NHS

Gloucestershire Hospitals
NHS Foundation Trust

PUBLIC BOARD AGENDA

Meeting: Trust Board meeting

Date/Time:  Thursday 13 August 2020 at 12:30

Location: Microsoft Teams
Agenda Item Lead Purpose Time Paper
Welcome and Apologies (EW) Chair 12:30
1. Patient Story Suzie Cro
2. Declarations of Interest Chair 13:00
3. Minutes of the Previous Meeting Chair Approval YES
4. Matters Arising Chair Approval YES
5. Chief Executive Officer's Report Deborah Lee Information  13:05 YES
6. Trust Risk Register Deborah Lee Approval 13:20 YES

FINANCE AND DIGITAL

7. Digital Report Mark Hutchinson  Assurance 13:25  YES
8. Finance Report Karen Johnson Assurance 13:35 YES
9. Assurance Report of the Chair of the Rob Graves Assurance YES

Finance and Digital Committee
BREAK 13:45
QUALITY AND PERFORMANCE
10. Quality and Performance Report Steve Hams Assurance 13:55  YES
Rachel de Caux
Mark Pietroni

11. Quality Account Steve Hams Approval 14:.05 YES

12. Assurance Report of the Chair of the  Alison Moon Assurance YES
Quality and Performance Committee

ESTATES AND FACILITIES

13. Assurance Report of the Chair of the Mike Napier Assurance YES
Estates and Facilities Committee
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AUDIT AND ASSURANCE

14. Assurance Report of the Chair of the Claire Feehily Assurance YES
Audit and Assurance Committee

ADDITIONAL PAPERS

15. Annual Medical Revalidation and Mark Pietroni Information 14:10 YES
Appraisal Report

16. Guardian Report on Safe Working Mark Pietroni / Information 14:20 YES
Hours for Doctors and Dentists in Simon Pirie
Training

STANDING ITEMS

17. Governor Questions Chair 14:30
18. New Risks Identified Chair 14:35
19. Any Other Business Chair 14:40
CLOSE 14:45

Date of the next meeting: Thursday 10 September 2020 via Microsoft Teams.

Public Bodies (Admissions to Meetings) Act 1960 “That under the provisions of
Section 1 (2) of the Public Bodies (Admissions to Meetings) Act 1960, the public be
excluded from the remainder of the meeting on the grounds that publicity would be
prejudicial to the public interest by reason of the confidential nature of the business
to be transacted.”

Due to the restrictions on gatherings during the COVID-19 pandemic, there will be no
physical attendees at the meeting. However members of the public who wish to observe
virtually are very welcome and can request to do so by emailing ghn-
tr.corporategovernance@nhs.net at least 48 hours before the meeting. There will be no
questions at the meeting however these can be submitted in the usual way via email to ghn-
tr.corporategovernance@nhs.net and a response will be provided separately.

Board Members
Peter Lachecki, Chair
Non-Executive Directors Executive Directors

Claire Feehily Deborah Lee, Chief Executive Officer

Rob Graves Emma Wood, Director of People and Deputy Chief Executive
Balvinder Heran Rachael de Caux, Chief Operating Officer

Alison Moon Steve Hams, Director of Quality and Chief Nurse

Mike Napier Mark Hutchinson, Chief Digital and Information Officer

Elaine Warwicker Karen Johnson, Director of Finance

Associate Non- Simon Lanceley, Director of Strategy & Transformation
Executive Director Mark Pietroni, Director of Safety and Medical Director

Marie-Annick Gournet

Public Trust Board Agenda August 2020 Page 2 of 2

2/316


mailto:ghn-tr.corporategovernance@nhs.net
mailto:ghn-tr.corporategovernance@nhs.net
mailto:ghn-tr.corporategovernance@nhs.net
mailto:ghn-tr.corporategovernance@nhs.net

NHS

Gloucestershire Hospitals
NHS Foundation Trust

MINUTES OF THE TRUST BOARD MEETING HELD VIA MS TEAMS ON THURSDAY 09

JULY 2020 AT 12:30

THESE MINUTES MAY BE MADE AVAILABLE TO THE PUBLIC AND PERSONS OUTSIDE THE TRUST AS
PART OF THE TRUST’S COMPLIANCE WITH THE FREEDOM OF INFORMATION ACT 2000

PRESENT:

Peter Lachecki PL Chair

Deborah Lee DL Chief Executive Officer

Claire Feehily CF Non-Executive Director

Rob Graves RG Non-Executive Director and Deputy Chair
Steve Hams SH Director of Quality and Chief Nurse
Karen Johnson KJ Director of Finance

Simon Lanceley SL Director of Strategy and Transformation
Alison Moon AM Non-Executive Director

Mike Napier MN Non-Executive Director

Elaine Warwicker EWa Non-Executive Director

Emma Wood EW Director of People and Organisational

IN ATTENDANCE:

Development & Deputy Chief Executive Officer

Alex D’Agapayef ADA  Deputy Medical Director

Suzie Cro SC Deputy Director of Quality (Item 111/20)
Marie-Annick Gournet MAG Associate Non-Executive Director

Sim Foreman SF Trust Secretary

Marie-Claire Stone MCS Patient Story (ltem 111/20)
APOLOGIES:

Balvinder Heran BH Non-Executive Director

Mark Hutchinson MH Chief Digital and Information Officer
Mark Pietroni MP Director of Safety and Medical Director

MEMBERS OF THE PUBLIC/PRESS/STAFF/GOVERNORS:
There were three members of the public, two staff members and five governors present.

111/20 PATIENT STORY

ACTION

MCS shared her patient story related to the experience of a virtual
outpatient appointment as a sixty year old breast cancer patient.
Although referred quickly to Thirlestaine Court under the two-week rule,
MCS described her experience many of which were positive but shared
her surprise at the way her results were given to her straight after the
appointment. The news was that she had cancer. MCS felt unprepared
for this feedback and felt it was not delivered well. The Board heard that
the teams who performed next-day surgery at Cheltenham General
Hospital (CGH) and Stroud and who delivered her chemotherapy were
very professional and caring.

RdC explained that the Iymphedema service was operated by
Gloucestershire Health and Care NHS Foundation Trust and she would
pass on the useful feedback to colleagues. RdC asked what else may
have helped put MCS at ease on a virtual appointment (aside from the
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existing relationship that she had with the nurse). MCS felt the key
element was time; enough to have a chat and develop a relationship or
understand the patient’s story. She added that there was also something
for her about appreciating that that clinicians’ may have knowledge and
experience of issues might not necessarily be formally part of their role
at present, as was the case for her.

Board members thanked MCS for her openness and frankness about
her experience and care. First-hand feedback was appreciated and
helpful particularly as the digital agenda and use of technology was
progressed. It was suggested MCS’s story would be helpful for the
Integrated Care System (ICS) Outpatient Board as it had shown it was
more important than ever for services to be connected.

EWa expressed concern about the “blunt” terminology used when MCS
had her biopsy and stressed the need to recognise business as usual
terminology for clinicians could be a life changing moment for the
patient. DL added that in delivering truly individualised care, a “one stop
shop” might not work for all patients and expectations must be
managed. SH updated on engagement work that was underway across
all cancer pathways to listen to patients’ experiences to learn and
improve for others.

In response to a question from the Chair on whether the virtual
appointment could have been better, MCS advised it had worked very
well; it took place at the agreed time, the technology was easy to use
and allowed for a physical demonstration of what she needed to do.

MCS also updated on a 45 minute journey to a cardiology appointment
in Tewkesbury, only to find it had been cancelled as the hospital was
being used for COVID patients and she had not received a letter
although her consultant had tried to call her as she was travelling in. The
Chair and DL apologised for this and assured MCS that there had been
a clear approach in place that had obviously failed due to human error in
this case.

The Chair thanked MCS for her time and feedback and wished her all
the best in her treatment. The Chair commented that it was great to
have the return of the patient story as a Board agenda item, and
requested that these be recorded in future so they can be shared more
widely.

RESOLVED: The Board NOTED the patient story.

DECLARATIONS OF INTEREST

There were none.

MINUTES OF THE PREVIOUS MEETING

RESOLVED: The Board APPROVED the minutes of the meetings held

on Thursday 11 June 2020 as a true and accurate record for signature
by the Chair.
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MATTERS ARISING

RESOLVED: The Board NOTED the report and APPROVED the closed
matters.

CHIEF EXECUTIVE OFFICER’S REPORT

DL updated on areas within the report that were not COVID related or
covered elsewhere on the agenda highlighting the positive celebrations
and events over the past four weeks; Royal visit to Gloucestershire
Royal Hospital, Healthcare Assistants’ day and the NHS’ 72" birthday.

The Board also heard that valuable conversations had taken place
across the organisation and health and care system in response to the
Black Lives Matter movement. There was a shared determination for
detailed changes, not just rhetoric and DL reported on the appointment
of Coral Boston as the Trust's BAME (Black Asian and Minority Ethnic)
Equality, Diversity and Inclusion lead, adding that she had already
contributed significantly to the work whilst in her previous role.

DL updated that the Health Overview and Scrutiny Committee (HOSC)
meeting the following week would consider the temporary service
changes, new building development and Fit For the Future (FFtF)
programme. All aimed at helping to manage healthcare service provision
during the pandemic whilst planning for the future.

CF commended DL and Executive colleagues on having a forward look
and asked in relation to COVID testing and other areas of the country
that were struggling i.e. Leicester, what was their assessment of the
local position and the Trust’s role. DL referred to the Local Outbreak
Management Plan (LOMP) in the COVID report and confirmed the Trust
was represented on the planning group. DL welcomed the Government’s
decision to delegate responsibility for contact tracing to local
communities and felt that Sarah Scott, Director of Public Health for
Gloucestershire was doing a fantastic job. RdC added that a live, real-
time exercise had taken place the previous day to test the plan in
response to a localised outbreak. This acknowledged the border with
Wales and how liaison with Welsh partner agencies was key.

AM welcomed Coral's appointment and would like the Board to ensure
that it had visibility of her role. The Chair suggested that Coral attend the
September meeting in support of a staff story and the People and OD
Committee (PODC) in August.

AM advised that the Health Service Journal (HSJ) was reporting that half
of non-clinical estate was to be repurposed for clinical space and asked
if this was true and if so, what it meant for the Trust. DL was unable to
comment on the 50% quoted in the HSJ, but confirmed a return was
scheduled for later in the week to plan for a second surge of COVID,
winter pressure and the next 18 months. A selection of capital bids had
been submitted to convert administration areas in the tower block to
increase the bed base by 10%. MN added that work to update the
Estates Strategy may identify further space and asked how the Trust
could put its case forward to access a share of the £1.6 billion funding
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referenced in the paper. DL and SL updated on work that was underway
to look at buildings and estate and highlighted that system thinking was
required. The Chair confirmed the opportunities afforded were exciting
but would need a different approach to ensure co-ordination and avoid
duplication. The Board heard this was on the Integrated Care System
(ICS) Board agenda later in the month. SL was meeting Gloucestershire
Health and Care NHS Foundation Trust (GHC) colleagues in early
August to progress this.

RESOLVED: The Board NOTED the Chief Executive Officer’s report.
COVID-19

RdC presented the update and flagged this did not supersede
assurance provided to committees.

Fifteen thousand staff across the county had been tested for antibodies
with 17% testing positive. This was a great example of One
Gloucestershire system working together

Social distancing measures had been maintained throughout the Trust
to restore confidence levels.

Safeguarding had become increasingly more complex i.e. homeless
patients accommodated in hostels, paediatrics and domestic abuse.
Work to look at outcomes for alcohol dependent patients was underway
and would report to Quality and Performance Committee (QPC) in due
course.

There had been an increase in virtual appointments from 8% to 46%
with 50% face-to-face. More work was needed to allay fears of those still
not keen to return to the sites.

The positive learning from COVID had been distilled into four high
impact silver linings projects and staff were being asked what they had
valued and what they would wish to continue.

The LOMP, as advised earlier, had been agreed and tested. EW
commented that the Board may wish to feedback that the plan didn’t
include a response to research by Public Health England (PHE) that
stated part of the difficulties encountered by BAME communities was a
lack of representation in the decision making process. RdC noted the
comment and would provide feedback but assured the Board that PHE
had been involved in the drafting of the plan. The Chair added that he
had already raised broader EDI issues at the ICS Board.

RG thanked RdC for the report, which provided a wide review of
COVID activities. In relation to safeguarding for children, he asked if the
systems were robust enough. SH confirmed that they were and that they
had been heavily tested during COVID as the service continued in the
Trust and across the system.

AM asked how the system was doing in relation to embedding changes
related to patient behaviours and the downwards trend seen in areas
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such as the Emergency Department (ED). RdC advised discussion had
taken place at the Emergency Care Board the previous week based on
a synopsis of unscheduled care activity. Behaviours showed patients
arriving late in the day or referred by primary care so work was
underway to look at visiting times. It was explained that batching arrivals
brought challenges and was difficult to manage in the past. AM
challenged how things could be improved or made different this time.
RdC updated on a “call before you walk” scheme based on NHS 111
scheme that mirrored the official South West region pilot in Cornwall.

CF sought assurance that the high risk to nursing and residential care
homes was being considered at ICS level. DL confirmed this was a huge
area of focus and was currently the reverse of the beginning of the
pandemic when attention was only on acute trusts. DL added that the
announcement the previous day on testing of staff and residents in
domiciliary care was positive and a sign of concern for the sector.

RESOLVED: The Trust Board NOTED the update on current COVID19
Phase 2 related activities.

TRUST RISK REGISTER

EW presented the report and explained one new risk had been added to
the Trust Risk Register (TRR) and one had been downgraded to the
divisional risk register.

The new risk related to the risk to health of clinically vulnerable and
BAME staff from COVID-19. This had always been a risk on the PODC
register but as the consequence score had increased to five, following
new national research it triggered inclusion on the TRR.

The downgraded risk related to a radiation safety improvement notice
from the Care Quality Commission (CQC) on compliance with the
lonising Radiation (Medical Exposure) Regulations 2017 (IRMER). It
was confirmed all CQC improvements had been met and were in place
and the delay in reporting was due to the relevant committee being
stood down in response to COVID.

On the risk to staff from COVID, EWa asked whether there was a
cultural acceptance to continue to work from home. EW confirmed that
staff were being advised to stay at home if they could and that whilst the
culture of home working was not embedded in the NHS as it was in
other sectors, the pandemic provided an opportunity to realise a “silver
lining” in terms of productivity and tackling climate change. However it
was recognised that home working did not suit everyone and there were
some challenges in leading people remotely.

RESOLVED: The Board APPROVED the changes to the Trust Risk
Register as outlined in the report and above.

DIGITAL REPORT

In the absence of MH, DL updated on the next phase of the Electronic
Patient Record (EPR) rollout and reminded colleagues of the value of
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agility and ease of access it had afforded. The next phase, Order
Communication, would allow clinicians to order test results and images
and easily receive these in the patient’s record. It was stressed that
cultural change from this was huge, but that people were ready for and
keen to embrace it following a short training module (10-15 minutes).

RG reinforced that the Finance and Digital Committee (FDC) were
seeing progress through their assurance work with exemplary changes.
The FDC were excited about the next phase.

RESOLVED: The Board NOTED the Digital Report.
FINANCE REPORT

KJ presented the report and confirmed the Trust has received 100% of
the requested top-up payment for Month 2, highlighting that not all trusts
were as successful in their applications. This indicated that assurance
on detail provided to the regulator was appropriate.

The two “true up” payments were explained in the report and it was
noted £3.5m of the £6m spent on COVID was being sought from the
centre to achieve break-even, with the remaining £2.5m being
contributed by the Trust. KJ advised that both pay and non-pay
expenditure were lower than planned (before the pandemic) and this
was due to the reduction in elective activity. However it was highlighted
there would be a deficit if the central funding was not awarded.

Guidance on funding arrangements after the end of July 2020 was
awaited and expected the following week. KJ advised that verbal
indications suggested block-contract funding would continue but that
“true-up” payments would cease and any further allocations would be
system COVID monies. The impact on the Trust at this stage was
unknown and KJ would update at a future meeting once the guidance
was issued.

Non-pay costs were below plan, but pay costs were above plan with
investigation confirming this related to COVID costs in the first two
months, enhancements and overtime and recruitment into Gynaecology
and Critical Care in particular.

The balance sheet shows cash significantly above plan; largely due to
the block contract and this would reduce in the next month.

The Board heard that the budget signoff process had continued
throughout COVID. This was good governance and whilst the process
was based on pre-COVID figures, it would provide a good baseline for
next year.

AM asked if “silver linings” were linked to Cost Improvement Plans (CIP)
or if it was too early to say. KJ confirmed the teams were working
together and there was a direct correlation between the schemes. KJ
advised there was a desire to move to flexible working and that monthly
CIP meetings had been reinstated within divisions to start to get ahead
in the planning and delivery of schemes.
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The Chair asked, aside from the numbers themselves, if KJ felt there
was anything else that could cause medium or long-term problems. KJ
advised there had been some early indications that block and top-up
values would come through the system as part of a stronger push to the
ICS model. This brought a risk that the Trust could waste time trying to
justify what it needed, when this had been done previously. DL added
that these concerns had been fed back as part of national consultations.

RESOLVED: The Board NOTED the Finance Report and RECEIVED
ASSURANCE that the financial position was understood and under
control.

ASSURANCE REPORT OF THE CHAIR OF THE FINANCE AND
DIGITAL COMMITTEE

RESOLVED: The Board RECEIVED the report as assurance of the
scrutiny and challenge undertaken by the Finance and Digital
Committee.

QUALITY AND PERFORMANCE REPORT
SH, RdC and Ad’A presented the report.

SH advised that following comments from RG at the last meeting, a
review of red rated indicators was underway and would be reported to
QPC in August.

RdC flagged that COVID was still affecting cancer and planned care
activity particularly as a result of additional controls related to endoscopy
and colonoscopy. Referral to Treatment (RTT) performance had seen 52
week waits increase significantly and the Business Intelligence team
were modelling to assess the scale of elective activity within the financial
envelope.

The temporary service changes for urgent care were embedded and
quality was being monitored.

RG queried the movement of the “Effective” dial on the dashboard into
the red and if the details related to the increase in the severity of cases
coming into the hospital or if it suggested something was happening with
outcomes. SH explained it related to the number of indicators chosen
being pulled through for that domain rather than concerns on outcomes.
RG noted this and challenged how the Board could get a sense of
understanding outcomes (good or bad). DL advised this would be
through the clinical audit programmes i.e. SHMI (Summary Hospital-
level Mortality Indicator) data. Ad’A added that mortality figures were
delayed because of COVID and would be difficult to interpret as whilst
the number of deaths were similar, the “supercells” would go down as
the less sick patients didn't come to hospital, whilst little changed for
those who were more sick in terms of admissions. The Board noted that
it was very difficult to make robust conclusions and that QPC would see
mortality data in coming months. RG felt this reinforced the need to see
the “right” summary. It was AGREED QPC would review this work and
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whether it adds value.

EW queried if the zero dementia assessments in the Effective space
was an error and SH advised the reporting was currently paused but
tracking was taking place via EPR.

On stroke care, EW asked if, post-COVID, there was an opportunity to
be more agile with a shift from 30%-40% to 80% capacity. RdC
explained the data was correct and numbers were due to flow and
capacity pre-COVID. It was confirmed the Trust has not run out of
capacity and the swabbing of all new admissions meant that patients
could not be moved for 4-5 hours (or overnight) until results were known.

RESOLVED: The Board RECEIVED the report as assurance that the
Executive Team and Divisions fully understood the current levels of non-
delivery against performance standards and have action plans to
improve this position in so far as was possible given the constraints
imposed through the pandemic’s impact.

ASSURANCE REPORT OF THE CHAIR OF THE QUALITY AND
PERFORMANCE COMMITTEE

RESOLVED: The Board RECEIVED the report as assurance of the
scrutiny and challenge undertaken by the Quality and Performance
Committee.

PEOPLE AND OD PERFORMANCE DASHBOARD

EW presented the report and updated that a significant amount of time
had been spent on responding to COVID but improvements had been
seen on turnover levels (as the pandemic influenced the number of
people leaving) and the Trust outperformed against vacancy/stability
rates compared to peers and University hospital comparators.

Work was underway to consolidate and validate budget and ESR data
and it was anticipated that the overall vacancy rate would be closer to
5.5% for the Trust and 10% for staff nurses. The Board noted that
Medicine had the highest vacancy rates for nursing staff.

Non-registered roles i.e. HCAs had a turnover rate of 12% (5% lower
than peers) and EW felt work to reduce turnover was beginning to come
to fruition (notwithstanding the COVID context)

The Chair queried the reference to vacancy rates (Trust, Doctor, Staff
Nurse/ODP and Non-Registered Nursing) being “unknown” in April and
May 2020. EW explained that the formal reports had not been run due to
COVID and so the existing data points had been continued.

AM commented that the quicker that Medicine reach their optimum
staffing level the faster the improvement in vacancy rate would be. EW
agreed that the turnover and vacancy rates were linked. SH added that
following a six month review, work was taking place to rebase nursing
budgets to normalise acuity dependence requirements for Medicine and
that there appeared to be sufficient nursing resources within the Trust
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but these were not necessarily in the right place.

Mitigation of vacancies was being addressed through bank and agency
staff, which attracts higher costs but there was a shift towards bank
rather than agency.

RESOLVED: The Board RECEIVED assurance that sufficient
controls exist to monitor performance against key workforce priorities
as articulated in the People and OD Strategy. The Board was also
ASSURED where operational improvements are required, actions are
fed into the appropriate work streams, monitored by the People and OD
Delivery Group and where Divisional exceptions are highlighted these
are challenged and monitored through the Executive Review process.

ASSURANCE REPORT OF THE CHAIR OF THE PEOPLE & OD
COMMITTEE

RESOLVED: The Board RECEIVED the report as assurance of the
scrutiny and challenge undertaken by the People and OD Committee.

LEARNING FROM DEATHS QUARTERLY REPORT Q3
Ad’A introduced the report, outlined the content and invited questions.

The Chair asked whether there was a need to change the Structured
Judgement Review (SJR) process as result of COVID. Ad’A advised 23
deaths had been reviewed by the Intensive Care department and a
similar approach had been taken by the Respiratory team for non-
ventilated patients. He advised that the learning for next time was that it
had been seen that over a four week period (as feedback from
experiences of COVID in London and lItaly) there had been technical
and subtle changes in the way we cared for patients. Positive weekly
business meetings had continued and shown there was a need to
change and adapt. Ad’A confirmed that non-COVID SJRs would
continue as they were, but there was a need to monitor and adapt if
needed for COVID deaths, but in all cases, the findings and learnings
would be shared with QPC.

RG felt it was right for the report to come to the Board and queried the
totals in the table in Paragraph 3.2. Ad’A agreed to investigate and
confirm. On the same table MN commented that Q3 figures appeared to
jump each year and asked if this could be explained. Ad’A advised there
was no simple explanation other than variation in year and DL
suggested that a rolling average may provide a better indicator for QPC
to consider. Ad’A clarified the report showed the number of reviews
carried out rather than number of actual deaths and that departments
that did not reach trigger levels were asked to conduct reviews. The
report would go to QPC next time although it was noted there was only
one data point change.

EW reflected on the power of the stories from bereaved families and
asked how feedback and sharing from these was carried out in
departments; multi-disciplinary approach or individuals? Ad’A replied
that different areas had different approaches i.e. the ITU Matron
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provided feedback to all nurses and doctors and the vast majority of the
time this was positive and encouraged the right attitude.

RESOLVED: The Board NOTED the Learning from Deaths Quarterly
Report.

ACTUAL & POTENTIAL DECEASED ORGAN DONATION 01 APRIL
2019 - 31 MARCH 2020

Ad’A presented the report and confirmed a 100% referral rate over the
last couple of years with 11 consented donors in 2019/20 facilitating nine
actual donors resulting in 23 patients receiving a transplant and being
changed as a result.

Ad’A commended the great work of the Trust's Clinical Lead Organ
Donation, Dr Mark Haslam and the Chair of the Organ Donation
Committee, lan Mean, for being a driving force to support the work. DL
added that the Trust had managed its first patient under presumed
consent as a result of the change in the law and this had been a positive
story.

On behalf of the Board, the Chair expressed thanks and gratitude to all
of the staff and volunteers involved in this life changing work and would
write a formal letter of thanks to the team.

RESOLVED: The Board APPROVED the recommendations in the
paper;

e Confirmed continued Board support for the Organ Donation
Committee and Clinical Lead for Organ Donation in promoting
best practice as the Trust seeks to minimise missed donation
opportunities.

¢ Recognise the success the Trust has had in facilitating donation
or transplantation, especially during the COVID-19 pandemic (all
COVID-19 positive potential donors were referred)

e Collaborative working with NHS Blood and Transfusion and
mutual support with adjoining regions to deliver specialist nurse
supported family approaches

e Multidisciplinary education and community engagement

NEW RISKS IDENTIFIED
There were none.
ANY OTHER BUSINESS
There were none.

The Chair invited Alan Thomas (AT), Lead Governor, to comment on the
meeting. AT welcomed the return of the patient story and that MCS had
captured what a lot of patients were feeling and there was a need to look
at this across the system, but governors were not included in this work.
AT asked why the ICS Board couldn’t be held in public. DL confirmed
she had spoken with the ICS Board Chair, Dame Gill Morgan about
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stronger engagement and there was commitment to review this in future.

AT felt there was a lack of community engagement in the COVID LOMP
and whilst there was an Engagement Board, it may not be the most
appropriate way forward. He added that patients could add value in
terms of COVID planning to discussions on safeguarding, mental health
and alcohol etc.

In relation to bed space capacity increase and the capital funding
required and estates strategy review work, AT suggested there should
be clearer alignment with the FFtF programme adding that governors
were very interested in the work.

AT noted that within the digital work the Trust knows the positon of all
patients in the Outpatient space and challenged whether the patients’
knew where they were and what their Red, Amber, Green (RAG) rating
was. This communication to the patient was important.

AT stated it was great to hear all of the celebrations that were happening
and that these had included unsung heroes including the Bereavement
team and Mortuary staff. DL added that the Mortuary team had
requested a new floor to improve the experience for families visiting the
mortuary as their key thing to change and she was pleased to confirm
this was now in place.

As time was limited, it was agreed that AT’s questions would be included
and responded to via the Governor log process.

[Meeting closed at 14:41]

Date of the next meeting: Thursday 13 August 2020 at 12:30 via Microsoft Teams.

Signed as a true and accurate record:

Chair

13 August 2020
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Public Trust Board — Matters Arising — August 2020

NHS|

Gloucestershire Hospitals
NHS Foundation Trust

Minute | Action Owner Target Date Update Status
111/20 | PATIENT STORY: SF August 2020 CLOSED
Story to be recorded in future so they can be
shared more widely.
115/20 | CEO REPORT: SF September CLOSED
The Chair suggested that Coral attend the 2020
September meeting in support of a staff story and
the People and OD Committee (PODC) in August.
116/20 | COVID-19: RdC August 2020 Action will be taken through the Local | CLOSED
Difficulties encountered by BAME communities Health Resilience Partnership (LHRP)
was a lack of representation in the decision which is Chaired by Dr Sarah Scott
making process. RdC noted the comment and (Public Health) and at which
would provide feedback. Accountable  Emergency  Officers
responsible for EPRR in their
organisations attend.
121/20 | QUALITY & PERFORMANCE REPORT: MP/SH August 2020 Mortality data is being actively CLOSED
The Board noted that it was very difficult to make reviewed at the Hospital Mortality
robust conclusions and that QPC would see Group. This includes a review of data
mortality data in coming months. RG felt this quality, local triangulation and service
reinforced the need to see the “right” summary. It line reviews of specific areas. The
was AGREED QPC would review this work and outputs will be presented to QPC in
whether it adds value. due course.
Public Trust Board Matters Arising August 2020 Page 1 of 2
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125/20 | LEARNING FROM DEATHS: A'dA August 2020 The totals in the table in paragraph CLOSED
RG felt it was right for the report to come to the 3.2 may or may not add up depending
Board and queried the totals in the table in on what concerns were triggered. A
Paragraph 3.2. Ad’A agreed to investigate and death can have concerns raised by
confirm. medical review or family concerns or
both. After every death the next of kin
are asked by bereavement if they
have any concerns about the care the
patient received. The report highlights
total numbers of concerns raised but
does not distinguish them
126/20 | ACTUAL & POTENTIAL DECEASED ORGAN | PL August 2020 Email sent to Committee Chair, 4th CLOSED
DONATION: August 2020
On behalf of the Board, the Chair expressed
thanks and gratitude to all of the staff and
volunteers involved in this life changing work and
would write a formal letter of thanks to the team.
128/20 | ANY OTHER BUSINESS: SF August 2020 Questions taken through Governor CLOSED
As time was limited, it was agreed that AT’s Log Process
questions would be included and responded to via
the Governor log process.
Public Trust Board Matters Arising August 2020 Page 2 of 2
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PUBLIC TRUST BOARD - AUGUST 2020

REPORT OF THE CHIEF EXECUTIVE

1 Current Context

1.1 The operational context for the Trust remains largely unchanged from last month.
Positively, patients with confirmed COVID-19 remain very low in number and whilst
there are signs of an increase in cases elsewhere, Gloucestershire as a whole remains
in a positive place with low levels of new cases. However, the national picture serves
to remind us of the importance of being prepared for the winter ahead and possible
spikes as “lockdown” measures are eased. The anticipated re-opening of schools and
other educational establishments is a key event with respect to the risk of increased
transmission — particularly secondary and higher educational institutions. The
successful delivery of the national Test, Trace and Isolate programme will be key to
the mitigation of this risk and it is evident that this is not yet where it needs to be.

1.2 Our focus on recovery and the re-establishment of services paused or reduced
continues and month on month we are seeing some very positive signs of planned
activity levels increasing. Outpatient activity is now at c77% of pre-COVID levels and
very positively, we are one of the strongest performers regionally and nationally for
diagnostic recovery at 81% of previous activity levels of CT and MRI imaging delivered
in the most recent week. The impact of measures to prevent the spread of COVID
transmission impact most significantly in endoscopy and theatre where in these areas
activity is at around 50% of former levels. Emergency activity is also increasing and
A&E attendances peaked in early August, reaching former COVID levels, which is
higher than we had expected at this point. Growth was across all age bands and
presentation types but the highest volume increases were in “majors” patients and
were both in and out of hours. Changes to pathways within our emergency department
were introduced on the 3 August to expedite access to specialist opinion from those
patients referred by their GP, some of whom have already triaged using the Cinapsis
platform. Our overarching aim is that all patients referred by their GP have been
triaged in advance of conveyance to hospital, with the objective of ensuring attendance
at hospital is absolutely necessary; this is especially important as we go into winter
with the heightened risk of a second spike of COVID-19.

2 Key Highlights

2.1 Since my last report, there have been two significant publications which will shape the
coming months and beyond throughout the NHS and more widely. The first is
guidance from NHS Improvement which sets out the expected response from NHS
organisations to the third phase of the pandemic and includes an update on the latest
COVID-19 alert level, direction on the priorities for the remainder of 2020/21, the
financial framework for the next two months and an outline of the financial
arrangements for the second half of the year. Lastly, it sets out expectations for some
very ambitious activity levels for the period between now and the onset of winter
including restoration of outpatient care and key diagnostics including CT/MRI and
endoscopy to 100% of pre-COVID levels in September and October respectively. The
Trust is working with system partners to develop the required delivery plan to be
submitted to regulators by the 21 September. The guidance can be accessed at

Report of the Chief Executive Page 1 0of 3
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2.2
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24

2.5

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/07/Phase-
3-letter-July-31-2020.pdf

Of particular note within this publication is also a request that systems take account of
five key principles when planning for the next phase of the pandemic. These principles
have been drawn up under the banner organisation National Voices — a coalition of
charities and other third sector organisations and published in a report entitled nothing
about us without us. The principles are a call to action for policymakers to shift from
the recent (inevitable) “crisis” mode to a more transparent, accountable and
consensual approach with an emphasis on the 2 million + people who have been
subject to the requirements (and impacts) of shielding alongside other vulnerable
groups who have experienced a disproportionate impact as a result of the recent and
ongoing pandemic. The phrase “we’re all in the same storm, but we’re not in the same
boat” particularly resonates as we hear and learn more about the experience and
impact of COVID-19 on difference groups in our workforce and population. It makes
our endeavours in relation to health inequalities and a diverse and inclusive culture
ever more relevant.

The second seminal publication is the NHS People Plan Action For Us All 2020-2021.
Published a day ahead of the phase three planning letter, this publication sets out six
areas of focus for supporting and developing our people in the next 12 months and
beyond. Positively the primary themes throughout the six areas of focus — looking after
our people, developing our people and growing the future workforce are all areas of
current focus. The People Plan also signals investment in the expansion of a number
of staff groups with an emphasis on developing the roles of existing staff to create for
example an extra 400 non-medical endoscopy practitioners, 450 reporting
radiographers alongside a general expansion of undergraduate provision for
healthcare related degrees including medicine, nursing, midwifery and therapies.

Positively, the focus of the People Plan is on areas that the Trust and wider Integrated
Care System are actively working on both individually as organisations and collectively
as One Gloucestershire. The focus on colleagues and communities who are from
Black, Asian and Minority Ethnic (BAME) Groups remains especially significant both
locally and nationally and was the focus of the most recent ICS Board and a national
publication from NHS Providers entitled “Not just more words” — addressing racial
inequalities in the NHS”. The Trust's ongoing work on compassionate leadership,
spawned from time spent working with Professor Michael West, continues to provide a
basis for our approach to inclusion. Finally, the phase three guidance also signals the
requirement for organisations to “strengthen leadership and accountability, with a
named executive Board member responsible for tackling health inequalities in place by
September 2020. Furthermore, it goes on to require each NHS Board to publish an
action plan showing how, over the next five years, its board and senior staff will (in
percentage terms) match the overall BAME composition of its workforce or local
community (whichever is the higher). For Gloucestershire this would mean an increase
in BAME senior leaders from the current position of 9.9% to 15.5% based upon the
composition of our workforce at 31 March 2020 — achievement of this goal would
require the appointment of ¢c18 additional senior BAME leaders.

Although we are still in the midst of summer, attention has turned to the development
of our preparations for winter. Most commentators are predicting an increase in the
numbers of patients who contract coronavirus and our plans are being developed with
this as the context. NHS England have signalled an extended flu vaccination
programme (details awaited on the target groups) and Trusts have also been asked to
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prepare for the delivery of a COVID-19 vaccination programme for the time when a
vaccine becomes available. Importantly, we will be reviewing the impact of the recent
temporary service changes which were established to enable us to continue to deliver
as much of our “usual” care as possible in the scenario whereby we have a spike or
second surge in COVID. The temporary changes will be formally considered at the
September meeting of the

This week we achieved a huge milestone when we received formal confirmation that
the Department for Health and Social Care has approved our Outline Business case
for the strategic development of our two acute hospital sites through the investment of
£39.5m into our estate. Planning applications submitted last month are currently
proceeding positively.

This month we begin in earnest the next significant step in our One Gloucestershire Fit
For The Future programme with the consideration of the Pre Consultation Business
Case by the Trust and Regional Clinical Senate before final review by NHS England
and NHS improvement (early September) and Gloucestershire Health Overview and
Scrutiny Committee in mid-September. Subject to satisfactory progress this will enable
One Gloucestershire to undertake public consultation during the period September
2020 to December 2020, in preparation for Board decision making in February 2021,
on the final options for service reconfiguration.

On 4 August the Chair, Lead Governor and myself (hugely supported by Natashia
Judge and Becky Smith) held a virtual information session for prospective staff and
public governors. More than 40 interested people joined the session to hear about the
Trust, the role of governors and the process through which they can nominate
themselves. Feedback from all involved indicates the event was very welcome and a
huge success. The deadline for nominations for the 6 public and 4 staff vacancies is
20 August and | am hopeful that we will attract a strong field which enables us to ballot
our members. The final outcome of the elections will be announced on the 8 October
2020.

Finally, the Chair and | had the pleasure of accepting an accreditation award on behalf
of the Trust from the national Academy of NHS Fabulous Stuff as recognition of the
work the Trust has done to empower front line staff to bring about the changes they
wish to see in their services. The academy describes itself as “a social movement for
sharing health & social care ideas” who “pinches with pride” from those at the forefront
of innovation and empowerment and as such this award is a huge recognition of the
work done between our own Quality Academy and the Fab Academy. The Trust is the
first in the South West (and only the third nationally) to secure the accreditation. Huge
thanks go to colleagues Matthew Little, Donna Little and Lou Waters who have been
our local Fab Academy Ambassadors and Chief Nurse and Director of Quality,
Professor Steve Hams for his executive sponsorship and support.

Deborah Lee
Chief Executive Officer

5 August 2020

Report of the Chief Executive Page 3 of 3
Public Trust Board — August 2020

18/316



NHS

Gloucestershire Hospitals
NHS Foundation Trust

TRUST PUBLIC BOARD - AUGUST 2020
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Report Title

Trust Risk Register

Sponsor and Author(s)

Author: Mary Barnes — Risk Co-ordinator
Andrew Seaton — Quality Improvement & Safety Director
Sponsor: Emma Wood, Director of People & OD, Deputy Chief Executive

Executive Summary
Purpose

The purpose of this report is to provide the Board with oversight of the key risks within the organisation and
to provide the Board with assurance that the Executive is actively controlling and pro-actively mitigating risks
so far as is possible.

Key issues to note

The Trust Risk Register (appendix 1) enables the Board to have oversight, and be assured of the active
management, of the key risks within the organisation which have the potential to affect patient safety, care
quality, workforce, finance, business, reputation or statutory matters.

Divisions are required on a monthly basis to submit reports indicating any changes to existing high risks and
any new 12+ for safety and 15+ other domains to the Trust Leadership Team (TLT) for consideration of
inclusion on the Trust Risk Register.

New risks are required to be reviewed and reassessed by the appropriate Executive Director prior to
submission to TLT to ensure that the risk does not change when considered in a corporate context.

Changes in the reporting period

The Trust Leadership Team (TLT) met on 6 August 2020 and accepted changes to 9 risks.
Risks reviewed by TLT:

Addition to TRR:

C3224C0O0COVID

Scoring C4 x L3 = 12 for Safety
Scoring C4x L4 = 16 for Quality

Trust Risk Register Page 1 of 11
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Operational lead — Felicity Taylor-Drewe, Executive lead — Rachael De Caux

Inherent Risk

the services that were suspended or which remain reduced

Risks to safety and quality of care for patients with increased waiting in relation to

Cause

NHS hospitals in England were required to suspend all non-urgent elective surgery
and non-urgent appointments / treatment. The restoration of services is now
underway, however, initial focus will be on the most urgent services. Other services
will remain suspended or reduced dependent on local capacity to safely re-open and
the demands of the pandemic.

Impact

Potentially significant impact on a patient's prognosis.

Scoring

+ Safety C4xL3 =12

*  Quality C4xL4=16
+ Statutory C4xL2=8
* Business C4 xL3 =12

Key Controls

¢ RAG rating of patients in clinical priorisation & Clinical Harm Reviews

¢ Movement of the acute take from CGH to GRH (see issues outlined in gaps
below) ED dept at CGH will operate as a minor injuries unit, all emergency
patients are managed through GRH. This will enable CGH to manage
planned patients who have tested negative to COVID.

e All emergency surgery will move to GRH. Vascular emergency patients will
move from CGH to GRH. 50% of benigh Gynaecology elective day cases will
transfer from GRH to CGH. Some Upper Gl urgent activity may also move to
CGH (Hot laparoscopic Cholecystectomy), if additional theatre capacity is
required.

e Use of Bl models to underpin next phases in medicine — impact on AMU /
ACUC

¢ 9a will come in to Medicine and there will be clear pathways to move Elderly
Care and Stroke to CGH

¢ Respiratory bed base will be at GRH with a HOT Respiratory Consultant at
CGH

¢ Cardiology has an allocation of 17 beds at GRH due to acute specialty and all
elective activity to go to CGH.

e Hot PCI’s will go directly to CGH and managed in side rooms pending swabs,
supported by a Respiratory nurse to give full review of patients at CGH

e Have assessed impact of move to GRH based on patient numbers and acuity
in MIU at CGH overnight

¢ Overnight staffing of MIU to be moved to GRH to increase GRH ED resilience

e AEC presence 8am-8pm at CGH / triage via Cinapsis

¢ Red Oncology - after patients are triaged on the helpline they will go to GRH
if suspect red. If confirmed COVID they will not have chemo and will stay
under medical beds at GRH. If Haematology is the primary issue they will
move to Knightsbridge.

¢ Limit emergency admissions through to CGH as predominantly NON COVID
Site

e Green ITU established at CGH

Trust Risk Register
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e Optimise elective activity whilst maintaining COVID beds and ready to take
another surge
e Optimise urgent and less urgent diagnostic and therapeutic activities across
specialties whilst maintaining COVID beds and ready to take another surge
Pre-op testing and 7 days patient isolation for surgical pathways in place
Cancer & urgent work is put out to the Nuffield & Winfield
Wider discussions with ICS Board and regional colleagues
Communication Strategy in place with affected staff
HR Business Partner point of contact to link with PMO
Impact assessment for completed in relation to surgical staff
Financial planning and COVID-19 cost recovery activities under development
(e.g. consideration of 6/7 day working
e Harm review Policy updated to reflect Covid-19 approach
Gaps in Controls

+ Challenges regarding the 52 week wait and increasing back log of patients
and managing new & follow up referrals.

Downgrading of risks on TRR:
C2667NIC
Operational lead: Craig Bradley; Executive lead: Steve Hams

Request to downgrade from Safety C4 x L4 =16 to C3x L4=12. Quality from C4xL4=16 to C3xL4=12. The
risk will still be on the Trust Risk Register.

Reviewed at ICC. Agreed to reduce the score for Safety from C4xL4=16 to C3xL4=12 as a consequence of
improved treatments. It is felt that previous consequence score was too high as patients are not
experiencing severe or fatal consequences on a weekly basis. Infection is still likely (score 4) but the
outcome is more moderate (score 3).

Reduce the score for Quality from C4xL4=16 to C3xL4=12. This is based on the fact that lapses in quality of
care does not frequently result in a consequence of 4 for patients.

Inherent Risk

The risk to patient safety and quality of care and/or outcomes as a result of hospital
acquired C .difficile infection.
Cause

Increasing numbers of patients experiencing avoidable hospital acquired C. difficile

Impact

The potential for increased patient harm, impact of effective patient flow as a result
of high side room occupancy.
Scoring
+ Safety C4 x L4 =16 reduced to C3x L4=12
* Quality from C4xL4=16 reduced to C3xL4=12
Key Controls

¢ Annual programme of infection control in place
¢ Annual programme of antimicrobial stewardship in place3. Action plan to
improve cleaning together with GMS.

Trust Risk Register Page 3 of 11
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Gaps in Controls

» Cleaning standards have not yet reached a satisfactory level.
+ Cleaning standards and the number of hours provided by GMS is required to
meet contractual levels.

Downgrading of risks on Trust Risk Reqister/ return to Division

S3035

Operational lead: Sian Webley; Executive lead: Mark Pietroni
Risk downgraded from Workforce C5 x L3 =15 to C3x L3=9 and returned to the divisional risk register.

Due to temporary centralisation the new subspecialty rota results in 2 on-calls improving training

opportunities: There are fewer gaps and staff are not being pulled away to another role. Although grading
has reduced there is an acknowledgement that training opportunities are poor not because of staffing but
because of COVID experience. Action added to gain staff feedback on impact of temporary centralisation

Inherent Risk

A risk to safe service provision caused by an inability to provide an appropriate
training environment leading to poor trainee feedback which could result in a
reduction in trainee allocation impacting further on workforce and safety of care.
Cause

. An increased volume of work without a corresponding increase in surgical trainees

Impact

A potential reduction in trainee allocation by the Deanery
Scoring
* Workforce C5 x L3 =15 reduced toC3 xL3 =9

Key Controls

« Current service configuration does not lend itself to creating an environment
for improved training and therefore the risk of poor feedback and the
associated implications are not mitigated.

Gaps in Controls

+ Consolidation of the emergency general surgery service to one hospital site
would have improved efficiency and reduce impact of rota gaps, improving
the environment for training and therefore mitigate the risk of negative
feedback.

S$2275CC
Operational lead: Candice Tyers; Executive lead: Mark Pietroni

The temporary centralisation has significantly reduced the number of staffing gaps that are requiring
covering. An action has been added to continue to monitor any gaps going forward to monitor the risk.
Workforce C4 x L4 = 16 reduced to C2 x L3 =6

Statutory: C3x L4=12 reduced to C2 x L3 =6

Finance: C2 xL5=10 reduced to C2 x L3 =6

Trust Risk Register Page 4 of 11

Public Trust Board — August 2020

22/316



5/11

Inherent Risk

A risk of sub-optimal surgical staffing caused by a combination of insufficient
trainees, senior staff and increased demand resulting in compromised trainee
supervision, excessive work patterns and use of agency staff impacting on the
ability to run a safe and high quality surgical rotas.

Impact of any changes to non-contractual clinical support to services. Impact of any
risk through workload leading to deanery withdrawal of trainees.

Cause

Insufficient trainees and senior staff, in conjunction with increased demand.
Deanery allocation of specialist registrars not complemented by actual staff in post.
Vacancies in fellow posts where recruitment is challenging.

Increase in female workforce, so having to cover for maternity leave is a frequent
factor.

Impact

Inability to run safe and high quality surgical rotas

Increased hours of work (> 40 per week on a regular basis) for staff trying to cover
gaps, resulting in increased financial payments to adjust banding - regularly
increasing year on year.

Increased in-hospital hours by 'non-resident’ consultants.

Compromised patient care - delay in routine jobs e.g. TTOs, discharge summaries,
prescribing, cannulation, etc.

Delayed discharge due to routine jobs not being done or taking longer to do.
Presumed increased morbidity and mortality.

Spiraling financial cost of agency cover for on-call rota.

Use of agency staff unfamiliar with working environment, colleagues, policies,
working practice, etc.

Occasional agency staff not competent to carry out role requiring additional
monitoring to prevent patient harm.

Increased management time to monitor rotas for gaps and ensure cover is provided.
Increased strain on existing trainees so exacerbating sickness.

Re-organisation of theatre lists to ensure enough staff around to provide assistance
for operating cases.

Reduction in opportunity and quality of training, which will in turn, reduce number
of trainees. Red rating for five areas on GMC survey 2017.

Scoring

« Workforce C4 x L4 =16 reducedto C2x L3 =6
+ Statutory: C3x L4=12 reducedto C2 x L3 =6
* Finance: C2 xL5=10 reduced to C2x L3 =6

Key Controls

* Guardian of Safe working Hours.

* Junior doctors support

+ Staff support services available to staff

* Mental health first aid services available to trainees in ED
* Guardian of Safe working Hours.

Gaps in Controls

* Multiple unsuccessful recruitment, e.g. CT posts went out five times, breast
registrar went out five times

* Non availability of junior drs to cover gaps in on-call rota: agencies are not
always available to provide cover, including nil provision of F1 grades.

* Current rotas are filled with internal locum shifts, NHS locums or agency
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locums. As the numbers continue to reduce, sustainability becomes the
issue.

. S$2930
Operational lead: Bernie Turner ; Executive lead: Mark Pietroni
Further to centralisation there are currently 2 on-call rotas therefore situation temporarily improved.

Percentage reviewed within 24 hrs 93% although acknowledge there are less attendances. Action in place
to continue to review waiting times.

. Safety C4 x L3 =12 reducedto C2x L2 =4
. Quality: C3x L5=15 reduced to C2x L2 =4
. Statutory: C2 xL2 =4 reduced to C2 x L2 =4

Inherent Risk

A risk to patient safety caused by insufficient senior surgical cover resulting in
delayed senior assessment and delays to urgent treatment for patients.
Cause

Current arrangements for medical cover of the emergency general surgery in
Cheltenham and Gloucester can mean that teams are occupied elsewhere in the
hospital or in theatre and are unable to be available for timely review of patients
referred from ED, inpatient wards or in SAU (GRH).

Permanent rota gaps at Consultant and registrar level at CGH. No flexibility in rotas
to cover unexpected staff sickness. Reliant on in house and agency locum cover.
Plans to pilot reconfiguration of emergency surgery from September 2019 have been
postponed and are subject to public consultation prior to implementation. With no
timeframe for reconfiguration the medical staff believe that we are not providing
optimal care for our emergency patients.

Impact

¢ Implications for patient safety as no medical review has been undertaken in ED
for patients transferred to SAU (GRH).

¢ Emergency admissions at CGH frequently admitted to outlying wards increasing
length of ward rounds for an already stretched team.

¢ In SAU (GRH), delay to medical review leads to potential failure to identify
patients at risk of deterioration.

¢ Delay to antibiotics / pain relief.

o Extended waiting times are causing patients to be frustrated and an increased
incidence of verbal abuse is being experienced by the SAU staff.

e Poor patient experience.

o Patients waiting > 11 hours in chairs in SAU whilst waiting to be seen.

¢ Volume of patients in SAU (GRH) caused by long waits can mean that
assessment rooms are occupied impacting patient flow.

¢ Delay to definitive treatment and extended length of stay.

¢ Night medical teams frequently starting shifts with more than 10 people waiting
to be seen as day team have been in theatre. This has an associated impact for
diagnostics.

¢ Implications for patient safety if patient collapse or deteriorates as a result of
extended waiting times.

¢ Decrease in the informal discretionary mitigations which occur on a daily basis
will lead to an increase in fines as trainees exception report, poor trainee

feedback with associated reputational impact, lack of flexibility in the service
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which could trigger increase in patient complaints, patient dissatisfaction,
implications to patient safety.

Scoring

+ Safety C4 xL3=12reducedtoC2xL2=4
* Quality: C3x L5=15 reduced to C2 x L2 =4
» Statutory: C2 xL2 =4 reducedto C2 x L2 =4

Key Controls

» Criteria of patients suitable for transfer to SAU is in place (e.g. NEWS < 2 and
specific conditions described in SOP that are suitable for SAU)

* Limited (one wte) ANP cover for SAU with a plan in place for training of
additional ANPs.

* Current cover

* (1) Medical: team cover admissions and operating theatre (reducing
availability of senior decision makers when they are operating). Consultant
24]/7, Specialty trainee (registrar) 24/7, CT (SHO) 08:00-00:00, F1 24/7

* (2) ANP: 1 wte 37.5 hours/week

* (3) Nursing: SAU coordinator (band 5/6) 3 trained and 3 HCA (3/2 overnight).
Minimum of 1 trained and 1 HCA cover SAU chair area (Bay C)

+ Discretionary informal mitigations by our medical staff include reviewing and
operating on emergency patients in the evening, taking emergency patients
to elective lists in the event of elective cancellations / DNA's / under-running
lists, second Saturday ward round which is unfunded and not job planned,
flexibility from juniors in the event of rota gaps

Gaps in Controls

+ Implementation of a two medical team rota to ensure senior decision makers
are always available for timely review of patients being admitted. If
emergency surgery cannot be configured to achieve this other options would
include; increased cover from existing staff (resulting in a 1 in 4 on call rota);
recruitment of a locum consultants; recruitment of additional ANPs;
instigation of an ED medical review prior to transfer to SAU; limiting access
to SAU if numbers exceed manageable level; cancellation of elective activity
to release senior decision makers to support on call teams (with impact to
cancer and RTT); development of SOP for observations to minimise risk of
patient deterioration; 'undo’ implementation of SAU.

* Currently no formal mechanism for prioritisation of patients for review.
Prioritisation relies on referral information or initial set of observations when
arrive on SAU. Concern that volume of cases has potential to impair ability of
teams to identify the potentially sickest patients.

S3036
Operational lead: Sian Webley ; Executive lead: Mark Pietroni

call rota. Action added to monitor timeliness of treatment for cholecystectomy

Quality: C3x L5=15 reduced to C3 x L2 =6

Inherent Risk

conditions caused by a lack of ability to create sub-specialty rotas resulting in

inequitable care and different clinical outcomes

Further to temporary centralisation the risk has been reduced due to the introduction of a subspecialty on

A risk of sub-optimal care for patients with specialist care and other sub-specialty
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Cause

Lack of ability to create sub-specialty consultant rotas for the on-call service

Impact

Inequitable care and different outcomes for patients depending on who was on call
when they presented as an emergency
Scoring

e Quality: C3x L5=15 reduced to C3 x L2=6

Key Controls

* An upper Gl surgeon is the on call surgeon approximately 50% of the time
so patients admitted with gallbladder disease when this is the case do get
this optimal treatment.

* In the event of UGI elective theatre cases being cancelled or DNA
emergency gallbladder disease cases may be operated on due to
unexpected surgeon availability.

Gaps in Controls

+ There is not guaranteed daily availability of an on call subspecialty
consultant.

S3038

Operational lead: Sian Webley ; Executive lead: Mark Pietroni

During pandemic access there is better access to 2 theatres during day therefore less operating out of hours
and reduced safety risk. Action added to monitor out of hours access during time when 2 theatres are

available.

Safety: C3 xL3=9
Quality: C3x L5=15 reduced to C4 x L3 =12

Inherent Risk

A risk of sub-optimal care for emergency surgery patients requiring surgical
treatment caused by limited day time access to emergency theatres resulting in
increased length of stay and poor patient experience.

Cause

GRH Emergency general surgery theatre list is used by other specialties
(gynaecology, ENT / oral & Max Fax) delaying access and therefore treatment for
EGS patients. In addition, the duration of the morning ward round at GRH means
team are often not available to start emergency operating until 11am (or later).

CGH emergency general surgery theatre list is 14:00 to 08:00 and is also shared with
other specialties.

Impact

Increased length of stay.
Poor patient experience where patients are prepped and starved for theatre but then
do not proceed with surgery.
Scoring
) Safety: C3 xL3=9
o *Quality: C3x L5=15 reduced to C4 x L3 =12
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Key Controls

. 2 slots are allocated in GRH to the gynaecology emergencies first thing

. Regularly negotiate with other specialities to prioritise cases according to
clinical need

. The vascular service in CGH reutilises their elective sessions to

compensate for the inadequate emergency list provision
Gaps in Controls

. Demand on the emergency theatre list and good utilisation of elective
lists means that there are occasions where Expedited interventions are
conducted at night - additional daytime capacity through improved
access to existing lists and / or additional capacity would mitigate.

Removal of risks/ closure of risks on the Trust Risk Register (TRR)

F2927
Update: F&D Committee agreed to close this risk - FY20 accounts now audited

Operational lead: Karen Johnson & Executive lead: Karen Johnson

Inherent Risk

Risk that the Trust does not achieve the required cost improvement resulting in
failure to deliver the Financial Recovery Plan for FY20
Cause
. Risk that the Trust does not achieve the required cost improvement
Scoring

« Finance C5xL4=20

Controls in place

e PMO in place to record and monitor the FY20 programme

* Finance Business Partners to assist budget holders

* Fortnightly CIP Deep Dives

Monthly monitoring and reporting of performance against target
Monthly Financial Sustainability Delivery Group

Monthly Finance and Digital Committee scrutiny

Monthly and Quarterly executive reviews

F2335
Update: Finance and Digital Committee agreed to close this risk 29/05/2020

Operational lead: Karen Johnson & Executive lead: Karen Johnson

Inherent Risk

The risk of agency spend in clinical and non-clinical areas exceeding planned levels
due to ongoing high vacancy levels, with resulting impact of delivery of FY20 CIP
programme

Cause

. High turnover of nursing staff, insufficient training places and unpopular
nursing specialties (GOAM), slow overseas (non-European) registration
process. Shortage of acute middle grade doctors and challenged specialties
such as radiology. Poor visibility of rotas across different workforces.

Scoring

. Safety: C3xL3=9
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« Quality C3xL3=9
« Workforce C2 xL3=6
Controls in place

* 1. Challenge to agency requests via VCP

+ 2. Agency Programme Board receiving detailed plans from nursing medical
workforce and operations working groups

* 3. Finance agency report review on a 6 monthly basis

* 4. Financial Sustainability Delivery Group

* 5. Quarterly Executive Reviews

Upgrading of risk already on TRR.

None

Conclusions
The risks on the Trust Risk Register have active controls to mitigate the impact or likelihood of occurrence,
alongside actions aimed at significantly reducing or ideally, eliminating the risk.

Implications and Future Action Required

Ongoing compliance with and continuous improvement to the risk management processes.
Recommendations

To agree changes to the Trust Risk Register proposed in the report.

Impact Upon Strategic Objectives
Supports delivery of a wide range of objectives relating to safe, high quality care and good governance

Impact Upon Corporate Risks
The Trust Risk Register is included in the report.

Regulatory and/or Legal Implications

Equality & Patient Impact
Potential impact on patient care, as described under individual risks on the register.

Resource Implications
Finance v
Human Resources v

Information Management & Technology \
Buildings \

Action/Decision Required
For Decision | | For Assurance

| < | For Approval | ¥ | For Information [

Date the paper was presented to previous Committees and/or Trust Leadership Team (TLT)

Audit & Finance & Estates & People & Quality & Remuneration Trust Other
Assurance Digital Facilities oD Performance Committee Leadership (specify)
Committee Committee Committee Committee Committee Team

Directors
6 August Operational
2020 Group
July 2020

Outcome of discussion when presented to previous Committees/TLT
TLT recommended to the Board endorsing the above changes to the TRR
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1/4

Risk of failure to achieve the Trust's
performance standard for domestic

Controls in pl
1. Domestic Cleaning Services are
currently provided by the Service
Partner with defined performance
standards/KPIs for functional areas in
the clinical & non-clinical environment.
(NB. Performance Standards/KPls are
agreed Trust standards that marginally
deviate from guideline document ‘The
National Specifications for Cleanliness
in the NHS  April 2007°);

2. Cleaning Services are periodically
measured via self-audit process and
performance s reported against the
agreed Performance Standards/KPs to

vitigation

Review, Assess and enact

Corporate, Diagnostics and
Specialties, Gloucestershire

ring Domain

registered
within adult inpatient areas at
Gloucestershire Royal Hospital and
Cheltenham General Hospital.

4.8and 7 cover across both sites on
Saturday and Sunday to manage
staffing and escalate concerns.

5. Safe care live completed across.

and the wider ICS

Devise an action plan for
NHSi Retention programme -

cohort 5

C3089CO0EFD cleaning services due to performance | the Contract Management Group (bi- | agreed future Managed Services, Medical, | Quality Major (4) Likely - Weekly (4) 16
standards not being met by service | monthly, every two months); actions/controls surgical, Women's and
partner. 3. Scope of Cleaning Service currently Children's

agreed with the Service Partner

includes - Scheduled & Reactive

Cleaning, Planned Cleaning, Barrier

Cleaning, Deep Cleaning and other

Domestic Duties;

4. Provision of an Ad-hoc cleaning

service s provided by the Service

Partner with defined rectification times

for the functional areas;

5. Cleaning activities and schedules are

noted as being agreed at local levels

leo o
[Risk that patients and staff are exposed | 1. Board approved, risk assessed capital | 1. Prioritisation of capital
o poor quality care or service plan including backlog maintenance | managed through the

2895000 interruptions arising from failure to | items; intolerable isks process for |Corporate, Gloucestershire [ o Malor () ey - Weekiy ) 1

make required progress on estate 2019/20 Managed Services
repair and Prioritsation and allocation of Ongoing escalation to NHSI
of r buildings, as
“ RAG rating of patients In clinical o | corporate, Diagnostics nd
Risks to safety and quality of care for | priorisation elective activities,including
patients with increased waiting in + Movement of the acute take from | through the independent | - 2 o5 Gloucestershire

€3220c00C0VID Managed Services, Medical, | Quality Meajor (4) Likely - Weekly (4) 16
relation to the services that were CGHto GRH (see issues outlined in gaps | sector sica, Women's.and
suspended or which remain reduced | below) ED dept at CGH will operate a5 a | Continued review of clinical | Cyiig e

minor injuries unit, all emergency | waiting lsts
Review performance and
advise on
Review service schedule
i conditioning installed in some Afullisk assessment should
Desktop and floor-standing fans used in
statutory requirements to the control the service f the
the ambient airtemperature nthe |71

D&S2517Path Pathology Laboratories. Falure to |y the laboratoriesis not Diagnostics and Specialties | Statutory Major (4) Likely - Weekly (4) 16}
comply could lead to equipment and addressed
sample failure, the suspension of
and the loss of UKAS accreditation gency p put forward with the risk

another laboratory in the event of total | assessment and should be
oss of service, such as to North Bristol | put forward as a key priority
for the service and division
as part of the planning
rounds for 2019/20.
The RTT standard is
re-reporting took place in March 2019
(February data). RTT trajectory and
Waiting lstsize (NHS | agreed) is being
met by the Trust. The long waiting
patients (52s)are on a continued
downward trajectory and this is the
area of main c