
Efficiency
Operational
Efficiency
Operational
Efficiency
Operational
Efficiency
Operational
Efficiency

NHS

Gloucestershire Hospitals

Assurance

?
e

Hit and

hit target  subject to

random
MetricNameAlias

ED: number of patients experiencing a 12 hour frolley wait
{=12hours from decision to admit to admission)

ED: % oftime to initial assessment - under 15 minutes
ED: % oftime to start of treatment - under 60 minutes
Number of ambulance handovers over 80 minutes

% of ambulance handovers < 15 minutes

% of ambulance handovers < 30 minutes

% of ambulance handovers 30-60 minutes

% of ambulance handovers over 60 minutes

% of women booked by 12 weeks gestation

Number of patients stable for discharge

Number of stranded patients with a length of stay of greater
than 7 days

Average length of stay (spell)

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

Length of stay for general and acute elective spells
{occupied bed days)

% day cases of all electives
Intra-session theatre ufilisation rate
Cancelled operations re-admitted within 28 days

Urgent cancelled operations

NHS Foundation Trust

Key

Variation

O ®E ® @

Consistenly miss target Consistenly

Special Cause Special Cause
. Concernini Improvin
fail target . 9 Cause p. . 9
variation variation

A::L"[:t"ie Latest Performance & Variance

Zero Aug-22 RunChart

»=05% (L) Aug22 458%  Concem(low) (=)
=90% (L) Aug22 287%  Concemilow) (o)
Zew () Amugz2 1189 Concem(High) ()
>=5% Aug-22 RunChart

>=95% Aug-22 RunChart
<296% () Auig22 209%  Concem(High) ()
<=t (L) Aig22 416%  Concem(High) ()
=00% Aug-22  927% Common Cause

<70 (&) mg2 2 Cocem(High &)
==380 Aug22 534 Concern (High) ‘}-'_-)
<=5.08 Aug-22 6.4 Concern (High) ‘-'1,
<=5 65 Aug22 75 Concern (High) ‘-'1,
=34 @ Aug-22 23 Improvement (Low) @
=80% Aug-22  84.6% Common Cause

=85% Aug-22  88.3% Common Cause

==05% Aug-22  612% Common Cause
Notarget Aug-22 0 Improvement (Low) @
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NHS
Access Dashboard Gloucestershire Hospitals

NHS Foundation Trust

Key
Assurance Variation
This dashboard shows the most recent performance of metrics in the Access S B @ O™ @@
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
national standards. Exception reports are shown on the following pages. ttarget  subjeetto  faltarget  CTCENG oy’ roving
random
. _ _ . Target & . . .
MetricTopic MetricNameAlias Assurance Latest Performance & Variance
Cutpatient Cutpatient new to follow up ratio’s ==1149 - Aug-22 1.97 Common Cause
Cutpatient Did not attend (DMA) rates ==7.6% () Aug-22 6.3% Commaon Cause
Readmission Emergency re-admissions within 30 days following an :
s elective or emergency spell =3.25% L Jul-22 7.5% Common Cause
Research Research accruals Mo target Aug-22 234 RunChart
RTT fFsk'a‘{:?:terral to treatment ongoing pathways under 18 weeks =209 ':::;;' Aug22  T7157% Concern (Low) :-_:j
RTT Referral to tfreatment ongoing pathways 35+ Weeks No target Aug-22 5,384 Concem (High) ()
e e A -
. ey
RTT eterral lo frealment ongoing patiways EEKs Mo target Aug-22 2841 Concern (High) ()
R etarrsi to reatment ongoing path 52 week - -
RTT [nisqrgaer}“ reaiment ongoing patiways ouer o« Weeks Zero (L) Aug-22 1397  Concem (High) ()
RTT Eifsqrgaelr;n treatment ongoing pathway over 70 Weeks 0 "\'_-j Aug-22 169 R T
Stroke Care itimik:firnel:”percentage of patients receiving brain imaging 2243% (1) Aug-22 - RunChart
Siroke Care :ttrrg:: Ll:]:sirte: percentage of patients spending 90%+ time on ~=g50% Jul-22 98 3% Common Cause
Stroke Care % of patients admitted directly to the stroke unitin 4 hours ==7H% ~~ Aug-22 @ B0.0% RunChart
Stroke Care :ﬁ;&;t:ents receiving a swallow screen within 4 hours of ~=758 Aug-22 | 65.4% RunChart
Trauma & ) % of fracture neck of femur patients treated within 36 hours ==00% o Aug-22 43.30% Concern (Low) (=
_tll_lrthnna%lmu:s % fractured k of fi tient ting best practi =
rauma actured neck of femur patients meeting best practice _ 7 ~ o
Othopaedics  criteria ==G5% Aug-22 43.3% Concern (Low) ki
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ACCess: m

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

Cancer — 31 day diagnosis to treatment (subsequent — surgery)

100.0%

ofoftg® e o o°¢ po n  9%feee . . o

------------------------------.

80.0% (]

60.0%

40.0%

20.0% Data Observations

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

VOOV DOOODODDIDRONDODOPOOO0O000O0O00O0O0 " - — == —— NN NN . unusual and should be
Al i il e e it it it SV I SV SV SV SV SR N I SV oV VI SV SV oV oV o I oV I o VI VI oV oV oV I oV o I o VA SV A oV B oV B oV I o VA AV I SV Y Single . tinated. Th
= s C = 4—‘>uc L~ el 1—'>Qc LR el 1—‘>QE L - N el 4—‘>uc L~ el A .
%m:%g’%SOa:mﬁ'“%m:s—:’,g’%sommﬁ'ﬂg-m:—:’,g’%SOmm%mgms—:’,g’%SOmmﬁmg—msgg’ point investigate ey .
=2 ’<nPPzo L=<z "guPzo L=<z "ol zoPLEezLzz2"cnPlzo>uL=<=z5 &g represent a system which
) ) ) may be out of control.
Mean Actual == =Process limits - 3o ® Special cause - concern ® Special cause - improvement == == Target There is 1 data point(s)

below the line

When more than 7

sequential points fall

Ccomm entary above or below the mean

that is unusual and may

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

31 day subs surgery performance (unvalidated)
Standard = 94%
National = 82%

© Copyright Gloucestershire Hospitals NHS Foundation Trust

GHFT =78.7% above the mean.
Treated = 75 Breaches = 16 When 2 out of 3 points lie

' 2of3 Near _the LPL thisis a
Breast 3, Gynae 2, LGI 1, Uro 10 All breaches related to theatre capacity warning that the process
- General Manager - Cancer may be changing
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Cancer — 31 day diagnosis to treatment (subsequent —
radiotherapy)
100.0%____________::'7___________________
Q.
80.0% ®
o®
60.0%
40.0%
Data Observations
0,

20.0% Points which fall outside
= the grey dotted lines
3 .
= 0.0% (procesls Ilrgltsr)] arled A
_5 OO WWWMWVWMNMOBVMOEDIEODODNADDDD NN OOODOOOODO0OO0ODO0OD0O00D ™™™+ +«——+—+— OO OO Sing|e_unusu.aansou e
3 B ES DRE > CEOEBE>CESORE >0 ED RS > E S DRE > AN E e S DOS 2o o Rs > o pont Mvestgaed They
o = Q [ [&] (] H
S %g_:;—:gﬁoZOgg&g%g_:;—;g%o20ggﬁ‘E“%ggﬁg%Ozoggﬁg‘g“%ggﬁgﬁozogglfgggg—;i represent a system which
2 may be out of control.
¥ There are 4 data point(s)
b Mean Actual == =Process limits - 30 ® Special cause - concern ® Special cause -improvement == ==Target below the line
e When more than 7
% sequential points fall
T Com mentary abO\{e or below the mean
£ that is unusual and may
z 31 day subs radiotherapy performance (unvalidated) Shift  indicate a significant
15 Standard = 94% /National = 92% change in process. This
é GHFT = 74.4% _rIJ_Loces§ is not ir} control.
0 Treated = 158 Breaches = 11 angrlz Itsh: :r‘]‘ga‘:] points
= .
k=) N
= Backlog of patients now significantly reduced with performance improving (2 breaches off meeting target). Sept projected to meet \r/‘\ég?':hi ?_”;fzrﬁspg"gs lie
o
5 standard. 20f3 warning that the process

- General Manager - Cancer may be changing
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Cancer 62 day referral to treatment (urgent GP referral)

100.0%

80.0%

a
Iy . b A
S - = =2 =TT

58T .6

g o e e e W _@A_ _

40.0% Data Observations

Points which fall outside
20.0% the grey dotted lines
(process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
There is 1 data point which
is above the line. There is
2 data point(s) below the

0.0% Single
point

Jul 18
Aug 18
Jul 19
Aug 19
Jul 20

Apr 18
May 18
Jun 18
Sep 18
Oct 18
Nov 18
Dec 18
Jan 19
Feb 19
Mar 19
Apr 19
May 19
Jun 19
Sep 19
Oct 19
Nov 19
Dec 19
Jan 20
Feb 20
Mar 20
Apr 20
May 20
Jun 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
Apr 22
May 22
Jun 22
Jul 22
Aug 22

g

=

8

=

c

3

- Mean Actual == =Process limits - 30 ® Special cause - concemn ® Special cause - improvement e= e=Target line

% When more than 7

© sequential points fall

2 Commentary above or below the mean
£ . that is unusual and may
@ 62 day GP performance (unvalidated) Shift indicate a significant

E Standard = 85% " change in process. This
I National = 61% /GHFT = 55.1% process is not in control.
g Treatments = 213.5, Breaches 93.5 /Urology=49, LGl =20 Skin=7 There is a run of points
G above and below the

E, Treatment numbers very high indicating the high demand currently on cancer services. Performance continues to be impacted by mean. —
S prostate pathway now patients have been biopsed and treated. Lower Gl pathways continued to be impacted by endoscopy Wher:hz ?_”;If’f 3 dp%'gtf t';?
9 timeframes, outpatient capacity, theatre capacity and complexity of patient. 20f3 nearthe an s
@

is a warning that the

process may be changing
- General Manager - Cancer
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Number of patients waiting over 104 days without a TCI date

80 ®
70 *
[ ]

60 7N (M
oy
og

40

30

T A - T R Y- & —f - ——_o®%-¢& - - —- Data Observations
20 .. [ ] . . .
® Points which fall outside
..... o ® the grey dotted lines
__________________”!___._.________. (process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
There are 6 data points
which are above the line.
When more than 7
sequential points fall
above or below the mean
that is unusual and may
Commentary Shift indicate a significant
Total number of 104 day patients - 51 (down from 70's in July/August) change in process. This
Total number of patients with a TCI = 15 process is not in control.
Total number of patients without a TCI = 36 There is a run of points
below the mean.

4 awaiting TCI, 4 awaiting pathology, 15 needing further investigation (no diagnosis), 3 diagnosed - awaiting further investigation, 7 When 2 out of 3 points lie

- . near the LPL and UPL this
referred late into GHFT, 3 referred out to tertiary centre 20f3 is a warning that the

process may be changing

10

0 Single
point

Jul 20

Mar 20
Apr 20
May 20
Jun 20
Aug 20
Sep 20
QOct 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
Apr 22
May 22
Jun 22
Jul 22
Aug 22

Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause -improvement == ==Target

© Copyright Gloucestershire Hospitals NHS Foundation Trust

- General Manager - Cancer
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% waiting for diagnostics 6 week wait and over (15 key tests)

100.0% Data Observations

o Points which fall outside
80.0% the grey dotted lines
(process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
40.0% .. There are 20 data points
which are above the line.

60.0% .
Single
point

[ | There are 24 data point(s)
oo e A i
below the line
20.0% . Qe Seoogefe @ -
| T ] | W

sequential points fall
above or below the mean
that is unusual and may
indicate a sigificant
change in process. This
process is not in control.
There is a run of points
Mean Actual == =Process limits - 30 ® Special cause - concemn ® Special cause - improvement == == Target above and below the
mean.

When there is a run of 7
Commentary increasing or decreasing
sequential points this may
indicate a significant

Overall diagnostic performance has improved in month and by approximately 2%. This change has been influenced by reductions Run _‘I:_E?sngfog'eieisfc;ﬁis'
in NOUS, Endoscopy and Echo. Overall, the total number of patients waiting has reduced in-month by 1,076 and the total number P

L . . . . - . control. In this data set
of breaches by 397. This is the largest gain made for some time and the continued gradual improvement in Echo performance is there is a run of falling
positive.

points

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

0.0%

Shift

o™

o™
o
=]

<

- Associate Director of Elective Care 20f3
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The number of planned / surveillance endoscopy patients

waiting at month end
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Mean Actual == =Process limits - 3o ® Special cause - concern ® Special cause - improvement == ==Target

Commentary

Breach numbers are high due to baseline demand and capacity gap, and the lower priority level to book cohort in comparison to risk Run
stratified 2WW, BCSP and requirement to meet DMO1 target. Planned surveillance endoscopy breaches have increased due to

reduction in administrative validation support, but it is suspected to reduce in the coming months one a Surveillance administrator is

recruited. In addition with the support of Insourcing activity as part of the elective recovery plan. This will provide sufficient capacity

to fill our current gap in demand, enabling reduction of surveillance backlog.

- Deputy General Manager of Endoscopy 20f3

[ 24 7 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 25 data points
which are above the line.
There are 23 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 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
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
and falling 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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Patient discharge summaries sent to GP within 24 hours
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40.0% Data Observations

Points which fall outside
20.0% 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 points
which are above the line.
There are 9 data point(s)
below the line

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

Commentary that is unusual and may
indicate a significant

0.0% Single
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Mean Actual == =Process limits - 3o ® Special cause - concern ® Special cause - improvement == ==Target

Shift change in process. This
This metric continues to be low, limited improvement over the course of the last year. As explained previously — EPMA process is not in control.
implementation should make a significant impact on this metric this has been delayed till November. The EPMA role out will lead to There is a run of points
discharge summaries being produced on sunrise and should be far more efficient process ;beoa\xlr? and below the
- Medical Director When 2 out of 3 points lie
20f3 near the LPL and UPL

© Copyright Gloucestershire Hospitals NHS Foundation Trust

this is a warning that the
process may be changing

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 13




ACCess: m

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

ED: % total time in department — under 4 hours (type 1)
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limits) are unusual and
should be investigated.
40.0% Single They represent a system
point  which may be out of control.

There are 22 data points

o which are above the line.

20.0% There are 18 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
Shift significant change in

process. This process is not
Mean Actual == =Process limits - 30 ® Special cause - concern ® Special cause - improvement == ==Target in control. There is a run of

0.0%
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points above and below the
mean.
When there is a run of 7
Commentary increasing or decreasing
sequential points this may
Our average 4 hour standard of care data saw an improvement in August by 1.4%. This has been support by identifying appropriate Run [Ndicate a significant ‘
escalations and pre-empts to support and facilitate capacity. 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
2of3 Near the LPL and UPL this
is a warning that the
process may be changing

- General Manager of Unscheduled Care

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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ED: % total time in department — under 4 hours (types 1 & 3)
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Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target
Commentary

Our average 4 hour standard of care data saw an improvement in August by 1.4%. This has been support by identifying appropriate

escalations and pre-empts to support and facilitate capacity.

- General Manager of Unscheduled Care

www.gloshospitals.nhs.uk

Run

20f3

BEST CARE FOR EVERYONE

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 22 data points
which are above the line.
There are 17 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 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 falling 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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ED: % total time in department — under 4 hours CGH
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° Data Observations

00 o,
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Points which fall outside the
grey dotted lines (process
limits) are unusual and
40.0% should be investigated.
Single They represent a system
point which may be out of control.

There are 23 data points

0,
20.0% which are above the line.
There are 13 data point(s)
0.0% below the line
. 0

When more than 7
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Shift unusual and may indicate a
o . . . significant change in
Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target

process. This process is not
in control. There is a run of
points above the mean.
When there is a run of 7
Commentary increasing or decreasing
sequential points this may
indicate a significant

CGH continues to experience a number of challenges in terms of flow and capacity resulting in an increase of 9% in time to be Run

seen by clinician since July. We also saw an increase in CGH time to triage with an average total time in ED increasing by 21% in change in the process. This
comparison to July. process is not in control. In
this data set there is a run
of rising points
- General Manager of Unscheduled Care When 2 out of 3 points lie
20f3 near the LPL and UPL this

© Copyright Gloucestershire Hospitals NHS Foundation Trust

is a warning that the
process may be changing
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ED: % total time in department — under 4 hours GRH
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60.0% -_— e ean e e s e e s s s e u! -— eam s s o ! -— J..— .— -— e ‘— - eam e - grey dotted lines (process
.. @ 2.0 limits) are unusual and
| g .. & should be investigated.
40.0% Single They represent a system

point which may be out of control.
There are 22 data points
which are above the line.
20.0% There are 16 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
Shift sigificant change in process.
This process is not in
Mean Actual == =Process limits - 30 ® Special cause - concern ® Special cause - improvement e= e=Target 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
As the Trust continues to respond to the challenges of IPC 'pop-ups' and the resulting closures of inpatient beds, we have Run [Ndicate a significant _
continued to focus on appropriate other pathways for patients attending the department. In August we saw a contined raise in our change in the process. This

referrals to SDEC. process is not in cqntrol. 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
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- General Manager of Unscheduled Care

20f3
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ED: number of patients experiencing a 12 hour trolley wait
(>12hours from decision to admit to admission)
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£ There are 10 data points
o . )
% Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target \4’2;2 2:2 igogaet;h[?olilr?g
= below the line.
%L When more than 7
T Com mentary sequential points fall above
= or below the mean that is
g Despite flexing into corridor care and downstream ward pre-empts we have seen a raise across the organisation of patients waiting shift Unusual and may indicate a
g in the Emergency Department for over 12 hours. Coupled with the data we know in regards to the improvement of our 'Time to S'r%’;”e'gsn;ﬁ;a"%iégs < ot
g clinician' and the 1.3% increase in our SDEC pathway zero, the 12 hour wait data has largely been impacted by inpatient capacity. ﬁ] control The[r)e is a run of
£ points below the mean.
=4 - General Manager of Unscheduled Care When 2 out of 3 points lie
g 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
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.. [ 4 Points which fall outside
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20.0% .. (process limits) are
unusual and should be
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There are 15 data point(s)
) ) ) below the line
Mean Actual == =Process limits - 3o ® 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
There has been an increased focus on the 'Green to Go' stance, whereby staff receiving handovers from Ambulance crew are more C:'s:g:s'; F:]rootciiszar-:—t?fl
proactive in pressing the green button on the electronic patient information screens held by SWAST to denote and timestamp a 4 '

e . . L . . . There is a run of points
completed handover. This is evidenced in a raise in this months data in comparison to July. 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

- General Manager of Unscheduled Care

20f3
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ED: % of time to start of treatment — under 60 minutes
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When more than 7
sequential points fall
above or below the mean
Commentary that is unusual and may

Shift indicate a significant _
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proactive in pressing the green button on the electronic patient information screens held by SWAST to denote and timestamp a P '

2 . . S . . ) There is a run of points
completed handover. This is evidenced in a raise in this months data in comparison to July above and below 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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- General Manager of Unscheduled Care

20f3
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% of ambulance handovers that are over 30 minutes
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There are 19 data point(s)
Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target below the line
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.
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

There has been an increased focus on the 'Green to Go' stance, whereby staff receiving handovers from Ambulance crew are more
proactive in pressing the green button on the electronic patient information screens held by SWAST to denote and timestamp a
completed handover. This is evidenced in a raise in this months data in comparison to July.

- General Manager of Unscheduled Care

20f3
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Number of ambulance handovers over 60 minutes
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Commentary

Shift
The Trust saw an average increase of ambulance handovers over 60 mins by 2.6% compared to July. There was a minimal
increase in total ambulance arrivals
- General Manager of Unscheduled Care

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 12 data points
which are above the line.
There are 34 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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Number of patients stable for discharge
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Commentary

Numbers have increased back up to April levels due to a lack of flow within the 3 main discharge pathways, community hospitals,
home first and assessment beds. This relates to these three pathways now having their own significant numbers of 'medically
stable’ patients awaiting onward progression. This issue is well recognised at ICS level and forms a significant part of the Sloman

and Winter challenge work.

- Head of Therapy & OCT

www.gloshospitals.nhs.uk

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 13 data points
which are above the line.
There are 19 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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Number of stranded patients with a length of stay of greater
than 7 days
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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
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There is a run of points
above and below the
- Deputy Chief Operating Officer 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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Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target

This has jumped in month to one its highest positions all year with an extra 43 patients. This is just 4 patients short of the peak
experienced in March 2022.
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Average length of stay (spell)
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Mean Actual == =Process limits - 30 ® Special cause - concemn ® Special cause - improvement == == Target When more than 7
sequential points fall
above or below the mean
Commentary _tha_t is unus_ual_gnd may
Shift 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

ALOS has fallen back in-month, increasing to 6.38 days. This deterioration is likely to be due to the 'Bank Holiday Effect' which may
have delayed some progress of some patients. Work is planned to ensure we better mitigate 'seasonal events' which are planned
and known; to reduce the negative impact on performance

- Deputy Chief Operating Officer
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Length of stay for general and acute non-elective (occupied bed
days) spells
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Commentary

Similar to Length of Spell an increase has been experienced in month, moving by +0.4 days. This correlates with an increase in the
number of stranded patients.

- Deputy Chief Operating Officer
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Data Observations
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the grey dotted lines
(process limits) are
unusual and should be
investigated. They
represent a system which
may be out of control.
There are 10 data points
which are above the line.
There is 2 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
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)
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Urgent cancelled operations
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Shift indicate a significant
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 UPL this is a
warning that the process
may be changing

Cancelled operations continue to be reviewed at specialty level and every effort made to reschedule within the 28 days,

- Deputy Chief Operating Officer
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Referral to treatment ongoing pathways under 18 weeks (%)
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Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause -improvement == ==Target

Commentary

See Planned Care Exception report for full details. RTT performance is currently reported as 71.57% and is not anticipated to Shift
change significantly prior to submission. Performance has marginally improved in month by just 0.2%. However performance

remains stable GHT remains significantly above the national average.

- Associate Director of Elective Care
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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 13 data points
which are above the line.
There are 6 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 sigificant
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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Referral to treatment ongoing pathways 35+ Weeks (number)
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Referral to treatment ongoing pathways 45+ Weeks (number)
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Referral to treatment ongoing pathways over 52 weeks (number)
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Commentary

See Planned Care Exception report for a full breakdown. Performance in August has seen a slight improvement in 52 week

Run

breaches, with a reduction of approximately 40 on last month. The three specialties that have made most gains are Oral Surgery (-

91), Ophthalmology (-21) and T&O (-14).

- Associate Director of Elective Care
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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 23 data points
which are above the line.
There are 26 data point(s)
below the line

When more than 7
sequential points fall
above or below the mean
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indicate a significant
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There is a run of points
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When there is a run of 7
increasing or decreasing
sequential points this may
indicate a significant
change in the process.
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control. In this data set
there is a run of rising
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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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Commentary spig  indicate a significant
change in process. This
The #NOF pathway is a key performance indicator within T&O and Orthogeriatric services, with performance monitored through process is not in control.
specialty governance meetings and the Service Line Review report, and data and specific commentary on Thereisa fU“I of Pﬁ'”ts
improvement/deteriorating in month is provided at Exec Review. #NOFs are now cohorted onto the 3rd floor as standard practice, fnb;a‘l’rf and below the
and work is ongoing on a humber of actions to support improving performance, including prioritising NOF on triage in ED, NOF ’
admission proforma on EPR and looking to increase therapist funding and radiographer support. When 2 out of 3 points lie
20f3 near the LPL and UPL

- General Manager - Trauma & Orthopaedics
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% fractured neck of femur patients meeting best practice criteria
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improvement/deteriorating in month is provided at Exec Review. #NOFs are now cohorted onto the 3rd floor as standard practice,
and work is ongoing on a humber of actions to support improving performance, including prioritising NOF on triage in ED, NOF
admission proforma on EPR and looking to increase therapist funding and radiographer support.

- General Manager - Trauma & Orthopaedics 20f3

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 34




. NHS
QU al |ty Dashboard Gloucestershire Hospitals

NHS Foundation Trust

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 _ - _
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national standards. Exception reports are shown on the following pages. Nitarget  subjectto  faltarget  CONCSMING Gl mproving
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nfection ) )
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Identification  were given IV anibictics within 1 hour of diagnosis »=90% Aozt [ T0% RunChar & Safequarding Total ED attendances aged 0-17 with DH TRC Aug22 61 Common Cause
RDDOR  Number of RIDDOR SPC Mg 2 Concem (Low) (&
‘?I?:!rgﬂometer B 298% (L) Mar20 $78%  CommonCause Safequarding Tofal admizsions aged 0-17 with an eafing disorder TBC Aug22 10 Common Cause
Serious ) ‘ ) ‘ ,.,
Incidents | umber ofnever events reported Zero Aug-22 - RunChart Safequarding Total number of maternity social concems forms complefed — TRC Aug22 101 Concem(High)
Serious . L
Incidents MNumber of serious incidents reported Mo target Aug-22 3 Common Cause
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=4
o
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Friends & Family Test: Total % positive

| !
l

104.0% ——Jmt-:“q___— ———— — — -————! C
-— -_— -_— -_ -_— -— -_— -_— -— —-— -_— —-_— -_— - -— -_— -— -_—
-9 0% =3

84.0%
64.0%
44.0%

Data Observations
24.0%

Points which fall outside the
grey dotted lines (process
4.0% limits) are unusual and

' should be investigated. They

& &8 8 8 8 8 8 8 & 8 & N N N N ¥ N & N N N H N 8 W Y||-snge :
E£ 3 9 & 3 3 & £ 28 ¥ 5 »» S 3 9 & B 3 & £ 8 v &5 T E 3 O point represent a system which
3 5 2 $§ o 2 A S ¢ =< 2 3 5 2 $§ o0 2488 ¢ == < 2 3 5 2 may be out of control. There
are 2 data points which are
- . . ) above the line. There are 3
Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target data points below.
When more than 7
Comm entary sequential points fall above
The Trust had 6529 responses to FFT in August 2022, and the overall Trust FFT positive score has seen an increase in positive SLBSELZ"IV;ES nmwgari]r:giacgltse a
score this month of 89.8%. This is largely due to increases in the positive FFT score for unscheduled care (5% increase in positive Shift v

. . . L L o significant change in
score at GRH) and a slight increase for outpatients. Comments were mostly around communication, lack of organisation, waiting and pr%cess. This pg)cess is not

delayed appointments.. Divisions provide updates through QDG each quarter on improvement plans happening within divisions, and in control. There is a run of
the patient experience team are reviewing current reporting offer to improve the way that FFT and PALS data is triangulated to points below the mean.
support improvement plans.

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

-Head of Quality

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Number of MSSA bacteraemia cases
14 L
®
12
10 9
L 4 9
B e ) = = o e e e o e e e = s e e e = e = e e e e e =
6
4 @ Data Observations
A > [\ > A W S W R
2 L 20 0 N 9\ 900 Points which fall outside the
@ 0 90 @ o 00 @ o 00 ¢ ] grey dotted lines (process
0 99— 9 @ limits) are unusual and
PR RER2222222222 2288 88K R RRNINNANANNYNNNNNNA || singe should be investigated. They
B ES P20 28 cE e a2 E S22 02 052 EaE2559203 8505855920385 Q58a25509 oint [represent a system which
2332802832 22833230283 2222332803838 2283323628582 28333 || P 12 e out of control, There
are 8 data points which are
Mean Actual == =Processlimits - 3¢ ® Special cause - concern ® Special cause - improvement == ==Target above the line.

When more than 7
Comm entary sequential points fall above

. . . . . . or below the mean that is
During August we had 10 health care associated MSSA blood stream infections; 5 hospital onset health care associated (HO-HA) . unusual and may indicate a
a_nd 5 comm_unity onset heaI'Fh care asso_ciated cases. All _HO_-!-IA cases WiI_I be revigwed via rapid post infe_ction revi_ew and findings Shift sigificant change in process.
discussed with teams for action; those with moderate or significant harm will be datixed and escalated to risk for review. A IPCT This process is not in control.
meeting has been organised to review all the cases for August to identify themes and trends for remedial action. There is a run of points

below the mean.

Reducing MSSA bacteraemias continue to be a focus of the IPC strategy 2022/23 specifically related to improving the management

. . . . L ) . When more than 15
and care of invasive devices. There are actions within the programme that will be implemented to ensure we do not breach our

consecutive points lie within

© Copyright Gloucestershire Hospitals NHS Foundation Trust

internally set annual limit of no more than 30 healthcare associated cases for 2022/23. A trust wide audit IV access device audit is Rule 4 fthe mean +/- 10 this
scheduled for September 2022 as these devices have been identified as significant cause of the blood stream infections. It isalso process is considered to be
noted that there has been a regional increase in MSSA BSls out of control.

- Associate Chief Nurse, Director of Infection Prevention & Control
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0 -
%o of women that have an induced labour
50.0%
40.0% 77
____________..___.._________'._\,_/_C)
30.0% e ® = -
20.0%
10.0%
0.0%
2222222222338 3332888888 adananaaanaNNYINARY -
s 555398538585 0553905238850553983235888553¢9 | DaaObservations
S<S3°2p0z208L=<23>22p0z2a080=<23>"2p0z2za83L=<=23>2%
Points which fall outside the
o ) ) ) grey dotted lines (process
Mean Actual Process limits - 30 ® Special cause - concern ® Special cause -improvement == ==Target limits) are unusual and

Single |should be investigated. They
point [represent a system which

Comm entary may be out of control. There

are 2 data points which are

Under Review above the line.

- Divisional Director of Quality & Nursing and Chief Midwife 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.

Shift

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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as required ,Infant feeding pages on maternity website have been reviewed and updated ,sat morning feeding drop in’s run by te
Breast feeding network in ante natal clinic are due to be re-instated in October. Joint midwife and Health visitor training to start
again in their localities. Both the last 2 items were stopped for the pandemic

- Divisional Director of Quality & Nursing and Chief Midwife

% breastfeeding (initiation)
100.0% -
2\
p 6

60.0% ®

40.0%

20.0%
g 0.0%
o &S B R 8RB VLR IELIITNNINNNNN NI YN NANN Data Observations
ke €S 9 5§ 5 2 E 3 @9 @ © 2z ¢ £ @9 g 5 > CE 5 @ a § oz 9 £ a v 5 =2 £ 35 O
5 2222332528522 332F5§52885¢2228332 — ;
2 Points which fall outside the
3 grey dotted lines (process
o Mean Actual == =Process limits - 3¢ ® Special cause - concern ® Special cause - improvement e= == Target limits) are unusual and
> Single [should be investigated. They
f@ point [represent a system which
i=1 Comm entary may be out of control. There
£ . . ) . L ) . ) are 1 data points which are
@ The service have been auditing practice for our yearly Baby friendly Initiative audit which we need to provide to UNICEF to above the line.
w maintain our accreditation .This was sent at the end of last month and we are waiting for feed back and will develop an action plan
5
o
]
=
=)
&
o
()
©
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Hospital standardised mortality ratio (HSMR) - weekend

(a0
120.0 '\\_/
115.0 Soe 0. ®
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000 W wWOowWmOWwWOWWwWwAHADOHDIINDDDDODDDDOHDHDNOOOOODODODODOODODO ™+« ™-v™ ™™ ™— +— ™ +— +— NNONNNN
T T T T T T T T T T T T T T e e e e e NN NN NN NN OANNON NN NN NN NN NN NN NN
7539883358555 53980835585b055398828585053539883858858%
<235230288¢P=<23°52fo0288¢=<23>280288¢P=<x23°2J0238¢=<2
Mean Actual == =Processlimits - 30 ® Special cause - concern ® Special cause - improvement == ==Target
Commentary

These metrics have flagged as red for the last three months, these are being investigated in Hospital Mortality Group, there is no
clear cut answer to the increase. The biggest concern is it relates to congestion as that will be the hardest to overcome. There will
be further investigation in to diagnostic groups that are flagging as increased mortality observed compared to expected. There is
also work looking at the comorbidity scoring which has a significant impact into expected mortality rates.

- Deputy Medical Director

www.gloshospitals.nhs.uk

BEST CARE FOR EVERYONE
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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 14
data points which are
above the line. There
are 11 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

Single point

Shift
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Hospital standardised mortality ratio (HSMR)
120.0
(H
115.0 e
110.0 ® ®
R e FY Yy ¥
105.0 *3g | —— o _
e see Data Observations
& .. -.. ) g '.'.. Points which fall outside
95.0 ... .. the grey dotted lines
' L (process limits) are
90.0 unusual and should be
) investigated. They
. . represent a System
= 85.0 Single point, yich may be out of
= control. There are 12
& 80.0 data points which are
= W 0OWWWOWODWMWIHIDHDONDDDDODDDDODODOOO0OO0OO0O0DO0DO0ODOO0O0OO0 ~—+— ™™ ™ =-™+—™™+— NNONNN .
S S ES DAE > 0 EOEE >~ C S DAL > A ESE S DAY 20 AR LS DO 20 R e above the line. There
c [ —_ - [ —_ - [ —_ - [ —_ -— - .
2 2233286288222 3335286285222283328682852082F33288285¢8822 are 13 data point(s)
T When more than 7
i Mean Actual == =Process limits - 3o ® Special cause - concern ® Special cause - improvement e= ==Target sequential points fall
2 above or below the
4 mean that is unusual
- Commentary shift @nd may indicate a
£ . o . i i i i significant change in
E These metrics have flagged as red for the last three months, these are being investigated in Hospital Mortality Group, there is no process. This process is
¢ clear cut answer to the increase. The biggest concern is it relates to congestion as that will be the hardest to overcome. There will not in control. There is a
3 be further investigation in to diagnostic groups that are flagging as increased mortality observed compared to expected. There is run of points above and
E also work looking at the comorbidity scoring which has a significant impact into expected mortality rates. below the mean.
= When 2 out of 3 points
= _ . . lie near the LPL and
5 Deputy Medical Director 20of 3 UPL this is a warning
o that the process may be

changing
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Number of breaches of mixed sex accommodation
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Mean Actual == =Process limits - 3o ® Special cause - concern ® Special cause - improvement == ==Target

Commentary

The Trust is reporting mixed-sex accommodation breaches in line with national policy following a period of local agreement with the
CCG that resulted in recording the MSA breaches but not reporting them due to operational pressure. All breaches, categorised in
accordance with national guidelines, must be authorised by the Chief Nurse or Deputy Chief Nurse. Each month the reasons are
reviewed overall, delay in transfers from critical care and recovery areas beyond 4-hours result in an MSA breach. Accurate
numbers are now reported to the ICB therefore the increase we are currently observing reflects new oversight.

- Associate Chief Nurse, Director of Infection Prevention & Control

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 6 data
points which are above
the line.

When more than 7
sequential points fall
above or below the
mean that is unusual
and may indicate a
sigificant 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 UPL this is a
warning that the process
may be changing
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Number of patient safety incidents - severe harm (major/death)
®
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15 _____________________________..E_®
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e s ® Data Observations
0 2009 .... Points which fall outside
VOOV DODDODDDONDIODOIOIDPDRROOO0O000000O00O0 - - ===~ — NN NN NN the grey dotted lines
8352802880 2283523024882022835238024882222835288888¢8228352 unusual and should be
Single pointinvestigated. They
Mean Actual == =Processlimits-3c  ® Special cause - concern ® Special cause - improvement == ==Target represent a system
which may be out of

control. There is 1 data
point which is above the
Commentary line.

When more than 7
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.

Under Review

Shift

© Copyright Gloucestershire Hospitals NHS Foundation Trust

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 44




Quality: NHS

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

Number of unstagable pressure ulcers acquired as in-patient
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(process limits) are

o 2 @ @ unusual and should be

% o @ @ Single point|rr;vest|gated. They
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§ - TP zo0%uw =<3 Tw0z05u=<35 T0o@zaSuw=<z35 < points which is above

T the line.

=z Mean Actual == =Process limits - 3a ® Special cause - concern ® Special cause - improvement e= ==Target When more than 7

?‘3 sequential points fall

a above or below the

2 Commentary mean that is unusual

g Contributing f : : P ) . P P . and may indicate a

= g factors include prolonged immobility in the pre-hospital and emergency care stage of admission and lack of regular repositioning. The Shift _— )

% Tissue Viability Team have worked with SWAST to provide pressure relieving equipment and training on its use to paramedics. 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 I

2 clear correlation to the development of pressure ulcers. Current improvement focus is on specialist review of all hospital-acquired pressure ulcers to notin conjtrol. Thereis a

©  validate categorisation and give specialist advice to prevent deterioration. New equipment procured and available in the equipment library. React to run of points below the

% red study days are now taking place monthly to increase throughput. It should be noted that we have identified a data quality issue with Datix mean. ]

‘= reporting and some of the pressure ulcers reported as hospital-acquired do not validate as such, this is being investigated by the external provider. When 2 out of 3 points

3 20f 3 lie near the UPL this is a

5 Validation of the data has recently been carried out and an issue with Datix reporting has meant more pressure ulcers are reported as the report warning that the process
has included the unvalidated data, this has now been rectified and the data needs to be re-run. may be changing

- Associate Chief Nurse, Director of Infection Prevention & Control

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE 45




. . NHS
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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 & () @ @ () @@
Organisational Development category. Where SPC analysis is not possible the R I i ert Special Cause
metric is RAG rated against national standards. Exception reports are shown on i trget. | subfost s | fal target Concering " e Imoroving

the following pages. random

Target &

Latest Performance & Variance
Assurance

MetricTopic MetricNameAlias

Appraisal and ) . _ )
Mandatory Trust total % overall appraisal completion ==00% Aug-22 T9% Concern (Low)
Appraisal and P : = i .
Mzndatory Trust total % mandatory training compliance ==00% Aug-22 87% Concern (Low)
gf‘;%r':];rse Overall % of nursing shifts filled with substantive staff ==75% (&) Aug-22  B66% Concemn (Low)
gg;:l;rse % registered nurse day ==00% -~ Aug-22 836% Concern (Low)
gg%rr:];rse % unregistered care staff day ==00% - Aug-22  B8B.1% Concern (Low)
gta;%rl:.l;rse % registered nurse night ==00% . Aug-22 922%  Concem (Low)
- gtaaf;_”r:lgurse % unregistered care staff night ==90% (5 Aug-22  105.1% Concern (Low)
3
= Safe NUrse o pours per patient day RN »=5 Aug-22 - RunChart
- Staffing
ie] Safe Nurse " _ = - ; 7
g Staffing Care hours per patient day HCA ==3 L Aug-22 381 Improvement (High) @
= Safe NUTSe o pours per patient day total >=8 Aug-22 RunChart
a Staffing
o |vacancyand  gioqn postFTE Mo target Aug-22  6963.0 RunChart
T WTE
i f;_lf;éncy o Wacancy FTE Mo target Aug-22 12239 Improvement (Low) @
30}
EL ;?_FE”CY and Starters FTE Mo target Aug-22 86 Common Cause
a
i VwaTcEmcy adl Leavers FTE Mo target Aug-22  §9.27 Common Cause
< ﬁ?ﬁgnq and o iotal vacancy rate «=115% (&) Aug2? 10.1% Concem (High) (%)
QL
(A EEETE T o vacancy rate for doctors ==50% ~~ Aug-22 -652.1% Improvement (Low)
v WTE
3 :‘r“?]?éncy and g vacancy rate for registered nurses ==5% Aug-22  15.0% Concemn (High) C’/
e -
Workforce (= i
- = e X Sl
£ Expenditure % turnover <=12.6% Aug-22  147% Concern (High) =)
‘= |Workforce . _ AL . i @
? Expenditure % turnover rate for nursing ==12.6% Aug-22  14.6% Concern (High) )
o wGrkror_ce % sickness rate ==4.05% (- Aug-22 4.2% Concern (High) @Q
© Expenditure -
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Trust total % overall appraisal completion

100.0%

900% = = - = = === = — e ——— .@

R . LI g N e

80.0% —— y T L= T= o

Y - I I ___T%2 99" Teea""9

70.0%

60.0% Data Observations

Points which fall outside the
grey dotted lines (process
50.0% limits) are unusual and
Single should be investigated. They
point represent a system which
may be out of control. There
are 3 data points which are
Mean Actual == =Processlimits - 3¢ ® Special cause - concern ® Special cause - improvement == ==Target above the line.
When more than 7
sequential points fall above

or below the mean that is
Comm entary unusual and may indicate a

The Trust appraisal rate continues at 79% for a second month. Medicine slight improvement (88%), Surgery (80%) and D&S (78%)  Shift significant change in

L . . A - - process. This process is not
Divisions have the highest compliance rates. The lowest Divisional Appraisal rates are Corporate (74%) and Women & Children in control. There is a run of
(69%) and the non-division staffing group at (56%). Monthly reminders are sent to individuals and line managers, with Divisional points above and below the
performance being scrutinised as part of the Executive Review process. Communication is happening with L&OD as to how best mean.
support staff to receive a yearly appraisal and for managers to have the ability to undertake them. When 2 out of 3 points lie
near the LPL and UPL this is
a warning that the process

- Director of Human Resources and Operational Development may be changing

May 20
Jun 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
Apr 22
May 22
Jun 22
Jul 22
Aug 22

20f3
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Trust total % mandatory training compliance

105.0%
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72
95.0%
9.
Y e 900%.
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90.0% on————

L 4 J ........... )

85.0% Data Observations
Points which fall outside the
grey dotted lines (process

80.0% limits) are unusual and

PR R22222R22 222220 R RRARRRRRR NS NANANANNNARNNNRNANN Singleshouldbeinvestige\ted-They
C S 98063238 cC 25535592028 CE Q955355220298 cQ98B355922038E52ers825509 ~ ” represent a system which
S5 250288 L=<23°2302488¢0=<23°240288¢8=2<23°200288¢=<23°2 point 2y be out of control. There
are 11 data points which are
Mean Actual == =Processlimits-3c  ® Special cause - concern @ Special cause - improvement == == Target above the line. There are 15
data point(s) below the line
When more than 7
sequential points fall above
Commentary or below the mean that is
o . . . . unusual and may indicate a
Mandatory training compliance remains below the 90% target and has remained at 86% for the last couple of months. It has raised Shift significant change in
slightly to 87%. Monthly reminders are sent to individuals and line managers, with Divisional performance being scrutinised as part process. This process is not
of the Executive Review process. Subject leads are communicated with as to ideas to improve compliance. Safeguarding Adults in control. There is a run of
Level 2 remains the lowest compliance rate. Work with the subject lead as to potential reasons for this. 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

20of 3
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Overall % of nursing shifts filled with substantive staff
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90.0% . Q Data Observations
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80.0% ] limits) are unusual and
Sinale should be investigated. They
75.0% = = = = = = = = = = = = = = = = = = = = = === 9 represent a system which
point
. may be out of control. There
70.0% are 7 data points which are
65.0% above the line. There are 1
= data point(s) below the line
60.0% When more than 7
&8 & 8 8 8 8 8 8 &8 8 & 8§ 8 &8 8 8 N &N & N N 8 N N N A& H sequential points fall above
E 3 9 ¢ 5 3 $§ 5§ 8§ § B S 3 2 & B 3 § 5 @ & 5 3 S I 9 or below the mean that is
S 2 2 $6 0 2z a0 84 =< 2 3 > 2 0 z a0 8 &€& =< 2 3 ° 2 unusual and may indicate a
Shift significant change in
Mean Actual == =Processlimits - 3 ® Special cause - concem ® Special cause - improvement = = Target 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
indicate a significant change
in the process. This process
- Director for People and OD 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
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Pastoral care and preceptorship for both newly appointed overseas and newly qualified nurses are key in ensuring the Trust invests Shift
sufficiently in a structured, quality transition in order to guide and support all new nurses.
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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 April - June 2022 — quarter 1 (Q1).

Summary

National Events, Regulatory and NHSE/I Reviews

On 6 & 7 April 2022 CQC carried out an unannounced focused inspection within the

Maternity service, as they had received information giving them concerns about the culture, safety, and
quality of the services. As this was a focused inspection, they only inspected safe, well-led and parts of the
effective Domains key questions. Following the inspection, they made requests for additional data and
spoke to a number of staff after the on-site inspection. The service was then issued a Section 29a warning
notice around improvements required to safety, leadership and governance in May 2022. The section 29a
warning notice has given the Trust three months to act on the improvements identified. Work on these
improvements was started immediately and continues to be actioned. The report is due to be received in
the next quarter (July 22nd). 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.

NHSE/I are due to review the service against the Ockendon recommendations on 18/19 July 2022 however

this was delayed to Sept 2022 due to the heatwave.

NHSE/| - the service will commence on the NHSE/I Safety Support Programme as the Trust have received a
CQC Section 29a Warning Notice and the organisation has received a letter outlining the support offer.

The NHSE/I self- assessment tool review has been repeated for May (this will be completed quarterly) and
we are using this tool to inform our maternity quality improvement and safety plan, and so to keep the
trust board and LMNS aware of our ‘benchmarked’ position.
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— The main areas that are assessed as “red” are concerns about the ability to release staff for training, the
development of an internal maternity service strategy and the need for a training needs analysis.

Learning from deaths — maternal, perinatal and neonatal mortality
- There were 6 early neonatal deaths 1 of which occurred at Bristol (specialist care required). All babies
were premature including a termination of pregnancy where the baby breathed following delivery for a
short period and a pair of premature twins.
- 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
62% 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 now scoring 20 (WC35360bs).

- A maternity workforce paper is due to be reviewed by Board in Sept 2022.

- Due to midwifery staffing issues, the decision was made with Board agreement to consolidate care
provision. This has meant the Cheltenham Aveta Birth Unit has remained temporarily closed to
intrapartum care. There is a plan to review this in October.

There were no rota gaps in the Obstetric cover

Maternity Service user feedback iske!

- Friends and Family Test scores have remained static at 81% 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)

- Staff have fed back no safety concerns however discussions around the digital system Badgernet and
frustration of it not being in place. Discussions on Aveta unit of how proud staff were of their service and
noting the impact when the unit closes although the midwives understood the reason why it did close.

Clinical Incident Reporting

— Atotal of 8 cases were scoped:
- 2 met HSIB referral criteria — (1 of which was rejected — the baby had a normal MRI), both also declared

as Sl’s

- 1 additional case was declared as a Serious Incidents

- 2 incidents were graded as near misses

- 1incident is a Police investigation

- 2 incidents graded as moderate harm (1 of which is multi-speciality)
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— 2 final 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.

— 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%. ik

- 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.

— In May, the Trust received notification of the unpausing of the scheme and a revised list of safety actions
was circulated (appendix 1). Some criteria changed and work is now on-going to adapt to these
modifications to the scheme.

— Safety action 6 of the MIS includes CO monitoring at booking and 36 weeks gestation. Due to the inability
to record the 36 reading on Trak a paper audit of all women is being undertaken by the service. This is
further hindered by a lack of working equipment for a 2-month period resulting in the inability to
undertake this assessment until August 2022. Audit has now commenced but is labour intense due to the
number of notes required to review.

Recommendation

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

Enclosures

e Perinatal Quality Surveillance Report Q1



https://resolution.nhs.uk/wp-content/uploads/2022/01/Pause-letter-MIS-y4-Dec-2021-23122021..pdf
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REPORT ON THE SAFETY OF MATERNITY SERVICES

Perinatal Quality and Safety Report — Quarter 1 2022/23

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 April to June 2022 — quarter 1 (Q1).

2. Perinatal quality surveillance narrative summary and exception report Q1

2.1 Maternity Perinatal Quality Surveillance Q1 narrative (see dashboard for data)

2.1.1

National Events, Requlatory and NHSE/I Reviews

2.1.2

On 6 & 7 April 2022 CQC carried out an unannounced focused inspection within the
Maternity service, as they had received information giving them concerns about the
culture, safety, and quality of the services. As this was a focused inspection, they
only inspected safe, well-led and parts of the effective Domains key questions.
Following the inspection, they made requests for additional data and spoke to a
number of staff after the on-site inspection. The service was then issued a Section
29a warning notice around improvements required to safety, leadership and
governance in May 2022. The section 29a warning notice has given the Trust three
months to act on the improvements identified. Work on these improvements was
started immediately and continues to be actioned. The report is due to be received in
the next quarter (July 22"). Although this report covers Q1 at the service had
received a draft report in June and the final rating was confirmed in July 2022 as
inadequate.

NHSE/I are due to review the service against the Ockendon recommendations on
18/19 July 2022.

NHSE/I Maternity Safety Support Programme

The service will commence on the NHSE/I Safety Support Programme as the Trust
have received a CQC Section 29a Warning Notice and the organisation has received
a letter outlining the support offer.

The NHSE/I self- assessment tool review has been repeated for May and we are
using this tool to inform our maternity quality improvement and safety plan, and so to
keep the trust board and LMNS aware of our ‘benchmarked’ position.

The main areas that are assessed as “red” are concerns about the ability to release
staff for training, the lack of an internal maternity service strategy and the need for a
training needs analysis.

Table: NHSE/I Self-assessment compliance — May 2022
Self-assessed 16 Feb 2022 May 2022
compliance




Self-assessed 16 Feb 2022 May 2022
compliance

Green 111 105

Amber 42 44

Red 5 T 1]
Total number of 158 160
elements

2.1.3 Learning from deaths — maternal, perinatal and neonatal mortality

There were 6 early neonatal deaths 1 of which occurred at Bristol (specialist care
required). All babies were premature including a termination of pregnancy where the
baby breathed following delivery for a short period and a pair of premature twins.
There were no maternal deaths.

There were no 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 62% 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 now scoring 20
(WC35360bs).

A maternity workforce paper is due to be reviewed by Board in Sept 2022.

Due to midwifery staffing issues, the decision was made with Board agreement to
consolidate care provision. This has meant the Cheltenham Aveta Birth Unit has
remained temporarily closed to intrapartum care. There is a plan to review this in
October.

There were no rota gaps in the Obstetric cover.

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

2.1.6 Maternity Service user feedback st

21.7S

Friends and Family Test scores have remained static at 81% 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.

taff feedback to Maternity Service Champions

Staff have fed back no safety concerns however discussions around the digital
system Badgernet and frustration of it not being in place. Discussions on Aveta unit
of how proud staff were of their service and noting the impact when the unit closes
although the midwives understood the reason why it did close.

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

PQSR Q1 2022/23
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2.1.8

Clinical Incident Reporting

A total of 8 cases were scoped:

- 2 met HSIB referral criteria — (1 of which was rejected — the baby had a normal
MRI), both also declared as SlI’s

- 1 additional case was declared as a Serious Incidents

- 2 incidents were graded as near misses

- lincident is a Police investigation

- 2 incidents graded as moderate harm (1 of which is multi-speciality)

2 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.

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

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 phr-c-)aportion 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)

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.

In May, the Trust received natification of the unpausing of the scheme and a revised
list of safety actions was circulated (appendix 1). Some criteria changed and work is
now on-going to adapt to these modifications to the scheme.

Safety action 6 of the MIS includes CO monitoring at booking and 36 weeks
gestation. Due to the inability to record the 36 reading on Trak a paper audit of all
women is being undertaken by the service. This is further hindered by a lack of
working equipment for a 2-month period resulting in the inability to undertake this
assessment until August 2022. Audit has now commenced but is labour intense due
to the number of notes required to review.

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

PQSR Q1 2022/23
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https://resolution.nhs.uk/wp-content/uploads/2022/01/Pause-letter-MIS-y4-Dec-2021-23122021..pdf

3 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. This report will be
submitted to the Local Maternity and Neonatal System (LMNS) for assurance.

PQSR Q1 2022/23
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4  Appendix 1 - Maternity Incentive Scheme (MIS) Progress Report Q1

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 1 using the
National Perinatal
Mortality Review Tool

a)

i 100% of perinatal deaths are notified
within 7 working days and the
surveillance form is completed within 7
days.

Quarterly reports to be received by
Maternity Safety Champions and
Trust board from 6 May 2022 onwards
(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

Action 2 submitting
data to the Maternity
Service Data Set

By Oct 2022 Trust to have up to date digital
strategy for our maternity service which aligns
with the Trusts Digital strategy and reflects

The Maternity Service Digital strategy
will be incorporated into the Maternity
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
(CQIMs) will have passed the associated dashboard and be shared with
data quality criteria in July 2022 (published MDG/MSCs.
PQSR Q1 2022/23 7
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Oct 2022.

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.

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)

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
underwa:

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

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.

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

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. CO monitors
were not available for a number of
months due to the equipment coming
to end of life and new equipment was
purchased. This has now been
completed but the restarting of the
programme needs embedding. Notes
audit has commenced to demonstrate
compliance. This is a large paper
based audit as the denominator is all
women at 36/40 gestation. Due to the
nature of the handheld records this
means that the records are not
returned to the department for a
number of weeks post delivery
therefore delaying the audit process.

(Element 5 — is green and meeting
target compliance).

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 62%
(compliance target is 90%)

Local training plan includes all six core
modules of the Core Competency Framework
(CCF)

Educational review taking place and
should include the plans for the
remaining 2 components of the CCF

- Personalised care

PQSR Q1 2022/23
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Saving Babies Lives Care Bundle

Fetal surveillance in labour

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
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. Band 6 PDM released into
posts. However, one of the 2 midwives was
successfully appointed into the 0.5WTE Band
7 job share position for [PDM which has
resulted in a gap in overall hours again.
Recruitment into these hours will commence
in the autumn to minimise the loss of clinical
staff.

- 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 been completed and a new
monthly audit is sin place.

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.

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

Action not on track with major issues

PQSR Q1 2022/23
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Amber

Action mainly on track with some minor issues (mitigating activities should be identified)

Green

Action on track

PQSR Q1 2022/23
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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 Q1

Deaths

Numbers

Early neonatal

6 (1 at Bristol)

Maternal

0

Stillbirths

5

Table: Perinatal mortality reviews April - June 2022 and action plans

MAT PMRT PMRT PMRT Action plans following PMRT reviews.
MRN GRADE A GRADEB | GRADEC
orD
AN [ PN [ AN [PN [ANT PN
April 2022
0931242 | N/A* N “N/A (Concealed pregnancy). No actions identified.
1158556 N cV Action: Pregnancy booking proforma to be changed and to
include a section to be completed by the booking midwife -
‘increased risk SGA (Aspirin and Growth Scans
recommended)’ Approved at GOGG meeting June 2022.
4259642 \ \ No actions identified.
May 2022
0731573 v v Action:
1. Communication to community team regarding the
importance of continued midwifery care in addition to
obstetric antenatal appointments/specialist fetal medicine
input.
2.Repeat antiphospholipid screen at 12 weeks (REJ to write
to patient).
June 2022
PQSR Q1 2022/23 11
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4260758

Booking proforma to be changed to include a
section to be completed by the booking midwife -
‘increased risk SGA (Aspirin and Growth Scans
recommended)’ Approved at GOGG meeting June
2022. JB
Check with audit midwife that the forthcoming Audit
on SGA, will look at smoking and aspirin.
Completed 28/06/22 JB.

SGA risk assessment tool to be enlarged and
laminated for display in clinical areas as a reminder
to use the tool and follow the actions for risk factors
identified. JB to contact smoking cessation midwife
if she can help with this.

JB to email community matron with regard to how
to highlight to the CMWs the importance of
completing the SGA risk assessment tool to ensure

risk factors are identified.

all mothers are on the correct pathway for care if

3324424 N cV

Actions same as for case above MRN4260758

0677258 N N

No actions identified.

PMRT Grading: (split into antenatal and postnatal)

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
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. Areview 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
births where care was provided by your Trust.

100%

100%

b)

At least 50% of all deaths of babies (suitable for review using the PMRT) who were born and
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.

100%

For at least 95% of all deaths of babies who died in your Trust from 8 August 2021, the
parents will have been told that a review of their baby’s death will take place, and that the
parents’ perspectives and any questions and/or concerns they have about their care and that
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.

100% of
parents
advised of
review
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*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.

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 and the next report is due in
September 2022.

Maternity Unit temporary closures

There were no whole unit emergency closures during Q1 of maternity services. However,
due to staffing issues Aveta Birth Unit remains closed to intrapartum care; clinics and DAU

work continues to operate from the freestanding birth unit during the day. This action will be
reviewed in October.

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 (SBLCBv2)

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
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https://www.england.nhs.uk/publication/saving-babies-lives-version-two-a-care-bundle-for-reducing-perinatal-mortality/
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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 Q1 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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Element 2: SGA Detection (this is data for

g
July 2I1 - audit data collection currently MGS04
on going

1 O % Target 85%

0
80% Birth in the right place El 3: REM re- May 22
100% (for gestation) Women attending for
Target 85% 9 O (y RFM receiving
RA at Booking Babies born <3rd 0 computerised CTG
centile >37+6 weeks
Target >95% Target >95%

Table: SBLCBv2 element, BRAG rating and improvement plan

Element BRAG | Improvement plan

rating
Element 1 - Reducing smoking in CO2 monitoring at 36/40 — data not available on Trak resulting in notes
pregnancy 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. Replacement of CO monitors has delayed the ability
to commence the audit as monitors were not available for staff to
undertake the recording. These are now replaced. This also affected the
compliance with CO monitoring at booking which fell to circa 60%. Latest
data has now increased to 78% and the service will continue to monitor
this to ensure compliance. Audit now comenced to monitor recording at

36/40
Element 2 - Risk assessment and Audit commenced
surveillance for fetal growth
restriction
Element 3 — Raising awareness of Audit demonstrates 90% compliance for computerised CTG’s undertaken.
reduced fetal movement
Element 4 — Effective fetal Fetal monitoring study days now recommenced and a plan to ensure >90%
monitoring during labour compliance being developed by the leads
PQSR Q1 2022/23 15
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Element

BRAG
rating

Improvement plan

Element 5 — Preterm care

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. There was a

total of 14 complaints for the maternity service in Q1 a 27% increase from Q4.

Table: Total number of complaints by year

Maternity Complaints 2015- 2022 (to end June)
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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 5 serious complaints for the maternity service during Q1.
This is an increase from 2 in the preceding quarter. All of the serious complaints were
related to the Maternity Ward.

2018

2019 2020 2021

Table: Detail of the 5 serious complaints
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Date received Specific Location Brief description of Patient Experience Subject Sub-subject Subject notes
Delay or failure in treatment
Clinical treatment or procedure (including Medics - lack of ack of very anxious mother.
delay in giving medication)
Medics - lack of ack of very anxious mother. val TBehavi Attitude of Nursi
04/05/2022| Maternity Ward Obstetrics |Lack of referral to Perinatal Mental Health. alues and behaviours 1 e.o X ursing Nursing -attitude
. . (Staff) Staff/midwives
Nursing -attitude, lack of care.
Appointments Referral - Failure Lack of referral to Perinatal Mental Health.
Values and Behaviours Attitude of Nursing n
L Nursing - lack of care.
(Staff) Staff/midwives
Lack of referral to ACRT. Lack of obs & meds. . . Lack of referral to ACRT. Lack of obs & meds.
| disch . Lack of Failure to provide adequate | disch k. Lack of
ssue re discharge paperwork. Lack of ssue re discharge paperwork. Lack o
18/05/2022|Maternity Ward Obstetrics . 8€ P p - Patient Care (Nursing) care (inc. overall level of ) sep p .
assistance from feeding specialist-baby had care provided) assistance from feeding specialist-baby had
VI
cleft palette P cleft palette
Values and Behaviours
Attitude of Medical Staff Poor attitude of consultant
(Staff)
Delay or failure in treatment
Why imposed consultant care which would Clinical treatment Zr :Jro.cedfjr.e (mclt;r_ilnﬁ Lack of physio.
resultin imposed induction which pt did not elay in giving medication)
want. Poor attitude of consultant and Lack of Midwifery Why i d tant hich
info. Midwifery - Poor communication. Pt ! Vlvdl ey i y.|mposed .cc;nscut. an c:.rehwt €
17/05/2022| Maternity Ward Obstetrics |unable to access birth Unit -door not R R . w.ou resultinimposeciin u. |o.n whichp
. . . Values and Behaviours Attitude of Nursing did not want. - Poor communication. Pt
answered. Room dirty. Attitude & behaviour S ) )
. N (Staff) Staff/midwives unable to access birth Unit -door not
of midwife. Partner had to leave. Pt not given . " IS
X . answered. Attitude & behaviour of midwife.
breakfast. Lack of physio. Poor exp with Health )
. Partner had to leave. Pt not given breakfast.
visitor (GHC)
Insufficient inf ti
Consent nsu. waen .ln ormation Pt did not want induction
provided prior to consent
Communications Communication with patient|Consultant - Lack of info.
Delay or failure in treatment
Clinical treatment or procedure (including Dr -lack of treatment.
delay in giving medication)
Accuracy of health records
Trust admin/policies/ v . - . . .
. ) (e.g. errors, omissions, Midwife - meds not given but signed as being
procedures including N R N N
. other patient's records in given, Lack of and incorrect notes.
patient record management |,
file)
Del failure in treatment
- elay ortai ur? n réa men Midwife - meds not given but signed as being
— Clinical treatment or procedure (including N
Poor communication from Dr and lack of delay in givi dicati given,
promised debrief, nurses and lack of promised elay in giving medication)
debrief and between staff. Dr -lack of c | ¢ Midwife - C ati d
treatment. Midwife - poor care to mum & twin annulamanagemen \cwite - Lannula tissued.
1, lack of knowledge, meds not given but . . n . Midwife - poor care to mum & twin 1, lack of
. . . . Patient Care (Nursing) Failure to provide adequate . )
26/05/2022| Maternity Ward Obstetrics signed as being given, poor attitude towards (i " lof knowledge,lack of visit from community m/w.
e care (inc. overall level of
partner, expressed milk mislaid, lack of care provided) Lack of required blood transfusion.Pt & MCA
required blood transfusion. Lack of and P had to clean room and change sheets.
incorrect notes. Cannula tissued. Lack of staff. Communication failure P ication bet taff
Pt & MCA had to clean room and change between departments oor communication between statl.
sheets. Lack of visit from community m/w. I Poor communication from nurses and lack of
R Communications N )
Parking charges. I . . promised debrief
Communication with patient —
Poor communication from Dr and lack of
promised debrief,
Car parking - cost Parking charges.
Facilities - —
Cleanliness Clinical (all Pt & MCA had to clean room and change
aspects, all areas) sheets.
Staff numbers Staffing Levels Midwife - Lack of staff.
Values and Behaviours Attitude of Nursing - .
S Midwife - poor attitude towards partner,
(Staff) Staff/midwives
Values and Behaviours Attitude of doctor
19/05/2022| Maternity Ward Obstetrics [Attitude of doctor and delay in c-section (staff) Attitude of Medical Staff
)
Delay in c-section

There were a further 9 complaints triaged as standard in the Maternity Service. This is the
same number as the preceding quarter.

Table: Details of the 9 complaints
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Date received Specific Location Brief description of Patient Experience Subject Sub-subject Subject notes
Clinical treatment Mismanagement of labour |Patient unhappy with care while in labour
Food and Hydration - Failure
Patient Care (Nursing) to monitor / provide fluid  |Failure to provide food and hydration.
during period of admission
. . Discharge Arrangements (inc
Maternity Ward Obstetrics Admission and discharges 8 8 . ( discharge arrangements poor planning
lack of or poor planning)
Multiple issues with treatment in maternity.
11/04/2022 P ¥ .
A&E and Gynae. Delay or failure in treatment| _. A .
L N N Given conflicting information by two doctors
Clinical treatment or procedure (including L . .
L L regarding iron infusion
delay in giving medication)
Values and Behaviours
Attitude of Medical Staff Poor attitude of doctor.
(Staff)
Privacy, Dignity and Patient left in dirty/soiled
y' Enity e v/ As above.
Wellbeing condition
Emergency Department — -
" . Patient was not made aware of side effects to
Prescribing Adverse drug reactions L
drugs administered.
Vaccination hub nurses approached Values and Behaviours Attitude of Nursing o .
A . L L L Vaccination staff found to be confrontational.
complainant in antenatal clinic enquiring if she |(Staff) Staff/midwives
had had her Covid vaccination. Complainant . . Failure to adopt infection Failure to socially distance and wear masks
found the members of staff to be Patient Care (Nursing) control measures correct!
27/06/2022 Antenatal Clinic members of Y
confrontational in their approach - they were i . . . . "
L ) Communication with patient|ldentity badges not visible to complainant.
not wearing identity badges. They were not _—
A . i . Communications — - - —
socially distancing from the patient and they Communication failure Breakdown in communication between
were not wearing their masks correctly. The between departments vaccination hub and community team.
. . - - . . Letter received inaccurate details regarding
Poor communication and poor record keeping |Communications Communication with patient patient
. and inaccurate information. Unhappy with -
25/05/2022 Outpatients - | pp.y Failure to follow up on
treatment of midwife causing emotional . 3 ) o
. . Clinical treatment observations / recognise Lack of communication
distress to the patient . A |
deteriorating patient
Unhappy with care his wife received prior to
herC‘;Z\;tion 6 day wait on the wardp rior. Clinical treatment Mismanagement of labour |Patient unhappy management of labour
01/04/2022| Maternity Ward Obstetrics Y prior. - -
Admission and discharges | Discharged too earl Patient feels that she was discharged too early
Feels wife and child were discharged too 8 8 v due to babys jaundice.
Inadequate pain .
Inadequate pain management
management
Failure to follow up on
observations / recognise query regarding cervical checks.
Clinical treatment deteriorating patient
Unpleasant experience during childbirth and Del fail in treat ¢
24/05/2022| Maternity Ward Obstetrics |aftercare. Medical records incorrect stating elay ortal urfe n réa men . .
. N or procedure (including Delay in blood transfusion.
time of birth. R e
delay in giving medication)
Accuracy of health records
Trust admin/policies/ i o
. " (e.g. errors, omissions, . X
procedures including o . Incorrect time of birth recorded
N other patient's records in
patient record management | .
file)
R R Poor catheter care. Intake of fluid not
Poor catheter care. Intake of fluid not Patient Care (Nursing) Catheter care itored
01/06/2022| Maternity Ward Obstetrics . ) X monitore
monitored. Poor record keeping. L . .
Communications Inadequate record keeping |Inadequate record keeping
Complainant overheard a conversation . . . Complainant overheard a conversation
. . L A Values and Behaviours Attitude of Nursing L A
20/05/2022|Maternity Ward Obstetrics  |between a midwife and another patient and L between a midwife and another patient and
. i (Staff) Staff/midwives . X
feels that it was racist feels that it was racist
Appointments Appointment - failure to Failure to provide follow up appointments.
|
ueries in relation to appointments, Unable to i - i i
21/04/2022 Antenatal Clinic Q pr? provide follow-up Patﬁent had to organlse these he‘rself
contact Consultant or registrar. L L . . Patient could not get in touch with eithera
Communications Communication with patient|
registrar or Consultant.
Patient unhappy with lack of communication Insufficient information Poor communication between consultants &
08/06/2022|Maternity Ward Obstetrics PRy Communications R
and treatment by consultants. provided Parents.

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 was seen at the start of the year with positive results
of above 90% in both January and February. However, this has decreased again to an
average of 84% over the Q1

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.
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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.

Picture: Maternity service mandatory training rates (target 90%)

Cco
—
-]
o

Obstetrics

Training

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) 80 75 77.5

*Obs Drs 74 70 72

*Anaes Drs 58 45 51.5

MCAs/MSWs 57 41 49

Theatre Staff 63 59 61

Table: Compliance with Midwives and MCA/MSW Mandatory Training

Midwives
Mandatory Update

Total required to
meet 90% 79

% Attendance Midwives 65

% Attendance

Total required to

meet 90% 29
% Attendance
MCA/MSW 61

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.
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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

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 S| panel.

Serious incident reporting

Serious incidents must be declared as soon as possible and in order to do this incident that
have been identified as serious in nature undergo a scoping exercise. In Q1 there were a
total of 8 incidents scoped, 2 of which were classified as serious incidents.

Table: Total number of incidents scoped 2021-22
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Also, the Trust is required to report all qualifying cases to the HSIB and of the 8 incidents
scoped 2 were reported to HSIB, 1 of which was rejected

Table: Details of incidents scoped in Q1

W178036 Obstetrics T+13, Undiagnosed breech- attended triage at HSIB/SI
fully dilated with SRM and mec. CAT 1 LSCS- Immediate Safety Act's:
fetal bradycardia. Born in poor condition and LASER circulated
transfer Southmead cooling- HIE 3.
W182519 Obstetrics Term Baby. Planned home delivery. 15 minutes Sl (rejected by HSIB)
shoulder dystocia, apgars 0,1 & 7 @26 mins. Immediate Safety Act's:
Cooling No immediate safety
actions identified
W178438 Obstetrics 29+5 CAT 1 LSCS for chronic hypoxic CTG- baby | Sl
born in poor condition and transfer to St Michael's- | Immediate Safety Act's:
died on day 5 following reorientation of care. Datix | -Review of Triage staffing
regarding delay in Triage assessment. RIP baby | -Triage to be risk
assessed
-Consultant ward rounds
to incorporate Triage
-consideration of MCA
redeployment to Triage
-Huddle checklist to
include documentation of
Triage cases
W177888 Obstetrics IUD at 24/40 confirmed. Mife given, calls to ?CDS | Near Miss
contracting- wishing to stay at home. Call made to | Immediate Safety Act’s:
Paramedics when contracting strongly- unable to | None identified
attend, BBA
W178883 Obstetrics IOL for OC, high head, uss by Band 7 - ceph pres, | Near Miss
controlled ARM by band 7, EMCS for breech Immediate Safety Act’s:
None identified
WA179874 Obstetrics 34/40 BBARIP - SG Police Investigation:

POSR Q1 2022/23
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Immediate Safety Act’s:
None identified

WA179473 Obstetrics/Gyn

ae/ED

16/40 scar ectopic with placenta embedded in
cervix

Moderate Harm
Immediate Safety Act's:
-LASER

-urgent discussion Deputy
Chief Nurse/Director of
Nursing/Gynae Spec
Director

-Link to risk on register

W177128 Obstetrics

Readmission to theatre with PPH - retained
placental tissue - decision made no harm

No Harm

Immediate Safety Act’s:
Discussion with staff
member involved re
documentation

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
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 44
Rejected (not including duplicate 14
referrals)

Total investigations to date 30
Total investigations completed 27
Current active cases 3
Exception reporting to DHSC 0

Graph: Maternity investigation categories
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Trust to 23 Mar-22

Maternal Deaths;

COVID-19 2: 6%
Rejected; '
6;17%
Neonatal Deaths
7,20%
S ‘ Intrapartum
Diagnosed with St;“b:'ms'
Brain Injuries; '
19; 54%
29 investigations
Table: HSIB activity in Q1
HSIB case Qualifying criteria Investigation progress Improvement
number
MI-003319 Maternal Death/massive PPH | Final report received Action plan agreed and
(March 2021) presented at SERG.
MI-003835 HIE3 (July 21) Final report received. Action plan agreed and
presented at SERG.
MI-03888 Cooling/HIE3 (July 21) Final report received Action plan agreed and
presented at SERG.
MI-004519 Maternal Death—-@ 11/40 Final report received No recommendations made
(October 21)
MI-005438 Cooling. Head MRI normal Final report received No recommendations made
(December 21)
MI-006101 HIE/Cooling 37+0 Draft report received
Contractions/Abdo Pain,
Pathological CTG, Cat 1 (4 recommendations made)
EMCS, Uterine Rupture.
(January 22)
MI-008110 HIE/Cooling T+14 undx Report in process of being drafted. HSIB
breech, EMCS report panel scheduled 18/8, after which
report will be shared for factual accuracy
checking
PQSR Q1 2022/23 23
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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%
Q1l21/22 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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KEY ISSUES AND ASSURANCE REPORT
Finance and Digital Committee, 29 September 2022

levels of assurance are set out below. Minutes of the meeting are available.

The Committee fulfilled its role as defined within its terms of reference. The reports received by the Committee and the

e The deficit was driven by a number of pressures, including
underperformance of out of county contracts, underperformance
on passthrough drugs and devices, divisional pay pressure due to
use of temporary staff, non-pay pressures due to clinical supplies,
outsourcing and laboratory reagents costs, financial sustainability
and GMS inflation.

e Cash balance was reduced from last month, due to the timing of
capital payments and continued high run-rate of pay spend.

Item Rationale for rating Actions/Outcome

Financial Key points were highlighted as follows: The financial position continued

Performance Report | o The Trust reported a deficit of £8.6m, which was £6.6m adverse to | to  highlight a  significant
plan. challenge to the Trust.

The Financial Recovery Plan set
out objectives and actions to
mitigate against the Trust’s
position.

Financial Recovery The plan set out five key objectives:

Plan e Review the significant increase in whole-time equivalents from
2019-20 to 2022-23 and recommend reassessments.

e Incorporate divisional recovery plans, including difficult decisions
required to improve the financial position.

e Undertake a review of temporary staffing controls with a view to
reducing spend.

e Review all agency spend on non-clinical areas.

e Continue to identify additional schemes to meet the overall
financial sustainability programme and income targets.

The Committee acknowledged
the significant pressure that the
Trust was experiencing, both
operationally and financially.
Further information would be
received on productivity at the
next meeting.

The Committee reflected that
allowing operational colleagues
the space to implement positive
change would make a significant
difference to both culture and
sustainability.

Items rated Amber

Item Rationale for rating

Actions/Outcome

ICS Digital Strategy Local health system partners had been worked together to develop an
ICS-wide digital strategy to provide direction, measurable targets and
clear patient benefits for the next five years. The strategy was
developed and produced by an external company, following facilitated
workshops with representatives from across Gloucestershire’s health
and care system.

The Committee acknowledged
the creation of the strategy and
the engagement process,
however noted that there was no
clarity on leadership or decision-
making or a focus on local
aspirations or benefits. The
strategy would need to include
robust timescales and planning to
achieve its ambitions.

Financial The target for the Trust was £19m. The report detailed that £7.7m
Sustainability Report | was unidentified and was phased to be delivered in the latter part of
the year. This meant that the efficiency requirement would become
higher as the year progressed. The Trust’s reported month five
position was delivery of £5.4m year-to-date against a target of £6.2m,
which resulted in an under-delivery of £0.8m.

Productivity work was well
established within the Trust, with
divisional  level  productivity
replicated at specialty level in
order to use the information as a
key enabler of  financial
sustainability.

The Committee noted plans to
generate new ideas which were
being developed for
implementation in October.

Assurance Key
Rating Level of Assurance
Assured =there are no g2ps.
Green &
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,




Capital Programme

The Trust submitted a gross capital expenditure plan for the 22-23
financial year totalling £67.5m. The Trust had been awarded £0.4m of
additional funding in month five for improvements to the paediatric
ward at GRH to help improve care for children and young patients
who required mental health support.

As of the end of month five, the Trust had goods delivered, works
done or services received to the value of £14.6m, which was £4.3m
behind plan. The key driver behind this position was the Trust’s
Strategic Site Development project.

The Committee supported the “at
risk” element of the demand and
capacity schemes, and supported
the acceptance of the Salix grant.

Whole Time
Equivalent  Growth
Report

A detailed analysis of the Trust’s operating plans had been undertaken
in response to a letter received from NHSEI in relation to material
increases in WTE and limited evidence of increases in elective
recovery. The exercise had been undertaken and the report detailed
identified changes in WTE workforce in 2019-20 and 2022-23.

The Committee noted the work
being undertaken to establish
strengthened controls and
governance.

Items Rated Green

Item Rationale for rating Actions/Outcome
Private Patients The report forecast the best income projection by year-end, since | None.

Review 2009-10.

Digital Key points were highlighted as follows: None.
Transformation e Go-live dates for electronic prescribing had been confirmed for

Report November.

® Pre-assessment patient health questionnaires were online and in
use.

e Planning was underway for paper-lite outpatients, with four early
adopter areas identified.

e Scoping for internal referrals on the EPR was underway.

e The cyber action plan was progressing well.

Items not Rated

Terms of Reference Digital Risk Register ICS Update Legal Case Averting Disasters
Investments

Case Comments Approval Actions
Cardinal Health Approved at Trust Leadership Team Approved None

Tympanic Thermometers

Impact on Board Assurance Framework (BAF)

SR7 had been fully updated in September, with a recommended increased risk score of 20.
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Purpose of Report Tick all that apply v*
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 5 to the Trust Board.
Month 5 overview

* The Trust is reporting a year-to-date deficit of £8.6m deficit which is £6.6m adverse to plan. This includes
one-off benefits of £5m.

* The Trust is maintaining the planned forecast breakeven position.

* The ICSis required to breakeven for the year. At month 5, all organisations within the system are
forecasting to deliver to a breakeven financial position at year-end in line with the plan, however there are
risks in these forecasts.

* The ICS year-to-date (YTD) deficit position of £8.2m is £6.4m adverse to plan and is the result of a £6.6m
adverse to plan position from GHFT, and a small YTD surplus position at GHC.

22/23 Capital

The Trust submitted a gross capital expenditure plan for the 22-23 financial year totalling £67.1m. The Trust has
been awarded £0.4m of additional funding in month 5 for improvements to the paediatric ward at GRH to help
improve care for children and young patients who need mental health support.

As of the end of August (M5), the Trust had goods delivered, works done or services received to the value of
£14.6m, £4.3m behind plan.

Key issues to note

The deficit is driven by:

* Underperformance on out of county contracts of £1.5m

* Divisional pay pressures of £3.8m pay overspend due to use of temporary staff to cover vacancies, provide
RMN support and meet unscheduled care demands

* Non pay pressures of £2.3m due to clinical supplies, outsourcing and laboratory reagent costs.
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*  Financial Sustainability pressure of £2.6m
*  Corporate underspends of £1m
*  50% of well-being day released in M3 £1.3m

Next Steps

The financial position at month 5 continues to highlight a significant challenge and the pressures are forecast to
continue unless mitigating actions are implemented. A Financial Recovery Plan has been developed and was
presented to Finance and Digital Committee in September.

The Financial Recovery Plan included recommendations to:

*  Review the significant increase in WTE from 19/20 to 22/23 and makes recommendations for where
growth should be re-assessed

* Incorporate divisional recovery plans including highlighting the difficult decisions required to improve the
financial position

* Undertake a review of temporary staffing controls with a view to reducing spend.
* Review all agency spend on non-clinical areas

* Continuing to identify additional schemes to meet the overall financial sustainability programme and
income targets.

Conclusions

The Trust is reporting a year-to-date deficit of £8.6m deficit which is £6.6m adverse to plan. A Financial Recovery
Plan with mitigations and key actions identified has been reported to Finance & Digital Committee in September
2022.

Recommendation

The Board is asked to receive the contents of the report as a source of assurance that the financial position is
understood.

Enclosures

e Finance Report
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System Overview

The ICS is required to breakeven for the year. At month 5, all organisations within the system are forecasting to deliver to a breakeven financial

position at year-end in line with the plan, however there are significant risks in these forecasts.

The ICS year-to-date (YTD) deficit position of £8.2m which is £6.4m adverse to plan. This is the result of a £6.6m adverse to plan position from

GHFT, and a small £0.2m YTD surplus position at GHC.

Key risks in the ICS’s financial position are:

* Medicines Management pressures - inflation & growth exceeds assumptions

* Elective Recovery also covering Specialist Commissioning and including Clawback

* CHCincreases in inflation and activity

* Pay Award funding lower than anticipated cost

* Pressures within GHFT relating to a number of factors including high number of vacancies, urgent care escalations, loss of OOC income, gap
on current financial sustainability programme and other factors.

Month 5
M5 Financial position is reporting a deficit of £8.6m which is £6.6m adverse to plan.
The deficit is driven by :

The Financial Sustainability Plan (FSP) target for the Trust is £19m, of which £7.8m is still unidentified and is phased to be delivered in the latter
part of the year meaning the efficiency requirement will become higher as the year progresses. The M5 position includes FSP delivery of £5.4m
YTD against a target of £6.2m which is an under-delivery of £0.8m.

E . Underperformance on out of county contracts of £1.5m

% . Underperformance on pass-through drugs & devices overhead income £0.6m

é . Divisional pay pressures of £3.8m pay overspend due to use of temporary staff to cover vacancies, provide RMN support and meet
; unscheduled care demands. Of this, £3.5m is for RMNs and escalation.

e Non pay pressures of £2.3m net due to clinical supplies, outsourcing and laboratory reagent costs.
E . Financial Sustainability pressure of £2.6m

£ GMS inflation pressure of £0.6m

é . Corporate underspends of £1m

% . Non recurrent benefits of £5m

)
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Activity remains below 19/20 levels across all points of delivery including ED attendances and Non-Elective activity whilst our spend is
significantly higher.

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

. No impact on winter in particular around flu and covid pressures

. No reflection of any system benefits

. A Financial Recovery Plan has been developed which will be discussed in the September Finance and Digital Committee meeting.

We will continue to work with system partners to explore opportunities to manage the financial position across the system.

© Copyright Gloucestershire Hospitals NHS Foundation Trust
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Headline Compared
to plan

I&E Position YTD is £8.6m deficit M5 Financial position is reporting a deficit of £8.6m which is £6.6m adverse to plan.

M5 overall income position is reporting £276.7m income which is £5.8m adverse to plan. The
income variance is driven by income plan shortfall of £3.7m (which is offset by provision released
against non pay), underperformance of activity on out of ICS contracts c£E1.5m and less than
expected pass through drugs c£1.9m which sees a corresponding underspend in divisional
expenditure budgets.

Income is £276.7m YTD which is £5.8m
adverse to plan

Pay costs are £176.5m YTD which is
£1.4m adverse to plan

Pay costs are £176.5m YTD which is £1.4m adverse to plan. The YTD position includes a one off
benefit of c£1.45m. Without this pay would be overspent by £2.85m YTD, driven by the usage of
temporary staffing in both Medicine and Surgery Divisions for Nursing and Medical staff.

The month 5 position (excluding one off benefit) includes Substantive staff underspend of
£20.2m offset by overspends in Agency (£7.9m) and Bank/Locum (£13.6m) The total contracted
vacancies in month 5 are 733 WTE.

Non Pay costs are £108.8m YTD which is
£0.5m favourable to plan

Non Pay costs (including non-operating costs) are £108.8m YTD which is £0.5m favourable to
plan. The YTD month position includes a one off benefit of £3.6m. Without this non pay would
be overspent by £3.1m YTD. The main drivers of the non pay overspends are inflation £0.7m,
clinical supplies £1m and FSP shortfall £2.6m. Drugs costs are favourable to plan at £0.8m.

Total efficiencies for the Trust are £19m which consist of £4.5m Covid reduction, £1.3m GMS
savings and £113m Trust wide efficiencies. At month 5, £5.4m efficiencies have been delivered
YTD. Forecast delivery is £11.3m which is a shortfall of £7.8m due to unidentified schemes.

Total Financial Sustainability schemes
need to be allocated out to Divisions

The cash balance is £68.9m The reduction in cash balances from the prior month represents an increase in capital
expenditure payments and the impact from the current revenue run rate that is above funding

received.

e e ¢ @« &
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M5 Group Position versus Plan

NHS

Gloucestershire Hospitals

NHS Foundation Trust
The financial position as at the end of August 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 July the Group’s consolidated position shows a deficit of £8.6m which is £6.6m adverse to plan.

Statement of Comprehensive Income (Trust and GMS)

TRUST POSITION * GMS POSITION GROUP POSITION **

Month 5 Financial Position

Plan £000s

Actuals VELEL T
£000s £000s

Plan £000s

Actuals Variance
£000s £000s

Plan £000s

Actuals
£000s

Variance
£000s

SLA & Commissioning Income 258,318 251,069 (7,249) 0 258,318 251,069 (7,249)
PP, Overseas and RTA Income 2,655 1,896 (759) 0 2,655 1,896 (759)
Other Income from Patient Activities 5,359 5,338 (21) 0 5,359 5,338 (21)
Operating Income 15,161 17,027 1,866 26,890 22,238 (4,652) 16,149 18,413 2,264
Total Income 281,493 275,331 (6,162) 26,890 22,238 (4,652) 282,481 276,716 (5,765)
Pay (166,182)  (167,449) (1,266) (8,976) (9,086) (110) (175,158) (176,535) (1,377)
Non-Pay (113,299)  (113,704) (@04)| (16716) (12,474) 4,242 (104,113) (105,325) (1,212)
Total Expenditure (279,482)  (281,152) (1,671)| (25.692) (21,561) 4,131 (279,271) (281,860) (2,589)
EBITDA 2,011 (5,822) (7,833) 1,198 678  (521) 3,210 (5,144) (8,354)
EBITDA %age 0.7% (2.1%) (2.8%) 4.5% 3.0%  (1.4%) 1.1% (1.9%) (3.0%)
Non-Operating Costs (4,010) (2,791) 1,219 (1,198) (678) (5,208) (3,469) 1,739

Surplus [ (Deficit)

Dontated Asset Adjustment
Adjusted Surplus / (Deficit)

(1,999)
184
(1,815)

(8,613) (6,614)

(1}

0 (0)

(1,998)

(8,613)

(6,615)

0 89 ] 0o 0

(8,613) (6,798)

0

* Trust position excludes £16m of Hosted Services income and costs. This relates to GP Trainees

** Group position excludes £21m of inter-company transactions, including dividends

0 (o)

(1,998)

(8,613)

(6,615)

www.gloshospitals.nhs.uk
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Group Closing Balance GROUP B/S movements from
31st March 2022 31st March 2022
Balance as at M5
£000 £000 £000
Non-Current Assests
Intangible Assets 13,760 12,581 (1,179)
Property, Plant and Equipment 304,585 334,787 30,202
Trade and Other Receivables 4,414 4,360 (54) The table shows the M5 balance
Investment in GMS 0 0 0 sheet and movements from the
Total Non-Current Assets 322,759 351,728 28,969 2021-22 closing balance sheet.
Current Assets
Inventories 9,370 9,799 429
Trade and Other Receivables 26,360 22,143 (4,217)
Cash and Cash Equivalents 71,530 68,920 (2,610)
Total Current Assets 107,260 100,862 (6,398)
Current Liabilities
Trade and Other Payables (80,104) (87,392) (7,288)
Other Liabilities (14,401) (12,313) 2,088
Borrowings (3,626) (3,975) (349)
Provisions (24,089) (25,678) (1,589)
g Total Current Liabilities (122,220) (129,358) (7,138)
= Net Current Assets (14,960) (28,496) (13,536)
.é Non-Current Liabilities
© Other Liabilities (5,971) (5,744) 227
3 Borrowings (34,064) (58,336) (24,272)
1; Provisions (3,600) (3,600) 0
E Total Non-Current Liabilities (43,635) (67,680) (24,045)
= Total Assets Employed 264,164
%L Financed by Taxpayers Equity
% Public Dividend Capital 361,345 361,345 0
=z Equity 0 0 0
o Reserves 19,823 19,823 0
g Retained Earnings (117,004) (125,616) (8,612)
g Total Taxpayers’ Equity 264,164
5
a
S
©
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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 £67.5m. The Trust has been awarded £0.4m of
additional funding in month 5 for improvements to the paediatric ward at GRH to help improve care for children and young patients who need
mental health support.

YTD Position
As of the end of August (M5), the Trust had goods delivered, works done or services received to the value of £14.6m, £4.3m behind plan.

A breakeven forecast outturn has been reported to NHSI in the M5 Provider Financial Return (PFR).

© Copyright Gloucestershire Hospitals NHS Foundation Trust

www.gloshospitals.nhs.uk BEST CARE FOR EVERYONE




22/23 Programme Funding Overview m

Gloucestershire Hospitals
NHS Foundation Trust

The Trust submitted a gross capital expenditure plan for the 22-23 financial year totalling £67.5m. The Trust has been awarded £0.4m of
additional funding in month 5 for improvements to the paediatric ward at GRH to help improve care for children and young patients who need
mental health support.

The current agreed programme can be divided into the following components; Operational System Capital (£25.0m), STP Capital — GSSD
(£21.3m), National Programme (£3.7m), Right of Use Assets (£15.4m), IFRIC 12 (£0.8m) and Government Grant/Donations (£1.3m)

There have been other funding awards that are nearing full approval that are not reflected in the month 5 position that will be added to the M6
reported position if full approval is gained.

in £000's . -
Allocation | Forecast | Variance

Operational System Capital 25,014 25,014 0
National Programme 3,712 3,712 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 67,458 67,458 0
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22/23 Programme Spend Overview m
Gloucestershire Hospitals

As of the end of August (M5), the Trust had goods delivered, works done or services received to the value of £14.6m, £4.3mMEiSifoundation Trust
plan. The expenditure by programme area is shown below.

in £000's m Year to date Forecast Outturn

Programme Area MH Actual | Variance nM Variance |Allocation| Actual | Variance

Medical Equipment Operational 1,030 2223 2223
System Capital
Digital Operational 438 131 308 2272 2036 236 5634 5634 0
System Capital
Estates L] 449 339 109 1610 832 777 16548 16548 0
System Capital
IDG Contingency S 0 0 0 0 0 0 609 609 0
System Capital
! - National
National Programme - Digital 137 356 (219) 427 882 (455) 3,350 3,350 0
Programme
National Programme - Non Digital L 0 0 0 0 0 0 362 362 0
Programme
. r
STP Programme - GSSD STZZ:’B'“' : 2851 1639 1212 13077 9491 3586 21280 21280 0
Donations \ia Charitable Funds Donations via 75 0 75 245 0 245 1281 1281 0
Charitable Funds
IFRIC 12 IFRIC 12 68 68 0 340 340 0 817 817 0
Right of Use Asset Right of use asses 0 0 0 0 0 0 15355 15355 0
adjustment
n n | 4
Gross Capital Expenditure 4321 2683 1638 18960 14611 4349 67458 67458 0

The main contributor (£3.6m) to this is the Gloucestershire Hospitals Strategic Site Development project which has been reported previously. A
revised forecast profile for the project has been calculated with the contractor confident with much of the differential being recovered over the
subsequent months and any forecast slippage being reviewed by the Estates team and mitigations being explored.

A breakeven forecast outturn has been reported to NHSI in the M5 Provider Financial Return. Although there are concerns about slippage
materialising and further funding awards that will increase the back-ended nature of the programme and concerns about deliverability and risk.

A breakeven forecast outturn has been reported to NHSI in the M5 Provider Financial Return (PFR) 11
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Recommendations m

Gloucestershire Hospitals
NHS Foundation Trust
The Board is asked to:

* Note the Trust capital position as at the end of September 2022.

Authors: Craig Marshall, Project Accountant
Hollie Day, Associate Director of Financial Management

Presenting Director: Karen Johnson, Director of Finance

Date: October 2022
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NHS

Gloucestershire Hospitals

NHS Foundation Trust

Report to Board of Directors

Agenda item: 12

| Enclosure Number: |

Date

13 October 2022

Title Digital Transformation Report
Author /Sponsoring Anna Morton, Programme Director - Digital
Director/Presenter Mark Hutchinson, Executive Chief Digital & Information Officer

Purpose of Report

| Tick all that apply v°

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 an update on projects being delivered and overseen by the Digital Transformation Office.

Highlights include:

e  Electronic prescribing ePMA go-live dates have been confirmed for November.

e  Pre-assessment patient health questionnaire is now online and in use.

e  Planning is underway for paper-lite outpatients with four early adopter areas.

e  Scoping for internal referrals on EPR is underway.

e  Cyber action plan is progressing.

The importance of improving GHFT’s digital maturity in line with our five-year strategy has been realised
throughout the transformation programme. 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 Committee is asked to note the report

Enclosures

Digital Transformation Report

Appendix 1 - Digital Projects RAG Report
Appendix 2 - Information Governance Report
Appendix 3 - Cyber Assurance Report

Digital Transformation Report
Trust Board - October 2022
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

FINANCE & DIGITAL COMMITTEE — SEPTEMBER 2022

DIGITAL TRANSFORMATION REPORT

1.

Executive Summary

This paper provides Finance & Digital Committee with updates on projects being delivered and
overseen by the Digital Transformation Office. This now also includes EPR programmes.

Highlights this Period
ePMA

The yellow drug chart is moving onto Sunrise EPR this autumn. This impacts anyone who
prescribes, reviews or administers medications working in adult inpatients (not maternity),
theatres and ED.

The implementation in planned for November and the Project Board and EPR Programme
Delivery Group have decided the go-live will be phased. Additional resource is being provided to
support pharmacy teams and regular updates are in place to progress the programme.

The dates for moving onto EPR have now been confirmed as a phased approach to provide
targeted support:

2nd November Early Adopter Wards going live (Lilleybrook,
Woodmancote, Rendcomb)

9th November Cheltenham live across all adult inpatients, theatres,
ED

23rd November Gloucester live across all adult inpatients, theatres, ED

A risk assessment of the new dates was reviewed at the Clinical Safety Group week commencing
29/08/22. It was agreed that the improved safety benefit of having higher volume floorwalking
support on each site outweighs the disbenefit of transcribing from digital areas to paper. Small
numbers of patients will be impacted by this and a full risk assessment carried out. Detailed and
clear communications are being planned. The programme is also liaising closely on ED site
moves.

Training was made available during the week of 19th September on the staff e-learning system,
with a full programme of communications to ensure completion ahead of go live. It will be
supported by videos, printed guides and face to face sessions where needed.

New medication carts with built in computers have been distributed to inpatient wards, giving
areas plenty of time to start using them before go live. The rollout of the carts to date has been
successful.

A review of business continuity processes is underway and being refined ahead of go live,
working closely with the EPRR team. A downtime simulation will take place during October to

test the equipment and business continuity reports.

Pre-Assessment Patient Health Questionnaire

Digital Transformation Report Page 2 of 5
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NHS

Gloucestershire Hospitals
NHS Foundation Trust

The applications team has been working closely with the pre-assessment team to move a key
patient questionnaire to an electronic form. The Pre-Operative Health Questionnaire is given to
patients who are on a surgical waiting list to complete before their assessment takes place. This
change impacts the specialities that use the anaesthetic pre-assessment clinic process (Local and
General Anaesthetics).

In the past the amount of completed forms has been limited due to patients taking them home
or forgetting to fill them in. Patients now receive a questionnaire via a text or email link once
they are added to an Inpatient wait list in TrakCare (for specialties that use the anaesthetic pre-
assessment service.) This change has increased the number of forms completed by patients,
which supports Pre-op nurses with triage and will in turn reduce on-the-day surgery
cancellations. Benefits assessment is now taking place; however, prior to the move to online the
pre-assessment team were receiving around 100 paper questionnaires a week. Within the first 3
weeks they received 852 back.

3. Programme of Work - Updates

The projects are categorised as four digital delivery areas:
Electronic Patient Record (Sunrise EPR)
Clinical Systems Optimisation

Infrastructure & Cyber
Business Intelligence

Projects prioritised for 2022/23 must meet the following requirements*:

e  Meet existing Digital Strategy and contribute to the journey to HIMSS level 6.

e  Provide significant patient care and/or safety benefits — reduce risk.

e Develop and enhance EPR for users as part of a continuous improvement, responding to
clinical demand.

e  Support wider organisational journey to outstanding.

*Or be self-funded to cover all costs including implementation and project management.

The current status of projects:

EPR Clinical Systems Infrastructure Business
Optimisation & Cyber Intelligence
8 15 19 9
On Hold Discovery
Phase
8

- Significant issues with the project — scope, time or budget is beyond tolerance level

Amber Issue/s having negative impact on the project performance, project is close to tolerance
level

- Project is on track
- Complete & Closed (or In Closure)

Digital Transformation Report Page 3 of 5
Trust Board - October 2022



NHS

Gloucestershire Hospitals
NHS Foundation Trust

Since the last report, two projects have been completed and closed and two projects have gone
into closure.

Projects Closed this Period

e  Patient Level Information Costing System (PLICS)
e  TIE Migration & Consolidation

4.  Countywide IT service Update

This report provides an update on performance against key indicators and is shared with all CITS
partners. Performance is reported monthly to DCDG in arrears; therefore, this report covers July
2022. Highlights this month:

e Although a lower overall number of calls/requests to the service desk in July, it was a busy
month in other areas of CITS.

e  The server team in particular have a high number of issues, however, this is related to
proactive cyber security work underway and is part of a planned programme.

e  CITS staff continue to support internal moves, GP surgery moves and the distribution of
devices for the ePMA project.

5. Monitoring of systems

A presentation was given to Digital Care Delivery Board and Finance & Digital Committee during
September providing assurance on the IT systems monitoring in place across the Trust. The
presentation also demonstrates a number of incidents in which potential disasters were averted
thanks to ongoing monitoring. Associate ClO Steve Hardy will be sharing the presentation with
senior leaders across the Trust.

Key highlights include:

e We continue to learn from any IT incidents that occur both here and across the NHS.

e Full root cause analysis takes place when issues occur.

e Investment in infrastructure resiliency and monitoring solutions is key.

e Better monitoring enables us to alert staff early — which means we identify the right
team, first time, to fix the issues.

e Training and knowledge sharing is key.

6. Information Governance

Information governance incidents are reviewed and investigated throughout the year and
reported internally. Any incidents which meet the criteria set out in NHS Digital Guidance on
notification, based on the legal requirements of the UK General Data Protection Regulation (UK
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 2022/2023 financial year reporting period
to date. A summary of the incidents together with a description of controls in place are included
in the trusts annual report. A more detailed IG report is considered monthly by Digital Care
Delivery Group and Finance & Digital Committee.
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7.  Cyber Security

A monthly assurance report on cyber security actions and support provided to GHT, CCG and
GHC is produced as part of the wider service level agreement in CITS. This overview summary
report is provided to ICS Digital Execs and GHT’s Digital Care Delivery Group. More detailed
operational reporting, including analysis of threats and issues, is discussed at the Cyber Security
Operational Group. The report is attached at Appendix 3. Key highlights this month:

*  The team continuous to work to the agreed cyber audit action plan, reducing risk and
updating systems, work is progressing at pace.

*  GHT network switch upgrades in preparation for enabling 802.1x to support network access
control is complete and configuration to implement closed mode is now underway.

*  One high severity alert action completed and risk closed on the NHS cyber alert service
portal within this reporting period.

*  One new High severity alert published with new risk mitigated with follow up action by 3rd
part supplier required.

* A paper setting out SIEM position is being submitted to September ICS Cyber security
operational group.

8.  Conclusion
There are a significant number of digital projects underway across the organisation, all
supporting the organisation’s commitment to reaching HIMSS Level 6; as well as increasing

efficiency, realising quality benefits and improving patient safety and care.

All of our programmes underpin our commitment to using Sunrise EPR to transform the way that
we deliver care and make the most of the clinical and operation intelligence it now provides.

Digital Transformation Report Page 5 of 5
Trust Board - October 2022



NHS

Gloucestershire Hospitals
NHS Foundation Trust

KEY ISSUES AND ASSURANCE REPORT
Audit and Assurance Committee, 7 September 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.

Item Rationale for rating Actions/Outcome
None.

Items rated Amber

Item Rationale for rating Actions/Outcome

Internal Audit
Progress Report

One audit review had been completed since July, with fieldwork
underway for an additional four reviews.

The Committee discussed the overall internal audit plan for the year,
and was concerned at the slippage of a number of planned dates. Full
ownership of the reviews would be reiterated with teams within the
Trust to ensure no further slippage.

Follow Up Report

There were 21 recommendations outstanding. The team was working
with the Trust to update and, where necessary, escalate. A report into
the Datix project was due to be presented at Risk Management Group.

Ensure continued incorporated
learning from internal audit
reviews, including distribution
of learning and best practice
throughout the organisation.
Ownership of each of the
reviews within the internal
audit plan for 2022-23 would be
confirmed to ensure there was
no further slippage.

HFMA Financial
Sustainability Audit

Scoring for the self-assessment had been completed by a number of
teams within the organisation. A review of the self-assessment had
been undertaken, with action plans in place for areas scored at Level 3.

The Committee approved the
terms of reference.

External Audit
Progress Report

The Committee was informed that the timetables for GMS and Charity
audit work had been finalised.

Value for Money work for the Trust was ongoing and due to be
concluded by the end of September/early October. The deadline to
conclude the Value for Money work had extended due to the need to
receive final CQC reports.

External auditors would present
to Council of Governors in
September.

A lessons learned report would
be discussed at November’s
meeting.

Counter Fraud
Report

The Committee received the report, noting particularly the red rated
assessment for fraud, bribery and corruption. The Trust had been red
rated for the last two years and the team was actively seeking to
improve during 2022-23.

None.

Items Rated Green

Item

Rationale for rating

Actions/Outcome

Emergency
Preparedness,
Resilience and
Response Report

The Trust had self-assessed against 63 core standards; the Trust was
fully compliant against 57, with 6 partially compliant. The Trust was
therefore substantially compliant for 2022-23.

The report would be
recommended for approval at
October’s Board meeting.

Losses and The Committee was assured by the management of the process of | The Patient Property Policy was

Compensations losses and compensations, and approved the write off of five ex-gratia | due to be presented to Quality

Report payments totalling £1,536.00. and Performance Committee in
September.

Single Tender Actions | A total of four waivers had been received at a value of £116,495. Two of | None.

Report the waivers had been retrospective.

GMS Report External audit was progressing well, with some final reviews of financial | None.

statements taking place. It was expected that approval of accounts
would take place at GMS Board in September. No significant issues had
been raised.

Items not Rated

None.

Impact on Board Assurance Framework (BAF)

Risk rationalisation continued, with good progress being made.

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,
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KEY ISSUES AND ASSURANCE REPORT

Estates and Facilities Committee, 22 September 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

Item

re set out below. Minutes of the meeting are available.

Rationale for rating

Actions/Outcome

None.

Items rated Amber

Item

Rationale for rating

Actions/Outcome

GMS Chair’s Report

Portering had been a key focus of the recent GMS development session,
with particular concern reiterated in relation to porter involvement in
serious violence and aggression incidents and involvement in suicide
attempts.

In July, GMS had forecast a £300k deficit against a budget of £2.1m
dividend to the Trust. Pay award funding had impacted on GMS’ ability
to deliver the forecast, and a reduced dividend would be reported over
the coming month. However, GMS was actively working with the Trust
to address.

Additional assurance and visibility
would be received on agency
spend and GMS plans to reduce
temporary staffing.

An executive discussion would be
held in relation to the oversight
and ownership of violence and
aggression.

GMS Contract Mgt
Group Exception
Report

Key points were noted as follows:

e A national action plan was in place to address gaps in national
cleaning standards.

o Staff parking permits would be reintroduced at the beginning of the
next financial year.

e Bulk buying of materials had been driven by anxiety created by
marketplace demand; stock management processes needed to be
strengthened within the organisation to prevent this.

e There were some fire issues raised, mainly in relation to areas of
storage and clutter. A warehouse had been purchased in order to
resolve this, and a standard operating procedure was now in place to
ensure the warehouse was utilised appropriately. The Committee was
advised that there should be four fire safety officers in post in the
Trust, but there was currently only one with some part-time support.
The team was reviewing mitigation plans.

e Lessons had been learned in relation to battery charges at ward
entrances which may present a hazard. Further work would be done
to address this.

e A discussion had also been held in relation to a portering recovery
plan and what could be controlled within the Trust.

The Committee noted the plans
in place to address the issues
raised.

Parking Contract
Management
Report

Monthly and quarterly contract management meetings had been
established, along with an invoice validation system. The team was now
also carrying out dip samples on training records to ensure compliance.
The Committee was advised that a data management agreement with
GMS was in development. A meeting had also been arranged to discuss
suicide prevention.

The Committee was assured by
the systems now in place to
strengthen monitoring of the
contract.

GMS Workforce
Plan

Proposals for a pay increase had been developed; figures were being
revisited to determine if the national pay rise would have an impact.
There may be some specific interventions for particular catering and
electrical roles.

Information on job roles that
were being lost to other Trusts
would be provided to inform a
conversation with the local health
system.

GSSD Progress

Contractors had recently experienced workforce and supply chain

Ensure effective project

Report issues, however a confirmation date for completion of the Emergency | management of funding bids, and
Department had been received. awareness of pressures this puts
The Trust had also received confirmation of funding for the Quayside | on existing teams to efficiently
development of the community diagnostic centre. manage successful bids.
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,




Electrical
Infrastructure
Update

Existing electrical supply and infrastructure was not fully compliant at
either hospital; with growing demand and redevelopment at both sites,
the need for more sophisticated infrastructure was required. The
Committee was advised of the preferred option to undertake works in a
planned and prioritised approach, which was supported by a robust
action plan. Budget costs had been identified and would require
ongoing review.

The Committee supported the
implementation of option 3.

Items Rated Green

Item

Rationale for rating

‘ Actions/Outcome

None.

Items not Rated

Integrated Care System Update ‘ Risk Register Capital Programme Report

Impact on Board Assurance Framework (BAF)

The risks would be reviewed to determine whether they could be combined to form a single risk.
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