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The meeting of the Board of Di

Harrogate and District NHS

NHS Foundation Trust

rectors held in public will take place on

Wednesday 25 January 2017 Boardroom, Harrogate District Hospital, HG2 7SX

Start: 09.15am Finish: 12.30pm

AGENDA

Item
No.

Item

Lead Paper
No.

Transformation Programme delivery update

and

Improvement Strategy implementation update

Mr D Plews, Deputy Director,
Partnerships & Innovation

8.45am Patient Story — IN PRIVATE

9.15am — 11.00am

1.0 Welcome and Apologies for Absence Mrs S Dodson, Chairman -
To receive any apologies for absence

2.0 Declarations of Interest and Register of Interests Mrs S Dodson, Chairman 2.0
To declare any interests relevant to the agenda and to
receive any changes to the register of interests

3.0 Minutes of the Board of Directors meetings held Mrs S Dodson, Chairman
30 November and 3.1
21 December 2016 3.2
To review and approve the minutes

4.0 Review Action Log and Matters Arising Mrs S Dodson, Chairman 4.0
To provide updates on progress of actions

Overview by the Chairman Mrs S Dodson, Chairman -

5.0 Report by the Chief Executive Dr R Tolcher, Chief 5.0
To receive the report for comment Executive

10.15am - 10.25am — Break

10.25am — 12.30pm

6.0 Integrated Board Report Dr R Tolcher, Chief 6.0
To receive the report for comment Executive

7.0 Report by the Finance Director Mr J Coulter, Deputy Chief 7.0
To receive the report for comment and approve the Executive/ Finance Director
quarterly use of resources declaration to NHS Improvement

8.0 Report from the Chief Operating Officer Mr R Harrison, Chief 8.0
To receive the report for comment and approve the Operating Officer
guarterly governance declaration to NHS Improvement

8.1 Information Technology Strategy Mr R Harrison, Chief 8.1

To receive the strategy for comment

Operating Officer

You matter most




9.0 Report from the Chief Nurse Mrs J Foster, Chief Nurse 9.0
To receive the report for comment

9.1 Patient Safety Visits Annual Report Mrs J Foster, Chief Nurse 9.1
To receive the report for comment

10.0 | Report from the Medical Director Dr D Scullion, Medical 10.0
To be considered for comment Director

10.1 | Guardian of Safe Working Hours Quarterly Report | Dr D Scullion, Medical 10.1
To receive the report for comment Director

11.0 | Report by the Director of Workforce and Mr P Marshall, Director of 11.0
Organisational Development Workforce & Organisational
To receive the report for comment Development

12.0 Hospital Pharmacy Development Plan Mr A Alldred, Clinical 12.0
To approve the plan Director

13.0 | Oral Reports from Directorates
13.1 Planned and Surgical Care Dr K Johnson, Clinical Director
13.2 Children’s and County Wide Community Care Dr N Lyth, Clinical Director
13.3 Long Term and Unscheduled Care Mr A Alldred, Clinical Director

14.0 | Committee Chair Reports
To receive the report from the Quality Committee meeting Mrs L Webster, Non-Executive
held 7 December 2016 Director/ Quality Committee 14.1

Chair

To receive the report from the Audit Committee meeting Mr C Thompson, Non-Executive 14.2
held 8 December 2016 and approve the Audit Committee Director/ Audit Committee Chair '
Terms of Reference
To receive the report from the Finance Committee meeting Mrs M Taylor, Non-Executive
held 19 December 2016 and approve the Finance Director/ Finance Committee 14.3
Committee Terms of Reference Chair

15.0 | Other matters relating to compliance with the Mrs S Dodson, Chairman
Trust’s Licence or other exceptional items to -
report, including issues reported to the Regulators
To receive an update on any matters of compliance:

16.0 Any other relevant business not included on the Mrs S Dodson, Chairman -
agenda
By permission of the Chairman

17.0 | Board Evaluation Mrs S Dodson, Chairman -

Confidential Motion — the Chairman to move:
Members of the public and representatives of the press to be excluded from the remainder of the meeting due to
the confidential nature of business to be transacted, publicly on which would be prejudicial to the public interest.

You matter most




2.0
Harrogate and District INHS|

NHS Foundation Trust

BOARD OF DIRECTORS — REGISTERED DECLARED INTERESTS

This is the current register of the Board of Directors of Harrogate and District Foundation Trust
and their declared interests.

The register is maintained by the Foundation Trust Office.

Name Position Interests Declared
1. Partner in Oakgate Consultants
Mrs Sandra Dodson | Chairman 2. Trustee of Masiphumelele Trust Ltd (a charity raising

funds for a South African Township)

Trustee of Yorkshire Cancer Research

Chair of Red Kite Learning Trust — multi-academy
Trust

kW

Dr Ros Tolcher

Chief Executive

1. Specialist Adviser to the Care Quality Commission
2. Member of NHS Employers Policy Board

Mr Jonathan Coulter | Deputy Chief None
Executive/
Finance
Director
Mrs Jill Foster Chief Nurse None
Mr Robert Harrison Chief 1. Appointed Voluntary Member of the Strategy and
Operating Resources Committee of the Methodist Church
Officer 2. Charity Trustee of Acomb Methodist Church, York
Mr Phillip Marshall Director of 1. Member of the Local Education and Training Board

Workforce and
Organisational

(LETB) for the North

Development
Mr Neil McLean Non-Executive | Director of:
Director - Northern Consortium UK Limited (Chairman)

- Ahead Partnership (Holdings) Limited

- Ahead Partnership Limited

- Swinsty Fold Management Company Limited
- Acumen for Enterprise Limited

Professor Sue Non-Executive | 1. Director and owner of SR Proctor Consulting Ltd
Proctor Director 2. Chair, Safeguarding Board, Diocese of York
3. Member — Council of NHS Staff College (UCLH)
4. Associate — Good Governance Institute
5. Associate — Capsticks
Dr David Scullion Medical 1. Member of the Yorkshire Radiology Group
Director
Mrs Maureen Taylor | Non-Executive None
Director

You matter most




Mr Christopher Non-Executive | 1. Director — Neville Holt Opera
Thompson Director 2. Member — Council of the University of York
Mr lan Ward Non-Executive | 1. Vice Chairman and Senior Independent Director of
Director Charter Court Financial Services Limited, Charter
Court Financial Services Group Limited, Exact
Mortgage Experts Limited, Broadlands Financial
Limited and Charter Mortgages Limited
2. Chairman of the Board Risk Committee and a
member of the Remuneration and Nominations
Committee, the Audit Committee and the Funding
Contingent Committee for the organisations shown at
1 above
3. Director of Newcastle Building Society, and of its
wholly owned subsidiary IT company — Newcastle
Systems Management Limited
4. Member, Leeds Kirkgate Market Management Board
Mrs Lesley Webster | Non-Executive None
Director
Mr Andrew Alldred Clinical None
Director UCCC
Dr Kat Johnson Clinical None
Director EC
Dr Natalie Lyth Clinical None
Director IC
Dr David Earl Deputy Medical | 1. Private anaesthetic work at BMI Duchy hospital
Director
Dr Claire Hall Deputy Medical | 1. Trustee, St Michael’s Hospice Harrogate
Director
Mrs Joanne Harrison | Deputy Director | None
W & OD
Mr Jordan McKie Deputy Director | 1. Familial relationship with NMU Ltd, a company
providing services to the NHS
Mrs Alison Mayfield Deputy Chief None
Nurse
Mr Paul Nicholas Deputy Director | None

Performance
and Infomatics

January 2017

You matter most




Report Status: Open

3.1

Harrogate and District INHS

NHS Foundation Trust

BOARD OF DIRECTORS MEETING

Minutes of the Board of Directors meeting held in public on Wednesday 30 November 2016
8.30am in the Derwent Room, The Pavilions, Great Yorkshire Showground, Harrogate, HG2

Present:

In attendance:

Patient Story

8NZ

Mrs Sandra Dodson, Chairman

Dr Ros Tolcher, Chief Executive

Mr Jonathan Coulter, Deputy Chief Executive/Finance Director
Mr Rob Harrison, Chief Operating Officer

Mrs Jill Foster, Chief Nurse

Mr Phillip Marshall, Director of Workforce and Organisational
Development

Dr David Scullion, Medical Director.

Professor Sue Proctor, Non-Executive Director

Mr Neil McLean, Non-Executive Director

Mr Chris Thompson, Non-Executive Director

Mr lan Ward, Non-Executive Director.

Mrs Lesley Webster, Non-Executive Director

Mrs Maureen Taylor, Non-Executive Director

Ms Debbie Henderson, Company Secretary

Mr Andrew Alldred, Clinical Director for'Long Term and Unscheduled
Care

Dr Natalie Lyth, Clinical Director for Children’s and County Wide
Community Services

Dr Johnson, Clinical Director for Planned and Surgical Care

Dr Jenny Child; Director of Infection Prevention and Control (for Board
pre-brief only)

Ms Carly Parker, Clinical Lead and Ms Lisa Salmon, Health Visitor —
Patient Story

Mrs Angie Colvin, Corporate Affairs and Membership Manager
(minutes/observer)

Mr David Griffin, Non-Executive Director observer (the Insight
Programme)

Ms Denise McConnell, Non-Executive Director observer (the Insight
Programme)

Mrs Dodson introduced Mrs Salmon, Health Visitor and Mrs Parker, Clinical Lead for
Community Services who attended the meeting to share a recent patient story involving the
care and treatment of a Syrian Refugee family in the community.

On behalf of the Board, Mrs Dodson thanked Mrs Salmon and Mrs Parker for sharing their
case study and acknowledged their personal resilience in dealing with such complex and

sensitive issues.

Mrs Dodson also referred to the likelihood of these cases becoming more

frequent and the need to think about how the Trust can prepare colleagues and services in the

future.



Board Briefing — Director of Infection Prevention and Control Update

Dr Child delivered a presentation to the Board on some of the challenges relating to Infection
Prevention and Control (IPC), particularly following recent concerns highlighted by the Board
of Directors in response to the recent increase in Clostridium difficile (C. diff) cases. The
Board acknowledged that ongoing monitoring and oversight of the management of IPC would
remain the delegated responsibility of the Quality Committee, but it was important for the
Board to maintain oversight.

The Trust reported 24 cases of Hospital Acquired C. Diff to date for 2016/17. Five patients
died within 30 days of C. diff infection diagnosis, but none of the deaths were found to have
been attributable to C. diff. Dr Child reported that following root cause analysis, five cases of
C. diff had been attributed to lapses in care, a majority of which related to antibiotic prescribing
issues. It was noted that approximately 28% of inpatients require anti-biotic prescribing at any
one time, which was considerably lower than the national average:

Dr Child provided an update on the Trust apportioned C. diff rates per 100,000 bed days from
April — June 2016 for all Trusts nationally and noted HDFT as, an outlier.. These findings had
also been raised by CCG colleagues and NHS England:

The Board noted the proportion of hospital acquired C. diff cases apportioned to HDFT and a
recent discussion with Public Health England which confirmed the percentage of hospital
acquired HDFT cases compared to the region as a whole was statically significant. Overall,
the numbers of cases had tripled since 2011/12 and reflected a significant increase in
community acquired C. diff cases. Dr Child suggested that the.main cause of the increase
related to environmental issues.

A discussion took place regarding the significant increase in deep cleans between January
2014 to October 2016 and Dr-Child suggested that to maintain current levels of cleanliness
and infection prevention and control would be challenging with the current level of resource.
Dr Child stated that in-hospital transfer of patients-had an impact on the requirement for deep
cleaning and domestic staff.

Dr Child briefed.the Board on forthcoming changes to regulation and classification for C. diff
including a move toward case assessment as ‘Healthcare Community’ as a whole system
approach.

A further development in 2017/18 would be targets relating to E-coli bacteraemia, and Dr Child
noted approximately 85% of E-coli bacteraemia were community acquired and therefore a
system-wide approach involving Primary Care and Social Care would be required.

Dr Tolcher reminded Board members that the purpose of data collection relating to infection
prevention and control had been to drive forward continuous improvement for patients. Dr
Tolcher emphasised the need to ensure the Trusts systems and processes were robust
enough to protect patients from harm across the whole system. External discussions
regarding changes to commissioning architecture had been recognised which would highlight
the need to focus on how the system uses data to drive patient safety and high quality care.

Dr Tolcher asked Dr Child to expand on the proposals to improve and address the issues
relating to environmental load. Dr Child referred to UV-C disinfection technology and the
importance of ensuring up to date equipment. A business case had been submitted and a
meeting held with domestic staff to explore the options available. Dr Child reassured
members of the Board that the options had been subject to substantive study.



Mr Harrison referred to the significant increase in community acquired C. diff cases and asked
if the IPC Team had considered options to further support residential and nursing homes. Dr
Child stated that the number of community cases was relatively low and it had been the
numbers of patients admitted to hospital with C. diff which had significantly increased. Mr
Harrison reiterated that given the volume of patients admitted to hospital with C. diff had
increased; further exploration of opportunities to address the community load would be
beneficial.

Mr Thompson referred to the business case for new technology to support infection prevention
and control and supported the need to consider it promptly, particularly given the continual
increase in deep cleans across the Trust. Mr Thompson also queried the effective use of
resource into root cause analysis (RCAs) for C. diff cases particularly given the Trusts
acknowledgement of the fundamental issues. Dr Child confirmed that the process had
significantly improved in terms of efficiency and timeliness including consultant involvement,
and the RCAs also provided valuable outcomes in terms of lessons to be learnt.

Dr Scullion asked if the reason for admission for some patients had been due to C. diff. Dr
Child stated that this was sometimes the case, but not the majority. Communication with GPs
was in place regarding antibiotic prescribing.

In summary, Mrs Dodson emphasised the need to ensure avoidance of harm, but
acknowledged that there appeared to be a disconnect between some of the data and causes
of the increase in cases of C. diff. Via Quality Committee, the Board would continue to
maintain a strong focus on understanding infection prevention and control. The Board also
needed sufficient confidence that the systems and processes were in place to understand
lessons learnt in cases of lapses in care, and that a different approach may be required in the
future in terms of working as a system to drive down the number of infections.

Dr Tolcher also took an oppertunity to reinforce that if the Trust maintained the status quo
approach to infection prevention and control ‘a similar trend would continue and therefore
further work in terms of data interrogation would be required to drive forward improvements.

1. Welcome and Apologies for Absence
No apologies for absence had been received. Mrs Dodson welcomed to the meeting one
Governor and two members of the public and welcomed Ms Denise McConnell and Mr David
Griffin to"the meeting as observers. Ms McConnell and Mr Griffin had been allocated a
placement at the Trust for a period of six months as part of ‘The Insight Programme’ to learn
about the role of Non-Executive Directors.

2. Declarations of Interest and Board Register of Interests
There were no declarations of interest relevant to items on the agenda.

3. Minutes of the meetings of the Board of Directors on 28 September 2016

The draft minutes of the meeting held 26 October 2016 were considered.

APPROVED:
e The Board of Directors approved the minutes of the meeting held 26 October 2016 as
an accurate record of proceedings




4. Review of Action Log and Matters Arising
Completed actions were noted.

Item 2 — with regard to the methodology for reporting Serious Incidents Requiring Investigation
(SIRIs) Dr Scullion suggested that a further discussion take place to ensure clarity around
expectations of all Board members with a recommendation to the January 2017 meeting. Mrs
Webster emphasised the need to ensure inclusion of SIRIs relating to pressure ulcers and
falls. It was agreed to remove the item from the action log and delegate oversight of the action
to the Quality Committee. Dr Tolcher also noted that strategic key performance indicators
(KPIs) were in place regarding risks and incidents.

Item 3 — With regard to ensuring appropriate governance arrangements were in place for
Board approvals of quarterly financial declarations, Mr Coulter had raised the issue with NHS
Improvement. It was noted that the submission date for the ‘governance’ declaration would
remain the last working day of the month. It was acknowledged that the Board would not
require any additional reporting or assurance for the quarterly financial submissions and would
continue to receive updates and assurance via the monthly. Finance Director reports.

Item 4 — Mr Alldred confirmed that the metric relating to readmissions within 30 days remained
in development. A case note review, via the Community Response and Overnight Service,
had commenced which focused on patients referred with-an-acute need who are subsequently
re-admitted.

With regard to Integrated Board Report (IBR). and reducing admissions in older people, Mr
Alldred noted that although a reduction had been seen over the previous two months, it was
too early to draw conclusions. Mr Harrison suggested that a secondary discussion take place
regarding readmissions where the Trust had been identified as an outlier during the same
period. Mr Harrison referred.to a recent audit undertaken by Leeds Teaching Hospitals NHS
Trust regarding the appropriateness of readmissions and noted that this work was due to
commence in HDFT. Itwas envisaged that the results from the audit, as well as a case note
review, would also help identify impact due to HDFT pressures and potential changes.

Item 5 — With regard to the Care of Frail Older People’s Strategy Mr Alldred stated that
engagement with a wide range of stakeholders had taken place and a Strategic Board had
been developed to take forward the action plan work. An initial meeting had been held to set
out the strategic direction and to overview each of the domains including how success would
be measured. Mr Alldred also confirmed the agreement that the identification of a Non-
Executive Lead was not necessary and that oversight of the strategy would be undertaken by
the Board as a whole.

Mrs Dodson requested an update on the action plan and progress against the strategy at the
Board of Directors’ Strategy Day in March.

Mr Thompson referred to the completed action regarding a review of the Audit Committee
annual survey questionnaire for auditees. It had been noted that only 22 out of 64 responses
had been received in January 2016 and a review had been undertaken to streamline the
guestionnaire. Mr Thompson noted that the questionnaire would be issued in December and
emphasised the importance of encouraging members of staff to complete the questionnaire,
particularly following the recent changes to the audit service.

Mr Coulter referred to the Board approval of the acceptance of the Trust’'s Control Total at the
October meeting, subject to confirmation from NHS Improvement and the impact of HGR4. Mr



Coulter informed Board members that the surplus had since reduced by £300k, resulting in the
Trusts acceptance of a Control Total of £5.9m instead of £6.2m.

Dr Lyth referred to paper 4.1 previously circulated in advance of the meeting which provided
detail of progress made with regard to the scoping process to determine more accurately what
does and does not exist in terms of metrics for the Children’s and County Wide Community
Services Directorate, and the position of each service in relation to the ability to report KPIs.

Dr Lyth asked the Board to note the complexity of the work to establish clear metrics due to
the inter-dependencies with IT, SystemOne, Electronic Paper Records (EPR), the diversity of
services and the roll out of agile working. Dr Lyth stated that benchmarking had commenced
to establish reporting, governance for reporting, and gaps in reporting, and a further
recommendation would be submitted to the February meeting of the Board regarding metrics
to be included in the IBR.

As Non-Executive Director lead for Children’s Services, Mr<-McLean emphasised that the
review of data and metrics represented a large and complex piece of work, particularly in
terms of the level of input required from the Informatics Team. Mr McLean asked the
executive to consider the risks in terms of ensuring adequate resource within the Informatics
Team to support the directorate as well as maintaining the current service.

Mr Harrison confirmed that the team had benefited from investment in the service, but
reminded Board members of the priorities of the Informatics Team to undertake the mandated
workload required in terms of performance reporting, which fell largely in the acute side rather
than the community. It was acknowledged that the Informatics Team had provided support to
the directorate, and that the request had been to build on the current level of support to
enhance visibility of the metrics at Board level.

Dr Tolcher referred to the challenges in balancing the data collection necessary for compliance
and contractual purposes’ with information to enable the Board to run an efficient and
sustainable business. Dr Tolcher advised that the risks be reflected on the Board Assurance
Framework and suggested that the executive team review the resource and investment profile
for the Informatics Team and report back to the Board in February 2017.

Mr Harrison also suggested publishing the quarterly performance reports generated for the
Children’s and County Wide Community Services directorate in the Reading Room to provide
further assurance to the Board in the meantime.

ACTION:

e Transfer action 2.to the action log of the Quality Committee

e Care of Frail Older People Strategy update to the Board Strategy Day in March 2017

e Recommendation to the February Board meeting clarifying metrics for inclusion in
the IBR for the Children’s and County Wide Community Services Directorate

e The Board of Directors acknowledged the change to the Trust’s Control Total as
£5.9m

e Executive Team to review the resource and investment profile for the Informatics
Team and reflect the risks in the Board Assurance Framework

e Upload quarterly performance reports relating to the Children’s and County Wide
Community Services directorate into the Reading Room




Overview by the Chairman

Mrs Dodson referred to the theme for the meeting as identified by the Non-Executive Directors
as ‘forecasting resilience’ and ensuring that the Trust had the capability and capacity to
robustly forecast in terms of income, activity and cost for the remainder of the 2016/17 year, as
well as 2017/18 and 2018/19 via the Operational Plan. Mrs Dodson also stated that the
importance of forecasting for resilience would also underpin the challenges of developing two-
year contract negotiations.

5. West Yorkshire and Harrogate Sustainability and Transformation Plan
(WYHSTP)

The plan had been circulated in advance of the meeting and was taken as read.

5.1 Mrs Dodson referred to the final West Yorkshire and Harrogate Sustainability and
Transformation Plan (WYHSTP) and noted that the Board had.taken.an opportunity to discuss
the draft plan in detail at the Extra-ordinary Board of Directors’ meeting in October.

5.2 Dr Tolcher confirmed that the final plan had been submitted to NHS Improvement on
21 October in line with national requirements. System leaders felt strongly that'the document
should be publicly available and noted that the plan was available on the Trust's website. This
would ensure transparency and allow any necessary engagement and consultation
requirements to be undertaken as early as possible.

5.3 Dr Tolcher referred to concerns raised by North Yorkshire-County Council colleagues
who sat within three separate STPs which had resulted in challenges for NYCC from an
engagement and governance structure point of view at North Yorkshire level. In response to
correspondence from NYCC to the Secretary of State and Chief Executive Officers of NHS
England and NHS Improvement, the Trust and other local partners had taken an opportunity to
write to the regulators to confirm their belief that the Harrogate and rural district sat within the
most appropriate STP footprint, based on patient flow and clinical alliances. The Trust also
acknowledged the existing valuable clinical alliances with others including York, and advised
that in terms of future structural'commissioning; the needs of the population would be better
met with HDFT in-the existing WYHSTP footprint.

5.4 Mr McLean asked what the Boards position would be if the Trust was asked to move to
another .STP.. Dr Tolcher advised that the assurance from NHS Improvement to date had
been that boundaries could not be re-drawn without agreement from providers and
commissioners, and confirmed that Harrogate and Rural District CCG shared the views of the
Trust.

5.5 Mr McLean requested that the Board formally resolve their position. Mrs Dodson
confirmed that the Board resolved that the placement of the Trust within the West Yorkshire
and Harrogate Sustainability and Transformation Plan was considered to be the preferred
placement for the benefit of the patients and service users of the Trust.

5.6 Professor Proctor supported the formal resolution of the Boards position and queried
the position of the Leeds City region. Dr Tolcher confirmed that the Leeds CCGs sat within the
West Yorkshire footprint and confirmed that Harrogate Borough Council were wholly
supportive of Harrogate remaining within the WYHSTP.

5.7 Dr Tolcher referred to local media coverage of the recent discussion at the North
Yorkshire Overview and Scrutiny Committee relating to STPs and speculation that some
services across the three STPs which include the footprint of NYCC, may be subject to



downgrading or closure. Dr Tolcher took an opportunity to provide clarity there had been no
reference in the WYHSTP to suggest downgrading of the Emergency Department or Maternity
Services. It was acknowledged that some services may change but any changes would be
subject to the appropriate engagement and consultation process.

RESOLVED:

e That the Board resolved that the placement of the Trust within the West Yorkshire
and Harrogate Sustainability and Transformation Plan was the preferred
placement for the benefit of patients and service users of the Trust.

6. Report by the Chief Executive
The report had been circulated in advance of the meeting and was taken-as read.

6.1 Dr Tolcher confirmed that the New Care Model was noew live across the whole district
and acknowledged the resilience, commitment and hard work of members of staff and partners
across the system.

6.2 In respect of the WY ED Acceleration Zone following the work of Chief Operating
Officers across the region to agree what actions"would be required in order to achieve the
ambition of delivering the Emergency Department (A&E) 95% 4-hour waiting time standard at
West Yorkshire level by March 2017, Dr Tolcher confirmed that capital and revenue funding
had now been agreed. Although the value of the funding was less than required, plans to
implement the work had been accelerated. .. Dr Tolcher took an opportunity to thank Mr
Harrison for his contribution in ensuring the funding was secured. Mr Harrison stated that the
Emergency Department capital scheme would be complete.in-March 2017.

6.3 The Board of Directors were asked to confirm their support for the direction of travel to
develop a Committee in-Common for the West Yorkshire Association of Acute Trusts
(WYAAT). A detailed paper would be discussed in private session.

6.4  With regard to the financial position, Dr Tolcher reported a position at the end of Month
7 (October) as_a year to date operational surplus before Sustainability and Transformation
(S&T) funding of £144k, a deterioration from Quarter 2 of £483k and £761k behind plan. As a
result, no S&T funding had been assumed for October. The deterioration related primarily to
activity and income shortfall. A detailed discussion had taken place at Senior Management
Team with a particular focus on: theatre activity and productivity; the need for a more stringent
approach to vacancy management; increased focus on agency medical staffing; and stopping
further ‘discretionary’ spend.

6.5 Mr Coulter confirmed that a significant amount of work had commenced to address the
shortfall, but also noted that performance had been stronger in comparison to the previous
year. The Use of Resources Risk rating under the Single Oversight Framework remained a 1
for the year to October.

6.6 Mr Ward referred to the focus on income and the difference in trend in comparison to
earlier years and asked if activity was available to meet the forecast. Mr Harrison stated that
activity was available and confirmed that there had been a year-on-year increase in income of
£3.5m in terms of activity when looking at like for like comparisons in acute, elective and non-
elective income. Mr Harrison confirmed that the deteriorating position had been in 18 weeks
for both inpatient and outpatient activity in some specialities where the Trust had not seen the
expected level of activity, and further work would be required to address these areas including
reviewing theatre utilisation and productivity in theatres.



6.7 Dr Johnson referred to weekend working, the use of bank and agency workers and the
impact of this on the uptake of weekend lists, and noted nervousness expressed by some
consultant staff regarding some of the initiatives being considered, particularly cancellation of
Audit Days. Dr Johnson emphasised the need to be clear of the risks as well as the benefits
of any initiatives being considered.

6.8 Mr Marshall referred to discussions with the British Medical Association who had been
supportive of achieving productivity gains through various initiatives but the associated
challenges and risks had also been acknowledged. Dr Scullion briefed the Board on the gains
associated with cancellation of Audit Days. Dr Scullion felt that the consultant workforce
remained unclear in their understanding of the financial impact they could have by embracing
such initiatives, in terms of helping the Trust achieve its Control Total resulting in significant
contribution to the capital plan and patient care.

6.9 Mr Ward took comfort in the reassurance given, but still expressed concern regarding
the downward trend in shortfall of income. Dr Tolcher acknowledged the challenge and need
for robust activity planning but also noted that historically NHS activity had always increased
year on year, but in reality now had stabilised. Mr Marshall advised that an opportunity for
further discussion could be taken at the Consultant Forum.

6.10 Dr Tolcher emphasised the need to remember that-the end of year surplus would be
driven by activity and margin. There was a need to moderate expectations and recognise that
growing the margin on current activity. was dependant on. productivity improvement. Dr
Tolcher advised that the financial position was retrievable but asked the Board to take a view
of the approach to be taken internally. The Board agreed to take a firm approach to recovery
during quarter 4, and acknowledged the potential ramifications in terms of discretionary spend.

6.11 Mr Thompson asked for further information as to why Health Education England (HEE)
decided to extend the probationary period. Mr Marshall noted that the Trust had been given a
clear message that core medicine would be removed from the probationary period however,
following the visit; the HEE Quality Impact Assessment process required an extension until
December.

6.12 With regard to the New Care Models, Mrs Webster asked when the national monitoring
system would go live. Dr Tolcher was not aware of a firm date but noted that the driver in
terms of.cost would be bed occupancy.

6.13 Mrs Dodson referred to the reduction in falls of 23% for the year and asked for more
information on the Limited /Assurance Internal Audit rating for Falls Prevalence. Mrs Foster
confirmed that the recommendations primarily focused on improvement required with regard to
responding to call bells and the reflection of national guidance in Trust documentation. Mrs
Foster stated that a significant amount of work had been undertaken and it had been
disappointing to receive a Limited Assurance report.

AGREED:

e The Board of Directors agreed the direction of travel to establish a Committee in
Common for the West Yorkshire Association of Acute Trusts (WYAAT)

e The Board agreed to support the executive team in a firm approach to financial
recovery, particularly with regard to the impact on discretionary spend.




7. Integrated Board Report (IBR)
The report had been circulated in advance of the meeting and was taken as read.

7.1 Professor Proctor referred to standardised readmissions and asked if the data
represented a concerning trend, and what actions would be taken to address the specialities
with the highest rates. Mr Harrison agreed that the data had flagged the Trust as an outlier
and confirmed that work had commenced to undertake case note reviews of readmissions,
alongside a larger project with commissioners to look at reducing readmissions. Mr Harrison
also made reference to significant bed pressures and the need to ensure this was not
impacting on readmissions. Professor Proctor requested a further update be provided to the
February Board meeting.

7.2 Professor Proctor referred to Delayed Transfer of Care (DTOCs) and noted her
attendance at a recent event and the message from the Chief Executive of NHS Improvement
that DTOCs were unacceptable. Professor Proctor asked if any actions were within the gift of
Trust to influence the reduction in DTOCs.

7.3 Mr Harrison noted that a significant proportion-of DTOCs related to family choice. A
significant proportion also related to delays in health care assessments. The Trust had
commenced work via the A&E Acceleration Zone with Local Authorities and commissioners on
‘Discharge to Assess’ which aspires to undertake patient assessments regarding their longer
term care out-with the hospital setting.

7.4 In response to a query from Mrs Taylor regarding elective-length of stay, Dr Johnson
briefed the Board on the issue of capacity for pre-assessment to address the long standing
practice of orthopaedic patients being admitted to the Trust for pre-assessment the night
before. Mr Harrison also highlighted the impact.of personal choice made by consultants who
choose to take this approach-and the need to ensure systems are in place for consultants to
have confidence to admit patients for pre-assessment on the morning of their procedure.

ACTION:
e Update on the standardised readmissions to be submitted to the February Board

8. Report by the Director of Finance
The report had been circulated in advance of the meeting and was taken as read.

8.1 The Trust’s financial position had been covered in detail under the Chief Executive’s
report (item 6).

8.2 Mr Coulter referred to the Trust’s cash flow position and confirmed that performance
was behind plan as at the end of month 7 (October) and would likely be reporting as being
behind plan for Month 8 (November). Further discussion would take place in private session.

8.3 Mr Coulter noted that correspondence had been received from NHS Improvement
regarding the delays in releasing the S&T funding secured for quarter 2. Mrs Webster asked if
the delay would impact on the Trust’s Single Oversight Framework Use of Resources rating for
Quarter 3. Mr Coulter confirmed that the liquidity measure would not be affected.




8.1 Operational Planning 2017/18 and 2018/19 update
The report had been circulated in advance of the meeting and was taken as read.

8.1.1 Mr Coulter asked the Board of Directors to note the submission of the Trust’'s draft
Operational Plan for 2017/18 and 2018/19 on 24 November in line with NHS Improvement
reporting requirements.

0. Report from the Chief Operating Officer
The report had been circulated in advance of the meeting and was taken as read.

9.1 In terms of winter readiness, Mr Harrison noted that six beds on Nidderdale and seven
beds on Farndale had been closed in October. However, week commencing 14th November
the beds had been re-opened due to additional demand. In addition, eight additional Elderly
Care beds had opened during this period. This had placed additional demands on nurse
staffing and the increase in demand and occupancy had also had an impact on A&E
performance in November.

9.2 Mr Harrison noted that the Trust had reported exceptional activity ‘with over 50
Emergency Department admissions per day on occasion which compounded previous
discussions regarding the need to reduce length of stay.. Mr Harrison confirmed that the Trust
achieved the October A&E 4-hour waiting time target, but reported that the despite the
likelihood of the target for November not being achieved, the Trust would remain in the top 20
performers for the target in the country. The Board received.reassurance that the Trust
continued to maintain patient safety and quality -of care, but Mr Harrison asked that the
pressures on the ground floor not be underestimated by the Board.

9.3 Mr Alldred and Mr Harrison also provided an update with regard to team work between
the Emergency Department and CATT and surgical wards to ensure maximisation of patient
flow whilst minimising patient impact. From a patient safety perspective, Dr Tolcher asked if
there had been any incidents or concerns in meeting the needs of patients in a timely way. Mr
Alldred and Mr Harrison confirmed that no issues had been highlighted, although the Trust did
report its first ever 12-hour trolley wait. It was acknowledged that this was unacceptable, and
the team would continue to closely monitor activity and support the Emergency Department.

9.4 Dr Tolcher referred to the need to consider patient acuity as well as the number of
admissions in the Emergency Department and whilst the Board acknowledged the increase in
activity, the Trust would continue to target resources on the most unwell and clinically urgent
patients.

9.5 Mr McLean suggested undertaking some positive publicity regarding the significant
amount of work, effort and commitment from teams to meet the increasing demand in the
Emergency Department. Dr Tolcher agreed to discuss opportunities further with the
Communications and Marketing Team.

ACTION:
e Explore opportunities for more proactive media regarding current system pressures
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10. Clinical Workforce Strategy
The strategy had been circulated in advance of the meeting and was taken as read.

10.1 Mrs Dodson reminded everyone that the Board had an opportunity to review and
contribute to the development of the Clinical Workforce Strategy in October. Mr Marshall
stated that as of 1 April 2017 the workforce landscape would change with a move away from
Health Education England (HEE) funded graduate programmes, to allow Sustainability and
Transformation Plans to fund their own priorities. Mr Marshall noted that the strategy had
been written by, and for staff, patients and service users and identified the key priorities and
objectives for the Trust which would inform workforce plans in the future.

10.2 Mr Marshall made particular reference to: the three work streams; the need to
complete consultation; and the need to align the strategy to the Clinical Transformation Board.
Mr Marshall took an opportunity to thank Mr Harrison and.Professor Proctor for their
involvement in developing the strategy.

10.3 In terms of going forward, Professor Proctor asked how the Board would receive
updates on progress on achievement of the strategy and objectives. Mr Marshall suggested
that the Board receive a bi-annual update on the action plan in May and November each year.

APPROVAL:
e The Board of Directors approved the Clinical Workforce Strategy

ACTION:
e To include a bi-annual report on progress against the Clinical Workforce Strategy
action plan to the Board on the Board Forward Plan

11. Report from the Chief Nurse (including the Trust’s response to the Alan
Wood Report)

The report had been circulated in advance of the meeting and was taken as read.

11.1 Mrs Foster provided an update on the Director inspections and noted the continued red
rating for Pannal Ward due to IV Cannula Care. Although a formal review had yet to be
scheduled, Mrs Foster confirmed that an Internal Audit had been undertaken.

11.2  With regard to actual versus planned staffing levels, Mrs Foster referred to a patient
safety visit undertaken following compilation of the report, and noted genuine concerns
regarding current workload pressures, activity levels and vacancies. The concerns raised by
staff members relating to their confidence of the level of care they are able to provide in light of
the current pressures. Mrs Foster had been humbled to hear the concerns which
demonstrated the commitment of staff to delivering high quality care.

12.3 Mrs Foster reported a number of ongoing Serious Case Reviews in County Durham,
Darlington and Middlesbrough, and confirmed that all cases were subject to safeguarding input
and were monitored and led by the safeguarding teams.

12.4  Mrs Foster referred to the Trust’'s response to the Alan Wood Report, commissioned to

review the efficiency and effectiveness of local Safeguarding Boards, and confirmed that there
were no material issues for the Board to note.
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12.5 Mrs Webster referred to the last minute cancellation of patient safety visits, and noted
the apathetic response from a ward when re-arranging a visit. It was therefore suggested that
a review of patient safety visits be undertaken to include: a review of their purpose; perception
of their value from wards/departments; and opportunities to strengthen their value. Mrs
Dodson also asked that, in the absence of a strong material reason, patient safety visits were
not to be cancelled. Dr Tolcher reminded members of the Board that the patient safety visits
had been established to promote the culture of safety by engaging with those staff providing
care.

12.6 With regard to the Middlesbrough learning event, Professor Proctor asked that further
thought be given to sharing learning across the breadth of the Trust, particularly in areas
caring for vulnerable patients and families, and in light of the patient story, those who suffer
trauma.

12.7 Mr Thompson noted the value of the information provided in the Nurse Staffing Acuity
Tool report and asked if the Board were required to receive'the Chief Nurse Report on a
monthly basis, given the clear disparity of information between the two reports. Mrs Foster
confirmed that providers were required to publish safe staffing figures on.a monthly basis, but
emphasised that the figures and the acuity dependency tool were only one method used. It
was acknowledged that the Chief Nurse report also included information regarding the
environment, benchmarking, and qualitative information to ensure the Board remain sighted on
the nuances of each service.

12.8 Mrs Webster suggested that e-rostering be included in the recommendations. Mrs
Foster advised that e-rostering would be included in the Trust's suite of core metrics.

12.9 Mrs Webster asked if comparisons could be made to other Trusts. Mrs Foster
confirmed that NHS Improvement remained undecided as to the purpose and use of the data,
which resulted in an inability to-benchmark with reliability.

12.10 Dr Tolcher noted that whilst benchmarking’ could be useful, the disparities between
Trust’s in ensuring safe staffing were_significant'and individual Boards required confidence in
the Trust’s ability to deliver high quality care. From a strategic point of view, Dr Tolcher
referred to the Trust's.ambition to reduce length of stay and bed numbers to ensure that
patients are treated in the right place at the right time. As a result, patients would be of a
higher acuity, thereby impacting on the Trust’s current nursing establishment. It was agreed
that a recommendation paper would be submitted to the March meeting of the Board on the
Trust’s substantive nursing workforce requirements.

ACTION:

e To review the purpose and value of Patient Safety Visits and report back to January
Board as part of the Chief Nurse Report

e A recommendation paper to be submitted to the March 2017 meeting of the Board on
the Trust’s substantive nursing workforce requirements.

11.1 Bi-annual Safe Staffing Acuity Tool

The report had been circulated in advance of the meeting and was taken as read. The report
was discussed in conjunction with agenda item 11.0

12. Report from the Medical Director

The report had been circulated in advance of the meeting and was taken as read.
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12.1 Dr Scullion referred to a National Patient Safety Alert on nasogastric tube
misplacement: continuing risk of death and severe harm, and the recommendation that the
alert be shared at Board level.

12.2  Dr Scullion noted that the Trust had received notification of its NHS Litigation Authority
contribution for 2017/18 and confirmed that the cost to the Trust had increased over and
above the national average. 17% of the 30% increase related to obstetrics resulting from two
relatively high profile obstetrics cases which had resulted in a financial settlement during the
year.

12.4 In response to a query from Mr Thompson regarding the impact of the increase in NHS
Litigation Authority contribution, Mr Coulter confirmed that the cost would result in a genuine
cost pressure, which had been reflected in the revised Control Total for the year.

12.5 Dr Johnson referred to the national publication of Safer Maternity Care and the
requirement for Board’s to appoint a Board level maternity champion. - The Board agreed the
appointment of Mrs Foster as the Board level maternity champion.

ACTION:

e The Board acknowledged the NPSA alert relating to nasogastric tube misplacement

e The Board agreed the appointment of Mrs Jill Foster as the Trust’s Board level
Maternity Champion

13. Report by the Director of Workforce and Organisational Development
The report had been circulated in advance of the‘meeting and was taken as read.

13.1  Mr Marshall referred to NHS Improvement’s request for Board approval of the self-
certification checklist to'ensure Board oversight that Trust’s continue to scrutinise spend on
agency staff. The self-certification had been designed for Trusts to show that there are robust
processes in place, with appropriate oversight and senior and executive level approval. The
checklist would be submitted to NHS Improvement by close of play on 30 November.

13.2 Mr.Marshall referred to the workforce metrics contained in the IBR and reported
improved performance relating to sickness absence, turnover, mandatory training and
appraisal rates.

13.3 Mr Marshall briefed‘the Board on the recent visit to the Trust by the Apollo Group and
Health Education England (HEE), which are running the Indian element of the Global Health
Exchange initiative. / The visit included Trust presentations and tours of the hospital.
Interviews had taken place for the first cohort of nurses under the Initiative and work had
commenced to move towards making conditional offers of employment to a number of
candidates.

13.4 Mr Marshall referred to the introduction of the Schwartz Rounds which provided all
members of staff with an opportunity to listen to the experiences of their colleagues. Mrs
Dodson encouraged all Board members to attend sessions.

13.5 Professor Proctor asked what actions had been taken to encourage the uptake of flu

vaccines by members of staff. Mr Marshall confirmed that drop-in sessions had taken place in
November and December and noted that flu vaccination would be identified as a formal
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CQUIN for 2017/18. Trust staff continued to be encouraged and Mrs Webster suggested
combining a drop in session with the scheduled staff Christmas lunches.

APPROVED:
e The Board of Directors approved the NHS Improvement Agency Self-Certification
Checklist;

ACTION:
e To circulate dates of Schwartz round to Board members

14. Oral Reports from Directorates

14.1 Children’s and County Wide Community Services Directorate

14.1.1 Dr Lyth provided an update on the school readiness. pathway launched in
Middlesbrough recapping on the joint initiative between the Trust and the Local Authority.

14.1.2 Dr Lyth provided on update on the Syrian families re-settlement programme and noted
that the Immigration Authority had been impressed by the approach taken in Harrogate
following the work undertaken for looked after children. Positive feedback had also been
received from the Care Quality Commission.

14.2 Long Term and Unscheduled Care Directorate

14.2.1 Mr Alldred provided an update on the work to.improve discharge planning and a noted
that a request had been made to the Operational Director to critically appraise the discharge
programme. Work also continued with commissioning and Local Authority colleagues via the
Discharge Group. A clear action plan and work streams had been developed to align to the
implementation of the SAFER work, work to reduce DTOCs, and ensure patients were
discharged in the safest and quickest manner possible. The Group would also consider
exploring opportunities to medically assess patients for their longer term care needs out-with
the hospital setting.

14.2.2 Further work continued at Ripon Hospital which had yielded positive outcomes relating
to: documentation; reviewing admission criteria; rehabilitation; physiotherapy; occupational
therapy resource; and CQC recommendations.

14.3 Planned and Surgical Care Directorate

14.3.1 Dr Johnson reported that the Maternity Service had been shortlisted for a national
award for access to psychological therapies.

14.3.2 Dr Johnson provided an update to the Board following the conclusion of the Maternity
Rapid Process Improvement Workshop which looking at missed appointments in maternity
care, and confirmed that the actions identified would help reduce the risk of harm to patients.

14.3.3 Dr Johnson confirmed that a paper was in development for theatres using the principle
of the Calderdale Framework. The report would be discussed at Senior Management Team
with a view to continued improvements in theatre staffing.

14.3.4 Dr Johnson referred to an issue relating to ITU band 5 staff nurses only being required
to provide six weeks’ notice and the impact on timely recruitment of replacements.
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14.3.5 With regard to surgical cover and supervision for Foundation Doctors, Dr Johnson
referred to challenges of implementing actions identified by the Deanery due the level of
investment required.

15. Committee Chair Reports

15.1 Report from the Quality Committee meeting held 2 November 2016

The report had been circulated in advance of the meeting and was taken as read.

15.1.1 Mrs Webster noted that clarity regarding the role of Non-Executive Directors in the
Serious Incident Requiring Investigation (SIRI) sign off process had been agreed.

15.1.2 The Board received the revised Terms of Reference and Mrs Webster stated that the
key change related to the decision to remove the Chief Executive as a core member of the
committee to ensure the appropriate level of accountability and responsibility was in place.
The Chief Executive would attend one meeting per year to oversee the final review of the
Quality Account.

ACTION:
e The Board of Directors approve the Terms_of Reference for the Quality Committee

16. Council of Governor meeting 3 August 2016
The minutes had been circulated in advance of the meeting and were taken as read.

17. Matters relating to compliance with the Trust’s Licence or other
exceptional items to report.

17.1 Well Led Review Action Plan Update

17.1.1 Mrs Dodson referred to the report which outlined the methodology to enable the Board
to continually review and self-assess in the future, maintain oversight of broad governance
issues and acknowledge the actions taken to date. Mrs Dodson referred to the outstanding
action relating to Quality of Care Teams and it was agreed that a review of the consistency of
the quality and value of Quality of Care Teams across all directorates be undertaken with a
report to the January Board of Directors and February Council of Governors.

ACTION:
e To undertake a review the effectiveness of individual Quality of Care Teams with a
report to the January meeting of the Board

18. Any other relevant business not included on the agenda
There being no other business, Mrs Dodson declared the meeting closed.

19. Board Evaluation
Professor Proctor suggested that the discussion reflected the pressures within the system as
well as internally to the Trust, which had also been confirmed by the reports from directorate

leads and Mr Harrison. It demonstrated that the high risks acknowledged by the Board were
aligned to the risks highlighted on the ground floor.
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Mrs Webster stated that the discussion sometimes felt slightly rushed. Mrs Dodson asked
Board members to reflect on what could have been done differently with feedback to be
provided directly to Mrs Dodson.
Mr McLean felt that the Board had continued to focus on, and discuss, the right issues.
Dr Tolcher suggested that more time had been spent on the action log paper than planned.

20. Confidential Motion
The Chairman moved ‘that members of the public and representatives of the press be
excluded from the remainder of the meeting having regard to the confidential nature of the
business to be transacted, publicity on which would be prejudicial to.the public interest’.

The Board agreed the motion unanimously.

The meeting closed at 12.35pm
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3.2

Harrogate and District INHS

NHS Foundation Trust

Report Status: Open

BOARD OF DIRECTORS MEETING
Minutes of the Extra Ordinary Board of Directors’ meeting held in public on Wednesday 21
December 2016 10.15 am in the Boardroom, Trust HQ, Harrogate District Hospital

Present: Mrs Sandra Dodson, Chairman
Dr Ros Tolcher, Chief Executive
Mr Jonathan Coulter, Deputy Chief Executive/Finance Director
Mr Rob Harrison, Chief Operating Officer
Mrs Jill Foster, Chief Nurse
Mr Phillip Marshall, Director of Workforce and Organisational
Development
Dr David Scullion, Medical Director.
Professor Sue Proctor, Non-Executive Director
Mr Neil McLean, Non-Executive Director
Mr Chris Thompson, Non-Executive Director
Mrs Maureen Taylor, Non-Executive Director

In attendance: Mr Andrew Alldred; Clinical Director for Long Term and Unscheduled
Care
Mr Jonny Hammond, Operational Director for Planned and Surgical
Care (deputising for Dr Kat Johnson; Clinical Director)
Dr Natalie Lyth, Clinical Director for Children’s and County Wide
Community Care
Mrs‘Angie Colvin, Corporate Affairs and Membership Manager
(minutes)

1. Welcome and Apologies for Absence
Apologies for absence had been received from Dr Kat Johnson, Clinical Director for Planned
and Surgical Care, Mr lan' Ward, ‘Non-Executive Director, and Mrs Lesley Webster, Non-

Executive Director.

In addition, Clir Phil Ireland, newly appointed Stakeholder Governor representing Harrogate
Borough Council, requested his apologies to be noted.

Mrs Dodson confirmed she hadn’t expected any Governors to attend the meeting today as this
was an extra ordinary meeting.

Mrs Dodson welcomed Mr Hammond, Operational Director deputising for Dr Johnson.
There were no members of the public in attendance.
Mrs Dodson confirmed there was one main item to discuss on the agenda of this extra

ordinary meeting and the minutes from the last public Board of Directors meeting in November
would be approved in January 2017.



2. Declarations of Interest and Board Register of Interests

There were no declarations of interest relevant to items on the agenda.

3. Harrogate and District NHS Foundation Trust Operational Plan 2017/18
and 2018/19

3.1 Mrs Dodson confirmed that the Board of Directors had previously considered a draft of
the Operational Plan for 2017/18 — 2018/19 at its meeting on 30 November 2016. The aim of
the discussion today was to note a number of areas which needed further work and to approve
the final plan and associated assurance templates for submission to NHS Improvement on 30
December 2016.

3.2 Mr Coulter confirmed the draft plan was discussed at Finance Committee the previous
week and, along with feedback from NHS Improvement following the submission of the draft
plan on 24 November, Mr Coulter summarised the following amendments:

i. Page 3, activity table — minor narrative changes to reflect the range of community
services across North Yorkshire and in relation to Children’s Services, the requirement
to assess the demand and capacity for community services, and an explanatory note
regarding the increase in activity relating to the development of outreach services in
North Leeds.

i. Page 5, inresponse to Mr Thompson’s.comment regarding serious untoward incidents,
Dr Tolcher suggested including a comment to take into account actions following the
recent CQC inspection.

ii. Page 6, quality improvement plans — a sentence to confirm the Trust did not provide
mental health services, but an explanation of support would be added.

iv. Page 7, flow chart outlining quality impact assessment — following feedback from NHS
Improvement, further nparrative would be added to summarise the process
demonstrated in .the flow chart.

v. Page 10, item 7.7, final bullet point, Board level workforce spend — change to executive
level responsibility as not a sub-committee of the Board.

vi.  Page 13, cost improvements — a correction of percentages was required.

Vii. Page 15, item 8:4 — following review at Finance Committee, the Use of Resources
rating for 2017/18 table was amended.

viii. Page 16, Briary Wing — Dr Tolcher commented on Tees, Esk and Wear Velley NHS
Trust vacating the Briary Wing and stated that it could be later than 2017/18; the Plan
would be amended to reflect this.

3.3 Mr Coulter summarised the contracting position detailed in the Plan and confirmed there
had been no further progress to date.

3.4 A detailed discussion followed regarding the impact of HaRD CCG'’s introduction of a
period of health optimisation before referral and commencement of non-urgent elective
surgery; this was confirmed as being part of the strategic approach to improve the health and
wellbeing of the population of Harrogate and Rural District.



3.5 To date, there had been no impact from any reduction in referrals and the Trust would
continue to focus on waiting lists, particularly orthopaedic and general surgical work, and
increase activity from other commissioners, in particular from Leeds.

3.6 Mrs Dodson commented on the need to assure Governors regarding public concerns
about waiting lists, especially breaching 18 weeks for orthopaedics, and requested a detailed
update for Governors at their next meeting in February 2017.

3.7 In response to Mr McLean’s comment about the right to receive payment for providing a
level of service, Dr Tolcher agreed but noted that there were insufficient funds in the system to
sustain current levels of commissioner spending and expressed the importance for local
sustainability and transformation planning to be progressed.

3.8 Mrs Taylor highlighted the risk to cash flow and confirmed this had been discussed by the
Finance Committee.

3.9 Mr Coulter confirmed the situation in relation to submission of the Plan without a signed
contract with HaRD CCG and stated that a pre-arbitration meeting with NHS England and
NHS Improvement would be expected in early January: Mr Coulter was happy to take further
guestions regarding the Plan.

3.10 Professor Proctor referred to the activity table on page 3 of the Plan and asked how the
figures had been estimated for growth in light of the implications of the CCG-commissioned
referral management system. Mr Coulter clarified that the figures had been based on
demographic growth plus additional Trust activity and not just“HaRD CCG activity. Mr
Harrison provided further detail confirming that increased activity growth included work in
relation to the Ophthalmology pathway and a new bowel scope service commissioned by NHS
England which would result in a significant increase in day case work.

3.11 Mr Harrison also confirmed that year on year historical growth, review of Office for
National Statistics population estimates and impact-of Vanguard work had been assessed.

3.12 Mr Coulter confirmed that the Harrogate Health and Transformation Board would be
meeting the following day and he expected discussions to be challenging regarding the future
commissioning of the Vanguard project.. He stated there was considerable work to do in the
next six weeks around contracts and this would be discussed at Board in January 2017.

3.13 Mrs Dodson thanked Mr Coulter and confirmed the Board of Directors approved the
Operational Plan 2017/18 — 2018/19 and associated assurance templates, subject to the minor
changes discussed, and noted the current position in relation to the contract negotiations with
HaRD CCG.

APPROVED:

e The Board of Directors approved the Operational Plan for 2017/18-2018/19 and
associated statements to enable submission to NHS Improvement by no later than 30
December.

e The Board noted the current position in relation with the contract negotiations with
HaRD CCG

ACTION:

e Mrs Dodson commented on the need to assure Governors regarding public concerns
about waiting lists, especially breaching 18 weeks for orthopaedics and requested a
detailed update for Governors at their next meeting in February 2017.




4, Any other relevant business not included on the agenda

4.1 Mr Harrison provided an update on winter pressures and highlighted the national concern
regarding an emergency flow system under stress. The Trust’s situation was reviewed on a
daily basis and Mr Harrison was pleased to report that, despite significant pressures and
following one of the worst weeks in ED, the Trust was placed at 11" in the country.

4.2  Mr Harrison confirmed the West Yorkshire ED Acceleration Zone funding had been
secured to progress schemes to allow the delivery of the performance improvement; to
support the streaming of patients from ED to Primary Care, or GP Out of Hours, and to support
increased provision of ambulatory care on weekends. In addition, funding of just over
£300,000 would support a discharge scheme, however the response from North Yorkshire
County Council confirmed ongoing challenges with transfer capacity«in the nursing home
sector and Dr Tolcher would raise this with the Harrogate Health and Transformation Board
the following day. Work would commence in January 201710 increase capacity in ED by
creating additional cubicles and co-location of the GP Out of Hours Service. In addition,
subject to capital funding available, the Trust would explore the development of a dedicated
Surgical Assessment Unit.

4.3 Dr Tolcher highlighted a number of options toe support discharge and confirmed Mr
Forster, Operational Director for Long Term and Unscheduled Care, was leading on this
project.

4.4 In terms of the current position in Harrogate Hospital, Mr Harrison confirmed bed
occupancy was currently at 100%, significantly higher than expected at this time of year. He
hoped to see this improve by the end of the week and provided assurance that robust
arrangements were in place to cover the Christmas and New Year period.

4.5 Mr Harrison asked the Board for support in resisting a request from NHS Improvement to
provide detailed daily information reports through-the Christmas period. This would require
key individuals coming in to work for this sole purpose. Following discussion, Mr Harrison was
given the approval to inform NHS Improvement that the report would be available to them
following the Bank Holiday.

4.6 Finally, the Board of Directors commended Dr Alison Walker who had led a debrief and
supported staff in ED following a recent, very sensitive clinical incident.

5. Board Evaluation

There was no Board evaluation undertaken as this was an extra ordinary meeting.

0. Confidential Motion

There being no other business, Mrs Dodson declared the meeting closed at 11.00 am



Harrogate and District NHS

NHS Foundation Trust

HDFT Board of Directors Actions Schedule as at January 2017

Completed Actions

This document logs actions completed since the previous Board of Director meeting. Completed items will
remain on the schedule for three months and then be removed.

Item Description Director/ Manager Date of Confirm action
Responsible completion/ Complete
progress
update
Verbal update to be provided as part of Mrs L Webster, Non-
the Quality Committee Chair’s report on Executive Director/ September
performance relating to completion of Quality Committee Chair 2016 Complete
complaint action plans (Jun 16)
Further detail on metrics relating to Dr N Lyth, Clinical
health visiting for new born visits to be Director September Complete — paper
provided in the IBR (Jun 16) 2016 included for July
meeting
An update on the NHS Improvement Dr R Tolcher, Chief Complete — included
consultation and proposals for a Single Executive September in CEO Report.
Oversight Framework to be provided (Jul Consultation
2016
16) response uploaded
to reading room
Provide confirmation of the Trust’'s Mr R Harrison, Chief
. ) . . : Included on Board
current compliance with legionella water | Operating Officer September A
testing (July 16) 2016 F ssurance
ramework
Clarity to be sought to ensure that the Mr R Harrison, Chief
current compliance rates for Information Operating Officer Complete —
Governance Mandatory training support September response circulated
the requirements of the July Information 2016 to Board members
Toolkit submission (July 16) via e-mail 8/8/16
An update on the review of the Staff Mr P Marshall, Director of
Friends and Family Test narrative Workforce and September Complete — included
outcome for Q1 to be provided to the Organisational I
2016 within DWOD report
Board (Jul 16) Development
Assurance in relation to service activity Mr R H.arrison., Chief September Complete — within
and recovery plans (Jul 16) Operating Officer 2016 COO report
Assurance from the contracts team that Mr J Coulter, Deputy
no penalties associated with the contract | Chief Executive/ Finance
due to the absence of a threshold target Director September Complete
for new birth visits by Health Visiting 2016
team within 14 days of birth (Jul 16)
E-rostering implementation update to be Mrs J Foster, Chief Nurse Complete — verbal
included in the Chief Nurse report (Jul September update provided
16) 2016
Progress with regard to the appointment | Dr K Johnson, Clinical Complete — provided
of Consultant Elderly Care post as part of | Director September under Directorate
the oral directorate report (May and Jun 2016 reports at

16)

September meeting
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Item Description

Director/ Manager
Responsible

Date of
completion/
progress
update

Confirm action
Complete

Proposal for the appointment of the
Trust’'s Freedom to Speak Up Guardian
to be submitted to the Board of Directors
(Jul 16)

Mr P Marshall, Director of
Workforce and OD

October 2016

Complete — reported
as part of DWOD
report at the
September meeting

The Board of Directors approved the
revisions to the wording of the Trust's

Dr R Tolcher, Chief
Executive

October 2016

vision, mission and objectives subject to Complete
the amendment to change ‘endeavour’ to

‘strive’ (Sep 16)

Explore feasibility of recruitment Mr P Marshall, Director of

opportunities for ODPs and Theatre Workforce and October 2016

Nurses via the GHEP and international Organisational Complete

recruitment (Sep 16)

Development

Undertake a review of the Strategic Key
Performance Indicators and submit a
proposal to the October meeting of the
Board for approval, giving consideration
to input from the Shadow Board (Jul 16)

Mr J Coulter, Deputy
Chief Executive/Finance
Director

October 2016

Complete — agenda
item

Include a 6-month financial forecast
within the October Finance Director

Mr J Coulter, Deputy
Chief Executive/Finance

October 2016

Complete — include
in Finance Directors

report (Sept 16) Director Report
Write to Gill Morgan, Chair of NHS Mrs S Dodson, Chairman
Providers to outline concerns regarding October 2016 Complete

the impact of STPs on executive capacity
(6.29)

IBR — narrative associated with GP out of
hours to be improved to reflect the level
of activity undertaken for future reports
(Sept 16)

Mr A Alldred, Clinical
Director

October 2016

Complete — included
in IBR

Report on actions undertaken to support
the increase required in appraisal
compliance rates as part of the October

Mr P Marshall, Director of
Workforce and OD

October 2016

Included in DoWwOD
report October

DWOD report (Sep 16) meeting
Revisit the Board Assurance Framework | Dr R Tolcher, Chief
to ensure adequate reflection of Executive October 2016 Complete

executive team capacity to delivery wider
strategic initiatives (Sep 16)

Circulation of the checklist for enhanced

Mr P Marshall, Director of

Complete — agenda

monitoring for agency and locum use and | Workforce & OD November item for November
submit for Board approval (Oct 16) 2016 meeting
Update to be provided on actions to be in | Dr J Child, Director of

response to concerns raised relating to Infection Prevention and November Complete — agenda
C. Diff (including sample audit outcome) Control 2016 item for November
(Oct 16) meeting
Include community pressure ulcer figures | Mrs J Foster, Chief Nurse November

in the IBR for 2015/16 to allow a year-on- 2016 Complete

year comparison (Oct 16)




Item Description

Director/ Manager

Date of

Confirm action

Responsible completion/ Complete
progress
update

Update on the action plan following the Mrs J Foster, Chief Nurse Included in the Chief
Alan Wood Report into Local November Nurse report
Safeguarding Boards (Jun 16) 2016
Update on management of risks Mr J Culter, Deputy Chief Included in Business
associated with the wheelchair service to | Executive/ Finance November Development Report
be provided at a future meeting of the Director 2016
Board (Sep 16)
Review and revise questions in annual Mr C Thompson, Non- Complete — verbal
Audit Committee survey (Jan 16) Executive Director/ Audit November update provided at

Committee Chair 2016 November meeting
Review RAG rating approach to SIRIs Dr D Scullion, Medical Complete -
and include analysis of trend over time Director transferred to the
(7.7) Quality Committee

Action Log

Clarify arrangements for seeking Board Mr J Coulter, Deputy Complete — dealt
approval in light of requirements for mid- | Chief Executive/ Finance November With under matters
month submissions to NHS | (8.4) Director 2016

arising




Harrogate and District NHS

NHS Foundation Trust

HDFT Board of Directors Actions Schedule — Qutstanding Actions as at

January 2017

This document logs items for action from Board of Directors meetings which remain outstanding. Board members
will be asked to confirm completion of actions or give a progress update at the following Board meeting when they
do not appear on a future agenda.

Ref | Meeting Item Description Director/Manager | Completion Detail of
Date Responsible date progress
1 November | To undertake a review the | MrsJ Foster —
2016 effectiveness of individual Quality | Chief Nurse January 2017
of Care Teams
2 November | To circulate dates of Schwartz | Mrs J Foster —
2016 round to Board members Chief Nurse January 2017
4 November | A recommendation paper to be | Mrs J Foster —
2016 submitted to Board on the Trust’s | Chief Nurse
substantive  nursing  workforce March 2017
reqguirements.
5 November | To review the purpose and value | Mrs J Foster —
2016 of Patient Safety Visits Chief Nurse January 2017
6 November | To include a bi-annual report on | Dr R Tolcher, Chief
2016 progress against the Clinical | Executive
Workforce Strategy action plan to February
the Board on the Board Forward 2017
Plan
7 November | Explore opportunities for more | Dr R Tolcher, Chief
2016 proactive media regarding current | Executive January 2017
system pressures
8 November | Update on the standardised | Mr R Harrison, Feb
2016 readmissions Chief Operating ezor;J?ry
Officer
9 November | Upload quarterly performance Dr N Lyth, Clinical
2016 reports relating to the Children’s Director
and County Wide Community
Services directorate into the January 2017
Reading Room
10 November | Executive Team to review the | Dr R Tolcher, Chief
2016 resource and investment profile | Executive
for the Informatics Team and February
reflect the risks in the Board 2017
Assurance Framework
11 September | Inclusion of KPIs on Children’s Dr N Lyth, Clinical Recommendati
2016 Services and Community Director on clarifying
Services to be included in the IBR metrics for
following a review of the new February inclusion in
dashboard for the Directorate 2017 the IBR for the
(4.2) Children’s and
County Wide
Community

4




Services
Directorate

12 June 2016 | Additional information to be Mr A Alldred,
included in the IBR relating to Clinical Director
July 2016 readmissions of older people / Verbal update
update on reducing readmissions November to be provided
in older people to be submitted to 2016 under matters
the September Board meeting arising
(8.9)
13 May 2016 Further update on progress of the | Mr A Alldred, Care of Frail
Care of Frail Older People Clinical Director Older People
Strategy and confirm an NED Strategy
Lead (11.2.3) March 2017 | update to the
Board Strategy
Day (4.)
14 June 2016 | Update on the programme of work | Mr A Alldred,
Eg ;e)duce hospital admissions Clinical Director January 2017 N/A
15 January Update Board on progress with Mrs J Foster —
2016 EDS2 action plan (11.10) Chief Nurse January 2017 N/A
16 September | Provide an update on progress Dr K Johnson,
2016 with regard to actions associated Clinical Director
with Corporate Risk Register
CR8: risk of ophthalmology January 2017 N/A
patients being lost to follow up
(6.13)
17 October Update on progress of internal Mr R Harrison,
2016 and system wide work to improve | Chief Operating
discharge planning to Board Officer January 2017 N/A
Strategy Day (7.4)
18 March Submission of a Research and Dr A Layton -
2016 Development Strategy for Board Associate Director January 2017
comment for Research
19 March Additional information on learning | Mrs J Foster, Chief
2016 from cases of C. Diff and Nurse
associated action planning during February N/A
2015/16 to be included in the 2017

annual report (6.3)
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Harrogate and District NHS

NHS Foundation Trust

Report to the Trust Board of Directors: | Paper No: 5.0

25 January 2017

Title Report from Chief Executive

Sponsoring Director Dr Ros Tolcher, Chief Executive

Author(s) Dr Ros Tolcher, Chief Executive

Report Purpose To update the Board of Directors on significant

strategic, operational and performance matters

Key Issues for Board Focus:

The Board of Directors are asked to note:

High rates of emergency department attendances and non-elective admissions, combined with
difficulties achieving timely discharge have led to significant operational pressures over the
last month.

Colleagues across all parts of the Trust are to be commended for their dedication in sustaining
strong performance and high quality care during this time.

A ‘heads of Terms’ between Harrogate and Rural District CCG and the Trust for the 2017/18
contract has been signed.

Work continues to explore potential collaboration opportunities within the STP.

Building work has commenced in the Hospital’'s Emergency Department as part of the ED
Acceleration Zone programme.

Related Trust Objectives:

1. To deliver high quality care | Yes — the report reflects a sustained organisational focus on

providing high quality care and ensuring robust controls and
assurances on care quality.

2. To work with partners to Yes — the report provides updates on the work of the HHTB and

deliver integrated care | West Yorkshire reflect partnership working in Harrogate and West
Yorkshire areas.

3. To ensure clinical and Yes — the report notes from the SMT meeting demonstrate a

financial sustainability particular focus on financial performance

Risk and Assurance | Strategic and operational risks are noted in section 6. Risks associated

with this report are reflected in the Board Assurance Framework: BAF 14:
risk to deliver of integrated models of care; BAF 15: misalignment of
partner strategic plans; and BAF 9; failure to deliver the operational plan.

Legal implications/ | There are no legal/regulatory implications highlighted within the report.

Regulatory
Requirements

Action Required by the Board of Directors

The Board is requested to note the strategic and operational updates

The Board is asked to note progress on risks recorded in the BAF and Corporate Risk
Register and confirm that progress reflects the current risk appetite.

The Board is asked to note that the Trust is asked to nominate a Non-Executive Director to
oversee progress on implementing actions arising from the CQC report: Learning, Candour
and Accountability and make recommendations accordingly
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1.0 MATTERS RELATING TO QUALITY AND PATIENT EXPERIENCE
1.1 Operational Pressures

In common with prior years the Trust experienced a notable increase in demand in the immediate
post-Christmas and New Year period. Emergency department activity was 10% higher than the
same period last year and non-elective admissions increased by 12%. The hospital site has been
operating with extremely high levels of occupancy with escalation areas open. High numbers of
delayed transfers of patients (DTOC’s) and medically fit for discharge patients have contributed to
extreme pressures. The Trusts was operating at OPEL level 4 for a short period.

Despite these challenges colleagues have worked tirelessly across community and hospital
services to protect the quality of care provided and to sustain our usual high levels of performance.
Members of the corporate team have been providing support to hard pressed areas, with
appropriate supervision.

A lack of beds has led to a small amount of non-urgent elective in-patient work being deferred.

The Trust received a letter of thanks from NHS Improvement CEO Jim Mackey thanking staff for
their achievement.

| would like to formally recognise the huge team effort and record my thanks to colleagues across
the Trust for their dedication.

1.2 2017/18 — 2018/19 Contracts

The Trust submitted to NHS Improvement the 2-year Operating Plan approved by the Board of
Directors at its extraordinary meeting in December by the required deadline of 23 December. A
Heads of Terms for the contract with our main commissioner Harrogate and Rural District CCG has
been agreed. A verbal update will be given at the meeting.

1.3 New Care Models update

The NHS England New Care Models team has provided formal feedback on the Q2 visit which
took place on 10 November. The report recognises the progress which has recently been made
after a difficult start to the year. It identifies specific challenges for the next phase of the
programme, specifically the need to accelerate the pace at which the elements of the PAC’s
framework are adopted including gaps in the care model, and gaps in the business model. The
NCM team is able to offer support in these areas. The need to objectively evaluate the impact of
the model is also recognised.

Following agreement at the November HHTB, evaluation will be provided by collaboration between
the University of Sheffield’s School of Health and Related Research (ScCHARR), Collaborations for
Leadership in Applied Health Research and Care (CLAHRC) Yorkshire and Humber, York Health
Economic Consortium (YHEC) and Centre for Health Economics (University of York). There will be
2 researchers embedded in the PMO. Regular updates on the evaluation will be provided once it
is up and running.

An updated Value Proposition was submitted in November requesting ongoing funding for the final

year of the Vanguard programme (2017/18). We understand that some funds are likely to be
provided, subject to certain caveats in respect of progress, as above.
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2.0 STRATEGIC UPDATE

2.1 West Yorkshire and Harrogate Sustainability and Transformation Plan
(WYHSTP)

Feedback on the draft West Yorkshire and Harrogate Sustainability and Transformation Plan
(WYHSTP) which submitted to NHS Improvement on 21 October 2016 is still awaited.

The WYH STP PMO is now fully resourced and the focus has shifted to implementation. NHS
England has recently released details on the process for bidding for non-recurrent transformation
funding for mental health, diabetes, learning disability and cancer services. The Trust is
contributing to these bids, via the STP PMO.

Work continues amongst the eleven CCG’s in the WYH STP footprint in respect of the future
commissioning landscape. A strategic commissioning function remains the preferred option.

2.2 Urgent and Emergency Care (U&EC) Acceleration Zone

Following agreement on the capital funds available to support this initiative, plans are now in place
to commence work in the Emergency Department in the week commencing 16 January. A revised
trajectory for the aggregate performance on the ED 4 hour access target will be submitted. The
revision is necessary because of the time elapsed between the WYAAT submission and
confirmation of funding from NHS England, during which time the baseline position deteriorated.
Further information will be provided by the Chief Operating Officer.

3.0 NATIONAL COMMUNICATIONS RECEIVED AND ACTED UPON
3.1 CQC Report: Learning, Candour and Accountability

The Care Quality Commission has published its report following a review of the way NHS
Foundation Trusts and Trusts review and investigate the deaths of patients in England. The
Secretary of State offered the Government’s initial response to the House of Commons and
announced a range of measures in response to the report’'s recommendations. For trusts, these
will include:

From April 2017 the boards of all NHS Trusts and Foundation Trusts will be required to:

e Collect and report to NHS Improvement a range of specified information, to be published
guarterly, on deaths that were potentially avoidable and consider what lessons need to be
learned on a regular basis.

e Publish evidence of learning and action

o Identify a board-level leader as patient safety director to take responsibility for this agenda and
ensure it is prioritised and resourced within their organisation.

e Appoint a non-executive director to take oversight of progress.

¢ Follow a new, standardised national framework to be developed for identifying potentially
avoidable deaths, reviewing the care provided, and learning from mistakes.

The NHS National Quality Board will draw up guidance on reviewing and learning from the care
provided to people who die, in consultation with Keith Conradi, Chief Investigator of Healthcare
Safety. These guidelines will be published before the end of March 2017, for implementation by all
Trusts in the year starting April 2017.

Health Education England will review the training for all doctors and nurses with respect both to
engaging with patients and families after a tragedy and maintaining their own mental health and
resilience in extremely challenging situations.
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To address particular challenges for the investigations of deaths of people with learning

disabilities:

¢ The Government will ensure that the NHS reviews and learns from all deaths of people with
learning disabilities, in all settings.

e The Learning Disabilities Mortality Review Programme will provide support to both families and
local NHS areas to enable reporting and independent, standardised review of all learning
disability deaths between the ages of 4 to 74.

¢ As the programme develops, all learnings will be transferred to the national avoidable mortality
programme.

e In acute trusts: particular priority will need to be given to identifying patients with a mental
health problem or a learning disability to make sure their care responds to their needs; and that
special effort is made during any mortality investigations to ensure wrong assumptions are not
made about the inevitability of death for these patients.

The Trust Medical Director is the executive lead for Patient Safety and will oversee this work from
an executive perspective. The Board of Directors is asked to note the requirement for Non-
Executive oversight and make a recommendation accordingly.

3.2 CQC Consultation on new inspection regime
The CQC is seeking views on

e principles for how New Models Of Care and complex providers will be regulated

e changes to the assessment frameworks across all sectors to reduce complexity and
create more consistency

e how services for people with learning disabilities will be registered

« the way in which NHS trusts and foundation trusts will be regulated from April 2017
This includes a review of how Trusts are rated and some joint work with NHS
Improvement on the CQC’s approach to leadership and use of resources.

This work is being coordinated by the Deputy Director of Governance. Comments are
welcome until 14 February.

3.3 NHS Improvement CEO letter regarding oversight of A&E performance

Jim Mackey wrote to all provider CEOs on 19 December setting out plans to broaden the oversight
of A&E. This includes the following:
. Focus on the sickest patients, for example my monitoring ‘time to see relevant clinician’ for
key pathways (eg stroke PCI), or ‘time to start a bundle’ (eg Sepsis)
Streaming for patients with minor conditions to the most appropriate solution.

o Aggregated metrics which include the current 95% 4 hour wait standard but also reflects
clinical standards and staff/patient experience.
. Consistency of counting in respect of the 955 standard.

A further detail on the practical implementation of these changes is awaited.

3.4 NHS National Quality Account reporting arrangements

The Annual Quality Account must be published by June 30 in line with national guidance. There is a statutory
duty to submit the Trust’s Quality Account to the Secretary of State. Work is now underway to select areas to
prioritise for quality improvement in 2017/18 for inclusion in the 2016/17 Quality Account. The timescale for
ensuring appropriate engagement has been agreed at SMT, culminating in final reports to the Governors and
Board of Directors in May.
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For the June 2018 Quality Accounts, providers are expected to report how their investigation and learning's
from death have informed their quality improvement plans. This would be an annual summary of
monthly/quarterly trust board reports on reviewing and learning from deaths.

4.0 WORKING IN PARTNERSHIP
4.1 Harrogate Health Transformation Board (HHTB)

HHTB met on 22 December. The CCG and NYCC presented a discussion paper on the potential architecture
for the joint commissioning and delivery of integrated community services. The proposal builds on the new
care model developed to date and describes:

Prevention

Intermediate care

Community services wrapped around primary care
GP leadership

Alignment /pooling of budgets

The potential scope is significant and remains confidential. The intention is to have new governance
arrangements in place in shadow form from April 2017 and more formally later in the year.

The Key Messages from the meeting are in the Reading Room.
4.2 West Yorkshire Association of Acute Trusts (WYAAT)

Final amendments have been made to the Terms of Reference and MoU for the WYAAT Committee in
Common. The next meeting is scheduled for March.

Additional work is now underway to understand the scale of opportunity in respect of collaborative solutions
for a number of support functions. The nature and extent of collaboration is being explored on a case by
case basis. The value proposition for each potential scheme will depend on the scale of efficiencies
achievable and the complexity of the scheme. Early indications following WYAAT CEO discussion is that
Trusts are all at differing stages in terms of appetite for collaboration. Any decision on formal commissioning
of schemes will be made at the Committee in Common.

A further update will be provided in the confidential session of the Board due to its commercial and sensitive
nature.

5.0 FINANCIAL POSITION

The Trust reported a surplus of £4,882k for the year to the end of December (including S&T
funding) which is £44k ahead of plan. The Trust has therefore met the control total for quarter 3
which as well performance against improvement trajectories within acceptable tolerances, has
resulted in the Trust receiving the full S&T funding for the year to date.

Despite this positive outcome, there are a number of underlying financial risks for the Trust which
are set out within the report from the Finance Director.

6.0 SENIOR MANAGEMENT TEAM (SMT) MEETING

The SMT met on 14™ December and 18" January.
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The December meeting has a particular focus on care Quality and progress with the CQC Action
plan. Feedback from the Chair of the Audit committee in respect of completion of
recommendations was discussed and action agreed.

Key issues discussed in January for noting by the Board of Directors are as follows:

Operational pressures and system responsiveness were discussed

° The Quarter 3 finance plan has been achieved. Actions required to secure the final Quarter
of national Sustainability and Transformation Funding were discussed. This remains very
challenging however any incentive funds secured could be passed directly back to services
for investment.

° Progress is being made in raising the value of the risk adjusted CIP plan for 2017/18 which
has now reached 80%. The total value of potential schemes is above the required level
however Quality Impact Assessments are yet to be completed for all schemes.

. Response times for complaints has deteriorated and will be addressed by directorates.

. The rising trend in Delayed Transfers of Care (DTOC’s) was discussed and underlying
issues explored.

. SMT received a report from the Director of Medical Education on the General Medical Council

National Trainee Survey Results 2016 and HEE Quality Management visit final report. Overall the
Trusts feedback has improved in most areas. Arrangements to comply with the requirement for
on-site supervision of Middle Grade doctors in surgical specialties will be implemented within
the required timescale.

. The value and role of Patient Safety visits was reaffirmed and an approach the year ahead
agreed.

. The EDS2 self-assessment was received and noted.

. The IM&T draft strategy was received and endorsed.

The Minutes from SMT meetings are available in the BoardPad Reading Room.

7.0 BOARD ASSURANCE AND CORPORATE RISK

The summary current position of the Board Assurance Framework (BAF) and Corporate Risk
Register (CRR) is presented below. There will be a quarterly update on the BAF and CRR during
the confidential session of the Board, due to the detail of their content. The full BAF is available for
Board members in the BoardPad Reading Room.

7.1 Board Assurance Framework (BAF)

The BAF was reviewed by the Executive Directors during week commencing 11" January.
Although no risks have been removed, all BAF entries have action plans to address the gaps in
controls and all action plans have progress scores of 1 or 2, providing assurance that actions to
mitigate existing gaps in controls are being progressed. A review of key controls has been
undertaken as a result of the completion of actions, and additional actions have been added to
mitigate increased levels of risk, where appropriate. A number of key controls have been added to
BAF 6 - Senior Leadership Capacity

Changes to the Board Assurance Framework since September

There are no new risks to note and no risks have been removed during the period. There have
been no changes to the residual risk scores since the October report.
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Summary

Three risks (BAF numbers 2, 12, and 13) are currently assessed as having achieved their target
risk score. There are six strategic risks (BAF numbers 1, 4, 9, 12, 14 and 15) which are assessed
at a risk score of ‘Red’ 12. No BAF entries have scores greater than 12. The strategic risks are as
follows:

Ref Description Risk score Progress score
BAF 1 Risk of a lack of medical, nursing and clinical staff Red 12 « Unchanged at 1
BAF 2 Risk of a high level of frailty in the local population Amber 8 — Unchanged at 2
BAF 3 Risk of a failure to learn from feedback and Incidents Amber 9 « Unchanged at 2
BAF 4 Risk of a lack of integrated IT structure Red 12 & Unchanged at 1
BAF 5 Risk of maintaining service sustainability Amber 8 & Unchanged at 2
BAF 6 Risk to senior leadership capacity Amber 9 1 —new risk
BAF 9 Risk of a failure to deliver the Operational Plan Red 12 « Unchanged at 2
BAF 10 | Risk of breaching the terms of the Trust’s Licence to Amber 10 & | Unchanged at 2
operate
BAF 12 | Risk of external funding constraints Red 12 « Unchanged at 2
BAF 13 | Risk of a reduced focus on quality Yellow 4 « Unchanged at 1
BAF 14 | Risk of delivery of integrated models of care Red 12 « Unchanged at 2
BAF 15 | Risk of misalignment of strategic plans Red 12 —~ Unchanged at 1
BAF 16 | Risk that the Trust’s critical infrastructure is not fit for Amber 8 « Unchanged at 1
purpose

Key to progress score on actions:

1. Fully on plan across all actions

2. Actions defined — some progressing, where delays are occurring, interventions are being taken
3. Actions defined — work commenced

4. Actions defined — work not yet commenced/behind plan

7.2 Corporate Risk Register (CRR)

The CRR was reviewed at the monthly meetings of the Corporate Risk Review Group on 13"
January 2017. The Corporate Risk Register contains nine risks. Changes to the CRR since the
October meeting of the Board of Directors are:

Risks removed

The risk score for CR8 - Risk of harm to ophthalmology patients as a result of being lost to follow
up. The reduction in the risk score was as a result of reported good progress had been made,
providing assurance that patients are on an appropriate waiting list. Risk C8 was removed from the
Corporate Risk Register.

The risk score for CR16 — Risk of patient harm due to clinical risk of pressure sore, or deteriorating
conditions due to delays in ordering equipment. Following the transfer of the Wheelchair Service to
another provider with effect from 1 December 2016, this risk had resolved and could be removed
from the corporate risk register.

Changes to the Corporate Risk Register

The risk score for CR9 — risk to sustainability of service delivery and acute rotas due to withdrawal
of trainees by GMC/HEEYH. The Trust has now received the final report following the HEE visit
and is required to implement actions to address recommendations by April. The report is due to be
reviewed at SMT on 18" January. As a result the corporate risk score has been reduced 12.

The risk scores for CR7 — Risk of failure to meet the ED 4 hour national standard. The current risk
of failing to meet the 4 hour national standard for the quarter had increased as a result of the
recent operational pressures. As a result the corporate risk score increased to 16.
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The risk score for CR11 — financial risk due to reduced activity due to shortages of Theatre staff as
a result of the impact of the agency cap rules; and CR7 — Risk of failure to meet the ED 4 hour
national standard remained the top scoring risks at Red 16. Risks CR12 and CR17 have reported
actions behind plan with the progress score of 3.

There were no new risks added to the Corporate Risk Register during the period. The corporate
risks are as follows:

Ref Description Risk Progress
score score
CR2 Risk to the quality of service delivery due to reduction in trainee Red 12« | 2
numbers
CR5 Risk of patient harm due to national shortage of registered qualified Red12 « | 2
nurses

CR7 Risk of failure to meet the 4-hour A&E waiting time national standard | Red 12 & | 2
and poor patient experience

CR9 Risk to sustainability of service delivery and acute rotas due to Red161 |2
withdrawal of trainees by GMC/HEEYH

CR11 | Financial risk due to reduced activity due to shortages of Theatre Red 16 « | 2
staff as a result of the impact of the agency cap rules

CR12 | Risk to financial sustainability from failure to deliver the Clinical Red12 «~ | 3

Transformation Programme at pace and scale

CR13 | Risk to quality of service as a result of the changes to the community | Red 12 « | 2

contract
CR14 | Risk to delivery of the Trust’'s Operational Plan Red 12 & | 2
CR17 | Risk of patient harm as a result of being lost to follow-up Red 12« | 3

Dr Ros Tolcher
Chief Executive
January 2017
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Report to the Trust Board of Paper No: 6.0

Directors: 25 January 2017

Title Integrated Board Report

Sponsoring Director Dr Ros Tolcher, Chief Executive

Author(s) Ms Rachel McDonald, Head of Performance & Analysis

Report Purpose To provide the Board with an update on performance relating
to: operational performance; quality; and finance and
efficiency.

Key Issues for Board Focus:

The Trust is required to report its operational performance to NHS Improvement and to routinely
submit performance data to NHS England and Harrogate and Rural District CCG. The Board of
Directors are asked to note that:

¢ In December, HDFT was above the required level for 3 of the 4 key operational performance
metrics in the NHS Improvement Single Oversight Framework (with the A&E 4-hour standard
being below the required level at 92.5%) and also reported a rating of 1 (where 1 is best) for
the "Use of Resource Metric".

e The Trust reported a cash position of £3,589k at the end of December. This remains
significantly behind the re-profiled plan.

¢ Performance against the A&E 4 hour standard deteriorated further in December. Despite this,
HDFT remains one of the best performing Trusts in the country in relation to this standard.

¢ Non-elective bed days increased significantly in December, reflective of the serious winter
pressures experienced by the Trust during this period. Delayed transfers of care also remain
high and were at 4.8% when the snapshot was taken.

e Elective theatre utilisation reduced in December. The number of lists cancelled increased due
to operational pressures, including a lack of beds and staffing issues.

¢ Inpatient falls increased during December. However there were no falls that resulted in
moderate or severe harm.

o Staff appraisal rates increased to 79.8% in December - the highest level reported since 2014.

Related Trust Objectives

To deliver high quality Yes — the report triangulates key performance metrics covering quality,
care finance and efficiency and operational performance, presenting trends
over time to enable identification of improvements and deteriorations in
the delivery of high quality care.

To work with partners Yes — key performance metrics allow the Board to receive assurance in
to deliver integrated terms of the delivery of high quality care, often underpinned by

care collaboration and partnership working, particularly when developing
new care models.

To ensure clinical and Yes — the report provides the Board with assurance on progress of work
financial sustainability across the region to ensure clinical and financial sustainability.

Risk and Assurance Risks associated with the content of the report are reflected in the
Board Assurance Framework via: BAF# 1: risk of a lack of medical,
nursing and clinical staff; BAF# 2: risk of a high level of frailty in local
population; BAF# 9: risk of failure to deliver the operational plan; and
BAF# 12: external funding constraints.

Legal/regulatory The report does not highlight any legal/regulatory implications for the
implications period.

Action Required by the Board of Directors

The Board of Directors are asked to receive and note the content of the report.
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Integrated board report - December 2016

Key points this month

1. In December, HDFT was above the required level for 3 of the 4 key operational performance metrics in the NHS Improvement Single Oversight Framework (with the
A&E 4-hour standard being below the required level at 92.5%) and also reported a rating of 1 (where 1 is best) for the "Use of Resource Metric".

2. The Trust reported a cash position of £3,589k at the end of December. This remains significantly behind the reprofiled plan.

3. Performance against the A&E 4 hour standard deteriorated further in December. Despite this, HDFT remains one of the best performing Trusts in the country in relation
to this standard.

4. Non-elective bed days increased significantly in December, reflective of the serious winter pressures experienced by the Trust during this period. Delayed transfers of
care also remain high and were at 4.8% when the snapshot was taken.

5. Elective theatre utilisation reduced in December. The number of lists cancelled increased due to operational pressures, including a lack of beds and staffing issues.

6. Inpatient falls increased during December. However there were no falls that resulted in moderate or severe harm.

7. Staff appraisal rates increased to 79.8% in December - the highest level reported since 2014.

Summary of indicators - current month

m Blue - locally agreed stretch target achieved,
already exceeding national average

Quality
Green - achieving national mandated or locally
T ‘ ‘ ‘ ‘ agreed target
Finance and Efficiency Amber - small adverse variance

‘ ‘ ‘ ‘ m Red - significant adverse variance

Operational Performance
not RAG rated
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Summary of indicators - recent trends
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Quality - December 2016

Harrogate and District INHS

NHS Foundation Trust

Indicator name /
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There were 5 hospital acquired category 3 or 4 pressure ulcers reported
in December. In the year to date, 24 hospital acquired category 3
pressure ulcers have been reported. Of these, 12 were deemed to be
avoidable, 6 unavoidable and 6 cases are still under root cause analysis
(RCA). There have been no hospital acquired category 4 pressure ulcers
reported in the year to date.

The Trust has set a local trajectory for 2016/17 of zero avoidable hospital
acquired category 3 or category 4 pressure ulcers.
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The number of hospital acquired category 2-4 pressure ulcers increased
in December. There have now been 146 cases reported in 2016/17 to
date. This compares to 113 in the same period last year.

A maximum trajectory for 2016/17 of 155 cases of category 2-4 hospital
acquired pressure ulcers has been agreed via the Quality Committee.

There were 6 community acquired category 3 pressure ulcers reported in
December. In the year to date, 65 community acquired category 3 or
category 4 pressure ulcers have been reported (including 2 category 4
cases). Of these 65 cases, 33 were deemed to be avoidable, 21
unavoidable and 11 cases are still under root cause analysis (RCA).

A maximum trajectory for the number of category 2-4 community
acquired pressure ulcers was agreed at the Quality Committee and is
based on a 20% reduction against the number of cases reported in
2015/16.

In 2016/17 to date, 196 cases have been reported, compared to 113 in
the same period in 2015/16. The observed increase in reported cases

may be partly due to improvements in incident reporting during the
period.
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Interpretation

9 complaints were received in December compared to 18 last month, with
none classified as amber or red. This is below the 2015/16 average.

The latest published national data (for the period Sep 15 to Mar 16)
shows that Acute Trusts reported an average ratio of 34 no harm/low
harm incidents for each incident classified as moderate harm, severe
harm or death (a high ratio is better). HDFT's local reporting ratio for the
same period was 18 which places the Trust in the bottom 25% nationally.
The focus going forward is to improve our incident reporting rate
particularly encouraging staff to report no harm/ near miss incidents.
Work is progressing to review the datix sytem to simplify the incident
reporting process.

There were no comprehensive SIRIs and no never events reported in
December.

There is no update of this data this month.

In Quarter 2, 70.4% of HDFT staff surveyed would recommend HDFT as
a place to work, this remains above the most recently published national
average of 64%.

The Staff Friends and Family Test will next be carried out at HDFT during
Quarter 4.
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Indicator name /
data quality
assessment
NHS
Improvement
Single
Oversight
Framework -
Use of
Resource
Metri

CIP
achievement

Capital spend

Agency spend
in relation to
pay spend

You waatter most

Description Trend chart
Interpretation
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Indicator name /
data quality
assessment

NHS
Improvement
Single
Oversight
Framework

v

RTT Incomplete
pathways
performance

A&E 4 hour
standard

v

Cancer - 14
days maximum
wait from
urgent GP
referral for
suspected
cancer referrals

From October 2016, NHS Improvement will use a
variety of information to assess a Trust's governance
risk rating, including CQC information, access and
outcomes metrics, third party reports and quality
governance metrics. The table to the left shows how
the Trust is performing against the national
performance standards in the “operational performance
metrics” section.

Percentage of incomplete pathways waiting less than
18 weeks. The national standard is that 92% of
incomplete pathways should be waiting less than 18
weeks.

A high percentage is good.

Trend chart

Standard Oct-16]  Nov-16] Dec-16]
RTT incomplete pathways 94.4% 94.1% 94.0%
A&E 4-hour standard 95.1% 93.8% 92.5%
Cancer - 62 days 91.3% 94.6% 91.4%
Diagnostic waits 99.9%|  99.8%[  99.9%|
Standard Jan-17 Feb-17 Mar-17

RTT incomplete pathways

A&E 4-hour standard

Cancer - 62 days

Diagnostic waits

100%

98%

96% -

94% -

92%

g RTT incomplete

HDFT mean

= = = national average

90%

Apr-14
Jul-14 1
Oct-14 7

@ national standard

Percentage of patients spending less than 4 hours in
Accident & Emergency (A&E). The operational
standard is 95%.

The data includes all A&E Departments, including
Minor Injury Units (MIUs). A high percentage is good.
Historical data for HDFT included both Ripon and Selby
MIUs. In agreement with local CCGs, York NHSFT are
reporting the activity for Selby MIU from 1st May 2015.

100%

95% -

90% -

g 0 <4 hours

HDFT mean

= = = national average

e— national standard

85%

Percentage of urgent GP referrals for suspected cancer
seen within 14 days. The operational standard is 93%.
A high percentage is good.

100%

95% -

90% -

85%

et 0% within 14 days
== HDFT mean

e national standard

Apr-14

Apr-16

Jul-16 |
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Interpretation

In December, HDFT was above the required level for 3 of the 4 key
operational performance metrics. Performance against the A&E 4-hour
standard was below the required 95% as detailed below.

94.0% of patients were waiting 18 weeks or less at the end of December,
above the required national standard of 92% but continuing the trend in
deteriorating performance seen over recent months.

At specialty level, Trauma & Orthopaedics and General Surgery were
below the 92% standard again in December.

HDFT's Trust level performance for December 2016 was 92.5%, a
decrease on last month and remaining below the required 95% standard.
This includes data for the Emergency Department at Harrogate and
Ripon MIU. Performance for Harrogate ED in December was 91.1%.

This is the lowest performance reported by the Trust for some time.
Despite this, HDFT remains one of the best performing Trusts in the
country in relation to this standard.

Delivery at expected levels.
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Indicator name /
data quality
assessment

Cancer - 14
days maximum
wait from GP
referral for
symptomatic
breast patients

Cancer - 31
days maximum
wait from
diagnosis to
treatment for all
cancers

Cancer - 31 day
wait for second
or subsequent
treatment:
Surgery

Cancer - 31 day
wait for second
or subsequent
treatment: Anti-
Cancer drug

90

Description
Percentage o
patie ee
93%. A high pe
Percentage o a
da 0

A

You waatter most

Trend chart
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Indicator name /
data quality
assessment Description Trend chart

Interpretation
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Indicator name /

90 You waatter most

data quality
assessment Description
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Indicator name /
data quality
assessment Description Trend chart Interpretation
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Data Quality - Exception Report

Report section

Indicator

Data quality rating

Further information

Qualit Pressure ulcers - community Amber The observed increase in reported cases over the last two years may be partly due to improvements
y acquired - grades 2, 3 or 4 in incident reporting during the period.
Mandatory training rates - This indicator includes training data for TUPE staff that transferred into the organisation on 1st April
Quality Darlington, Durham & Amber 2016 from Middlesbrough, Durham and Darlington. There are some concerns about the quality and
Middlesbrough staff completeness of this information.
Operational GP OIUt of Hours - National Quality Amber Following patient pathway changes in late 2015, reports from the Adastra system no longer calculate
Performance Requirement 9 the correct start time for these patients and as a result, the performance reported for NQR9 was
incorrect. Significant work from has been carried out by information staff at HDFT and we are now
Operational GP Out of Hours - National Quality able to report performance again for this metric again, based on calculations from raw data extracts
Performance Requirement 12 Amber from the Adastra system. The new calculations have been shared with HARD CCG.
) Reducing readmissions in older This'indicator is under devglopment. We havg recently amended the calculation of thi.s indicator so
Quality people Amber that it correctly handles patients who had multiple admissions and multiple contacts with community
services.
Fi d The utilisation calculation excludes cancelled sessions - operating lists that are planned not to go
Inance an - . ! |
efficienc Theatre utilisation Amber ahead due to annual leave, study leave or maintenance etc. An extra line has been added to the
y chart to allow monitoring of cancelled sessions.
Operational Children's Services - 10-14 day Amber Caution should be exercised as further work is required to understand the completeness and quality
Performance new birth visit of this data.
Operational Children's Services - 2.5 year Amber Caution should be exercised as further work is required to understand the completeness and quality
Performance review of this data.
. . . . . Caution should be exercised as further work is required to understand the completeness and qualit
Quality Electronic rostering timeliness Amber : a P qualtty
of this data.
. . . Caution should be exercised as further work is required to understand the completeness and qualit
Quality Electronic rostering hours owed Amber A of this data a P quatty




Indicator traffic liaht criteria

Section Indicator Further detail Traffic light criteria Rationale/source of traffic light criteria
No. category 3 and category 4 avoidable hospital
Qualit Pressure ulcers - hospital acquired acquired pressure ulcers the the
No. category 3 and category 4 community acquired
Quality Pressure ulcers - community acquired pressure ulcers the the
National best practice guidance suggests that 95% is
Blue if latest month >=97%, Green if >=95% but <97%, |the standard that Trusts should achieve. In addition,
ualit Safety thermometer - harm free care % harm free red if latest month <95% HDFT have set a local stretch target of 97%.
Blue if YTD position is a reduction of >=50% of HDFT
Quality Falls IP falls per 1,000 bed days average for 2015/16, Green if YTD position is a
reduction of between 20% and 50% of HDFT average
for 2015/16, Amber if YTD position is a reduction of up
IP falls causing moderate harm, sever harm or to 20% of HDFT average for 2015/16, Red if YTD Locally agreed improvement trajectory based on
uality Falls causing harm death, per 1,000 bed days position is on or above HDFT average for 2015/16. comparison with HDFT performance last year.

Quality
Quality

Infection control

No. hospital acquired C.diff cases

Avoidable admissions

The number of avoidable emergency admissions to
HDFT as per the national definition.

Quality

Reducing hospital admissions in older people

Green if below trajectory YTD, Amber if above trajectory
YTD, Red if above trajectory at end year or more than
10% above trajectory in year.

NHS England, NHS Improvement and contractual
requirement

the

tbe

The proportion of older people 65+ who were still at
home 91 days after discharge from rehabilitation or
reablement services.

the

Blue = better than expected (95% confidence interval),
Green = as expected, Amber = worse than expected
(95% confidence interval), Red = worse than expected
99% confidence interval).

Blue if no. complaints in latest month is below LCL,
Green if below HDFT average for 2015/16, Amber if on
or above HDFT average for 2015/16, Red if above UCL.
In addition, Red if a new red rated complaint received in

Comparison with national average performance.

Locally agreed improvement trajectory based on
comparison with HDFT performance last year.

Blue if latest month ratio places HDFT in the top 10% of
acute trusts nationally, Green if in top 25%, Amber if
within the middle 50%, Red if in bottom 25%

Comparison of HDFT performance against most
recently published national average ratio of low to high
incidents.

Quality Mortality - HSMR Hospital Standardised Mortality Ratio (HSMR)
Quality Mortality - SHMI Summary Hospital Mortality Index (SHMI)
ualit Complaints No. complaints, split by criteria latest month.
ualit Incidents - all Incidents split by grade (hosp and community)
The number of comprehensive SIRIs and the
Incidents - complrehensive SIRIs and never number of never events reported in the year to date.
Quality events The indicator includes hospital and community data. | current month.
% staff who would recommend HDFT as a place to
Quality Friends & Family Test (FFT) - Staff work

Green if none reported in current month; Red if 1 or
more never event or comprehensive reported in the

Blue if latest month score places HDFT in the top 10%
of acute trusts nationally and/or the % staff

Quality

Quality

Friends & Family Test (FFT) - Staff

% staff who would recommend HDFT as a place to
receive care

ding the Trust is above 95%, Green if in top
25% of acute trusts nationally, Amber if within the middle
50%, Red if in bottom 25%.

Friends & Family Test (FFT) - Patients

% d, % not -
score for all services currently doing patient FFT

Quality

Quality

Safer staffing levels

RN and CSW - day and night overall fill rates at trust
level

Green if latest month >= latest published national
average, Red if < latest published national average.
Green if latest month overall staffing >=100%, amber if
between 95% and 100%, red if below 95%.

Comparison with performance of other acute trusts.
Comparison with national average performance.

The Trusts aims for 100% staffing overall.

Staff rate

Latest position on no. staff who had an appraisal
within the last 12 months

Quality

v training rate

Annual rolling total - 90% green. Amber between 70%
and 90%, red<70%.

Locally agreed target level based on historic local and
NHS performance

Latest position on the % staff trained for each
mandatory training requirement

Quality

Staff sickness rate
Temporary staffing expenditure -

Blue if latest month >=95%; Green if latest month 75%-
95% overall, amber if between 50% and 75%, red if
below 50%.

Locally agreed target level - no national comparative
information available until February 2016

Staff sickness rate

Green if <3.9% , amber if between 3.9% and regional
average, Red if > regional average.

HDFT Employment Policy requirement. Rates
compared at a regional level also

Quality medical, sina/other Expenditure per month on staff types. the the
Staff turnover rate excluding trainee doctors, bank | Green if remaining static or decreasing, amber if
Quality Staff turnover staff and staff on fixed term contracts. increasing but below 15%, red if above 15%. Based on evidence from Times Top 100 Employers
Green if <25% of deliveries, amber if between 25% and
Qualit Maternity - Caesarean section rate Caesarean section rate as a % of all deliveries 30%, red if above 30%. tbe
No. third or fourth degree tears as a % of all Green if <3% of deliveries, amber if between 3% and
Quality Maternity - Rate of third and fourth degree tears | deliveries 6%, red if above 6%. the
Maternity - Ur term issions to issions to SCBU for babies born at 37 weeks
Qualit SCBU gestation or over. the thc

Finance and efficiency

Readmissions

No. emergency readmissions (following elective or
non-elective admission) within 30 days.

Finance and efficiency

R - standardised

Blue if latest month rate < LCL, Green if latest month
rate < HDFT average for 2015/16, Amber if latest month
rate > HDFT average for 2015/16 but below UCL, red if
latest month rate > UCL.

Locally agreed improvement trajectory based on
comparison with HDFT performance last year.

Standardised emergency readmission rate within 30
days from HED

Blue = better than expected (95% confidence interval),
Green = as expected, Amber = worse than expected
(95% confidence interval), Red = worse than expected
(99% confidence interval).

Finance and efficiency

Lenath of stay - elective

Average LOS for elective patients

Finance and efficiency

Length of stay - non-elective

Average LOS for non-elective patients

Blue if latest month score places HDFT in the top 10%
of acute trusts nationally, Green if in top 25%, Amber if

Comparison with national average performance.

within the middle 50%, Red if in bottom 25%.

Comparison with performance of other acute trusts.
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Section

Indicator

Further detail

Traffic light criteria

Finance and efficiency

Non-elective bed days for patients aged 18+

Non-elective bed days at HDFT for HARD CCG
patients aged 18+, per 100,000 population

Finance and efficiency

Theatre utilisation

Rationale/source of traffic light criteria

Green if latest month < 2016/17 trajectory, amber if
latest month below 2015/16 level plus 0.5%
demographic growth but above 2016/17 trajectory, red if
above 2015/16 level plus 0.5% demographic growth.

% of theatre time utilised for elective operating
sesslons

Green = >=85%, Amber = between 75% and 85%, Red
=<75%

A 2016/17 trajectory has been added this month - this
is based on allowing for demographic growth and
reducing by the non-elective reductions identified in the
Value Proposition.

A utilisation rate of around 85% is often viewed as
optimal.

Finance and efficiency

Delayed transfers of care

% acute beds occupied by patients whose transfer
is delayed - snapshot on last Thursday of the month.

Finance and efficiency

Outpatient DNA rate

% first OP appointments DNA'd

Finance and efficiency

Outpatient new to follow up ratio

No. follow up appointments per new appointment.

Finance and efficiency

Day case rate

% elective admissions that are day case

Finance and efficiency

Surplus / deficit and variance to plan

Finance and efficiency

Cash balance

Red if latest month >3.5%, Green <=3.5%

Contractual requirement

Blue if latest month score places HDFT in the top 10%
of acute trusts nationally, Green if in top 25%, Amber if
within the middle 50%, Red if in bottom 25%.

Comparison with performance of other acute trusts.

Monthly Surplus/Deficit (£'000s)

Green if on plan, amber <1% behind plan, red >1%
behind plan

Locally agreed targets.

Monthly cash balance (£'000s)

Finance and efficiency

NHS Improvement Financial Performance
nt

Green if on plan, amber <10% behind plan, red >10%
behind plan

Locally agreed targets.

An overall rating is calculated ranging from 4 (no
concerns) to 1 (significant concerns). This indicator
monitors our position against plan.

Finance and efficiency

CIP achievement

Green if rating =4 or 3 and in line with our planned
rating, amber if rating = 3, 2 or 1 and not in line with our
planned rating.

as defined by NHS Improvement

Cost Improvement Programme performance

Finance and efficiency

Capital spend

Green if achieving stretch CIP target, amber if achieving
standard CIP target, red if not achieving standard CIP
target.

Locally agreed targets.

Cumulative capital expenditure

Finance and efficiency

Adgency spend in relation to pay spend

Green if on plan or <10% below, amber if between 10%
and 25% below plan, red if >25% below plan

Locally agreed targets.

Expenditure in relation to Agency staff on a monthly
basis (£'s).

Green if <1% of pay bill, amber if between 1% and 3% of
pay bill, red if >3% of pay bill.

Locally agreed targets.

Finance and efficiency

Research - Invoiced research activity

to be agreed

Operational Performance

NHS Improvement governance rating

Trust performance on Monitor's risk assessment
framework.

As per defined governance rating

Operational Performance

Operational Performance

RTT Incomplete pathways performance

A&E 4 hour standard

% incomplete pathways within 18 weeks

% patients spending 4 hours or less in AZE.

Operational Performance

Cancer - 14 days maximum wait from urgent
GP referral for all urgent suspect cancer
referrals

% urgent GP referrals for suspected cancer seen
within 14 days.

as defined by NHS Improvement

Green if latest month >=92%, Red if latest month <92%.

NHS England

Blue if latest month >=97%, Green if >=95% but <97%,
red if latest month <95%

NHS England, NHS Improvement and contractual
requirement of 95% and a locally agreed stretch target
of 97%.

Green if latest month >=93%, Red if latest month <93%.

Operational Performance

Cancer - 14 days maximum wait from GP
referral for symptomatic breast patients

% GP referrals for breast symptomatic patients seen
within 14 days.

NHS England, NHS Improvement and contractual
requirement

Green if latest month >=93%, Red if latest month <93%.

Operational Performance

Cancer - 31 days maximum wait from diagnosis
to treatment for all cancers

% cancer patients starting first treatment within 31
days of diagnosis

Operational Performance

Cancer - 31 day wait for second or subsequent
treatment: Surgery

NHS England, NHS Improvement and contractual
requirement

Green if latest month >=96%, Red if latest month <96%.

% cancer patients starting subsequent surgical
treatment within 31 days

Operational Performance

Cancer - 31 day wait for second or subsequent
treatment: Anti-Cancer drug

% cancer patients starting subsequent anti-cancer
drug treatment within 31 days

Operational Performance

Cancer - 62 day wait for first treatment from
urgent GP referral to treatment

% cancer patients starting first treatment within 62
days of urgent GP referral

Operational Performance

Operational Performance

Cancer - 62 day wait for first treatment from

consultant screening service referral

Cancer - 62 day wait for first treatment from
upgrade

% cancer patients starting first treatment within 62

days of referral from a consultant screening service

% cancer patients starting first treatment within 62
days of consultant upgrade

Operational Performance

GP OOH - NOR 9

% telephone clinical assessments for urgent cases
that are carried out within 20 minutes of call
prioritisation

NHS England, NHS Improvement and contractual
requirement

Green if latest month >=94%, Red if latest month <94%.

NHS England, NHS Improvement and contractual
requirement

Green if latest month >=96%, Red if latest month <96%.

NHS England, NHS Improvement and contractual
requirement

Green if latest month >=85%, Red if latest month <85%.

Green if latest month >=90%, Red if latest month <90%.

NHS England, NHS Improvement and contractual
requirement

NHS England, NHS Improvement and contractual
requirement

Green if latest month >=85%, Red if latest month <85%.

Green if latest month >=95%, Red if latest month <95%.

Operational Performance

GP OOH - NOR 12

% face to face consultations started for urgent
cases within 2 hours

Operational Performance

Children's Services - 10-14 day new birth visit

% new born visit within 14 days of birth

Operational Performance

Children's Services - 2.5 year review

Green if latest month >=95%, Red if latest month <95%.

Green if latest month >=90%, Amber if between 75%
and 90%, Red if <75%.

NHS England, NHS Improvement and contractual
requirement

Contractual requirement
Contractual requirement

Contractual requirement

% children who had a 2 and a half year review

Operational Performance

Community equipment - deliveries within 7
days

Green if latest month >=90%, Amber if between 75%
and 90%, Red if <75%.

Contractual requirement

% standard items delivered within 7 days

Operational Performance

CQUIN - dementia screening

% emergency admissions aged 75+ who are
screened for dementia within 72 hours of admission

Operational Performance

Recruitment to NIHR adopted research studies

No. patients recruited to trials

Operational Performance

Directorate research activity

Green if latest month >=95%, Red if latest month <95%.

Green if latest month >=90%, Red if latest month <90%.

Green if above or on target, red if below target.

The number of studies within each of the
directorates

Contractual requirement

CQUIN contractual requirement

to be agreed

Data quality assessment

Green

No known issues of data quality - High confidence
in data

Amber

On-going minor data quality issue identified -
improvements being made/ no major quality issues

> Do

New data quality issue/on-going major data quality
issue with no improvement as yet/ data confidence
low/ figures not reportable
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Harrogate and District NHS

NHS Foundation Trust

Report to the Trust Board of Directors: | Paper No: 7.0

25" January 2017

Title Financial Position

Sponsoring Director Mr Coulter, Director of Finance
Author(s) Finance Department

Report Purpose

Review of the Trusts financial position

Key Issues for Board Focus:

1. The Trust reported a surplus of £4,882k for the year to the end of December,
£44k ahead of plan. This position includes S&T funding as a result of meeting
the control total set by NHS Improvement, as well as performance against the

relevant operational standards.

2. Plans are in place for 108% of the £9.4m Cost Improvement target, reducing
to 99% following risk adjustment. 87% of plans have been actioned to date.

3. The Trust cash balance at the end of December was £3,590k.

Related Trust Objectives

1. To deliver high quality care

Yes

2. To work with partners to deliver
integrated care Yes

3. To ensure clinical and financial
Yes

sustainability

Risk and Assurance

There is a risk to delivery of the 2016/17 financial plan if
budgetary control is not improved. Mitigation is in place

through regular monthly monitoring, and discussions on
improving this process are ongoing.

Legal implications/
Regulatory
Requirements

Submission of the Quarter 3 financial return and Use of
Resource Metric to NHS Improvement

Action Required by the Board of Directors

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

The Board is asked to confirm and approve the financial return and associated Use
of Resource metric submitted to NHS Improvement.

You matter most
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December 2016 Financial Position

Financial Performance

» The Trust reported a surplus of £4,882k for the year to the end of December, £44k ahead of plan. This position includes S&T funding and is
outlined below:

Description YTD Plan YTD Actual
Operating income £161,467k £160,550k
Operating expenditure £154,247k £153,812k
EBITDA £7,220k £6,739k
Non operating expenses £5,832k £5,307k
Net surplus £1,388k £1,432k
S&T funding £3,450k £3,450k
Trust financial position £4,838k £4,882k

* As outlined above the Trust has met the control total for Quarter 3. This performance, as well performance against improvement trajectories
within acceptable tolerances, has resulted in the Trust receiving the full S&T funding for Quarter 3. Financial performance in December was
reasonably positive as outlined on page 2.

 Despite this positive outcome, there are a number of underlying financial risks for the Trust. These include —
—The EBITDA (an indicator of operational performance) is £481k behind plan

—Month 9 reports included a number of technical accounting adjustments as a result of the month 9 accounts process. This included
appropriate adjustments for stock, VAT and depreciation. There was also an adjustment in relation to work in progress, as a result of
the operational pressures experienced towards the end of December.

—The Trust has also accounted for the receipt of funding in relation to a number of developments including additional Dental income,
WYAZ funding and funding in HR.

You matter most
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December 2016 Financial Position

* CIP delivery remains on track, with 99% of schemes (risk adjusted) in place and over £8.2m actioned out of our total plan of £9.4m.

 Despite an increase in the cash balance between November and December, cash remains behind plan. There are a number of actions in
place to improve this position.

NHS Improvement Use of Resource Metric

» From 1st October 2016, NHS Improvement introduced the Single Oversight Framework. As part of this the Use of Resource Metric was

introduced to replace the previous Financial Sustainability Risk Rating (FSRR). This is the product of five elements which are rated between 1
(best) to 4. The Trust position for December is outlined below.

Capital Senvice Cover 1 1
Liquidity 1 1
I&E Margin 1 1
I&E Variance From Plan 1
Agency 1 1
UoR Rating 1 1

« Given the revised monthly submission timetable for financial information to NHSI, the financial returns will be submitted on 24™" January. The
Board is therefore asked to confirm and approve the financial return and associated Use of Resource metric that was submitted.
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December 2016 Financial Position

Summary Income & Expenditure 2016/1
For the month ending 315t December 2016

Budget Actual Cumulative Change in December
Annual Proportion To Date Variance Variance Actuals
Budget To Date
r £000 r £000 [ eoo0 [ eooo £000 £000
INCOME
MHS Clinical Income (Commissioners)
MHS Clinical Income - Acute 142,759 106,717 105,786 (932) t=f=t] 12,630
MHS Clinical Income - Community 58,013 42,045 41,709 (336) 116 4,769
System Resilience & Better Care Funding 561 421 421 (0} (0} 47
Hon HHS Clinical Income o
Private Patiernt & Amenity Bed |ncome 1,922 1,453 1,041 (412} fcu | 154
Other Mon-Protected Clinical Income (RTA) 523 392 370 (23} (12} 3z
Other Income o
FMon Clinical Income 13,705 10,166 10,952 =] 421 1,488
Hosted Services 493 273 772 (0) (0) 43
TOTAL INCOME 215,981 161,467 160,550 (918) 1,445 19,160
EXPEMSES
Pay
Pay Expenditure (150,348) (114,388) (113,247) 1,121 25 (12.774)
Hon Pay o
Drugs (11,165) (10,500) (10,514) (14) (23) (1,085)
Clinical Services & Supplies (17.376) (13,708) (13,661) 47 (92) (1.457)
Other Costs (18,901) (14,274) (15,442) (1,189) (278) (1,887}
o
o
Reserves : Fay G690 (9) o a =] o
Fay savings targets o o o o o o
Other Reserves (5.157) (583) o 583 (8) o
High Cost Drugs (1.364) o o o o o
Mon Pay savings targets (169) o o o o o
Other Finance Costs (18} (13} (8) =] 1 o
Hosted Services (1,201} (791) (939) (148) 15 (90}
TOTAL COSTS (208,005) (154,247) (153,812) 435 (353) (17.253)
EBITDA 9.976 7.220 6.739 (482) 1,092 1.907
Profit / (Loss) on disposal of assets o o o o o o
Depreciation (5.081) (3.811) (3.238) 575 141 (283)
Interest Payable (90} (88) (189) (101} (28) (38)
Interest Receivable 41 fcu | 13 (17} 2} 1
Dividend Pay able (2.848) (1,985) (2.099) (115) (13) (233)
Met Surplus/(Deficit) before donations and impaime 2,200 1.388 1.248 (140) 1,190 1,357
Donated Asset Income o o 183 183 38 38
Impairments re Donated assets o o o o o o
Impairments re PCT assets o o o o o o
Met Surplus!!Deficit] 2,200 1,388 1,432 A4 1,227 1,395
Consolidation of Charitable Fund Accounts o o o o o o
Sustainability and Transformation Fund 4,600 3,450 3,450 o TET 1,150
Total and Consolidated MNet Surplus/{Deficit) 6.800 4,838 4,882 44 1,994 2,545

Megative sign under variance indicates an UNDER-recovery of forecast income, or an OVER-spending against budget
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December 2016 Financial Position
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December 2016 Financial Position

Actual Income (rebased) 2014/15, 2015/16 & 2016/17

Actual costs (rebased) 2014/15, 2015/16 & 2016/17

20,000 20,000
19,000 19,000
18,000 18,000
17,000 17,000 -
16,000 | 16,000
15,000 - 15,000
14,000 | 14,000 -
13,000 13,000 " "

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Qct Nov Dec Jan Feb Mar

02014/16income  ®2016/1§income  ®2016/17 income 02014715 costs  m2015/16.costs  m2016/17 costs

2014/15 income plan 14,779 14,981 16,165 15325 14332 15901 15506 15,293 15523 15,606 14,809 16,305 2014/15 expenditure plan 14,602 14,875 15107 15236 14,983 15912 15,128 15105 15,268 15465 15052 16,051
2014/15 income actual 14717 14945 15674 15637 14221 16,388 15451 15533 15845 15539 14967 17,201 2014/15 expenditure actual 15058 15394 15387 15695 15362 15476 15533 15358 15,695 15346 15214 16,591
2014/15 variance -62 -36 -491 312 -111 487 -55 240 322 -67 158 896 2014/15 variance 456 519 280 459 379 -436 405 253 427 -119 162 540
2014/15 % variance -04% -02% -3.0% 20% -0.8% 31% -04% 1.6% 21% -04% 1.1% 5.5% 2014/15 % variance 3.1% 3.5% 1.9% 3.0% 25% -2.7% 2.7% 1.7% 28% -0.8% 1.1% 3.4%
2015/16 income plan 15335 14,610 15799 16,105 14,830 16,202 16245 15554 16,329 15677 15560 16,385 2015/16 expenditure plan 15,052 15109 15164 15739 15466 15536 15874 15267 16,229 15581 15615 16,204
2015/16 income actual 15564 14,802 15810 15578 14826 15689 15595 15467 15968 15,828 15,686 16,967 2015/16 expenditure actual 15427 15314 15572 15584 15584 15,384 15807 15099 16,222 15890 15597 16,275
2015/16 variance 229 192 11 -527 -4 -513 -650 -87 -361 151 126 582 2015/16 variance 375 205 408 -155 118 -152 -67 -168 -7 309 -18 70
2015/16 % variance 1.5% 1.3% 01%  -3.3% 0.0% -32% -40% -06% -22% 1.0% 0.8% 3.6% 2015/16 % variance 2.5% 1.4% 27%  -1.0% 08% -10% -04% -11% 0.0% 20% -0.1% 0.4%
2016/17 income plan 18,293 17,958 18,013 17,877 17,555 18,035 18,009 18,319 17,664 18,084 17,561 18,489 2016/17 expenditure plan 18,021 17,640 17258 16941 17,721 17,262 17,2278 17,620 17,184 17,539 17,052 17,509
2016/17 income actual 17,725 17,665 18876 17,771 16,693 19,398 17,376 18,197 19,160 2016/17 expenditure actual 17,887 17,392 17,567 17,961 17,444 17,007 17,859 18,304 17,766
2016/17 variance -568 -293 863 -106 861 1,363 -633 2122 1,496 2016/17 variance -134 -248 309 1,020 =277 -255 581 684 582
2016/17 % variance -31% -1.6% 48% -0.6% -4.9% 76% -35% -0.7% 8.5% 2016/17 % variance 07% -14% 1.8% 6.0% -16% -15% 3.4% 3.9% 3.4%

Note — the above plan relates to the annual plan submitted at the start of 2016/17 to NHSI.
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December 2016 Financial Position

Actual Income against Actual Cost April 2014 - March 2017 Comparison of monthly Surplus/{Deficit) - April 15 to March 17

20,000 3,000

19,000

2,500

2,000

18,000

1,500

1,000 /\

500 }//

17,000 |

16,000

15,000

14,000

-500
300 +—r ——
85333 éf?‘u’(%%g ? gAia\ias%ebﬁed;g géiﬁﬁnié filiis285¢8 g T BT plan SUpUs  ———— 16/17 actual  +eeees 16/16 Surplus

[ e fway P bw g fser oot v foec  foan  freb  fvar |
2014/15 income 14,717 14,945 15,674 15,637 14,221 16,388 15,451 15,533 15,845 15,539 14,967 17,201
2015/16 income 15,564 14,802 15,810 15,578 14,826 15,689 15,595 15,467 15,968 15,828 15,686 16,967
2016/17 income 17,725 17,665 18,876 17,771 16,693 19,398 17,376 18,197 19,160

2014/15 costs 15,058 15,394 15,387 15,695 15,362 15,476 15,533 15,358 15,695 15,346 15,214 16,591
2015/16 costs 15,427 15,314 15,572 15,584 15,584 15,384 15,807 15,099 16,222 15,890 15,597 16,275
2016/17 costs 17,887 17,392 17,567 17,961 17,444 17,007 17,859 18,304 17,766

14/15 Surplus -341 -449 287 -58 -1,141 912 -82 175 150 193 -247 610
15/16 Surplus 137 -512 238 -6 -758 305 -212 368 -254 -62 9 693
16/17 Surplus -162 273 1,309 -190 -751 2,391 -483 -107 1,394
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December 2016 Financial Position

Agency Expenditure

* Agency expenditure remains a key area of focus. The graph below outlines the Trust performance against the Agency ceiling. This
expenditure ceiling was set by NHSI using information which included internal locum expenditure. The black line outlines a benchmark when
internal locums are removed from the ceiling calculation.
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495.766 St

315523

mmmmm Agency spend actual

Apr

419 115- 433,122..'
‘.....too ." 36}:%}'
206,678
MNov

Dec Jan

NHSI Agency Ceiling
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* Asoutlined below, £8.2m full year effect of cost improvement schemes have been actioned to date. This equates to 87% of the target.

2016/17 Efficiency Update

* 26% of plans are currently non recurrent savings. If outstanding schemes are non recurrent this will increase to 39%. This is being reviewed as
it will present a risk for 2017/18.

Trustw ide

9,400,000] 8,172,000

891,781

412,430

674,875| 10,151,086

108%| 9,319,111

99%

% age of target

9%

4%

7%

* The table below outlines the directorate performance to date. These schemes continue to be assessed on a monthly basis, as well as looking to
the 17/18 programme to ensure actions are being undertaken for schemes to commence in or before April.

Corporate Services 1,675,100

1,572,800

55,800

52,000

90,000{ 1,770,600

Planned Care

2,620,400 2,155,872

303,431

33,267

262,900 2,755,470

LTUC

3,761,800] 2,640,600

532,550

309,700

277,800 3,760,650

Childrens and County 1,859,900] 1,802,728

0

17,463

44,175| 1,864,366

1,685,410

4,000,000

3,500,000

3,000,000

2,500,000

2,000,000
1,500,000 1
1,000,000 1
500,000 -
0 -

Cormporate Services

Planned Care

LTUC

Childrens and County Wide
Community Care

74 of 190 You matter most

B High

= Medium

Low
B Actioned

® Target

Page 8



Cash Management

The Trust reported a cash position of £3.59m at the end of December. This position is more positive than the previous forecast due to payments
received which were expected in January. Cash remains a key financial risk for the Trust, with a number of actions being advanced against

outstanding debts.

2015/16 6.56 3.60 2.38 1.25 2.63 23.42 27.18 30.27 23.59 14.71 9.70 5.53
2016/17 6.54 8.89 2.77 2.61 4.04 5.28 3.05 1.14 3.59
Original Plan 7.34 10.67 14.74 20.48 23.98 26.81 32.15 36.33 29.02 23.19 16.11 9.27
Plan reprofiled 7.48 9.86 4.33 7.57 6.66 5.06 7.98 7.75 7.27 10.27 10.02 10.01
Cashflow Monitoring 2016/17

40.00

35.00 [ ]

30.00 NPT —

25.00 — e

20.00 ] '.' ‘e =

15.00 — e ]

10.00 ] e

l’\ | .: — — | .'o..
5.00 - LY “he \ — o T edeodocqoceodotn -
0..,..'“.. - .. \5 _/-.
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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Harrogate and District NHS|

NHS Foundation Trust

Report to the Trust Board of Paper No: 8.0

Directors: 25" January 2017

Title

Chief Operating Officer’s Report

Sponsoring Director

Mr R Harrison, Chief Operating Officer

Author(s)

Ms Rachel McDonald, Head of Performance & Analysis
Mr Jonathan Green, Information Analyst Specialist

Report Purpose

To provide the Board with an update on operational
issues during the period for information

Key Issues for Board Focus:

The Board of Directors are asked to note that:
e The Trust has experienced significant winter pressures during December and January to

date.

e The Trust is currently in the process of rolling out a new ‘Moving on Policy’. This is one of
a number of initiatives to support people’s timely, effective discharge from our hospital.

¢ Planned and Surgical Care Directorate continue to focus on recovery plans for this year,
working closely with clinicians to utilise available clinic and theatre space.

Related Trust Objectives

To deliver high quality
care

Yes — the report provides updates to the Board on progress with regard
to work to improve the efficiency and effectiveness of high quality care
deliver within the Trust. The report provides detail on operational issues
and delivery against national performance standards.

To work with partners
to deliver integrated
care

Yes — the report provides updates on the collaborative work with
partners across the region and our commissioners to improve delivery of
care and treatment to patients.

To ensure clinical and
financial sustainability

Yes — the report provides the Board with assurance on progress of work
across the region to ensure sustainable delivery of clinical models
across the system.

Risk and Assurance

Risks associated with the content of the report are reflected in the Board
Assurance Framework via: BAF 4: risk of a lack of interoperable
systems across New Care Models partners; BAF 9: risk of a failure to
deliver the operational plan; BAF 10: risk of a breach of the terms of the
NHS Provider licence; BAF 16: risk to delivery of integrated care
models.

Legal/regulatory
implications

The report does not highlight any legal/regulatory implications for the
period.

Action Required by the Board of Directors

The Board of Directors are asked to receive and note the content of the report.




CHIEF OPERATING OFFICER’S REPORT
Board of Directors’ meeting 25 January 2017

1.0 WINTER PRESSURES

The first week of January was the busiest week ever experienced at HDFT. We hit maximum bed
capacity and used every escalation space. In December 2016, there were 4,060 attendances in the
ED department, and 986 of these resulted in an admission to hospital (24.3%). Compared to the
same month last year, there was an 11% increase in ED attendances, and an 18% increase in the
number of admissions to hospital from ED. Despite these pressures, HDFT is one of the best
performing Trusts in the country which is testament to our team-working.

After the first week of January, Emergency Department attendances are back down to planned
levels. However, building work starts in the department on Monday 16" January, and therefore this
will impact on their capacity. Therefore we need to ensure exceptionally good flow out of the
department for this period.

As of 12" January, our bed position has improved, with de-escalation of Swaledale ward, but other
escalation areas are still in use.

Staffing gaps remain difficult to fill due to escalation areas being open on top of the current ward
nursing vacancy rate. Community teams also remain under significant pressure. We have provided
a list of duties to the CCG and have asked whether GP practices could action these in order to free
up some capacity. We continue to request that delays affecting discharge are notified to Matrons to
enable early escalation so that appropriate support and solutions can be found promptly.

2.0 WEST YORKSHIRE ACCELERATION ZONE

As part of the West Yorkshire Acceleration Zone, the Trust was given capital funding to support an
increase in our Emergency Department capacity. The work will commence on Monday 16"
January 2017 and continue until the first week in March 2017. This will result in some disruption in
the department but there are plans in place to try and keep these to a minimum.

In order to support the ED works, the Orthopaedic department has moved some of its clinics to
other locations so that the clinic space for ED can be maintained at the current level while works
are being undertaken.

3.0 ACTIVITY AND 18 WEEK DELIVERY

Planned and Surgical Care Directorate management team continue to focus on recovery plans for
this year, working closely with clinicians to utilise available clinic and theatre space. Challenges
include medical staffing gaps and difficulty in recruiting particularly in the middle grade tier for
General Surgery and Urology which in turn have led to financial pressures when filling via internal
staff undertaking additional shifts or by locums. The team are also currently planning for the
financial year 2017/18 to ensure that capacity is in place to meet the activity plans, and to address
any shortfalls.

The Outpatient 10 month project progresses well with saving of up to £400K identified. Significant
progress has also been made in supporting the move to electronic records in outpatients,
promotion of outreach clinics and a review of the staffing model of all clinics. From a review of
Ripon outpatients, capacity has been identified for further clinics which will in turn support in
meeting activity plans.



Two specialities remain below the national constitutional standard for 18 week referral to treatment,
General Surgery and Orthopaedics. The Directorate has developed a detailed action plan to return
these specialities to the expected levels. These actions include the redistribution of Outpatient and
Theatre capacity between different surgeons, changing the directory of services for some
consultants to redistribute referrals to surgeons with lower waiting lists and the pooling of specified
day case procedures between sub-speciality colleagues.

4.0 IMPROVING LENGTH OF STAY AND BED OCCUPANCY LEVELS

Moving On Policy

The Trust is currently in the process of rolling out a new ‘Moving on Policy’. This is one of a
number of initiatives to support people’s timely, effective discharge from our hospital. The purpose
of the policy is to ensure that choice is managed sensitively and consistently throughout the
discharge planning process and that patients are provided with effective information and support to
make a choice. It also provides a clear process for staff to follow when patients remain in hospital
longer than is clinically required.

The intention of the policy is to reduce the number and length of delayed discharges, resulting in
patients being successfully transferred to other services or support arrangements, where their
needs for health/care support can be met. Ultimately it aims to improve outcomes for patients.

Every Hour Matters

The Trust will be running an “Every Hour Matters” initiative between 6™ and 10" March 2017. This
initiative is being supported by the wider Harrogate Health and Social Care System and involves a
focus on improving flow through our hospital for the week. During this period we will cancel all non-
essential meetings to free up time to focus on inpatient work. We will also be asking staff for their
ideas on how they could work differently and giving them the support to try out different ideas.
Throughout the initiative, we will have senior individuals from partner organisations working in the
Trust to unblock those issues that we sometimes struggle to resolve and that would allow patients
to be discharged from hospital in a timelier manner.

The purpose of this initiative is to support a reduction in bed numbers and test out some alternative
ways to improve inpatient flow through our system which could then be used during times of high
pressure or adopted into our everyday working practices.

5.0 CLINICAL LEADERSHIP TRAINING IN 0-5 SERVICES

Following negotiation with Public Health England, Children’s Services have been successful in
securing two pilots which will include training for 50 Health Visitors in clinical leadership and also
testing against the revised “You’re Welcome Standards” which is about improving access for young
people to health services. Work is ongoing for the Celebration of Innovation event for Children’s
Services on the 22" June 2017.

6.0 SHARED SINGLE POINT OF CONTACT — CHILDREN’S SERVICES INTEGRATION

The North Yorkshire 0-19 Healthy Child service will have the same contact number as North
Yorkshire County Council (NYCC) with effect from 1st March 2017. This will improve access to
services for the resident population of North Yorkshire and partner agencies as there will only be
the one number to ring.



7.0 UNACCOMPANIED ASYLUM SEEKING CHILDREN

The Children’'s services team are starting to undertake initial health assessments for
Unaccompanied Asylum Seeking Children in North Yorkshire and are becoming increasingly aware
of the traumatic experiences this cohort of children and young people have dealt with. The
management team are mindful of the impact of these stories and a debrief is offered to the
practitioners. The ‘Looked after Children’ team are developing a training package to support
practitioners working with these vulnerable children.

8.0 LOCAL GOVERNMENT ASSOCIATION NATIONAL AWARDS

NYCC has been nominated for a Local Government Association (LGA) Partnership Award for their
MAST (Multi-Agency Screening Team). HDFT have been influential in the development of the
service in terms of shared resources, governance, and information sharing processes and have
been invited by NYCC along with the Police to deliver a presentation as part of the nomination
process on the 27 January in London.

9.0 IMPROVING THEATRE STOCK CONTROLS

The Bluespier theatre stock control system is in the process of being ordered using STP capital
funds. This will enable greater accuracy in the management of theatre stock control and will also
support the transformational programme and the achievement of allocated CIP. Timescales for the
roll out are being confirmed.

10.0 CCG HEALTH OPTIMISATION AND QUIPP PROGRAMME

Work continues with HARD CCG regarding the Health Optimisation Programme. HARD CCG has
reported a 10% reduction in new referrals from GPs. This reduction has not been felt by HDFT this
may in part be due to the back log in processing by the current Referral Support Service. Work
also continues regarding reducing follow ups, with Dr Gough allocated as clinician lead and linking
with clinical colleagues to understand further opportunities.

11.0 CARBON AND ENERGY FUND

During December, the system changeovers from steam to medium temperature hot water have
been completed and all areas of the hospital are now operating using the new systems. Each
element has been tested to prove its capacity and control arrangements, and the system is due to
undergo a whole system 20 day proving period in January.

The removal of the equipment that has become redundant due to the new installation is now being
undertaken with the whole project expected to complete in early February.

12.0 SERVICE ACTIVITY

Variances above or below 3% are as follows — at the end of December, new outpatient activity was
4.7% below plan, and elective admissions were 10.1% below plan.

For Leeds North CCG, new outpatient appointments were 17.3% above plan, follow-up outpatient
activity was 4.7% above plan, non-elective admissions were 3.3% above plan, and ED
attendances were 8.1% below plan
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Executive Summary

This document outlines the Information Management and Technology (IM&T) future
strategic vision 2016 — 2021 for Harrogate and District NHS Foundation Trust. It
replaces the previous IM&T Strategy 2014 — 2019.

The strategy provides a framework for IM&T developments within the Trust over the
next five years, an update on the current state of the IM&T infrastructure and a
consideration of the national IM&T agenda. The strategy is compatible with the NHS
information strategy - “The Power of Information: putting us in control of the health
and care information we need”.

The strategy describes the IM&T developments that support the Trust’s overall
objectives and details the governance arrangements underpinning further investment
in IM&T.

The Trust provides secondary care for Harrogate and District, North and West Leeds
and community services across North Yorkshire, County Durham, Darlington and
Middlesbrough, with staff working out of multiple Trust sites.

Increasing competition from other providers under the “Any Qualified Provider”
process means that information and performance monitoring are critical for the future
development of the Trust. The strategy details the developments required to help
deliver this.

The key deliverable at the centre of the strategy is the implementation of an
Electronic Patient Record (EPR) in support of a paperless environment by 2020.
Introducing a clinical solution that delivers real-time information is a fundamental part
of the strategy.

The national financial position in the NHS will continue to be challenging over the
coming years and therefore, it is vital that the strategy focuses on ensuring the key
requirements identified in the IM&T strategy progress in a timely manner.

The Strategy includes a robust scalable IT infrastructure that delivers information
where staff need it; robust governance arrangements; high quality information
management; training and development of IT skills in staff; efficient project
management and procurement; and collaborative working with other NHS
organisations.

The involvement of staff in developing this strategy has been key to identifying the
requirements for the service. This is also the start of the significant change
management process which will be required to deliver the outcomes, as staff
engagement will ensure success.
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1. INTRODUCTION

The Trusts strategic aims are:

e To deliver high quality care
e To work with partners to deliver integrated care
e To ensure clinical and financial sustainability

Overall, the overarching aim is to continue to deliver high quality care to our patients

The Trust has a clear strategy for the next three to five years which focuses on
providing high quality, safe and sustainable services to its local population of
Harrogate and North and West Leeds, as well as North Yorkshire and Durham,
Darlington and Middlesbrough for the community services we provide.

The purpose of Information Management and Technology is to support the Trust’'s
vision, strategy and business requirements through:

e ensuring that information and technology is used to support the quality and safety
of care for patients;

e providing high quality, timely and meaningful information to support and enable
the effective management and delivery of high quality clinical practice and
corporate support;

e providing a robust fit for purpose network infrastructure that enables clinical and
corporate services to execute their duties efficiently and effectively;

e providing procurement and system implementation support through effective and
efficient programme and project management;

This paper defines the strategic direction for IM&T to support the Trust in achieving
its objectives. Information and technology is a key enabler, increasingly underpinning
everything that we do. Information and technology will be critical to supporting the
delivery of service improvements, new developments and efficiency gains required
over the next five years. Delivering the Trust business plan will rely on a modern and
robust IT infrastructure and high quality relevant information systems.

2. CONTEXT AND BACKGROUND

The Trust provides secondary care for Harrogate and District, North and West Leeds
and community services across North Yorkshire, County Durham, Darlington and
Middlesbrough, with over 4000 staff working out of multiple Trust sites. These
consist of a District General Hospital, Neurological Rehabilitation Centre, Community
Hospital and numerous Health and Children’s Centres across North Yorkshire,
County Durham, Darlington and Middlesbrough.

Harrogate and District NHS Foundation Trust has a track record for innovation in
technology, examples of this include:
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e being an early adopter site for:
0 Choose and Book;
o Electronic Prescribing and Medicines Administration (ePMA);
e working closely with Systems Providers to develop:
0 Results Reporting Systems;
o0 Touchscreen technology;
e being a pilot site for Going Further Faster to deliver the 18-Weeks RTT
standards;

2.1.Local Context
2.1.1. Current IM&T Landscape

Historically the Trust has progressed towards the delivery of a full electronic clinical
record using an incremental approach, using the Clinical 5 requirements, (see list
below), as a template. Keeping the focus on getting the basics right, the Trust has
delivered two of the five requirements and are part way through delivering a further
two.

The Trust has comprehensive patient and clinical systems in place across the
organisation, using bi-directional data feeds from the Trust’s Patient Administration
System (PAS) to automatically populate patient demographic data in other clinical
systems. This has a positive impact on the data quality, significantly reducing the
potential for duplicate registrations. However, we do lack the ability to link clinical
data and clinical systems at scale to enable transparent access to all clinical

information.
e C(C5-1: Electronic Admissions, Discharge Transfer: Delivered
e (C5-2: Universal Requesting and Results Reporting: Partial
e (C5-3: Transparent Access to all Clinical Information: Partial
e C5-4: Scheduling — Clinics; Theatres; Tests; Beds: Delivered
e (C5-5: E-Prescribing and Medicines Administration: Partial

The Trust ensures all clinical systems conform to national standards and uses iCS
PAS as the core data source for hospital based services.

Community Services data is recorded using SystmOne, a shared EPR that records
clinical contacts and activity data direct into patient records. This is then shared as
appropriate with other services also providing care to the patient.

Data warehouse technology is used to develop and link patient data extracted from
Trust clinical and administration systems. This enables us to develop system and
reporting options that reflect real time, meaningful, high quality information accessed
through web based applications. This will provide a firm foundation for the provision
of high quality, timely and meaningful information. This will support and enable the
effective management and delivery of high quality clinical practice and corporate
reporting options across the Trust.
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The Trust has adopted a best of breed approach when procuring and implementing
clinical systems (as opposed to an integrated solution) and this has worked well,
enabling the Trust to select the most appropriate solution for each application area.
This has been the most fitting and cost effective strategy for a small District General
Hospital to date, although there are downsides with this approach, such as:

1. A growing number of clinical systems not sharing clinical information with each
other, lacking integration and exacerbating the duplication of clinical information;

2. An increasing number of systems placing an additional burden on IT and
Information Services staff supporting them, e.g. maintenance, upgrades, testing,
training;

3. Clinical staff needing to log on and off many IT systems which takes up valuable

clinical time and needing to remember numerous usernames and passwords;

Clinical staff needing to access many different systems to view different types of

patient information;

Additional cost in paying multiple suppliers to support the systems;

Clinical staff requiring training on multiple systems;

No “single view” of all the patients information;

Inability to share information across the community with other care providers;

»

© N O

2.1.2. Paper Environment

Clinicians and nurses still rely heavily on paper notes to record patient information.
These are stored in multiple locations depending on whether they are hospital or
speciality notes, and depending on the age of the notes. Most patient notes are
stored in the main library, but some specialties have their own notes stored in their
own departments.

When patients are admitted as inpatients, or have outpatient attendances, their
notes are pulled from the location they are stored, prepped for clinics or wards and
tracked to their locations. Additionally, when notes are required for other purposes
such as for medical secretaries typing up letters or clinical coders using for coding
purposes, these need to be requested, transported and tracked.

A significant amount of staff time is spent tracking and transporting paper notes
within the Trust. This doesn’t just relate to staff working in Health Records, but staff
from other locations as well. Patient notes are also stored off site and when these
notes are required, they are pulled and transported to the Trust.

There are hundreds of different document templates in use across the Trust. Many of
these duplicate the information being collected.

There are many issues associated with the use of paper records such as:

« Duplication of data and effort;

e Missing hospital notes;

e Paper and printing costs;

e Filing, storage and transport costs (Magnum and Local);
« Inability to share with more than one person at once;

» Constraints with sharing electronically (e.g. to GP’s);
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« Time to transport patient notes to desired destination and be available to support
patient care in a timely manner;

e Quality of data compromised;

e Time to complete;

» Risk of getting damaged, or misfiled,

« Limited security of patient information (i.e. left at the end of the patients bed or on
trolleys);

« Time to find information within the hospital notes;

« Risk of using out of date document templates (compromising standardisation);

2.2.National Context
2.2.1. Five Year Forward View

The NHS “Five Year Forward View” (FYFV) describes the challenges the NHS faces
and how the current NHS model is unsustainable. It describes how action is required
to prevent illness such as obesity, smoking and alcohol, how patients need greater
control of their own care, and how barriers need to be broken down between all care
providers.

The Trust is one of a partnership of organisations that has been chosen as one of
the “Integrated primary and acute care systems” Vanguard sites which will focus on
joining up GP, hospital, community, social care and mental health services. This is
one of the first steps towards delivering the FYFV and supporting improvement and
integration of services. Each Vanguard site will take a lead on the development of
new care models which will act as the blueprints for the NHS moving forward and the
inspiration to the rest of the health and care system.

In order to support this, the effective, safe and secure sharing of information between
all care providers and patients is critical. Currently there is limited sharing of
information electronically between organisations, so the majority of information is
shared verbally, on paper or not at all. There are clear risks with this, but in particular
it means that care providers may not have the most up to date or accurate patient
information to provide patients with the best and safest possible care.

2.2.2. Paper-free at the Point of Care — Preparing to Develop Local Digital
Roadmaps

The FYFV identifies harnessing the information revolution as a key enabler to
securing a sustainable NHS and made a commitment that, by 2020, all electronic
health records would be fully interoperable so that patient records are paperless.
This vision was supported by the establishment of the National Information Board
and its ambition to transform the health and care digital landscape outlined in
Personalised Health and Care 2020 — A Framework for Action.

In June 2016, along with Harrogate and Rural District CCG, North Yorkshire County
Council and Tees, Esk and Wear Valley NHS Trust, we jointly developed a plan that
establishes the ‘footprint’ of our local digital roadmap, detailing how we will achieve
the ambition of being paper-free at the point of care by 2020.
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For the Trust to deliver a true integrated digital care record and become paper-free, it
needs to be in a position where vital patient related information can be accessed and
clinical decision and support tools can be used in a joined up manner and in a single
instance. This information needs to be available across sectors, services and
providers, as well as accessible to the patient themselves.

2.2.3. Making IT Work: Harnessing the Power of Health Information
Technology to Improve Care in England

In late 2015 the National Advisory Group on Health Information Technology in
England was formed to advise the Department of Health and NHS England on its
efforts to digitise the secondary care system. A report was produced by Bob Wachter
titted “Making IT Work: Harnessing the Power of Health Information Technology to
Improve Care in England”. The report describes ten overall findings and principles
and ten implementation recommendations as follows:

Overall Findings & Principles

1. Digitise For The Correct Reasons;

2. It's Better To Get Digitisation Right Than Do It Quickly;

3. “Return On Investment” From Digitisation Is Not Just Financial;

4. When It Comes To Centralisation, The NHS Should Learn, But Not Over Learn
Lessons From NPFIT;

Interoperability Should Be Built In From The Start;

While Privacy Is Important, So Too IS Data Sharing;

Health IT Systems Must Embrace User Centred Design;

Going Live With A Health IT System Is The Beginning, Not The End,

A Successful Digital Strategy Must Be Multifaceted, And Requires Workforce
Development;

10.Health IT Entails Both Technical And Adaptive Change;

©oNoO

Recommendations

1. Carry Out A Thoughtful Long Term National Engagement Strategy;

2. Appoint And Give Appropriate Authority To A National CCIO;

3. Develop A Workforce Of Trained Clinician-Informaticists At The Trust And Give
Them Appropriate Resources And Authority;

4. Strengthen And Grow The CCIO Field, Others Trained In Clinical Care And
Informatics, And Health IT Professionals More Generally;

5. Allocate The New National Funding To Help Trusts Go Digital And Achieve
Maximum Benefit From Digitisation;

6. While Some Trusts May Need Time To Prepare To Go Digital, All Trust Should
Be Largely Digitised by 2023;

7. Link National Funding To A Viable Local Implementation/Improvement Plan;

8. Organise Local/Regional Learning Networks To Support Implementation And
Improvement;

9. Ensure Interoperability As A Core Characteristic Of The NHS Digital Ecosystem —
To Promote Clinical Care, Innovation And Research;

10. A Robust Independent Evaluation Of The Programme Should Be Supported And
Acted Upon;
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Whilst at this stage it is unclear which of these findings, principles and
recommendations NHS England will adopt, they do provide the Trust with some
guidance to delivering its IT Strategy. Some of these will be picked up at a National
level but others will need to be picked up at a local level. Reassuringly, many of
these are already part of the Trust’s Strategy.

In particular, the Trust has appointed a clinical IM&T lead, with some of their time
protected to fulfil this role. This role will lead on the EPR deployment over the coming
years and chairs the recently formed EPR Board.

3. DEVELOPING THE STRATEGY

Traditional paper-based recording and storage systems do not support the Trust in
an efficient and effective manner. Paper records are sometimes lost, difficult to read,
incomplete and inaccessible when they are needed. Current paper-based systems
cannot support the increasing demand and more complex organisation of care. As
we are constantly adapting and changing to support the ever changing needs of our
patients and commissioners, the services that we offer require modern clinical
systems and processes in place to meet them.

In October 2015, The Trusts Executive Team and the senior team from IM&T
discussed the need to have an electronic patient record that supports the Trust
becoming a paperless organisation and allowing the sharing of information not just to
Trust staff but to the wider health community. They discussed how the Trust not only
needed a solution that would provide an effective and efficient way of recording and
viewing patient information, but would also use patient data more effectively so as to
reduce duplication, re-use data where possible and also provide Clinicians with the
decision support tools to improve patients care and safety. They reviewed the
constraints and risks associated with the current best of breed EPR solution and
considered whether to continue down this path, or to change its strategy to an
integrated EPR solution.

The Trust Executive team agreed that the integrated EPR solution would be the best
option to deliver its future objectives and address some of the existing problems with
the current strategy. They agreed that the integrated EPR solution should:

¢ Enable the replacement and reduction of the existing systems over time (as
opposed to a replace all, big bang approach), initially scoping 3-5 years as the
EPR system functionality is mature enough - i.e. not take big backwards steps in
functionality but take it when it is similar or better than what we already have;

e Enable the filling of existing gaps - i.e. where we don’t currently have IT systems
in place such as clinical noting, self-check-in kiosks, task management;

e Accommodate the development of new functionality that doesn’t exist in the EPR
solution and in particular, enable the Trust to be part of the future development of
the solution so that it meets our specific needs and allowing the Trust to shape
the products development in a flexible, timely and easy way;
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e Provide enhanced clinical functionality, which will help to reduce and ultimately
remove the large number of paper based systems the Trust currently uses;

e Provide a complete view of the patient record (clinical portal) that receives data
feeds from existing internal systems as an interim until the EPR can replace
them, and other external systems such as SystmOne and EMIS;

e Be affordable and offer value for money given the financial constraints on the
Trust and the NHS as a whole;

e Be intuitive and easy for clinical staff to use so that utilisation is high and the
impact of training is kept to a minimum;

e Enable the removal or reduction of duplication of data and effort and re-use data
that is already recorded somewhere in the system rather than replicate;

e Provide real time and accurate information to the right people, at the right time in
the right place both within the Trust and also to other care providing organisations
in the wider community;

e Make working processes more effective, more efficient and safer for patients;

e Enable the transition from old systems and old ways of working to be as
seamless and risk free as possible;

e Provide an enabler for patients to see and update their own records
electronically.

4. KEY PRIORITIES
4.1.Phase 1 introduction of an EPR

Detailed below are the three priority modules for the establishment of an EPR at
Harrogate and District NHS Foundation Trust. Once these are in place and evaluated
the development would seek to incorporate further modules which either digitise
paper processes or integrate existing systems as described in 4.5 The EPR
Roadmap.

4.2.Clinical Portal

The clinical portal will receive patient information from other clinical IT systems (via
HL7 interfaces) and present them as a single patient record which will be viewable
from anywhere within the Trusts secure network from an electronic computer device.
This would be underpinned by integration software that will use the NHS Number as
the primary identifier. This could be made available to non-Trust staff such as GP’s,
Social Care staff and Mental Health staff and potentially they could add to the patient
record.

The following benefits and outcomes are anticipated to be delivered:
e The number of clinical IT systems that staff would need to log into separately
would reduce and in turn save time to return to patient care;

e Reduce the need to remember lots of different usernames and passwords;
e The Trust does not need to invest in a separate single sign on system;
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e Patient information would be visible to staff who currently can’t see it, as they
may not have access to the existing clinical systems, or even if they do, may not
know that the information is there without checking every system individually;

e Multiple clinical staff would be able to view and review the whole patient record
from different locations at the same time, enabling tele-conferencing. This could
support MDT meetings as an example;

e Staff would become less reliant upon paper notes;

¢ Reduce the amount of pulling, prepping and filing of paper notes and would
enable their eventual removal;

e Reduce clinical risk and improve care provided for patients at the Trust and other
care providing organisations;

4.3.Clinical Noting & Documentation

This will enable the recording, viewing and sharing of clinical and non-clinical patient
information that has traditionally been held in paper notes, assessments and charts.
This is a key component of an electronic patient record and the patient’s information
workflow. The following benefits and outcomes are anticipated to be delivered:

Improved patient experience;

Removal of inefficient paper processes;

Standardisation and reduction in locally defined forms;

Provision of better, safer patient care by ensuring that all patient information is

available when needed, enabling improved and speedier decision making and

treatment;

e Improved clinical decision making at the point of care to support best practice and
reduce operational and clinical risk through the immediate availability of patient
information;

e Improved legibility, quality, completeness and more up to date patient information
to support better decision making including the ability to make data capture
mandatory;

e Improved electronic sharing of information to support the patient pathway across
geographical and organisational boundaries;

e Improved security of patient information;

e Improved efficiency and effectiveness of the Trusts clinical and administrative
staff working practices through the reduction in duplication and the availability of
patient information when and where it is needed;

« Ability for multiple clinical staff to view and discuss the whole patient record from

different locations at the same time, enabling tele-conferencing. This could

support MDT meetings as an example;

4.4.Self-Check In

This aims to provide self-check in kiosks initially to the main reception desk but
potentially to other outpatient reception desks including Radiology and Therapy
Services.

Instead of the patient going to the reception desk to confirm their details and find out
which waiting area to go to, they will enter some basic details about themselves into

Page 10 of 17 8.1b IM&T Strategy 2016-217
You matter most



a touch screen “kiosk”. This kiosk will then direct them to the right waiting area and
also (if required) ask them to confirm some of their details as a way of improving
upon the data quality of patient records.

There are significant business transformation opportunities for the Trust by using
technology to provide an automated self-service check-in and patient calling system,

such as:

e Resource being used more effectively;
e Improved existing processes;

e Improved patient experience;

e Greater quality of care for patients;

e Improved data quality;

4.5.The EPR Roadmap

The Trust’'s EPR roadmap is shown in three sections: Best of breed - pre EPR;
Phase 1 EPR testing; Phase 2 EPR development. If successful the deployment of
further capabilities over at least the next five years will enhance the functionality of
the electronic patient record. As priorities change during this period, the roadmap
may change to reflect this. The diagram below illustrates the roadmap for the next
five years.

EPR ROADMAP - 2016/22

2015/16 2015/16 2015/16 2015/16 2016 2016/17 2017
SystmOne Mobile Patientrack SystmOne Mobile BoardPad ePMA Infusions & Endoscribe SystmOne Out of
Working Working DDM Outpatients Hours
Integrated EPR Strategy - Phase 1 EPR Testing & Evaluation Non-Integrated EPR Deployments
2016/17 2016/17 2016/17 2017/18

Clinical Portal Clinical Noting & Self Check In PACS
Docs Kiosks Replacement

L___I terfagd;gCH_nTcaLPor‘ta_\ J

e

2017/18 2017/18 2017/18 2018/19 2018/19 2018/19 2019/20
Discharge . Electronic Emergency
Bed Management Handover Cancer System Documents Order Requesting Observations Department
2020/21 2020/21 2020/21 2020/21 2020/21 2019/20 2019/20
. . Task
Care Plans Maternity Scheduling Infection Control Theatres ePMA M
anagement
2021/22 2021/22
Community Pathology
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4.6.Picture Archiving and Communication System (PACS) Replacement

The national contract for Picture Archiving and Communication System (PACS) and
data storage is coming to an end. The Trust is part of the West Yorkshire Acute
Trusts (WYAT) group who are procuring the replacement PACS on a collaborative
basis in 2017/18 when the current contracts come to an end.

4.7.Infrastructure

The Trust has built up a communications network and data storage infrastructure
that supports digital imaging across the corporate network, mobile working via Wi-Fi
on the district general hospital site and community premises across North Yorkshire,
County Durham, Darlington and Middlesbrough. This is being extended across all
sites with additional infrastructure as we continue to roll out mobile working in the
community.

Further extended use of mobile working across the hospital site will need to continue
in parallel to community service mobile working implementation and rollout. Close
working with the Clinical Directorates regarding change management will be critical
to ensure this is combined with change in working practice to deliver benefits.

Continued upgrading of the Trust’s storage and continued maintenance and
improvements to the network across the organisation is also required on an on-going
basis over the lifetime of this strategy. This will ensure the infrastructure continues to
remain fit for purpose as the demand placed upon it increases.

In 2018/19 the Trust will replace its current servers as they will be nearing end of life.
The following year in 2019/20, the storage will also be replaced for the same reason.

The number of desktop PCs, laptops and smartphones / tablet devices in use across
the organisation is now circa 5,000. To service, replace and licence this number of
devices is a significant challenge and therefore the strategy for Cloud Computing
and Desktop Virtualisation will be explored and combined with the technical
assessment on service improvement, security and cost.

The many different types of computer devices will continue to be reviewed to ensure
the Trust has the right equipment for staff to perform their jobs effectively. Clinical
staff will play a key role in the selection process to ensure any devices procured are
fit for purpose and support rather than hinder the clinical process.

IT will be an enabler to support Trust provision of services over a wide geographical
area, including Trust access to mobile working infrastructure and platforms such as
Webex communications and teleconferencing.

The on-going maintenance, replacement and continued development of the

communications infrastructure and hardware will continue throughout the lifecycle of
the strategy as the Trust continues to use IT to support innovative ways of working.
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4.8.Information strategy with extended coverage of the data warehouse

Providing high quality, timely and meaningful information will support the effective
management and delivery of high quality clinical and corporate practice.

Data warehouse technology supports retrieval from a single repository for clinical
and corporate data, enabling web based reporting for directorates to access and
produce structured reports as and when required. This will allow all levels of the
organisation to proactively monitor and analyse performance reporting to support
operational service delivery.

Data extracts from clinical and administrative systems are routinely loaded into the
data warehouse; these are then linked to enable a consistent view of service delivery
including comprehensive modelling against planned activity. Recent developments
include:

e Prescribing reports by ward or prescription, with access available to all clinicians
and pharmacists;

e Infection control reporting supporting the Saving Lives Audit;

e Workforce development reporting automating the tracking and automated
emailing of appropriate staff;

e Non Elective Flow dashboard supporting patient flow through the Emergency
Department

e Upgrade of servers to SQL 2010 for the data warehouse and are currently
migrating systems across to the new server;

This has shown the proof of concept and potential benefits from the automation of
routine tasks and quick easy access for clinicians to clinical reporting.

Over time, where possible, an increased level of appropriate clinical and corporate
systems data will be housed in the data warehouse and then made available to
teams through a user friendly reporting interface.

4.9.National Local Service Provider (LSP) Contracts

There are now only two LSP contracts remaining. The N3 network will be replaced
with the Health and Social Care Network in 2017/18 and as described above, the
PACS system will be replaced in 2017/18. All other LSP contracts have been
replaced with local contracts.

4.10. Adherence to Standards, Governance and Processes

As the organisation and our services become significantly more dependent on IM&T
for the day to day running and patient care, the assurance of adherence to
standards, governance and process becomes fundamental to the strategy. These
will ensure that the organisation adheres to inter-operability standards, technical
standards and data standards.
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There are three groups within the Trust that play a key role in ensuring that all
systems and processes are and remain fit for purpose in relation to the development
of the EPR. These are the IT Steering Group; Data and Information Governance
Steering Group; Health Records Committee. The latter of these remains responsible
no matter what media is used for ensuring clinical records are maintained to the
appropriate standards. A new EPR Board will be set up to oversee the
implementation of the Integrated EPR system.

We are working with our Local Digital Roadmap partners to ensure robust data
sharing agreements are in place to support the delivery of an integrated digital care
record where vital patient related information can be accessed across sectors,
services and providers through a clinical portal.

The threat of software virus attacks on NHS IT systems and networks continue to be
a risk and recent increased activity and complexity of malware has resulted in a
focused review of IT security arrangements in place and current practice. This area
of work will continue to be prioritised and monitored closely. Appendix A details the
Trust governance structure with the three groups highlighted.

4.11. Capacity and Capability

IM&T is increasing in importance for the Trust with patient care being increasingly
dependent on having network and IT facilities that are both robust and available 24/7.
Appendix C details the organisational structure for IM&T.

5. FINANCIAL ASSESSMENT

The delivery of this strategy will require significant investment over the forthcoming
years. National funding is available through a number of Technology Funds for
which organisations are able to bid. The Trust has previously been successful in
bidding for funds to support the rapid acceleration of ePMA and also Real time
observation and escalation projects. We will continue to submit bids to support the
implementation of the strategy as and when further funds become available,

The change management approach to this work will be critical in ensuring that the
Trust maximises the benefits in relation to efficiency and effectiveness of teams
across the Trust. These benefits will be identified within each detailed business case
for each stage of the delivery of this strategy.

Possible funding streams over the next few years could include:

Local funding secured through the development of local business cases;
National Information Board (NIB);

Estates & Technology Transformation Fund (ETTF);

Sustainability & Transformation Plan (STP);

Local Digital Roadmap (LDR) technology funds (as described in the Making IT
Work: Harnessing the Power of Health Information Technology to Improve Care
in England Report);
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6. APPENDICES

6.1. Appendix A — Governance Structure
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6.2. Appendix B— EPR Structure

HDFT Electronic Patient Record Structure
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6.3. Appendix C — IM&T Organisation Structure
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Harrogate and District NHS|

NHS Foundation Trust

Report to the Trust Board of Directors:
25 January 2017

Paper No: 9.0

Title

Chief Nurse Report

Sponsoring Director

Chief Nurse

Author(s)

Jill Foster, Chief Nurse

Report Purpose

To receive, note and approve the
contents of the report.

Key Issues for Board Focus: Key Issues for Board Focus: The Board are asked

to:

¢ Note the results of Director Inspection Visits and the red rating for Farndale

and Littondale Wards.

¢ Note the decrease in the number of complaints received by the Trust in

December 2016.

o Understand the steps being undertaken to maintain safe staffing levels
including robust registered nurse recruitment and to receive an update on

CATT, AMU, Byland and Jervaulx

Note two of our service areas have undergone CLAS inspections
o Receive a briefing regarding the national LeDeR programme
Approve the EDS2 Summary Report for publication

Related Trust Objectives

1. To deliver high quality care

Yes — the report provides assurance that
staffing levels are maintained throughout
the Trust and the actions taken for areas
where staffing levels have not been
maintained

2. To work with partners to deliver
integrated care

Yes — the report assurance regarding
Trust participation in a national
programme to improve care for people
with learning disabilities and working with
partners to improve access to care and
treatment for people with protected
characteristics

3. To ensure clinical and financial
sustainability

Yes — the report supports Trust’s quality
objective to ensure quality of care is not
compromised to insufficient clinical staff

Risk and Assurance

Risks associated with the content of the report are reflected
in the Board Assurance Framework via: BAF 1 : risk of a lack
of medical, nursing and clinical staff; BAF 3: risk of failure to
learn from feedback and incidents and BAF 13: risk of
insufficient focus on quality in the Trust.

Legal implications/
Regulatory
Requirements

No additional legal/regulatory implications for the period,

Action Required by the Board of Directors
The Board of Directors are asked to receive and note the content of the report and
approve the EDS2 summary report for publication.
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Unannounced Directors’ Inspections 2016-2017

Review Date

Outcome | Critical
Issues

Date Ward/Dept. Risk Critical Issues
Rating
14/04/16 | Mortuary
26/04/16 | Endoscopy
06/05/16 | Day Surgery Unit
(follow up visit)
12/05/16 | Acute Medical Unit Lack of cannula VIP
scores.

09/09/2016
Successful audit
now compliant

I

06/06/16 | Medical Day Unit Amber | Largely relating to the
non-compliant chairs in
the treatment room and
waiting room.

Update Sept
Treatment room

chairs now
replaced.

Waiting room
chairs remain
non-compliant.

Amber

31/10/16 | Operating Theatres

10/11/16 | Farndale Controlled drug check

book had gaps

21/11/16 | Monkgate Dental
Clinic

02/12/16 | Littondale Ward

Controlled drug check

16/06/16 | Pannal (follow up Further review to be Remains red
visit) undertaken ( Lack of following re-visit
cannula VIP scores) failed again.
24/06/16 | Harlow Lack of cannula VIP JF IPC re-
scores audited Sept
Harlow now
compliant
14/07/16 | Whitby Dental Clinic
29/07/16 | Ice Store,
Knaresborough
16/08/16 | Dental Clinic
Settle HC
230/8/16 | Lascelles 02/11/16 [Green | |

1. Patient Safety Visits

Since the last report to Board, the following visits have taken place:

Date Area

27/09/16 Sewing Room

27/09/16 Woodlands Ward

13/10/16 Kingswood Dental

25/10/16 Stanley Education Centre, County Durham
25/11/16 Wensleydale Ward

06/12/16 CATT
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2. Complaints Update
The number of complaints received this month is nine.

Of the nine complaints received in December 2016, all have been graded Yellow.

Total number of complaints by month for 2016/17 compared to 2015/16

April | May |June |July | Aug | Sept | Oct | Nov |Dec |Jan | Feb | March | Total
2016/17 | 18 16 23 21 25 18 19 18 9
2015/16 | 26 18 30 15 17 26 11 9 12 12 21 16 213

3. Nurse Recruitment

The nurse recruitment campaign continues to be successful in that the number of registered nurses being
recruited is exceeding the number of registered nurses leaving.

A recruitment evening was held on 8™ December 2016, conditional offers of employment were made to
three Registered Nurses and a number of students qualifying in September 2017. The number of
conditional offers made to students currently totals 27.

4. Actual versus Planned Nurse Staffing - Inpatient areas

The table below summarises the average fill rate on each ward during December 2016. The fill rate is
calculated by comparing planned staffing hours and actual staffing achieved.

In addition we are required to submit information on the total number of patients that were on each ward
throughout the month — this is then used to calculate the new “Care Hours per Patient Day (CHPPD)”
metric. Our overall CHPPD for December was 7.20 care hours per patient per day. NHS England will be
publishing this data for every Trust but we don’t know yet how our data will compare to that of other Trusts.

Dec-2016 Day Night Care hours per patient day
(CHPPD)
Ward name Average fill | Average | Average Average | Registered | Care Overall
rate —reg fill rate - | fill rate — fill rate - | nurses/ Support
nurses/ care staff | reg nurses | care midwives Workers
midwives / midwives | staff
AMU 89.8% 102.7% 97.6% 123.7% | 4.40 2.60 7.00
Byland 70.4% 105.4% 71.0% 75.8% 2.50 2.50 5.00
CATT 98.9% 138.7% 100.4% 135.5% | 4.50 2.80 7.30
Farndale 93.4% 119.4% 100.0% 132.3% 3.00 3.70 6.70
Granby 87.8% 120.8% 114.5% 103.3% 3.20 3.20 6.40
Harlow 100.0% 95.2% 100.0% - 6.00 1.70 7.70
ITU/HDU 92.2% - 96.8% - 21.40 2.40 23.80
Jervaulx 76.6% 117.7% 83.9% 93.5% 2.90 3.00 5.80
Lascelles 91.9% 104.5% 100.0% 100.0% | 4.50 4.30 8.80
Littondale 91.2% 115.5% 86.0% 112.9% 3.30 2.10 5.40
Maternity wards | 92.5% 61.5% 97.5% 80.2% 8.60 1.80 10.40
Nidderdale 98.8% 95.9% 93.2% 122.2% 3.60 2.70 6.20
Oakdale 94.1% 108.1% 92.7% 125.8% | 4.20 2.80 7.00
Special Care 92.2% 96.2% 104.8% - 10.70 2.40 13.10
Baby Unit
Trinity 77.3% 125.0% 98.4% 83.9% 3.10 2.90 6.00
Wensleydale 83.5% 136.3% 100.0% 100.0% 3.10 2.60 5.70
Woodlands 81.7% 98.4% 92.5% 93.5% 8.80 2.90 11.70
Trust total 88.8% 112.4% 95.2% 103.8% | 4.40 2.70 7.20
| ED staffing | 91% | 78% | 108% | 90% | |




Further information to support the December data

On the medical wards, Jervaulx, Byland and AMU, where the Registered Nurse (RN) fill rate was less than
100% against planned; this reflects current Band 5 Registered Nurse vacancies and is reflective of the local
and national position in particular regarding the difficulties in recruiting Registered Nurses. The Trust is
engaged in an extensive recruitment plan in response to this.

On Granby ward the increase in care staff hours above plan was to support the opening of additional
escalation beds.

The ITU / HDU day and night staffing levels, which appear as less than planned, are flexed when not all
beds are occupied and staff assist in other areas. National standards for RNs to patient ratios are
maintained.

The planned staffing levels on the Delivery Suite and Pannal ward (maternity wards) have been combined
to reflect the close working relationship of these two areas and the movement of staff between the wards in
response to fluctuating occupancy and activity levels. Some of the RN gaps in December were due to staff
sickness and the care staff gaps were due to vacancies; however a professional assessment was made on
a shift by shift basis to ensure that nurse staffing numbers matched the activity.

In some wards the actual care staff hours show additional hours used for 1:1 care for those patients who
require additional support. In December this is reflected on the wards; AMU, CATT, Farndale, Oakdale and
Littondale.

On Wensleydale although the daytime RN hours were less than planned in December, the occupancy
levels varied in this area throughout the month which enabled staff to assist in other areas.

On Trinity ward the daytime RN hours were less than planned due to RN vacancies. The ward is actively
recruiting.

For the Special Care Baby Unit (SCBU) although the daytime RN and care staff hours appear as less than
planned, it is important to note that the bed occupancy levels fluctuate in this area and a professional
assessment was undertaken on a shift by shift basis to ensure that the planned staffing matched the needs
of both babies and families.

The staffing complement for the children’s ward, Woodlands, is designed to reflect varying levels of
occupancy. Although the day and night time RN and care staff hours are less than 100% in December, the
ward occupancy levels vary considerably which means that particularly in this area, the number of planned
and actual nurses is kept under constant review. These figures also reflect increased investment in the
Woodlands RN establishment and we are currently recruiting to this.

What this means

The actual versus planned staffing information is an indication of where the vacancies and gaps are and
therefore the areas at increased risk to patient safety. The highest areas of risk due to nurse staffing levels
continue to be on the acute floor, CATT and AMU and the frail elderly floor, Byland and Jervaulx. Beds on
Farndale and Nidderdale have also been temporarily reduced for short periods due to staffing levels.

Throughout December and continuing into January there has been intensive operational pressures and the
requirement to support additional escalation areas on Granby, CATT, Wensleydale and Swaledale. | have
visited all areas and it is apparent staff are feeling the pressure and appear tired. Senior nursing staff have
discussed their concern that this period of increase in activity and use of escalation beds has lasted for a
longer period than last year and are worried about sustainability. All staff are worried about providing safe
care and maintaining the quality of care they give.

| believe we continue to provide safe and effective care to patients, however we have seen an increase in
the number of falls in December from an average of 52 per month to 82 and a small increase in the number
of Category 2 pressure ulcers. It should be noted, however, the falls were all in the category of no or low
harm, there were no falls with fractures and the number of Category 3 pressure ulcers did not rise above
average. The number of complaints received in December was nine compared to 18 in November 2016
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and 12 in December 2015. | intend to conduct an analysis of the falls in December and will continue to
monitor staffing levels and the metrics related to patient harm.

5. Children’s Services Inspections

We received a second CLAS (Combined Looked After and Safeguarding) Children Inspection in the City of
York during December 2016 which involved the HDFT Specialist Looked after Nursing Children Team. The
service has made some immediate changes to process after the initial feedback and the report is due out in
the next 4 weeks.

We are still waiting for the Durham CLAS inspection report. Upon receipt of these reports relevant
elements will be brought to the Board of Directors as appropriate

6. Learning Disabilities Mortality Review (LeDeR) Programme (Briefing Note)
What is LeDeR?

The national LeDeR Programme has been established following the Confidential Enquiry into the
Premature Deaths of People with Learning Disabilities (CIPOLD). All NHS regions have been asked to
establish the LeDeR process locally to undertake the reviews. LeDeR also complements the NHS
Operational Planning and Contracting Guidance for 2017/19 which contains 2 ‘must-dos’ for people with
learning disabilities:

¢ “Improve access to healthcare for people with a learning disability so that by 2020, 75% of people
on a GP register are receiving an annual health check.

¢ Reduce premature mortality by improving access to health services, education and training of staff,
and by making reasonable adjustments for people with a learning disability and/or autism.*

LeDeR involves:

¢ Reviewing the deaths of all people aged 4 to 74 (inclusive).

¢ Identify the potentially avoidable contributory factors related to deaths of people with learning
disabilities.

¢ Identify variation in practice.

¢ Identify best practice.

e Develop action plans to make any necessary changes to health and social care service delivery for
people with learning disabilities.

A national database has been developed and anonymised reports will be submitted. This will allow, for the
first time, a national picture of the care and treatment that people with learning disabilities receive.

What LeDeR is not:
The LeDeR Programme is not:

o A formal investigation.
e A complaints process.
e An avenue to apportion blame.

Some of the deaths will be subject to statutory review processes such as CDOP, Serious Care Reviews
and Safeguarding Boards. In these cases LeDeR will not duplicate, overtake or dominate. Statutory
review processes will always take precedence. Instead, Reviewers are asked to:

Link into these processes

Follow their timescales

Offer their expertise and knowledge on learning disabilities
Capture the outcomes
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e Submit the anonymised outcomes to the central LeDeR team.

The LeDeR Programme will only establish an independent multi-agency review if the death requires further
investigation and is not incorporated into a statutory review process. LeDeR requires that all deaths of
people with learning disabilities who are either from a BME community or aged between 18 and 24 be
subject to a multi-agency review.

However, if the death is of someone from a BME community or were aged between 18 and 24 and is
subject to a statutory review then again, this statutory process will take precedence.

LeDeR does not only look at clinical outcomes. It is important to capture the extent of personalised
services, including the use of reasonable adjustments, choice and control and the well-being of people with
learning disabilities. Good practice examples will be written up and shared nationally.

What is happening locally?

NHS England’s Learning Disability Project Team is leading the work locally in Yorkshire and Humber.
Progress to date includes:

e A Steering Group of health and care professionals has been established to direct the work and
monitor outcomes of reviews. The group also includes self-advocates.

e The process has been refined to allow for more flexibility and person-centred practice.

¢ 40 Reviewers have been recruited and trained and will be supported by the Local Area Contact.

o A detailed Reviewer Support Pack has been developed to ensure Reviewers have all the relevant
information needed.

¢ Monthly meetings for the Reviewers have been established to develop a learning and peer support
network.

o Accessible materials are being developed to promote what LeDeR is and is not.

Partnership working with Speakup Self Advocacy is underway to include the rights and requirements of
people with learning disabilities in the programme. 6 events are being planned to promote the work to
people, families and the wider third sector.

Hull CCG have developed best practice in writing LeDeR into its provider contracts, recruiting 8 Reviewers
and linking LeDeR into its well-being programme for people with learning disabilities.

What is the ask?

All health and care services are asked to support the LeDeR Programme, report deaths and share
information with the Reviewers. Data sharing of confidential information is allowed via a Section 251
Agreement, which has been approved nationally. This is a pilot programme with an expectation that
LeDeR will become ‘business as usual’ by 2018. In Yorkshire and the Humber the plan is to launch with a
low key profile and build. This will allow for the process to be refined and for organisational capacity to be
determined, with continuous support provided by the project team

The Trust has a process in place to notify the programme.

7. Equality Delivery System (EDS2) Assessment January 2017

The Board is asked to note and support the approach taken to meet the requirements of EDS2, and to
approve the summary report for publication. The Summary Report is attached to the Chief Nurse Report at
Appendix A..

The main purpose of EDS2 is to help NHS organisations, in discussion with local partners including local
people, review and improve their performance for people with characteristics protected by the Equality Act
2010. Organisations are required to assess their performance in relation to the 4 goals and 18 outcomes,
and the 9 groups whose characteristics are protected by the Equality Act, and consider whether people
from those protected groups fare as well as people overall. The grading to be used is:
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Undeveloped Developing Achieving Excelling

People from all
protected
groups fare
poorly
compared with

People from People from all
most protected protected
groups fare as groups fare as

people overall
OR evidence is
not available

well as people well as people
overall overall

In January 2016 we reported the initial work undertaken to review EDS2 to the Board including our first
assessment and our equality objectives linked to each of the goals. These are:

Better health outcomes
o To ensure that our services provide effective and safe treatment and care that is sensitive to
people's personal and cultural needs as well as appropriate to their clinical condition.

Improved patient access and experience
o To seek effective feedback about the experiences of people with protected characteristics who use
our services in order to improve access and experience, and improve staff awareness and
communications about equality.

A representative and supported workforce
e To utilise the workforce equality group to deliver action plans focused on improving the availability of
workforce equality information to assess our progress towards ensuring we have a representative
and supported workforce.

Inclusive leadership
e To ensure that Trust leaders have the right information and skills to promote equality within and
beyond the organisation and to support their staff to work in a fair, diverse and inclusive
environment.

During 2016 we have established our Equality and Diversity Group and the two stakeholder sub-groups,
and a work plan to drive progress towards meeting the objectives.

We patrticipated in a regional workshop organised by NHS Employers and we expect the recommendations
from workshops to be considered at a national level and hope that there will be some future review and
alignment of EDS2 to other initiatives such as the Workforce Race Equality Standard and the Disability
Equality Standard.

We have assessed progress and evidence in a number of services and reviewed our grading for each of
the outcomes, and feel we have some confidence in the improved position that we can report. We have
used evidence such as local and national patient and staff survey data, interpreter service data, complaints
processes and data, incident reporting data and management, workforce data, patient stories and case
studies, our 2016 CQC inspection report and feedback from our stakeholders.

We held a meeting for our stakeholders on 16 January 2017 and presented our approach to EDS2, a

sample of evidence in the form of case studies from several services and received positive feedback and
support for the approach taken and the self-assessment we presented.
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Published EDS2 summary 2015/16

Better health Improved patient | A represented and Inclusive leadership

outcomes access and supported
experience workforce

1.1 Developing 2.1 Developing 3.1 _ 4.1 Developing

1.2 Developing 2.2 Developing 3.2 _ 4.2 _
1.3 Developing 2.3 Developing 3.3 Developing 4.3 Developing

1.4 Developing 2.4 Developing 3.4 Developing

1.5 Developing 3.5 Developing

Better health Improved patient | A represented and Inclusive leadership
outcomes access and supported
experience workforce

Self-assessment 2016/17

1.1
1.2
13
1.4
1.5

4.3 Developing

3.4 Developing

3.6 Developing

Developing

We will seek to further embed our equality objectives and will incorporate feedback from the stakeholder
meeting in our on-going work plan.

Jill Foster
Chief Nurse
January 2017
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Equality Delivery System tfor the NHS NHS
EDS2 Summary Report

Implementation of the Equality Delivery System — EDS2 is a requirement on both NHS commissioners and NHS providers. Organisations are
encouraged to follow the implementation of EDS2 in accordance with the ‘9 Steps for EDS2 Implementation’ as outlined in the 2013 EDS2 guidance
document. The document can be found at: http://www.england.nhs.uk/wp-content/uploads/2013/11/eds-nov131.pdf

This EDS2 Summary Report is designed to give an overview of the organisation’s most recent EDS2 implementation. It is recommended that once
completed, this Summary Report is published on the organisation’s website.

Organisation’s Equality Objectives (including duration period):

NHS organisation name:

Harrogate and District NHS Foundation Trust These are our objectives for 2016-2018

Better health outcomes:
Organisation’s Board lead for EDS2: To ensure that our services provide effective and safe treatment and care that is
sensitive to people's personal and cultural needs as well as appropriate to their
clinical condition.
Improved patient access and experience:
Organisation’s EDS2 lead (name/email): To seek effective feedback about the experiences of people with protected

Dr Sylvia Wood, Deputy Director of Governance (sylvia.wood@hdft.nhs.uk) charactenistics who use our services in order to improve access and experience,

Jill Foster, Chief Nurse

Level of stakeholder involvement in EDS2 grading and subsequent actions:

Headline good practice examples of EDS2 outcomes

(for patients/community/workforce):

Stakeholders invited to event to share progress with equality objectives and to

discuss and agree EDS2 grading include: We have reviewed services, workforce data and other evidence for our latest EDS2
Healthwatch self-assessment. We have evidence of good results from the A&E, Inpatient and
HaRD CCG Maternity National patient experience surveys, the National Staff survey and other
HDFT Stakeholder Equality Group - includes Patient Voice Group and Public local audits, and there is some useful evidence about the protected groups. We
Governor representatives have reflected mainly on the 0-19 service, Specialist Children's service, Community
HDFT Workforce Equality Group Dental service, Maternity, Learning Disabilities and Business Planning, as relevant
Harrogate and Ripon CVS examples of services, but with examples from other services where relevant. We
Harrogate Borough Council feel we have confidence to indicate improvement with several outcomes this year.

North Yorkshire Equality and Diversity Strategic Partnership

Publication Gateway Reference Number: 03247



Date of EDS2 grading  sanvay 2017 Date of next EDS2 grading  sanuary 2018

Outcome links

Grade and reasons for rating to an Equality
jective

Services are commissioned, procured, designed and delivered to meet the health needs of
local communities

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating

1 1 ‘ Undeveloped V' Age v/ Pregnancy and maternity Healthy Child Programme and Specialist Children's Services - /
- ) / Disability / Race offered to all children and young people regardless of disability.
. Developlng Now have parent, governor and lay membership as part of a
Gender / Religion or belief service development group. Improved access to telephone
o Achlevmg reassignment v interpreter service. Relocated therapy and paediatric clinics to

. e provide better environment. Review and evaluate our work to
) v'| Marriage and . . . s th ds of child le and
" Excelllng civillpartnership Sexual orientation ensure our service meets the needs of children, young people an
Q
g Individual people’s health needs are assessed and met in appropriate and effective ways
s . .. . .
'5' V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
(@) .
c ‘ Undeveloped '/ Age '/ Pregnancy and maternity Healthcare is designed around individual risk assessments and
% 1 . 2 . Developmg v Disability v | Race screening e.g. VTE, sepsis, dementia, maternity etc in order that /
care is planned to meet specific needs.
_8 Gender V| Religion or belief Work undertaken to implement the Accessible Information
< o Achieving reassignment : Standard, and improve access to facilities for people with hearing
. / ex impairment and visual impairment, and people with learning
Q v/ Marriage and
z ‘ Excelling civil partnership Sexual orientation disabilities. Started work to improve care for trans-gender people.
Q
[a]

Transitions from one service to another, for people on care pathways, are made smoothly
with everyone well-informed

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
1 3 ‘ UndeveloPed / Age / Pregnancy and maternity Specialist Children's Services have transition pathways to support /
" . V| Disability v | Race children with special educational needs and/or disabilities who are
. Developing transitioning from pre-school to school and have ongoing health
Gender V| Religion or belief needs.
o Achieving reassignment 7] sex We ensure that families in the Military are seen within five working

days of us becoming aware of the transfer in.

‘ E Ii 4 Marriage and VAR | ori i There is an effective process for transitioning care between
Xcelling civil partnership exual orientation



Improved
patient access
and experience

Better health outcomes, continued

1.4

1.5

2.1

Grade and reasons for rating

When people use NHS services their safety is prioritised and they are free from mistakes,
mistreatment and abuse

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped |v'| Age v/ Pregnancy and maternity Healthcare is designed around individual risk assessments and
icabili screening e.g. VTE, sepsis, dementia, maternity etc in order that
. v/ Disability v/ Race
Developlng care is planned to meet specific needs and to reduce risks.
Gender ¥/ Religion or belief Incidents and errors are reported using Datix and learning from
Achievin reassignment incidents prioritised. Participation in clinical audits focuses on
9 V| Sex
. evaluating practice against standards.
Excellin 4 I\{Ia?rrlage Ly . v | Sexual orientation Significant progress with staff awareness and training for MCA.
g civil partnership

Screening, vaccination and other health promotion services reach and benefit all local
communities

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ UndeveloPed ‘/ Age ‘/ Pregnancy and maternity Community dental service provide targeted programme of oral
) V| Disability V| Race health promotion to encourage vulnerable individuals, groups and
. Developlng communities to maintain and improve their oral health. The service
Gender V| Religion or belief now commissioned to train a range of Health professionals and key
o Achieving reassignment / Sex workers to give oral health advice to "at risk" high need groups.
Screening programmes for bowel cancer and 0-19 service have

. v’ Marriage and . . . :
Excelling el perinasai /| Sexual orientation taken steps to ensure effective access to screening and

People, carers and communities can readily access hospital, community health or primary
care services and should not be denied access on unreasonable grounds

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped |V'| Age v/ Pregnancy and maternity People, carers and communities are able to readily access health
. / Disability / Race care services via their GP and onward referral to secondary care
. Developlng provider (HDFT) and are not denied access on unreasonable
Gender ¥/ Religion or belief grounds to services. Services are offered to all relevant people -

‘/ s decisions based on individual need
EX Work to ensure members of the Armed Forces are not

v | Marriage and ; ;
‘ Excelling civil pa?tnership V| Sexual orientation disadvantaged by moving.

o Achieving reassignment

Outcome links
to an Equality
Objective




Improved patient access and experience

2.2

2.3

2.4

Grade and reasons for rating

People are informed and supported to be as involved as they wish to be in decisions

about their care

V¥ Grade ¥ Which protected characteristics fare well

@ undeveloped [V ace
. Developing V| Disability

Gender

o Achieving reassignment

) v/ Marriage and
‘ Excelling civil partnership

v

v
v
v

Pregnancy and maternity
Race

Religion or belief

Sex

Sexual orientation

People report positive experiences of the NHS

¥ Grade ¥ Which protected characteristics fare well

‘ Undeveloped v Age
. Developing v/ | Disability

Gender
o Achieving reassignment
- Marriage and
‘ Excelling civil partnership

v
v
v
v
v

Pregnancy and maternity
Race

Religion or belief

Sex

Sexual orientation

¥ Evidence drawn upon for rating

Trust performed significantly better than average for several
relevant questions within the National A&E Survey 2014, National
Maternity Survey 2015, National Inpatient Survey 2015, no
significant difference for others. No questions for which we were
significantly worse than average.

Acute Liaison Nurse provides 1:1 support to people with LD to
encourage understanding and involvement in decision making.

¥ Evidence drawn upon for rating

Disaggregated evidence is available for National A&E Survey 2014,
National Maternity Survey 2015 and National Inpatient Survey
2015. Equality monitoring questions in use within local patient
surveys since December 2015. Whilst difficult to drawn any clear
conclusions about the experiences of people within protected
groups compared to the general population, no evidence to suggest
they do not fare well. Patient satisfaction at HDFT is generally high

People’s complaints about services are handled respectfully and efficiently
V¥ Grade ¥ Which protected characteristics fare well

‘ Undeveloped V| Age
. Developing v | Disability

Gender

o Achieving reassignment

. v/ Marriage and
Excelling civil partnership

v

v
v
v
v

Pregnancy and maternity
Race

Religion or belief

Sex

Sexual orientation

¥ Evidence drawn upon for rating

Information leaflet "Making Experiences Count" is available in all
areas and the information is accessible from the Trust website. The
leaflet highlights how to access the information in other formats or
languages, and both the leaflet and website highlight the PET team
contact details including minicom contact number to assist people
to report a complaint.

100% of complaints are acknowledged within 3 days as stated in

Outcome links
to an Equality
Objective

v

v



A representative and supported workforce

3.1

3.2

3.3

Grade and reasons for rating

Fair NHS recruitment and selection processes lead to a more representative workforce
at all levels

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
. Disabilit Race

. Developing y

Gender Religion or belief
o Achieving reassignment

Sex
. Marriage and . .

‘ Excelling civil partnership Sexual orientation

The NHS is committed to equal pay for work of equal value and expects employers to use
equal pay audits to help fulfil their legal obligations

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
. Disabilit Race

. Developing Y

Gender Religion or belief
o Achieving reassignment

Sex
. Marriage and . .

‘ Excelling civil partnership Sexual orientation

Training and development opportunities are taken up and positively evaluated by all staff

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
- Disabilit Race
. Developing y
Gender Religion or belief
o Achieving reassignment
Sex

) Marriage and . .
Excelling civil partnership Sexual orientation

Outcome links
to an Equality
Objective




A representative and supported workforce

3.4

3.5

3.6

Grade and reasons for rating

When at work, staff are free from abuse, harassment, bullying and violence from any source

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
. Disabilit Race

o Developing y

Gender Religion or belief
‘ Achieving reassignment

Sex
. Marriage and . .

‘ Excelling civil partnership Sexual orientation

Flexible working options are available to all staff consistent with the needs of the service
and the way people lead their lives

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
. Disabilit Race

. Developing U

Gender Religion or belief
o Achieving reassignment

Sex
. Marriage and . .

‘ Excelling civil partnership Sexual orientation

Staff report positive experiences of their membership of the workforce

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
. Disabilit Race
. Developing y
Gender Religion or belief
o Achieving reassignment
Sex

. Marriage and . .
Excelling civil partnership Sexual orientation

Outcome links
to an Equality
Objective




Inclusive leadership

4.1

>
N

4.3

Grade and reasons for rating

Boards and senior leaders routinely demonstrate their commitment to promoting equality
within and beyond their organisations

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ UndeveloPed Age Pregnancy and maternity In addition to evidence from previous assessment:

. Disability Race Made arrangements to enable young people with protected
. Developing characteristics to do work experience placements.

Gender Religion or belief Introduced a Youth Forum to give young people the chance to
o Achieving reassignment Sex discuss relevant issues, engage with decision makers and
. contribute to improving the lives of young people within their
. Marriage and . . o

‘ Excelling civil partnership Sexual orientation communities.

Papers that come before the Board and other major Committees identify equality-related
impacts including risks, and say how these risks are to be managed

V¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
o Undeveloped Age Pregnancy and maternity Work undertaken to develop an impact assessment process for
. Disability Race cost improvement programmes (CIPs) and other service
. Developlng developments. It is to be included in business planning
Gender Religion or belief documentation.
‘ Achieving reassignment Sex We will consider what would be useful to include on papers that

come before Board in relation to impact assessments and risks

‘ Excelling Ic\:l\zlr;z?ten:rr]scllwip Sexual orientation Business plans coming to Board will include this in future but it is

Middle managers and other line managers support their staff to work in culturally
competent ways within a work environment free from discrimination

¥ Grade ¥ Which protected characteristics fare well ¥ Evidence drawn upon for rating
‘ Undeveloped Age Pregnancy and maternity
. Disabilit Race
o Developing y
Gender Religion or belief
‘ Achieving reassignment
Sex

. Marriage and . .
Excelling civil partnership Sexual orientation

Outcome links
to an Equality
Objective
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integrated care
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Risk and Assurance

Risks associated with the content of the report are reflected
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Legal implications/
Regulatory
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The report does not highlight any legal/regulatory
implications for the period

Action Required by the Board of Directors

The Board of Directors are asked to receive and consider the assurance provided by

the content of the report.




Harrogate and District NHS

NHS Foundation Trust

Patient Safety Visits: Annual Report January 2016 — December 2016
Background

Patient Safety Visits were introduced at HDFT in 2009. Since then 146 patient safety visits have
taken place to wards and departments across the Trust. This includes all inpatient wards, 23
community areas, and 29 departments.

This report summarises the patient safety visits undertaken since the last annual report to Board
of Directors in January 2016. It provides examples of issues raised and resolved since previous
visits and includes detail from the patient safety visit database of issues identified as high priority
to provide assurance of action taken. It contains the reviewed and updated standard operating
procedure for patient safety visits for ratification.

It should be noted that in November 2016 the Board asked for a review of the format and value of
patient safety visits, as Non-Executive Directors were concerned that several were cancelled at
short notice. This is addressed below.

1. Patient Safety Visits 2016

At the beginning of 2016, the Clinical Directorates and Corporate Services were asked to identify
services to prioritise for a visit.

At the same time potential dates for visits were identified in Executive and Non-Executive
Director’s diaries. As always, more dates were identified in diaries than we expected to need in
order to have some spare options as some dates are not convenient for the areas to visit. The
Governance Officer contacts the lead for each service and attempts to match an available date
for a visit, with days and times that are convenient for the service.

Since January 2016, when patient safety visits were last reported to the Board of Directors, there
have been visits to 15 services; five of these have been new visits and ten re-visits. The log of all
visits undertaken is at Appendix 1.

It is worth noting that as a result of preparation for the CQC inspection there were lots of senior
management led visits to wards and departments, and no patient safety visits were arranged
between January and March 2016.

During the visit when staff raise operational issues as a concern, they are encouraged to use
existing departmental and directorate structures and processes. Where issues cannot be easily
remedied, such as those that may require large capital expenditure it is important that these are
progressed via other established structures and processes e.g. business planning and risk
registers. There are a small number of concerns raised that are appropriate to follow up as a
matter of some urgency outside these established methods. These are identified at the time by
the Executive lead for the visit and recorded on the patient safety visit action log as high priority.
During 2016, reports have been received at Senior Management Team and key findings from
patient safety visits have been highlighted and discussed.



Year Number

Patient Safety Visits each year of Visits
2009 7
30
2010 24
25 2011 21

2012 17

20
2013 26
15 2014 20
10 2015 19
2016 15
B
0_ T T T T T T T

2009 2010 2011 2012 2013 2014 2015 2016

The services that have been visited for the first time during the period are:

e The Equipment Library ¢ Orthopaedic Outpatients
e Scarborough Wheelchair e Sewing Room
Service e Stanley Education Centre

The services that have had a re-visit during the period are:

o CATT e |ITU/HDU

e Kingswood Dental Practice e Radiology

¢ Wensleydale Ward ¢ Ripon Community Hospital
e Maternity Services ¢ Woodlands Ward

e Lascelles e Jervaulx/Byland Ward

Visits that were not arranged or undertaken

The following services were identified as locations for a patient safety visit, but a visit was
either not arranged or not undertaken in the period:

Farndale Ward

Due to last minute staff absences on the ward (including Ward Manager and Sister) a patient
safety visit was cancelled at short notice on 6™ May. This was discussed at the time with the
Matron responsible for the area and ITU/HDU was identified as an alternative location for the
patient safety visit. A visit to Farndale Ward will be rearranged in 2017.

AMU

The day before the arranged patient safety visit to AMU on 8" November it became clear
that the Ward Manager would be absent and the ward team were not aware of the planned
visit. Staffing levels meant this could not proceed and an alternative location could not be
offered. However the Matron suggested that a patient safety visit to CATT would be more
beneficial and a visit was arranged and undertaken on 6™ December.

Antenatal Clinic
A visit has been arranged for 6™ January 2017.




GP OOH
There continue to be issues with arranging a suitable visiting time out of hours.

Community Children’s Services

Service managers suggested patient safety visits to the new Community Children’s Services
in Middlesbrough, Darlington and County Durham once they had been incorporated into the
Trust. A visit took place to the County Durham Community Children’s Service at Stanley
Education Centre on 25" October 2016 and visits to the remaining services will be arranged
in due course.

Regarding the concern raised about patient safety visits being cancelled at short notice, it
can be seen below that this is not a consistent issue and has been significantly better during
2016. The concern raised by the Non-Executive Directors probably relates to the dates
identified for patient safety visits that are not utilised being perceived as cancelled visits.

2015 2016
Potential dates identified 29 23
Dates not utilised and therefore removed from diaries 6 7
Patient safety visits arranged and confirmed 23 16
Number of arranged visits cancelled 4 1
Number of visits undertaken 19 15

2. Patient Safety Visiting Team

An Executive Director usually leads a patient safety visit with the Deputy Director of
Governance and a Non-Executive Director. Members of the Council of Governors are also
invited to take part in patient safety visits.

Non-Executive Director Executive director Governors

Sandra Dodson 2 | Ros Tolcher 2 | Claire Cressey 2
lan Ward 3 | David Scullion 2 | Beth Finch 2
Sue Proctor 2 | Jonathan Coulter 5 | Bernard Bateman 1
Lesley Webster 2 | Jill Foster 3 | Joyce Purkis 1
Chris Thompson 2 | Phillip Marshall 2 | Jane Hedley 1
Maureen Taylor 2 | Rob Harrison 1 | Daniel Scott 1
Neil Mclean 2

Total 15 15 8

3. Information for the visiting team

Prior to a number of visits in 2016 the Governance Officer produced a summary sheet for the
visiting team to provide an overview of patient safety information including staffing levels,
staff turnover, recent incidents and complaints, any SIRIs, and patient experience feedback.
It was hoped that these summaries would promote focused lines of enquiry and discussions
during the visit. However this involved a considerable amount of time to produce and was
often not used. It was felt to add limited value to the outcome of of the patient safety visit and
was therefore discontinued.



4. The value of patient safety visits

Patient safety visits have a unique purpose and value in encouraging a positive safety
culture. They encourage staff to raise any concerns in a forum which is supportive, building
good communication and establishing local solutions to minimise risk whenever possible.

Sometimes when wards and services are very busy, staff are only able to participate for a
short time, but in general the informal feedback that we receive from staff who attend patient
safety visits is that they value the opportunity to meet senior leaders and raise concerns with
them.

The most useful visits are those where staff are clear about the purpose of the visit and have
had an opportunity to think about issues they might want to highlight. It is disappointing that
despite the effort that goes into the arrangements, staff are sometimes unprepared and not
expecting the visit when we contact them to confirm in the days before the visit.

5. Sample of issues raised at patient safety visits

A small sample of issues recorded from patient safety visits during 2016 has been included
to illustrate some of the findings.

5.1. Good practice

Team Working
A number of areas reported good team working. These include Radiology, Lascelles,

Scarborough Wheelchair and Podiatry Services, Linen/Sewing Room and Wensleydale
Ward. Anecdotally, in a number of areas experiencing high operational pressures, nursing
staff said that it was working with their colleagues that meant they continued to turn up to
work.

Patient Focused Innovation Projects

These include SITUP (Supporting Intensive Treatment Unit Patients) clinics for patients
discharged from ITU; Wanderguard devices trialled on Lascelles; Reminiscence Sessions on
Jervaulx and Byland for elderly patients; Acclimatisation Programme for patients visiting
Kingswood Dental Service.

5.2. Themes and ongoing issues

Staffing
A number of areas reported issues relating to staffing pressures including: national shortage

of radiographers for MRI; low morale amongst teams such as ITU who are often redeployed
to cover staffing gaps in other areas; pressures on the nurse-in-charge responsible for junior
nursing staff and having to fill nursing gaps themselves in order to deliver safe care to
patients; concerns regarding nurse to patient ratios on night shifts particularly due to an
increase in acuity of patients in Byland Ward; transferring patients in ‘bulk’ rather than
staggering the flow during de/escalation puts teams under unnecessary pressure; the impact
of an increased turnover of staff is felt in other supporting services such as the Linen/Sewing
Room; difficulties in releasing staff in order that they can undertake mandatory and essential
skills training; student nurses and new starters who are supposed to be super-numerary are
often relied on as part of the ward establishment; teams feeling that they are struggling to
deliver fundamental aspects of care due to staff shortages.



Environment and equipment issues

A number of areas continued to report issues associated with equipment maintenance and
within an unsuitable environment. Issues were reported in Lascelles, Ripon Community
Hospital, Orthopaedic Outpatients, Jervaulx & Byland Ward, Woodlands Ward and CATT
ward. Issues include: delays in maintenance and repair from time of reporting; shortage of
equipment; unsuitable and ageing environments; under-utilised space that is no longer fit for
purpose. It is hoped that following the reconfiguration of the estates workforce during
2016/17 that this will address a number of these recurrent issues.

Patientrack

There were some recurrent themes regarding Patientrack including the reliability and timely
repair of equipment, connectivity issues and usability. A number of areas including Jervaulx
and Wensleydale wards had specifically reported difficulties using the fluid balance module,
opting to use paper based charts instead. However it was also recognised that Patientrack
had made the recording of routine observations easier.

5.3. Issues noted as resolved since previous visit

Medical Cover at Lascelles

The team reported that since the development of a proper protocol for medical cover, the
issues relating to getting an appropriate on call medical response to acute requests for
review of a patient had been resolved.

Fluid and food thickening on Jervaulx/Byland

Following a patient safety alert relating to the risk associated with thickening powder both
wards had undertaken risk assessments and had addressed the risk using different
approaches.

Volunteers

Jervaulx ward had gained volunteers to assist with patient feeding at lunch time. To
encourage young volunteers to continue supporting the ward for a longer period the
clinicians were providing incentives such as being offered the opportunity to observe care of
the elderly ward rounds.

Maternity Unit
Carpet replaced with flooring during refurbishment. Staff reported more monitoring

equipment available now and CTG monitors were appropriately labelled. Admin support was
much improved with a full time ward clerk. The team were being proactive about replacing
staff with eight recently recruited midwives at the time of the visit.

5.4. High priority issues

Following a patient safety visit there is usually a quick debrief between members of the
visiting team in order to identify any high priority actions. Over the past year, whilst there
have been a number of actions that have been followed up promptly, there have been a
limited number of actions considered “high priority”.

Mental Health facilities on Woodlands Ward

Whilst work was underway to create a “ligature free” side room, Dr Tolcher felt that it would
be appropriate for a full mental health review of the ward based on the foreseeable needs of
young people admitted. Following feedback from the directorate and department it is
understood that this action has been incorporated into the CQC action plan which is being
overseen by the Operational Director for Children’s & County Wide Community Care.




6. Future Planning

The Standard Operating Procedure has been reviewed and updated and approved at Senior
Management Team on 18 January 2017. Essentially we are proposing that the process
continues without significant changes.

The Clinical Directorates have been asked to identify 4 - 5 sites/wards/departments each for
visits in 2017 with a particular focus on those services that might not have been visited
before or they feel might benefit from a visit. Corporate services have also been asked to
consider any areas that may benefit from a patient safety visit. Visits may also be requested
during the year and this will be accommodated if possible.

We will suggest that dates identified in Executive and Non-Executive diaries are held for
“potential patient safety visits” until confirmed. We would like to highlight that we aim to
identify more dates than required, to facilitate arranging a visit that will be convenient to a
service and expect not to use all of these. We will endeavour to release unused dates with
as much notice as possible.

We will continue to ask ward and service managers to communicate effectively within the
local team in order that staff are aware of a planned patient safety visit and its purpose, and
can participate.

7. Summary
Patient safety visits continue to provide valuable opportunities to:

a. Increase the awareness of safety issues among all staff.

b. Make safety a priority for senior leaders by spending dedicated time promoting a
safety culture.

c. Educate staff about patient safety concepts such as incident reporting.

d. Obtain and act on information that identifies areas for improvement.

e. Build communication and relationships with frontline staff to work together to deliver
safe care.



Appendix 1: Patient safety visits undertaken by location and date

Site Visit 1 Visit 2 Visit 3 Visit 4 Visit 5
Jervaulx 11/01/2010 | 12/08/2011 | 11/09/2013 | 11/03/2015 | 13/07/2016
Byland 16/11/2009 | 08/06/2011 | 23/10/2013 | 11/03/2015 | 13/07/2016
Woodlands/SCBU 11/03/2010 | 29/11/2011 | 08/11/2013 | 08/04/2015 | 27/09/2016
Ripon Community Hospital 30/06/2011 | 21/03/2013 | 28/08/2013 | 09/05/2014 | 14/06/2016
Endoscopy 18/11/2010 | 05/03/2013 | 24/10/2013 | 23/04/2015

ED 25/10/2010 | 17/11/2011 | 30/10/2013 | 13/08/2015

Main Theatre 07/05/2010 | 03/07/2012 | 12/09/2013 | 03/09/2015
Fountains/Bolton/AMU/CAT 15/04/2010 | 02/11/2011 | 04/10/2013 | 09/09/2015

Littondale 03/11/2009 | 02/06/2011 | 16/10/2013 | 07/10/2015
Nidderdale 01/02/2010 | 13/10/2011 | 10/10/2013 | 01/12/2015

Radiology 20/05/2010 | 25/07/2011 | 12/03/2014 | 13/04/2016

Critical care ( ITU/HDU) 12/11/2009 | 27/06/2011 | 11/06/2014 | 06/05/2016

Lascelles 01/03/2009 | 07/07/2011 | 11/10/2013 | 12/05/2016

Maternity (Pannal) 09/03/2010 | 01/05/2012 | 03/10/2013 | 02/08/2016
Wensleydale 08/02/2010 | 05/07/2011 | 14/08/2013 | 25/11/2016

Oakdale 05/03/2010 | 04/10/2012 | 21/08/2013

Granby 07/12/2009 | 21/11/2011 | 18/09/2013

Harlow 25/01/2010 | 11/05/2012 | 11/02/2014

Outpatients 06/08/2010 | 22/11/2012 | 26/09/2014

Pharmacy 09/12/2010 | 25/10/2012 | 19/11/2014

PAAU 24/09/2010 | 10/08/2012 | 31/03/2015

Therapy Services 14/06/2010 | 13/07/2012 | 05/05/2015

Day Theatre 03/06/2010 | 01/08/2011 | 25/09/2015

Phlebotomy 28/09/2009 | 12/03/2013 | 13/11/2015
Haematology/Transfusion 23/08/2010 | 06/10/2011

CSSD 30/09/2010 | 31/10/2011

Swaledale 21/12/2009 | 14/11/2011

Hotel Services 16/12/2010 | 14/09/2012

Elmwood 19/07/2010 | 14/11/2012

Biochemistry 29/11/2010 | 21/01/2013

Heart Centre 20/10/2011 | 23/01/2013

Pathology 10/12/2010 | 30/01/2013

Critical Care Outreach 07/12/2010 | 13/02/2013

Site Co-ordinators 28/11/2011 | 07/03/2013

Selby MIU 02/08/2012 | 05/09/2013

Scarborough Podiatry 04/09/2012 | 01/04/2015

Ripon RRT 31/07/2012 | 05/11/2015

Kingswood Dental Surgery 14/05/2014 | 27/09/2016

Askham Grange 08/12/2011

Northallerton Prison 12/12/2011

Monkgate Dentistry 03/05/2012

SALT — Northallerton 07/08/2012

lles lane VWT 06/09/2012




Knaresborough Health Visiting | 09/11/2012
Boroughbridge VWT 29/01/2013
Farndale 23/08/2013
HDH Catering Services 06/03/2014
ooty N aoam | 03041201
'?(Iagﬂ Community Nursing 29/04/2014
Selby/York GPOOH 29/05/2014
Selby HV Team 10/07/2014
Blood Sciences Lab 13/08/2014
SROMC 11/09/2014
Portering Services 05/11/2014
General Office 28/11/2014
Selby/York Podiatry 03/12/2014
o S| sanarons
York Wheelchair Services 30/04/2015
Domestic Services 07/05/2015
Ophthalmology 09/06/2015
Medical Day Unit 24/11/2015
Skipton Podiatry 17/12/2015
The Equipment Library 08/06/2016
gg?\:itéoerough Wheelchair 28/06/2016
Orthopaedic Outpatient's 01/07/2016
Sewing Room 27/09/2016
Stanley Education Centre 25/10/2016
AMU 08/11/2016
CATT 06/12/2016
Visits undertaken since last report to Board (Jan 2016)
Key Visits arranged but cancelled

Visits not arranged
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Harrogate and District NHS

NHS Foundation Trust
Report to the Trust Board of Paper No: 10.0
Directors: 25 January 2017
Title Medical Director Report
Sponsoring Director Dr D Scullion, Medical Director
Author(s) Dr D Scullion, Medical Director
Report Purpose To receive an update on clinical issues

Key Issues for Board Focus:

The Board of Directors are asked to note the:

- CQC case note review on cerebrovascular mortality
- Changes to Summary plan for Emergency Care and Treatment
- Clarification of priority clinical standards for seven day services

Related Trust Objectives

To deliver high Yes — the report provides an update on clinical issues which may

guality care impact on the delivery of high quality care

To work with Yes — the report provides assurance that the Trust continues to

partners to deliver work with partners and colleagues at a national and local level, in

integrated care preparation for forthcoming changes to guidance of a clinical
nature.

To ensure clinical Yes — the report provides assurance that the Trust continues to

and financial deliver clinically sustainable services.

sustainability

Risk and Risks associated with the content of the report are reflected in the

Assurance Board Assurance Framework via: BAF 1: risk of a lack of medical,
nursing and clinical staff; BAF 13: risk of insufficient focus on
quality.

Legal/regulatory The report does not highlight any legal/regulatory implications for

implications the period.

Action Required by the Board of Directors

The Board of Directors are asked to receive and note the content of the report.




Report by the Medical Director - January 2017
1. Mortality

The HSMR (Nov 15-Oct 16) increased from 101.67 to 104.51. There was a slight increase in
SHMI from 92.36 to 92.67. The former remains within expected levels and the latter below
expected levels. | intend to meet with the team in Information Services in order to explore
possible explanations for the recent change in indices.

The Trust has recently received a letter from the CQC regarding mortality rates for patients with
cerebrovascular disease. The letter is in response to an earlier communication from Dr Foster to
the Trust in September 2016 (copied to the CQC) indicating a higher than average mortality rate
between the period of July 2015 to June 2016. A number of potential reasons for this were
documented in the communication. Having considered the information received, the CQC has
asked the Trust for further more detailed information, mainly in the form of a case note review.
The original deadline for this piece of work was considered unrealistic and | have secured an
extension upon agreement with the CQC. The case note review has started and | will be
responding to the CQC before the agreed deadline. | will feedback to the Board the outcome of
this process.

| am planning to attend the national Learning from Death annual conference in London on
March 9". This aims to discuss the recommendations of the CQC report into learning from
deaths published in December 2016. These recommendations were accepted by the Secretary
of State and compel Trusts to collect and publish information on deaths with evidence of
learning and improvement. | expect some guidance will be forthcoming on the day to support
Trusts in this work.

A national LeDeR (Learning Disabilities Mortality Review) | programme has been established
following the confidential enquiry into deaths of people with learning disabilities (CIPOLD
report). All inpatient deaths will be subject to independent review in order to identify variation in
practice, and potential avoidable factors. Good practice will also be highlighted and shared. |
have arranged a meeting with the regional LeDeR team to come into the Trust to discuss
implementation and the process for natification of death.

The Programme is not a formal investigation, complaints process or an opportunity to apportion
blame.

2. Organ Donation

| have attached a summary report as appendix A for the period April-September 2016 which will
be made available in the reading room. The numbers of patients considered suitable are not
surprisingly very small for a hospital of this size, though there is evidence of encouraging
practice in some areas.

3. Recommended Summary Plan for Emergency Care and Treatment (ReSPECT)
The proposed new national document that attempts to combine both DNACPR instructions and
ceilings of care for individual patients has been circulated. Regional implementation of this form

(potentially in early 2017) is to be discussed at the next regional meeting on 19" January. The
Trust is represented by Nicki West, Resuscitation Officer and chair of the Resuscitation



Committee. This project is a considerable change from the historical model of the dedicated
DNACPR form and will require careful and considered implementation.
4. Guardian of Safe Working Hours quarterly report

The first report from Dr Gray since implementation of the new junior doctor contract is provided
separately for the Board to consider under item 10.1.

5. Seven day services in hospitals: clarification of priority clinical standards
The four priority standards are:

Standard 2: Time to first Consultant review

Standard 5: Access to diagnostic tests

Standard 6: Access to Consultant directed interventions

Standard 8: Ongoing Consultant review twice daily (HDU), daily for others

The purpose of the document is to feedback to Acute Trusts who requested clarification on
certain aspects of the standards. Helpful clarifications include time of clock starting, definition of
“consultant”, choice of diagnostic tests and principles for ongoing Consultant directed review.
Duties and expectations of the on-call Consultant in relation to timing of admitted patients has
also been clarified.

6. Annual Survey of Doctors in Training

The Trust has received the results of the GMC’s annual survey of doctors in training and the
Director of Medical Education has briefed the Senior Management Team on some of the
specific issues which arise in it. The Registrar of the GMC has specifically urged Trust Boards to
review the results and consider what steps can be taken to improve the experiences of doctors
who are delivering training, and of those being trained. | will update the Board next month.

Dr David Scullion, Medical Director
January 2017
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Harrogate and District NHS

NHS Foundation Trust

Report to the Trust Board of Paper No: 10.1

Directors: 25 January 2017

Title First quarterly report on safe working hours for
doctors and dentists in training

Sponsoring Director Dr D Scullion, Medical Director

Author(s) Dr C Gray, Guardian of Safe Working Hours

Report Purpose To receive an update on issues pertaining to the safe

working hours for doctors in training

Key Issues for Board Focus:

The Board of Directors is asked to note:

1. The establishment and appointment into the role of Guardian of Safe Working Hours
2. The Trust is currently carrying 15.7% of gaps in the Doctor in Training workforce
3. The first meetings of the Junior Doctors Forum have taken place

To deliver high quality | Yes — the report provides an update on clinical issues which may
care impact on the delivery of high quality care

To work with partners Yes — the report provides assurance that the Trust continues to work
to deliver integrated with partners and colleagues at a national and local level, in
care preparation for forthcoming changes to guidance of a clinical nature.

To ensure clinical and | Yes — the report provides assurance that the Trust continues to deliver
financial sustainability | clinically sustainable services.

Risk and Assurance Risks associated with the content of the report are reflected in the
Board Assurance Framework

Legal/regulatory The report does not highlight any legal/regulatory implications for the
implications period.

Action Required by the Board of Directors

The Board of Directors is asked to receive and note the content of the report.
The Board of Directors is requested to consider the points at the end of the report.

You matter most
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Q3 2016-17 QUARTERLY REPORT ON SAFE WORKING HOURS:
DOCTORS AND DENTISTS IN TRAINING

January 2017
Executive summary

The new NHS Junior Doctors’ contract (2016 TCS’) creates the role of Guardian of Safe
Working Hours to prevent unsafe working and poor educational experience in medical and
dental training posts. The 2016 TCS prescribes quarterly and annual reports to the Boards
of NHS provider units.

This is the first quarterly report of the Guardian of Safe Working Hours. Its purpose is to
report to the Board of Directors the state of safe working of Doctors in Training (‘Junior
Doctors’) in relation to their working hours, gaps in rotas and their educational experience.

The report provides the Board with up-dated quarterly evidence to support its assurance that
the issues of safety within the Guardian’s remit are in a satisfactory state.

The Trust is presently in the introductory phase with only 21 doctors in the FY1 grade
transferred into the new 2016 TCS contract since its start in December 2016.

Twenty-one exception reports have been received to date from trainees and dealt with.
These have all concerned over-runs of working hours owing to the busy state of the wards
and to individual patient matters.

No systematic problem has yet been identified. No service reviews have yet been
necessary. No complaints on educational standards have been received. No fine has yet
been levied.

The Guardian has attended the introductory national meeting and has held the first trainee
doctors’ forum jointly with the Deputy Director of Medical Education.

Introduction

This is the first quarterly report of the Guardian of Safe Working Hours which presents the
Trust’s statistics in the form recommended in the national template. The report is to be
subsumed in the Report of the Medical Director.

Its purpose is to report to the Board of Directors the state of safe working of Doctors in
Training (‘Junior Doctors’) in relation to their working hours, gaps in rotas and their
educational experience.

The report provides the Board with up-dated quarterly evidence to support its assurance that
the issues of safety within the Guardian’s remit are in a satisfactory state.

The Trust is in the introductory phase with only 21 doctors in the FY1 grade transferred into
the new 2016 TCS contract since its start in December 2016. Eleven more Doctors in
Training in various grades and specialties transfer to the 2016 TCS on 1% February 2017.
The rest of the Doctors in Training will progressively transfer to the 2016 contract on
changing jobs over the next two to three years.

You matter most
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An informative slidepack on the future regulation of junior doctors’ safe working and the role
of the Guardian of Safe Working Hours has been prepared by NHS Employers. This has
been placed in the Reading Room.

High level data

Number of doctors / dentists in training (total): 121
Number of doctors / dentists in training on 2016 TCS (total): 21
Amount of time available in job plan for guardian to do the role: 1.5 PAs per week
Admin support provided to the Guardian (if any): None [assistance
W&OD team]

0.5 PAs per trainee

from
Amount of job-planned time for educational supervisors:
a) Exception reports (with regard to working hours)

Exception reports are individual notifications by trainee doctors who have had a problem
causing them to vary their working hours from the contracted rota. Exception reports have a
time-limited process for response by the Trust. At any one time there will always be reports
awaiting attention by individual clinical supervisors. Presently, in this introductory phase the
Trust has only the F1 doctors on the 2016 TCS. These data will progressively expand in
scope over the months and years.

This is not a full quarter owing to the irregular start-up of the system. Initial exception reports
cover the period 1% December 2016 - 16" January 2017.

Exception reports by department

Specialty No. exceptions No. exceptions No. exceptions No. exceptions
carried over from | raised closed outstanding
last report

Gen Medicine 0 19 18 1

Gen Surgery 0 5 2 3

Total 0 24 20 4

Exception reports by grade

Specialty No. exceptions No. exceptions No. exceptions No. exceptions
carried over from | raised closed outstanding
last report

F1 0 21 18 3

F2 0 0 0 0

CT1-2/ST1-2 0 0 0 0

Total 0 21 18 3

Exception reports (response time)

Addressed within | Addressed within | Addressed in Still open
48 hours 7 days longer than 7 days

F1 0 17 3 4

F2 0 0 0 0

CT1-2/ST1-2 0 0 0 0

ST3-8 0 0 0 0

Total 0 17 3 4

You matter most
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b) Work schedule reviews

A work schedule review would be undertaken to investigate any case of systematic or
repeated over-working of contracted hours. No work schedule review has been necessary
to date.

C) Vacancies
Please see Appendix 1.

Of 121 junior doctor training posts, the Trust currently (as at 17/01/17) has 19 vacancies
(15.7%) in 13 specialties. Six posts are expected to be filled within a few weeks.

d) Fines

The Guardian under the 2016 TCS has the contractual power to penalize Departments /
Directorates for failure to ensure safe working hours. Fines are public money levied on
Clinical Directorates to the detriment of their budget. The moneys may be put to respectable
uses for the benefit of Doctors in Training and their education.

This section should list all fines levied during the previous quarter, and the departments
against which they have been levied. Additionally, the report should indicate the total amount
of money levied in fines to date, the total amount disbursed and the balance in the guardian
of safe working hours’ account. A list of items against which the fines have been disbursed
should be attached as an appendix.

No fine has been necessary to date. These are early days.

Fines (cumulative)

Balance at end of last
quarter

Fines this quarter

Disbursements this
quarter

Balance at end of this
quarter

£0

£0

£0

£0

Qualitative information

The Guardian attended the introductory national meeting for Guardians on 26 July 2016 in
London.

The Guardian — jointly with the Deputy Director of Medical Education — has held the first
regular forum for Doctors in Training in the Doctors’ Mess on 28 November 2016. The work
of the Guardian in relation to safe working hours was introduced. No substantial issue was
raised. The next forum meeting is on 23 January 2017.

The Guardian will attend the next national event for guardians in London on 14 March 2017.

The Guardian will attend regional Guardian meetings for information and support. The first
meeting is on 30 January 2017.

These are early days in the introduction of the 2016 TCS for Doctors in Training in this Trust.

You matter most
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The Trust has only 21 doctors on 2016 TCS presently and 32 from 1 February 2017. Further
doctors will progressively transfer to 2016 TC as they move through the system and change
jobs.

The Trust has established the exception reporting system on the DRS software application.
This is accessible to all junior doctors. Doctors have used the system already to make a
small number of exception reports.

Each Doctor in Training has an appointed educational supervisor who serves for their
training period. These may be Consultants or GP trainers and may be remote from this
Trust. Each Doctor moves from job to job and is under the daily supervision of their clinical
supervisor who in this Trust will usually be a clinical consultant. Clinical supervisors have
had additional duties dropped upon their heads by the 2016 TCS to which they are
becoming accustomed. Importantly, clinical supervisors are required to respond in the first
instance to exception reports. Clinical supervisors are learning how to respond to these as
they occur.

There are sporadic reports of a ‘clock-watching’ attitude in trainee doctors. Trainees are
encouraged by the TCS to work their contracted hours accurately. There will be tensions
from time to time between punctual finish times and patient needs arising late in a shift.
Most doctors spoken with admit to expecting to start a little early and to finish a little late.
Professionalism requires a degree of flexibility.

Issues arising

1. The Guardian is appointed and trained.

2. The exception reporting system is established on DRS.

3. Exception reports are being received and processed.

4. Initial exception reports are of over-running working time owing to clinical pressures
and individual patient requirements.

5. No systematic issue is identified as yet.

6. There are gaps in rotas (15.7%) owing to failed recruitment. Six posts are expected

to be filled shortly. Rota gaps are a worsening issue throughout medical specialties
especially in the North of England.

7. Contacts with the body of trainees and their representatives are developing through
formal and informal means.

Actions taken to resolve issues
1. Exception reports are being received and processed.
2. Recruitment activity continues.
3. No specific action has been necessary at this stage.

Summary

The systems required by the 2016 TCS are established in the Trust. The 2016 TCS apply to
32 doctors in training only, from February 2017. More will follow progressively.

Working hours are showing some sporadic over-runs resulting from clinical pressures on the

wards. No systematic problem has been established but these are early days. No dangerous
working hours have been detected.

You matter most
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Consultants as clinical supervisors are learning to respond to exception reports within the
time required.

There are gaps in rotas owing to non-recruitment. This is a worsening problem in almost all
specialties across the NHS with a gradient worsening northward up the country. Locum
provision is as always precarious. Gaps and no locum cover will inevitably impact upon
working hours over time.

Key quality assurance statement for the board

The Board is advised that overall working hours of Doctors in Training across the
organisation are satisfactory and that there are presently no specific concerns in
Departments or Directorates.

Rota gaps and recruitment are a developing problem throughout the NHS.
Questions for consideration

1. The Board is asked to receive the report and to consider the assurances provided by
the Guardian.

2. There are presently no issues outlined in the report which are not being (or cannot
be) addressed.

3. The Guardian at present makes no request for escalation, internally, externally or
both, which might be recommended in order to ensure that safe working hours would
not be compromised in the future.

4. The Board is invited to consider the format of this report. Is it appropriate for the
Board’s requirements?

Appendices

Appendix 1: Current gaps in rotations

Dr Carl Gray
Guardian of Safe Working Hours
January 2017
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LTUC Cardiology ST3+ N Deanery GAP
LTUC Chemical Pathology ST3+ N Deanery GAP
LTUC Elderly Medicine ST3+ N Deanery GAP
LTUC Elderly Medicine ST3+ N Deanery GAP
LTUC Elderly Medicine CT1/2 N Deanery GAP
LTUC Emergency Medicine ST3+ N Deanery GAP
LTUC Emergency Medicine ST3+ N Deanery GAP
LTUC Haematology/Oncology |FY2 N Deanery GAP
LTUC Respiratory CT1/2 N Deanery GAP
Anaesthetics ST2 (ACCS) N Deanery Gap
Anaesthetics ST3+ N Deanery GAP
Dermatology CRF Y Trust GAP
General Surgery ST3+ N Deanery Gap
General Surgery FY2 N Deanery Gap
Obs and Gynae ST3+ N Deanery Gap
Orthopaedics CT1/2 N Deanery GAP
Rheumatology ST3+ N Deanery |GAP
CcCcwcc Paediatrics GP STS N Deanery Gap
CCwCC Paediatrics ST3+ N Deanery Gap




Advertising unsuccessful.

Department usually carries a gap.

Clinical Lead approving JD and advert. Then we will advertise on NHS Jobs. Has been out to advert previously.
Clinical Lead approving JD and advert. Then we will advertise on NHS Jobs. Has been out to advert previously.

Recruiting MTI.
Department usually carries a gap.

Department usually carries a gap.

Currently re-advertising on NHS Jobs.

Advertising unsuccessful.

Awaiting to hear from department on whether they wish to advertise on NHS Jobs.
Gap due to be filled by new starter on 01 February 2017.

Shortlisting to department was unsuccessful. Re-advertising to be postponed until further notice from depart
Awaiting to hear from department on whether they wish to advertise on NHS Jobs.
Gap due to be filled through internal rotation in April 2017.

Gap due to maternity leave. Advertising unssucessful.

Gap due to be filled by new starter on 01 February 2017.

Interviews held in January. Offer letter sent to doctor - awaiting to receive signed confirmaiton of offer accept
Live advert on NHS Jobs.
Gap due to be filled by new starter on 01 February 2017.
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Harrogate and District NHS|

NHS Foundation Trust

Report to the Trust Board of Directors: | paper No: 11.0
25 January 2017

Title Workforce and Organisational Development
Update

Sponsoring Director Mr Phillip Marshall, Director of Workforce and
Organisational Development

Author(s) Mr Phillip Marshall, Director of Workforce and
Organisational Development

Report Purpose To provide a summary of performance against key

workforce matters

Key Issues for Board Focus:
1. Workforce and Organisational Development Strategy — quarterly update
2. The Clinical Leads Transition to Leadership Programme — the Trust has secured 15
places on this course, delivered by the Inspiring Leaders Network
3. Investors in People —the Trust is working towards Bronze level through reassessment
in March 2017

Related Trust Objectives

Through the pro-active management and
development of the workforce, including
recruitment, retention and staff engagement.

1. To deliver high quality care

2. To work with partners to deliver Working with external organisations, including
NYCC, Health Education England and NHS
Employers, to provide a qualified and professional
workforce fit to deliver services.

integrated care

3. To ensure clinical and financial By seeking to recruit and retain our workforce to full
sustainability establishment and minimise the use of agency
staff.

Risk and Assurance | Any identified risks are included in the Directorate and Corporate Risk
Registers and the Board Assurance Framework.

Legal implications/ | Health Education England and the Local Education and Training Board
Regulatory have access to the Trust's workforce data via the Electronic Staff
Requirements Records system. Providing access to this data for these organisations
is @ mandatory requirement for the Trust.

Action Required by the Board of Directors

The Board is invited to note and comment on the update on matters specific to Workforce,
Training and Education, Service Improvement and Innovation and Organisational
Development.

The Board is invited to consider whether there is a continuing need for a discrete quarterly
report on the Workforce and Organisational Development Strategy.

You matter most
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a) Workforce and Organisational Development Strategy 2015-2020 — Excellent
Workforce, Excellent Care

The Workforce and Organisational Development Strategy was approved at the Senior
Management Team meeting on Wednesday 18 November 2015. A copy was placed in the
reading room for Board members’ information. The progress against the strategy is in the main,
as recommended as part of the Well-Led Review, being monitored through the Clinical
Transformation Board and an up-date was provided to the Board in May 2016.

Developing the Best Behaviours:

The values-based appraisal toolkit, is now embedded in the Trust, with a review taking place to
identify whether documentation can be streamlined following feedback from staff across the
Trust. In addition to this, the recent appraisal audit findings and actions are being incorporated
into the review to ensure that these are being taken forward as appropriate. The next part of the
development work is the roll-out of values-based recruitment, which is likely to commence in
summer 2017/18.

The Developing the Best Behaviours project is to be closed as a Clinical Transformation Board
(CTB) Project and embedding of the project is to continue within business as usual. The
appropriate project closure documentation is in the process of being completed and will be
placed in the reading room.

Learning and Organisational Development:

The Leadership Development Strategy has been approved by the Senior Management Team.
The approval of the Leadership Development Strategy did not include funding for all of the
preferred programmes. This has impacted on the ability of the Trust to access pathway
programmes for each level of regional leadership programmes run by the NHS Leadership
Academy. The development of talent management processes requires additional full-time
resource at Band 7. This was originally included in the Leadership Development Strategy
approved by SMT but has not yet been delivered. The Pathway to Management Training
continues to be rolled out, with good levels of attendance and evaluation and this has been
mandated for all managers.

The Shadow Board programme, which was a pilot programme run by Inspiring Leaders
Network, which 13 participants attended, drawn from our Succession Plan, has now been
completed. Mentoring arrangements have been put in place, supported by the Non-Executive
Directors. This pilot programme was funded by Health Education England Yorkshire & the
Humber (HEE Y&H) Leadership Academy.

Work continues with New Care Models and the use of the Calderdale Framework across 33
teams for the assessment of competencies and design of new roles and the appointment of a
Clinical Skills Trainer. The Advanced Clinical Practitioners are nearing successful completion of
their training programme and planning is underway to commence recruitment of a second
cohort.

A new preceptorship programme has been developed and launched, with positive feedback.
Ring-fencing of preceptorship training time as ‘protected’ has been secured to ensure staff are
freed up to attend.

Significant work has been undertaken to support the implementation of the Apprenticeship Levy
in May 2017. The plan is to commence with apprenticeships for Health Care Assistants.

You matter most
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Care Certificate training is in place for all new starter Health Care Assistants (HCA). Existing
HCA workforce are undertaking Care Certificate training although the timescales for completion
may need extension. Investors in People re-accreditation is scheduled for March 2017.

Fourteen participants have undertaken an ILM Coaching & Mentoring programme, and are
currently working towards completing their qualification, with work time allocated to support
achievement of ILM level 5. The aim is to complete the work by 31 July 2017. The launch of our
Coaching Strategy is contingent on having a cohort of qualified internal coaches. A draft
coaching strategy has been developed and is to be considered in January.

Three individuals have been supported to undertake the national NHS Leadership Academy
Nye Bevan programme - which is a flagship programme preparing delegates for Board-level
working.

Fifteen places have been secured on the Clinical Leads Transition to Leadership Programme
pilot, which commences in March 2017 (see also c) below).

The Leadership and Management Development Project has been closed as a work stream on
the Clinical Transformation Board (CTB), and embedding of the Project is to continue within
business as usual. The appropriate project closure documentation has been completed.

Health and Wellbeing:

The Sheffield Hallam Wellness pilot has been extended for 6 months until May 2017 to support
the robust evaluation of this intervention. Unfortunately we have still not had the uptake in
Nursing that we had hoped for in order to support the evaluation of the pilot. Mentally Healthy
Workplace training is being rolled out alongside Mental Health First Aid Champions and
Schwartz Rounds. We are in the process of developing a business case to implement a Rapid
Access MSK service for staff to further enhance the health and wellbeing offer to staff and drive
down sickness absence for this reason. It is envisaged that approval for this work will be sought
from the Trust in March 2017.

This work stream remains live on the CTB agenda.

Workforce Redesign and Reward:

The Oceans Blue pilot continues with interventions taking place. Following a data cleansing
exercise £125,000 was identified as shifts/hours that could be reclaimed from staff in the
inpatient ward areas due to inefficient rostering practice. This data was signed off by the Ward
Managers of each in-patient ward. An agreement was reached by the Director Team to recover
this time before the end of March 2017. In addition to this, plans have been enacted to
automatically correct incorrect ‘shift in lieu’ errors as well as incorrectly allocated overtime shifts,
which has generated a further saving of £111,800.

Monthly monitoring against Job Planning progress continues with monthly meetings of the Job
Planning Steering Group now taking place, with a particular focus on SAS job plan completion
rates. Job planning training sessions are being organised during January and February 2017.
Schedule 15 (Pay Progression) has been rolled out for career grade doctors, to support
appraisal completion and Statutory and Mandatory Training compliance. New guidance is also
to be issued to consultant medical staff for the payment of Category A and Category B on call
payments, which recognise the frequency and complexity of work undertaken during those
sessions.

This work stream remains live on the CTB agenda.
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Advisory Group on Temporary Workforce

This executive-level group has been established to identify and monitor strategies to facilitate
the reduction of the use and cost of external agencies to provide temporary workforce cover for
medical and nursing staff. It will meet monthly and report to the Senior Management Team as
appropriate.

A new work stream is to be incorporated into the CTB projects, following the approval of the
Clinical Workforce Strategy in November 2016.

Equality and Diversity:

The Trust has published the Workforce Race Equality Scheme information on the intranet as
well as a self-assessment against the workforce standards set out in the national Equality
Delivery Scheme. An action plan has been developed in support of any areas where the Trust
assesses the need for improvement or changes to be made. Progress is being reported into the
Equality Group and the Workforce and Organisational Development Steering Group.

b) NHS Jobs employer feedback score

Following the closure of a vacancy, NHS Jobs invites each applicant to rate the Trust on the
following criteria:

Advertisement
Information
Communication
Overall score

Each question is scored out of five (five being the highest (best) score that can be achieved)
and comments can be left concerning the applicant’s overall opinion of the service they have
received. Trust scores are collated over a continuous 90-day period and compared with the
NHS national average score.

The table below shows HDFT’s score and its comparison with the national NHS average.

0-90 days ago 91 to 180 days 181 to 270 days 270 - 360 days
ago ago ago
Question HDFT NHS HDFT NHS HDFT NHS HDFT NHS
score | Average | score | Average | score | Average | score | Average
Advert 4.23 3.65 3.81 3.67 4.23 3.68 3.57 3.58
Information 4.23 3.63 3.87 3.64 4.18 3.67 3.60 3.59
Communication 4.00 2.58 3.37 2.59 3.66 2.60 2.92 2.63
Overall 3.91 2.92 3.68 2.93 3.83 2.95 3.06 2.95

The information shows that HDFT consistently scores well above the national average in all
categories and has significantly improved its service throughout the rolling 360-day scoring
period.

A positive influence on the figures above is the detail provided during the HR Pathway to
Management training course. Particular attention is given to the advert content, job descriptions
and interviewing. The comments left by applicants are on the whole positive towards the
excellent service and information they have received throughout their application and for some
successful applicants, the pre-employment check process.
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c) Clinical Leads Transition to Leadership Programme

The Trust has secured 15 funded places from HEE (Y&H) to pilot the Clinical Leads Transition
Programme at HDFT.

Dr Natalie Lyth will be working with Shirley Silvester on the implementation plan, and we are
liaising with our delivery partners to ensure that the content reflects the reality and challenges of
being a Clinical Lead.

The delivery faculty are from Inspiring Leaders Network, an organisation which is working
across the health sector to support leadership development, with the backing of HEE (Y&H).
They recently worked with the Trust on our successful Shadow Board Programme.

Each Clinical Directorate is being offered five places on the Clinical Leads Transition to
Leadership Programme, and has been asked to discuss as a Directorate Management Team,
and with prospective delegates, who they feel would benefit the most from attending. It is
suitable for both those currently working as Clinical Leads and for future Clinical Leads to
support them in the delivery of this role at HDFT, and in their own personal development. The
programme will be held in Harrogate over a five-month period between 22 March and 19 July
2017. Directorates have been invited to forward names to the Learning and Development team
by 31 January 2017 at the latest.

d) Appraisals

i 9 % in July 2016

DIRECTORATE Asmgnn:nents NL{mber of A;. 6 in July
Appraised Assignments | Appraised
CHILDRENS AND COUNTY WIDE 487 543 89.69% 54.83%
CORPORATE SERVICES 483 562 85.94% 60.41%
LONG TERM AND UNSCHEDULED CARE 851 1057 80.51% 63.76%
PLANNED AND SURGICAL CARE 489 732 66.80% 61.26%
TOTAL 2,310 2,894 79.82% 60.07%
HILDRENS AND NTY WIDE i N ilabl

$UPE S cou inc 856 949 90.20% ot available

As reported previously, with the exception of the Children’s and County Wide Directorate, the
Trust is not achieving its appraisal target of 90% of appraisals completed within a 12-month
period. A deadline of 31 December 2016 was set to achieve this. The data above shows that at
the end of December the Trust achieved 79.82%, which, despite recent significant improvement
- remains over 10% adrift.

The Trust now needs to consider options available to improve the appraisal completion across
the Trust; some considerations have been more widespread eg roll out of team appraisals, as
well as the implementation of an appraisal period ie they are completed within the first six
months of the financial year.

The outcome that needs to be achieved is that all staff are appraised within a 12-month period.
There was discussion at the most recent SMT around the approach that should be taken to
improve compliance rates in 2017/18. Directorates have been challenged to bring forward plans
to deliver 90% appraisal compliance. These could include a recommendation to move to a
mandatory period, at the beginning of the financial year, during which all appraisals need to be
completed.
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e) Sickness Absence

Sickness absence across the Trust showed a decrease during November to 4.11% from
October's adjusted 4.29% figure. This represents a noticeable decrease and is in line with the
level seen in November 2015. There remain concerns in relation to the accuracy and timeliness
of absence reporting, with significant levels of adjustments taking place in both Long Term &
Unscheduled Care and the Children’s and County Wide Community Care Directorates.

All directorates have shown reductions in sickness absence, with the exception of Planned &
Surgical Care, where there has been a slight increase.

Stress, anxiety and depression-related absence remains the leading cause of sickness in terms
of days lost throughout the organisation; there has, however, been a noticeable decrease in the
number of days lost during November compared with the previous month. Ongoing emotional
wellbeing support continues to be a focus for the organisation with Mental Health First Aid,
Mentally Healthy Workplace and Schwartz Round activity all ongoing through into the New
Year.

The number of days lost due to colds and flu has remained stable between October and
November, but there has been a noticeable decrease in absences due to gastrointestinal
problems. MSK and back issues as the cause have also seen a fall in absence levels during this
period.

There has been a further increase in the number of staff reported as being on long-term
sickness absence, although return to work plans have been put in place for a number of staff.

The Health & Wellbeing Group is relaunching its intranet site and promoting a number of
activities aimed at raising awareness of both physical and emotional wellbeing. These include a
survey of physical activity already undertaken by staff, and a Health and Wellbeing ‘drop-in’
session in Herriot’'s on 11 January, to support improved communication of information to staff
and promote continued uptake of the Trust’'s Wellness programme — all of which will help to
create a heathier workforce throughout 2017. The session was very successful, with a
significant number of enquiries about opportunities, at least 25 staff signing up to discounted
gym memberships and others booking appointments for the Wellness programme.
Subsequently information (and fresh fruit) was distributed round the wards for those staff who
had not been able to visit Herriot’s.

f) Job Planning

The latest job planning figures for Consultants and Specialty Doctor and Associate Specialist
grades as at 31 December 2016 are shown in the table below. Overall progress in completed
Job Plans month on month is shown as a RAG rating. Progress is being made on a number of
those Job Plans shown as out of date or not recorded and some have been received in early
January. It is hoped to provide more detail on Job Plans in progress in future reports.

You matter most
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JANUARY 2017 JOB PLANNING CENTRAL REPORT - CONSULTANTS

Number of In
Number of |Job Pl ithin 12 Job PI. Ider th:
Directorate umbero ob Flans within % ob Plans older than % Consultant with no % progress Notes RAG
Consultants months 12 months
Job Plans recorded
C&CwcCC 8 8 100.00% 0 0.00% 0 0.00% 0
LT & UC 51 47 92.16% 4 7.84% 0 0.00% 0
P &SC 61 31 50.82% 28 45.90% 2 3.28% 0
Total 120 86 71.67% 32 2 1.67% 0
JANUARY 2017 JOB PLANNING CENTRAL REPORT - SAS GRADES
) Number of |Job Plans within 12 Job Plans older than Numbelj eHRY I
Directorate % % Doctors with no Job % progress Notes RAG
SAS Doctors months 12 months
Plans recorded
C&CWwcCC 6 3 50.00% 3 50.00% 0 0.00% 0
LT & UC 9 7 77.78% 1 11.11% 1 11.11% 0 N
P &SC 34 13 35.30% 3 8.82% 18 52.94% 0
Total 49 23 46.94% 7 [18.29% | 19 38.78%| 0
N =
Change from previous e
) Improved No change =———Worse
month (in-date JPs) —
N |

Excludes locums,
maternity leave, bank
and new starters

The Job Planning Working Group met on 10 January and discussed different approaches to be
taken to reduce the number of outstanding Job Plans, particularly in the Planned and Surgical
Care directorate. The draft Job Planning Policy was discussed further at the LNC meeting on 12
January, following some detailed points being raised by the BMA representative. Scheduling of
the training sessions has consequently been delayed, although it will take place in the Spring,
ready for the new round of annual job planning. Following the comments received on the
proposed survey of Category A and B supplements and the survey, questions were re-worked
and Clinical Leads were invited to respond by 16 January. Once analysed, the responses will be
considered by the Job Planning Consistency Panel.

g) West Yorkshire and Harrogate Excellence Centre

The inaugural meeting of the West Yorkshire and Harrogate Excellence Centre employer’s
forum to support development of apprenticeships across the STP has now taken place. The
Trust is now signed up to be an Employer Associate with the National Skills Academy for
Health. The purpose of the Forum is to ensure that employers can achieve maximum return on
levy payments and commission common education programmes at both scale and pace.
Internally we are currently working on the apprenticeship levy payments to identify the
availability of suitable programmes and how much of the levy we can utilise.

The next employer’s forum meeting is planned for late February.

h) Global Health Exchange Scheme — funding of Immigration Skills Charge
The Chief Operating Officer for the Global Health Exchange scheme, Jonathan Brown, has
confirmed that Health Education England is not in a position to authorise payment of the
Immigration Skills Charge for applicants joining the Global Health Exchange scheme after 1
April 2017.
The Immigration Skills Charge has therefore been included as a cost pressure for the Trust, as
it will be for all NHS organisations which recruit staff on Tier 2 visas from outside the European
Economic Area.

The Trust continues to progress the appointment of up to 23 nurses from India through this
scheme. Thirteen have now started their English language training course in preparation.

You matter most
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) Flu

This year's campaign has seen a significant drop in the uptake to date in comparison with
previous years. There will be a debriefing session for the Steering Group in early February with
a view to further discussion and review of how the campaign can be placed for the coming
2017/18 season

Staff Group Number of HCWs Number Vaccinated % Vaccinated
All Doctors 320 141 44.1%
Registered Nurses 1,287 513 39.9%
Qualified Support Staff 471 181 38.4%
Unqualified Support Staff 789 320 40.6%
TOTAL 2,867 1,155 40.3%

Please note the figures exclude bank staff, GP OOH and those on long term absence as at 1
December (for example long term sick, career break, maternity leave). As at this point in time in
previous years, the uptake has been 57.5% in 2014/15 and 53.3% in 2015/16.

¢ Y, INVESTORS
%, . IN PEOPLE

!

1 Bronze

k) Investors in People

HDFT is committed to retaining Investors in People (liP) status and in order to maintain IiP
accreditation, the Trust is required to undergo re-assessment by 31 March 2017. Having
maintained the standard since 2011, the Trust is now working towards Bronze level.

As part of the process, a sample of 106 staff (2%) and 24 managers has been selected at
random and each will be invited to undertake a short interview or attend a focus group on 2 or 3
March or between 13 and 17 March, conducted by an External liP Assessor. The Learning and
Development Department is in the process of contacting line managers and selected staff to
arrange one to one or group meetings. To enable us to achieve accreditation at Bronze level,
managers must ensure that the selected staff are released to attend.

Interviews with the Executive Group and External Assessor will take place from 27 February to
1 March.

Further information regarding the process will be forwarded to staff, and posters placed in wards

and departments, over the next two weeks. Directorates will be updated with progress on the
assessment.

Phillip Marshall
Director of Workforce and Organisational Development

January 2017
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1. Executive Summary

This paper describes the Harrogate and District NHS Foundation Trust (HDFT) Hospital
Pharmacy Transformation Plan in line with the Lord Carter recommendations for Hospital
Pharmacies and Medicines Optimisation provision. This programme is supported by our current
Medicines Management and Optimisation Strategy 2016-2018 (Appendix 3).

Harrogate is part of the West Yorkshire and Harrogate STP footprint and collaborates across this
area as well as a wider Y&H geographical area. HDFT is also a PACS (Primary and Acute
Services Collaborative) Vanguard, currently modelling new joint health and social care provision
across the district.

Using the model hospital benchmarks and indicators (Appendix 2) and the NHS Improvement
Hospital Pharmacy Assessment and Action Planning Tool (Appendix 1) we have identified
current and planned performance and the key issues and actions for HDFT in relation to
Medicines Optimisation provision.

HDFT benchmarks favourably across the majority of the model hospital indicators as described
below, including having 78% of pharmacist activity providing frontline clinical patient care
(against a national target of 80%).

The key elements of the HDFT HPTP are focused around:

i. Increasing the number of pharmacist prescribers
ii. Improving medicines stock holding, e-trading and supply chain opportunities
iii. Further roll out of e prescribing (complex infusions and outpatients)
iv. Building on the already high performing front line core clinical service provision (for
pharmacists and non-pharmacist staff) supporting medicines optimisation for our patients.
v. Continuing and further developing collaboration of key pharmacy infrastructure services in
order to maximise productivity and efficiency.

2. Carter Metrics and Model Hospital Benchmarks

HDFT as an Organisation has engaged with the Lord Carter Procurement and Efficiency
Programme through its development phases and with the subsequent national launch. The
Trust has incorporated the findings into its annual planning processes as agreed at the Board of
Directors.

The Hospital Pharmacy Transformation Programme is an important element for HDFT. We have
used the Carter Metrics and Model Hospital Benchmarks (appendix 2), in conjunction with the
Carter recommendations pertaining to Hospital Pharmacy, alongside the existing HDFT
Medicines Management and Optimisation Strategy and Quality Priorities to inform our HPTP.

Each section detailed below describes our

e Current position against each recommendation / benchmark;
e Planned position and timeline;
o Progress update.

a) HPTP planning and governance in place (Recommendation 3a)

The HPTP has been developed in consultation with service users and stakeholders, building on
previous medicine optimisation strategies, the Carter metrics/benchmarks and the action
planning template. The draft plan was approved at the Directorate Board on 18" October 2016.



HDFT is committed to having board level oversight of the programme. The Trust Senior
Management Team (SMT) has given final sign off to the draft HPTP on 19th October prior to
submission. This final plan will be submitted to the Board of Directors, in line with requirements,

in January 2017.

A Hospital Pharmacy Transformation Board is in the process of being set up and a summary of

the overall programme of work is described below:
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HPTP Planning and Governance (Recommendation 3a)

Carter Current Position / Performance Planned Position / Progress
Recommendation Performance

& Model Hospital

Benchmark

HPTP Planning e Executive Sponsor agreed as HDFT HPTP Board Draft plan

and Governance Medical Director. implemented. developed —

(3a) Directorate Board

e Trust Carter programme in place.

e HDFT Medicines Management
strategy and quality priorities in
place consistent with Carter
Programme.

e HPTP Transformation plan in place

e Yorkshire and Humber
Collaboration in place for Clinical
Pharmacy, E+T, QA, MI, and
Procurement. Strong Chief
Pharmacist Network.

approval 18/10/16;
SMT approval
19/10/16. BOD
approval January
2017.




b) Review of Clinical Pharmacy and Direct Medicines Optimisation (Recommendation 3b)

The delivery of high quality, safe and effective medicines management is integral to the services
provided by the Pharmacy Department at HDFT. Approximately 1.8million doses are
administered on our wards annually. HDFT recognises the important role that medicines play in
delivering care and has already shown a commitment to provide high quality pharmacy and
medicines optimisation to all our patients.

Pharmacists at HDFT make over 13,000 interventions per year, ensuring a safe, effective and
patient-focused service. The department is forward thinking and has already made large
advancements in its service to include electronic prescribing, ward-based technical support and
extended roles in prescribing and outpatient clinics.

HDFT Pharmacists play an active role in the Y+H clinical pharmacy network. This is constituted
by each trust senior clinical lead and collaborates on standardisation of practice, audits,
competency development, practice frameworks etc. This group has been instrumental in
supporting consistency across Trusts in the interpretation of Carter recommendations.

Core clinical services for medicines optimisation have been defined by the Carter Programme as
patient-facing including ward pharmacy, clinical support for discharge and organisational
assurance and audit programmes. The programme requires organisations to review their clinical
pharmacy service with the expectation that 80% of pharmacist time is focused on direct
medicines optimisation activities.

The table below describes the current and planned performance for this domain at HDFT.

Clinical Pharmacy and Direct Medicines Optimisation (Recommendation 3b i-ix)

Carter
Recommendation &
Model Hospital
Benchmark

Current Position / Performance

Planned Position /
Performance

Progress

80% of Trust's
pharmacist resource is
utilised for direct
medicines optimisation
activities, medicines
governance and safety

78%.

80% by October
2017.

85%-90%by April
2020.

Areas of non-
clinical activity
identified for
review.

See action plan.

% Non-pharmacist
ward-based activity to
support front line patient
care

Pharmacy Technicians — 45%.
Pharmacy Assistants — 40%.

75% by April 2019
60% by April 2010.

Ward-based team
development to
support nursing
and ward
pharmacy staff.
See action plan.

% pharmacists actively
prescribing

10%

25% by Sept 2017
60% by April 2018
80% by April 2020

Five pharmacists
currently placed to
qualify by 2017.
Four more
pharmacists
identified for 2018.




% medicines
reconciliation within
24hrs

80%

90% by April 2018

86.5% recorded by
NHS England MO
dashboard.

See action plan.

% use of Summary Care
Record

Data not currently available.

Summary Care Record
available and accessed
routinely by all ward
pharmacists

Current data being
identified.

Plan to roll out
access to admitting
doctors and
nursing staff.

See action plan.

Sunday “on ward”
clinical pharmacy hours
of service

5 hrs [Note: Two pharmacists
currently provide ward-based
clinical cover on Saturdays and
Sundays (over and above
dispensing service provision)].

7 hrs by April 2018

Business case
developed for
extension of
weekend hours.
See action plan.

¢) PACS Vanguard Programme

As part of the PACS Vanguard Programme, HDFT has a funded intermediate care pharmacist
post, working across the district in collaboration with health and social care colleagues. This role
is working collaboratively with primary care, community pharmacy, hospital pharmacy and
practice colleagues. An active professional network has been developed.

Working with the frail elderly population to optimise medicines use is a key element of this work
and collaborative work with care homes is also in development.

d) Review of Pharmacy Infrastructure Services (Recommendation 3b (x))

HDFT is continuously reviewing the infrastructure services that are provided on site with a view
to further regional collaboration as appropriate. There are well established services at a
specialist level operating across Y+H that HDFT contributes funding to and therefore accesses.

¢ Y&H Regional Clinical Pharmacy Group
o Clinical standardisation; practice frameworks; regional audits and benchmarks

¢ Y&H Medicines Optimisation and Procurement Group
0 Collaborative procurement (includes CCGs and NHSE). National support to
contracting; bespoke clinical tenders; biosimilar introduction; homecare etc.

¢ Y&H QA Pharmacy Services
o EL Audits; aseptic and QA advice; unlicensed medicines advice; medical gas

testing

e Y&H/HEE Education and Training Services and School of Medicines Optimisation
0 School of Medicines Optimisation includes collaborative E+T approach for
support worker, technician, pharmacist pre and post registration training incl.
NVQ, diploma, prescribing, PTQA, accuracy checking etc. Coordinated
recruitment programmes.

HDFT is an integrated community and acute trust and so community services are part of the

organisation. We do not routinely provide services to other external organisations other than a
clinical pharmacy service to the local hospice and an on call service to the local private Duchy
hospital. These will continue.

The Trust is in its final stages of outsourcing the outpatient pharmacy service to Lloyds
Pharmacy which will go live in March 2017. This is part of developing a wider community
pharmacy partner to further optimise medicines use across the district.




The Trust has a technician-led Medicines Information Service. This is currently under review and
collaboration with York NHS Trust is being considered.

There is a system-wide Area Prescribing Committee in place that makes joint formulary
decisions and is well attended by primary care (Harrogate and Leeds) and Trust colleagues.
There is significant sharing of work between Leeds, Harrogate and York Trusts to minimise
duplication. HDFT will collaborate with the newly formed regional Medicines Optimisation
Committee as this develops.

The Trust has an unlicensed aseptic unit that is appropriately staffed and resourced. This
service benchmarks well in terms of medication errors and quality testing. The unit is currently
undergoing a review of its catalogue as we continuously seek to outsource for ready to use and
prepared items including dose banded chemotherapy. There are formal and reciprocal
contingency arrangements with York NHS Trust. There are early discussions at Chief
Pharmacist Network level re a strategic review of aseptic pharmacy provision across Y+H.

The Trust has well established links with Bradford School of Pharmacy and Leeds University
Academic Pharmacy Practice Unit. We are actively involved with training pre and post
registration students. We have a jointly appointed teacher practitioner post with Leeds
University. We have appropriate NVQ assessors and verifiers within the department. We will
continue to work closely with the new School of Medicines Optimisation to further develop our

pharmacy teams.

HDFT is a member of the Y&H Medicines Optimisation and Procurement Group. The current
HDFT Chief Pharmacist chairs this group. There is active involvement from HDFT at all
subgroups and keen engagement in delivering work plans. Contract compliance is excellent and
the services benchmark well across the country. HDFT is playing an active role in the regional
project to develop a consolidated regional store.

HDFT plays a significant role in supporting research and development and is an active member
of the Y&H Clinical Research Network. We have funded posts to support R+D development and
this will remain an active part of our work going forward.

Review of Infrastructure Services (Recommendation 3b(x))

Carter
Recommendation &
Model Hospital

Current Position / Performance

Planned Position /
Performance

Progress

Benchmark
Aseptic Service Unlicensed unit. Sufficiently Continue to review Catalogue review
Provision resourced. Outsourcing dose catalogue. continuous

banded and ready to use
products. Benchmarks well.

Lead Pharmacist to
complete PTQA —
2018.

Contribute to Y&H
strategic review
2017/18.

Complete NHS E
template (June 2017)

PTQA commenced
in year 1.

Early discussion
commenced (to
review outputs of
East Midlands
work)

Medicines Information
Provision

Technician led service. Fully
accredited. External review
provides assurance.

Explore joint service
provision with York
NHS Trust (April
2017)




Area Prescribing and
Formulary Support

Net formulary in place.

System wide APC in place.

Collaborate further
with York and Leeds.

Collaborate with
regional Medicines
Optimisation
Committee when
formed.

Medicines Procurement

Strong regional collaborative
supporting local and national
procurement.

Strengthen local
approach to
procurement
throughout (see
section f).

Active role in
development of new
regional store.
(Business case
March 2017)

Work programme
commenced.

Phase | complete.
Phase Il underway.

Education and Training

Regional collaboration well
developed for all trainees.

Active contribution to training pre
and post registration students
with Bradford, Huddersfield and
Leeds Universities.

Joint practice (Haxby) and HDFT
pre-registration post.

NVQ assessors, pharmacist and
verifier in place for NVQ.

Pharmacist Teacher Practitioner
in post with Leeds University.

Support School of
Medicines
Optimisation —
commenced 2016/17

Dispensing Services

Standard range of services. One
main inpatient, one outpatient and
one aseptic service provision

Outsource Outpatient
Pharmacy Service
(March 2017)

Final stages of
implementation.

e) Implementation of Electronic Prescribing and Medicines Administration (ePMA)

(Recommendation 3c)

Electronic Prescribing and Administration (ePMA) is an important component of the safe use of
medicines. HDFT implemented ePMA in 2012 and continues to have an active project group in

place.

o ePMA is fully implemented throughout all inpatient ward and departments areas, including
off site units / Community Hospital and the Emergency Department.

o HDFT continues to support upgrades to the system at a rate allowable by the supplier. The
next development will include the prescription of intravenous fluids and complex infusions.

e Discharge letters from all inpatient ward areas are generated electronically supported by the
core ePMA system interfacing with the e-discharge system.




e Chemocare™ e-prescribing system is in place for the management of chemotherapy

medicines.

Electronic Prescribing and Medicines Administration (3c)

Carter Current Position / Performance | Planned Position / Progress
Recommendation & Performance
Model Hospital
Benchmark
% e-Prescribing 100% Inclusion of Carter
Inpatients complex infusions recommendation
by April 2018 complete.
See action plan.
% e-Prescribing 0% 100% by April 2019 | Awaiting CSC
Outpatients development of
outpatient module.
% e-Prescribing 100% Complete
Chemotherapy
% e-Prescribing 100% Complete

Discharge

f) Ensuring Accurate Coding of Medicines (Recommendation 3d)

The Trust has an identified lead for high cost drug reference costs. All high cost drugs are
appropriately annotated on the pharmacy stock management system (Ascribe) which is
interfaced with the Trust Finance Department.

Effective and regular communication between Finance and Pharmacy ensures ongoing and
reactive identification and coding of high cost medicines.

Data for commissioners (NHS England and CCGSs) is routinely provided. The NHS England
CQUIN for medicines optimisation will be implemented in 2017.

Accurate coding of medicines (3d)

Carter
Recommendation &
Model Hospital
Benchmark

Current Position / Performance

Planned Position /
Performance

Progress

Trust lead for High Cost
Drugs identified

Compliant

Complete

High cost drugs
accurately recorded
within NHS reference
costs

Compliant

Complete

NHS England Medicines
Optimisation CQUIN

Baseline data being collected

Compliant with CQUIN
Q1-Q4 2017

Work commenced




g) Delivering the Top 10 drug saving opportunities (Recommendation 3e)

HDFT has an active medicines savings programme that has consistently delivered recurrent
medicines savings year on year. The programme is undertaken jointly with the local CCG and
incorporates, for example:

e Implementation of national SCEP contracts;

e Implementation of Yorkshire and Humber Collaborative Medicines Contracts;

e Implementation of Biosimiliar medicines contracts;

e Therapeutic switching programmes;

e Joint CCG / Acute Trust prescribing programmes;

e Benchmarking of primary and secondary care use of medicines in line with national and
local priorities.

An active medicine savings programme remains a priority and performance against Carter
metrics is detailed below:

Top 10 drug savings opportunities (3e)

Carter Current Position / Performance | Planned Position / Progress
Recommendation & Performance

Model Hospital

Benchmark

NHS Improvement Top | Awaiting publication from
10 savings opportunities | NHSI.

% Total Infliximab 98% 100% by April 2017 | 100% now subject

Usage that is biosimilar to patient consent

product

% Total Etanercept 90% 100% by April 2017 | Product switch plan

Usage that is biosimilar adopted.

product See action plan.

% Soluble Prednisolone | 0% Complete

of Total Prednisolone Peer median 2.2%

Uptake National median
3.6%

h) Reviewing medicines stockholding and supply chain (Recommendation 3f)

The Carter programme has identified medicines stockholding and effective supply chain
management as a priority of the programme.

HDFT is in collaboration across the West Yorkshire Network of Acute Trusts and STP to
rationalise and consolidate the supply chain management of medicines. In addition there is a
work programme at HDFT to make further progress relating to electronic procurement and to
rationalise stockholding. HDFT is currently an outlier in this latter regard.




Medicines stock-holding and supply chain (3f)

Carter Current Position / Performance | Planned Position / Progress

Recommendation & Performance

Model Hospital

Benchmark

Reduce average stock 34 days 15 days by Task and Finish

holding days to 15 September 2017 Group in place.
See action plan.

Less than 5 daily 10 Less than 10 by Task and Finish

deliveries (average)

April 2018

Group in place.
See action plan.

90% orders sent
electronically

50% full e trading

[Note: remaining 50%
electronic email orders]

70% by Oct 2017

Task and Finish
Group in place.
Restricted by
traders ability to
fully e trade.
See action plan.

90% invoices processed
electronically

40%

60% by Oct 2017

Task and Finish
Group in place.
Restricted by
traders ability to
fully e trade.
See action plan.

i) Safer Medicines Programme

HDFT has a safer medicines programme identified in the Organisation Medicines Management
Strategy. Elements of the programme are incorporated in the Carter recommendations and
benchmarks (e.g. implementation of ePMA, medicines reconciliation, use of summary care
record, etc) and others are included below.

In addition HDFT has a Quality Improvement Priority to improve the safe use of Insulin

management.

This is seen as a core component at HDFT and so included in our plan.

Safer Medicines Programme

Carter Current Position / Performance | Planned Position / Progress
Recommendation & Performance
Model Hospital
Benchmark
% annual diclofenac : 6.88% 0% by April 2017 Peer median
ibuprofen : naproxen 11.4%,
National median
13.6%.
% monthly diclofenac : 0% 0% Peer median
ibuprofen : naproxen 6.82%,

National median




8.85%.

Total antibiotic 3967 Peer median 4335,
consumption DDD/1000 National median
admissions 4168.

National Inpatient 80.3% 85% by 2018 Peer median
Survey — Medicines 76.9%,

Related Questions

National median
75.8%.

Safe Use of Insulin

Quality improvement plan in
place.
2 severe harm in 2015/16

Zero severe harms
Reduce moderate
harms and improve
ratio of no/low harm
; moderate / severe
harms

Zero severe harms
92% no/low harm
to moderate
/severe harm




3. HPTP Summary / Action Plan

Assessment and analysis of the appropriate data / information packs and using the action planning tool has helped develop the Transformation

Programme detailed below.

Recommendation Action Progress Update Lead Timescale
HPTP oversight Implement HPTP board Draft plan in place Andrew Alldred October 2016
Dr David Scullion

80% of Trust’s pharmacist | Reduce non-clinical pharmacist activity Partial implementation of Janet Hobson April 2017
resources utilised for in inpatient dispensary by full RP-free GPhC guidance. Sara Moore
direct medicines implementation of RP-free GPhC
optimisation guidance and full use of Accredited

Checking Technicians.

Reduce non-clinical pharmacist activity Complete outpatient Sarah Abbas March 2017

in outpatient pharmacy pharmacy outsourcing to

community partner.
Increase number of pharmacist Pharmacists, specialty areas | Sara Moore 80% by 2020

prescribers

Increase weekend ward clinical
pharmacist hours

and mentors identified.

Business case developed
and prioritised. Awaiting
approval.

Andrew Alldred

2017/2018




Recommendation Action Progress Update Lead Timescale
Increase % non- To reconfigure technician and assistant | Service delivery at ward Janet Hobson 2016
pharmacist ward-based roles. level.
activity to support front
line patient care To train in house technicians to support | 6 students currently in Janet Hobson 2017/2018
workforce requirements. training.
To implement skills escalator for band 2 / | Programme of career Janet Hobson 2017
3 staff. progression developed.
Increase % of medicines Increase weekend ward clinical Business case developed Andrew Alldred 2017/2018
reconciliation within 24 pharmacist hours and prioritised. Awaiting
hours from 80% to 90% approval.
Increase % use of To identify current usage and assess Sara Moore 2016
summary care record against regional and national
(SCR) benchmarks.
Roll out access of SCR to admitting Sara Moore 2016
doctors and nurses.
Review Medicines Explore with York NHS Trust joint Initial discussion Sarah Abbas June 2017
Information Provision provision commenced Jan 17
Strategic Review of Complete NHS England template Awaiting template A Alldred / R Ventress | June 2017
Aseptic Service Provision | Continue to outsource as appropriate R Ventress / R 2017
Contribute to review Orchard
A Alldred 2017/18
Electronic prescribing Implement ePMA for inpatient complex Software now released and | Emily Parkes April 2018
and administration infusions. due to go into test.
Implement ePMA for outpatient Awaiting software release. Emily Parkes April 2019

prescribing




Drug Savings NHS Improvement Top 10. Awaiting publication. Sarah Abbas 2017
Opportunities

Increase % Total Etanercept Usage that | Complete switch Sarah Abbas April 2017

is biosimilar product from 90% to 100%. | programme.
Medicines Stock holding | Collaborate with West Yorkshire Supply | Business case submitted to | Andrew Alldred/ Phase Il Model
and Supply chain Chain Consolidation Project. West Yorkshire CEOs. Yorkshire Chiefs / 2017

Reduce stockholding days to 15.

Less than 10 daily deliveries.

70% of orders sent electronically and

60% of invoices processed
electronically.

Inventory review of
medicines stockholding
undertaken. Currently
adjusting stockholding
parameters

Consolidating orders
through wholesalers.

Collaborating with suppliers
to implement electronic
trading platforms.

PwWC

Sarah Abbas / lan
Norman

Sarah Abbas / lan
Norman

Sarah Abbas / lan
Norman

September 2017

April 2018

October 2017




4. Risks, Issues and Mitigations

The table below describes the key risks / issues and mitigation to the timely implementation of

the HPTP.

Recommendation / Action

Risks and Issues

Mitigation

80% of Trusts’ pharmacist
resources utilised for direct
medicines optimisation

Delay in outsourcing
Outpatient Pharmacy

Ability to retain Accuracy
Checking Technicians

Project team / plan in place.
Board of Directors approved.

In-house training plan in
place.

Increase number of
pharmacist prescribers

Ability to Retain pharmacists.

Funding not secured and
sourcing of prescribing
mentors not delivered.

University capacity to deliver
training.

Track record of recruitment
and retention through good
development programme.

Funding secured and mentors
identified

Places identified for 2016/17

Increase weekend ward
clinical hours

Business case and funding
not approved.

Ability to recruit and retain
pharmacists

Trust 7 day project in place.

Track record of recruitment
and retention through good
development programme.

Increase % of non-pharmacist
ward based activity

Lack of internal pharmacy
training capacity.

Business case not approved
for skills escalator

Capacity if internal trainers
regularly reviewed and
succession plan in place.

Slower progress likely to be
made but will review as
vacancies arise

Further roll out of ePMA

Lack of capacity to implement
and train staff re complex
infusions.

Testing of software identifies

major safety concerns

Delay in release of Outpatient
Prescribing software

Project Team and lead in
place with Trust support

Tested at pilot sites. Access to
CSC. Project Lead and safety
officer in place.

Will delay implementation

Maximise opportunities
relating to reducing stock
holding, supplier review and e
trading.

Business case not approved
for West Yorks collaborative
supply chain project

E trading restricted by ability
of suppliers to trade
electronically

Working with external
consultants to develop case
and ROI.

National working group
commenced to move forward
with traders.




Appendix

1: HPTP Action Plan Template

Assessment and Action Planning Tool (AAPT)

Orzanisational Information

Prowider Trust Mame: Harrogate and District MHS Foundation Trost

Date completed by Chief Pharmadist 14,/10/2016
Date agreed with trust nominated Director: 19/10/2016

Recommendation 3{a) - HPTP planning and governance

develaping HETE plars ot o local level with eech Trust boord hominoting o Director o wark with their
Chisf Plarmaosist o implement the chonges identified, overseen By NHE (mprovement end in
collhoration  with professional cofffopues  oeoly, repionmly ond nationolly; with the Chief
Prurrmorention Qfficer far Englind signing off each region’s HPTP plans (Brigoded of o regional feve)
as suhmmitted By MME Impravement;

Has the Trust developed an overall HPTP planning process, approved by the Board, which
specifically addresses implementation of the recommendations of the Carter repart?
Yo = Ma O

If thee answer is "Ves' please pravide brief details.

The Trust has on owsrarciing Corter Programime ang 15 Cumrenty 0 the process of
estabiishing o Hospital Pharmacy Tronsformation Board with the Medical Director as
the Executive Directar.

Recommendation 3{b) - clinical pharmacy and infrastructure services

enzuving thet more thor S0% of Trust” pharmoedsst resowrce 8 ofiited’ for divect medicines
aptimisetion potivities, meoicines governonce and sofety remits ang reviEwing the providan of aif
Mol infrostriachere servives, winch could be deverad collpboratively with another Teust or through a
third ooty prowglar

The Carter report defines core clinical services for medicines optimisation & patient-facing
Iward pharmacy, medicines reconcilistion, dinical support for discharge, prescribing, cutpatient
& pre-gdmeson dinics, specislist pharmacsts, medicines administration and suppart] and
organisational assurance {medicines safety officer, the goverrance rale af the Chief Pharmacist

lincluding contralled drugs Accountable Officer role) and sudit programmes.

Are there any other cdinical servicas that you intend to inclede in vour lecal definition? Please
diescribe Briefly.

Yorksfire ang Hwmber Cidef Pharmocist Group s agreed eoross the network Haod leadership
ard develogment directly impocking an potient care will be included within s figure,

What percentage of seailable pharmacist resource is currently deployed to undertake core
clinical servioes?

7 of13




ui.

wii.

wiii.

[ 78% |

What percentage of awailable pharmacst resource do you plan to deploy toundertake oore

clinical services by 20207

BB |

What changes will you need to make ta ensure that more than 30% of pharmacist resowree is
deployed o undertake core clinical servicas?

Gutsourdng Cut-prient Fharmocy, review of ACT provision i gspensaries ond increasing the
nwrnbers of pharmaast prescribers

WWhat percentage of pharmacy technician resource is currently deployed on ward-based
activitie=?

[ 45%

What plans da wou have toincresse this in eithear weale or seope by 20207

Increased word bosed technicion support o include medioobion Ristory, seff-rdministraotion
assessment, wse af maobile dispensing support ang fechmicion medicines eadminstrobion
Corrently training own cohort of technicians

What percentage of pharmacy assistant time is currently deployed on ward based activities?

[20%

Whest plans dia wou haes toincresse this in @ither wale or seope by 20007

Oevedapment of a skilli sxeaiotor to increade the number and s6i! bose af assictant workfonce
ter suppart word based tegms

By what process will thess changes be sagreed and signed aff?

Throwgih internel phormocy senior management and governance infrastructure after
consitation with diractorete ong service wier priovities, This wil form port of the Trust’s new
alinical warkflorce SErmtegy.

Thie Carter report defines  infrastructurs  services a5 supply chain |stores/distributian,
procurement, aseptics, production, QC, depensing, homecare]; education and training {pre-rag
pharmacists and technicans, NG assistant staff, post-registration pharmacy staff), advisary
warices  (medicnes  infarmation, Farrmuolacy]: ressarch oand  deselapment {dinical  Eriaks,
departmental research] and sercices to extermal organisations (community, mental health,
hospices, prisans, care homas, GPy),

Are there any other infrastrociure services that youw intend 1o include in yaur local definition?
Pli=ais describe briefly.

| Provision of commumity services i integroted within the Trust |

#afil3




¥i.

xii.

wiii.

Flease indicate if you have reviewed the following infrastrocture services (if they are provided)|
and whather you have identified potential collaboration partners. Cick in the appraopriate boaxes.

Hat Review in Resiew Partners
started progress  complete identified

+

Supply chain
DEpensing
Srores and distribution
Procuremeant
Aseptic praduction
Production
Education and training
Pre-registration pharmacists
Preregistration technicians
WY assistant staff
Post regstration pharmacy staff
Advisory senvioes
Medicings infarmatian
Farmulary

1B B
LT LI
B

LIl
(AN
LB B EEE
LA L Ly

LIl
Bl

Research and Dewelopment
Clindcal trials
Departmental research
Services to external organisations
Cormmunity
Iental Haalth
Hias pices
Prisars

Care hames

General practitioners

Other organisations
Other locally-defined services

T ETE T e

BILTLILT BILT B A BIE
I 4 % Y Y Ry A [

Hae yoau dentifisd any potential barriers to collaboration?
iy = Ho

Pleaze provide details i appropriate,

| Resources including time and headroom, capital investment, governance, soversignty,

Hawve you considered any alternative processes for suppling medicines in your trust for the
following activities? If so, dick in the appropriate boxes.

Outpatient dispensing =
DEcharge dispensing =
Hamecare medicines =

Pleagse proscide beiel details, f appropeiate.

Cutpatient dspensing i in the process af being outsourced, wehilisetion of regionm spaply chein
consmidetian, repatriotion of homecarse where aporopriale




Recommendation 3(c) — Electronic prescribing and medicnes administration

sanch Tragd's Chief Qinien! Information Offfcer maving preseribing end adminstrotion from
rraditionm! drag covds fo Dlectramic Prescribing and Medicings Administration spstems [EPA4)

What are your plans for implementing electranic prescribing and medicines administration in the
Following areas? Click in the appropriate boges

Mot Flanning Partially Fully
started stage implemented  implemented

Chamotherapy ] O = (]
Qutpatiants ] | O (]
Discharge medicines ] O O =
In-patiants ] O O |
fny additional comments
| Click hers bo Byp e waur respdnse |

Recommendation 3{d) — Accurate coding of medicines

~apefy Trusts Foonce Divector, working with thew Chief Phormuocisl, ensuving Hart coding of
smaegiciney, particaionly high cost drags, i accuvately recorded within NS Refersnce Costy;

i.  Have you identified your trust’s bead far High Cost Drug reference costs?
Yimg = Ha O

If the ansaer is 'Ma’, then when do vou expect this ta be completed?

—
| Click hers to BypE Waur res pbmss

ii. Are high cost drugs accurately recarded within MHS Referencoe costs?

Yimg = Ha Dian't know

IF the ansaer is ‘Mo’ ar “Dan’t ko™ then by what date do you expect thes to be campleted?

—
| Chick hers bo Bype Wour res pdnse

Recommendation 3(e) — Top 10 drug saving opportunities

MHE Improvement poblsfing o 50 of the top 10 medicines with sevings oppovtunities monthly for
Trazts Po pursise

i.  Have you developed a pracess by which your trust will review the top 10 medicines with saving
opportunities For saur trust?
s = Mo

If thee answer is Yo', plesse provide brief details.

IF thee arswer is ‘o', then whan do vou expect this 0 bs completad?

Indernel medicines sewings pragravmme @mbedded, owait puhlication of NHE Improvement Top
in




Recommendation Hi) — Medicines stock-holding and supply chain

_consolidotig medicines stock-folding ond modernising the suaply chaln to aggregate oned
rationokse defveries to redece stook-holdVeg days from oo ovenege af 20 fo an owerage of 15 days,
deliverkss fo fess How 5 per doy and ensanng 50% of ardess and 50% af involoss are sent ond
processed electromomly

L For each of the folowing Carter recommaencations, please stabe the current walue {awerage| and
thi dabe you plan bo achieve the recommendation folick box and select from dropdowen menu).

Carier recommendaiicn Cumrent value Date
Zeduce average stock-holding days tp 15 34 Octt 3017
Less than 5 dally deiveries [average) 10 Ot 2017
0% orders sent clectrondcally 50% Oct 3017
S0% inwvokces processed dectrondcally 0% D¢k 2017

Any additianal commaents
Fovrshire grd Hurmber chaiienge o5 ho whetter 5 defivevies & ochievatile, particuiory witl a

wirw fo reducing owerage stock Rolding.

Recommendation 3 — Owveranching recommendation

Trusts showld, through e Hospite! Fhormocy Tronsfarmation Programnoe (HPTP), develop plans by
Aprll 2017 to ensure hospital phormacies ackiewe thek benchmarks such o5 increasing pharmacist
orescrihors, ep.wc:.'l'.'qng' and administralion, eoiurale cost coding cj‘mm‘l{lnﬂ ang cansalidatieg
stock-hoddimg, (v ogreement with NHS dmarovennent and WHS Englang by Apedl 2020 o that their
phormockls ond cinkeal pharmacy technicians spend maone Gme an J:mr.en.*ﬂchg fataa Nt
opdimisOren o Cvibhes.

L Ariefly desoribe how you will use the Model Hospital benchrarks to crive service transfarmation

Im pour brust.

Benchimans have identified oreas af good practice and congireaation of gk feeel
pevformance. Areas for npravemend have been ddentified using Mode! Hoseital Benchimonks
and Trust evwed imdioadors

iL  Brefly desoribe how you plan to inorease the number of pramacksts actvely prescribing

Bharmacists and furdimg fove heen identfied ond prioritised. Flan o place fo delver over 2+
yoars

Ploase retum your AAPT and draft HPTP plam 1o productivity offi clemcy @d b. gsi gow. uk by
Bonday 31st Octobssr 2006,



Appendix 2: NHS Improvement Model Hospital Trust Level Metrics - HDFT

Pharmacy Staff & % Medicines % Pharmacists % Total Infliximab
Medicines Costs per Reconciliation within Actively Prescribing Usage in 2015/16
WAU 24 hours of that was a Biosimilar

Admission Product NOT

rigi

£291 80% 10% 325%
2014/15 2014/15 2014/15 2015/16
% Total Etanercept % Use of Summary Care Record (or local Number of Days

Usage YTD 16-17
that was a Biosimilar

system) per Month

Stockholding

Product NOT
rigi r
35T 34.0
Aug 2016 PENDING 2014/15
% ePrescribing IP % Staff Turnover % Sickness Absence Sunday ON WARD
Rate Rate Clinical Pharmacy

100%

2015/16

10%

201415

2.0%

201415

Hours of Service
(Medical Admission

gniﬁEqu ivalent)

201415




Pharmacy & Medicines, Trust Level

Money & Resources Peried Trust pesr Matiana! infe vanzten frene
Actuzl Median Median
[ Pharmacy Staff & Medicines Costs per WAU 2014/15 m £288 £335 i) -_i Mo trendline available ]
[ Medicines Costs per WAU 2014/15 m £269 £798 i) -_i Mo trendline available ]
[ High Cost Medicines per WAL 201415 £66 £97 y __w Mo trendline available ]
l Mon High Cost Medicines per WAU 2014/15 m £172 £189 i __w Mo trendline available ]
Safe Period Trust Pegr Mational info isriation Trend
Actusl Median Median
[ % ePrescribing IP SEEE se 1) [T ) o trendiine available ]
[ % ePrescribing OF 2014/15 “ 5054 5,’) _i Mo trendline available ]
[ 9% ePrescribing Discharge 2014/15 g 605 y _i Mo trendline available ]
[ % ePrescribing Chemotherapy e a 0% se 1) [Tl o trendiine avaitabie ]
[ I:::_;f::mi‘m""m"hm"'m 2014/15 0 4,335 4168 .1) _i Mo trendline available ]
[ mlu;axushvoim&ﬂaﬂmm 2015/16 Q 11.54% | 13.6086 i_/ _W Mo trendline available ]
[ ::l::‘:;“"m&mm Jun 2016 682% | 885% i) _W Wmﬁ ]
Effactive Period Trust Peer National ' Info Variation Trend
Actusl Medizn Median
l Number of Days Stockholding 201415 m@ 21.0 18.9 1';/.) _W No trendline available
l % Pharmacists Actively Prescribing 0141 mg e e 1) [JOU I o tendine avaitaie
lm:::ﬁm‘irﬂm""mm“mm 2014715 0 63% | 62% | ) —m No trendline available
e - R
li:::"e Prednisolone of Total Prednisolone | May 2016 INL3 22 e 1) S ‘!V"““'*W\:.-;mw@ﬂ
l = Banmitar Prouct NOT Orginaton T 2015116 wer 2 3 ISR o aiaoe
l 9 Biosimilar Infliximab Uptake (Monthiy) Jun 2016 &0 708%  55.3% i) —W ﬁ @ﬂ
e -~ R I =7
l Total spend on Etanercept in 15-16 I m com a3 ST o venoine v
Caring Period Trust Peer National | Info Variation Trend
Actusl Median Median
mmmm'"d‘mpﬂm 2014/15 m 769% | 758% i) _W No trendline available
Responsive Pefiod Trust peet Benchmark , Info Veriaten frene
Actus! Median Walue
E&gﬁ:m’;ﬂm:ﬂﬁ]m 201415 n 2.0 5.0 1:-/) Click for national variation m No trendline available




People, Management & Culture: 1 Period

Well-led

Peer ! Mational | finfo ‘Variation (4 Trend
Median | Median | ! )

9% Sickness Absence Rate

| 2014/15

@ 34% | 3% 5.{}'}_igwn trendline available

9% Staff with Appraisals Completed

' 201415 QRGN @ ox | aEm }.y}_ifwotrendnneauanabre

Vo Tust
| Actual |

e e Sk e

% Staff with Statutory and Mandatory ' L =t ]
l Tﬂ'l'l'mg‘. 201415 91% «  86% 1:-/’ _w Mo trendline available
9% Staff Turnover Rate ' i e il
[ 201415 2% 12% 1) — w . No trendline available
Minirnsm Lower Quartde Median Upgper Quartile Wi i

|

Inclicaters which do not reflect tust peeformance
Indicatorswhare a high value denctes good performance
Indicators whiers a bow value denstes good perfarmance

@ Peer median below the national median 25% of Trusts with Your Trust Selected peers 250% e Trusts with
@ Pezr median abowe or equal o the natienal median the lowest values thee highest valpes

Total Antibiotic Consumption in DDD*/1,000

! 2014/15 . 25 w168 1) O ) o tercive susitsble

|

% Diclofenac vs Ibuprofen 8 Naproxen -
[ E B 2015116 @ 11.54% 13.60% IQ _ W Mo trendline available

(Annual)

|

% Diclofenac vs |buprofen 8 Naproxen
(Monthly)

Jun 2016 TP s sesx 1) S SR ]

National Inpatients S - Medicines Related =
e b~ BEIRGEEY e
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Harrogate and District NHS

NHS Foundation Trust

Board Committee report to the Board of Directors

Committee Name: Quality Committee (QC)
Committee Chair: LA Webster
Date of last meeting: 07/12/2016

Date of Board meeting
for which this reportis | January 2017
prepared

Summary of live issues and matters to be raised at Board meeting:

Hot Spots discussed:

o0 Current operational pressures being experienced, including ED
performance discussed

0 Arecent ‘near miss’ relating to day time Gl bleed support had resulted in
an urgent review of cover and the Committee will hear the resulting
action plan.

¢ Quality Priorities — 2 updates received:

o0 Improving Stroke Care, including an update on progress with HASU,
which we note was behind plan.

0 Reducing morbidity and mortality from Sepsis, good progress with this
initiative.

e Reconfiguration of beds — good initiative, however we have heard that due to
the pressures on the system and the need to increase bed numbers a decision
to revert back to two wards has been taken. Although the good cross working
initiatives will be carried forward and a further review will be carried out.

¢ Infection Prevention and Control report heard — 2 points for note

o0 Flu vaccination concerns re low uptake. The Committee has requested
in June 17 that a POA be brought for review suggesting a new approach
and initiatives to encourage uptake of vaccinations for the next FY when
a CQINN of achieving 75% uptake of Flu vaccination will be introduced.

0 The Committee is concerned about the Trusts ability to manage the
C.difficile load within the hospital and reported issues around funding /
staff availability to carry out deep-cleaning

Are there any significant risks for noting by Board? (list if appropriate)

No

Matters for decision

None

Action Required by Board of Directors:
To note there was no Quality Committee in January as the meeting was not
quorate.

You matter most
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Harrogate and District NHS

NHS Foundation Trust

Board Committee report to the Board of Directors

Committee Name: Audit Committee
Committee Chair: Chris Thompson, Non Executive Director
Date of last meeting: Thursday 8" December 2016

Date of Board meeting
for which this reportis | Wednesday 25" January 2017
prepared

Summary of live issues and matters to be raised at Board meeting:

1. Further to concerns that had been raised at previous meetings, the
Committee was again concerned at the number of Limited Assurance audits
that were highlighted and the progress that was being made on
implementing the recommendations raised by Internal Audit. Of the 10 audits
that had been finalised since the last meeting of the Committee, five had a
limited assurance outcome. Over the previous nine months, 26% of audits
had resulted in a limited assurance outcome.

The five limited assurance audits were in the following areas:

- Falls Prevention

- Patient Access - Follow Up

- Emergency Preparedness and Business Continuity
- Legionella

- IV Cannula Care — Follow Up

The Committee have recognised that the new Controls Environment audit
approach will be likely to result in a higher proportion of limited assurance
outcomes as a higher proportion of audits result from management
highlighting areas of concern.

2. The Committee was also concerned in relation to the KPI’s reported in
respect of two complementary areas.

a. The percentage of management responses to draft report
recommendations received within 15 working days had fallen from
100% to 89%, with two particular audits proving to be difficult to
finalise.

b. The percentage of agreed Internal Audit recommendations that had
been implemented had fallen from 84% reported in September to
only 44%

You matter most




3. The Committee is aware that Trusts and CCG’ across Yorkshire are all
concerned at the considerable pressures that are currently being placed
upon their senior management teams. Despite the impact of these
pressures, it is critical that the control environment in operation across the
Trust remains effective and in evidence. In these circumstances, whilst the
senior management team cannot delegate their responsibilities, they can
and must efficiently delegate the implementation and monitoring of internal
controls to their teams.

4. The Committee are very aware that the Senior Management Team has
discussed the outcomes from recent Internal Audits and the concerns raised
at the December Audit Committee meeting. The next Audit Committee
meeting takes place on Friday 27" January and an assessment will be
carried out on the extent to which Management have been able to address
the concerns. The conclusions reached at that meeting will be reported to
the Trust Board at its meeting on 22" February.

Are there any significant risks for noting by Board? (list if appropriate)

The notes above set out the concerns of the Committee with regard to the
maintenance of an effective internal control environment.

Matters for decision

There were no new risks identified and discussed by the Committee which are to be
brought to the attention of the Board.

Action Required by Board of Directors:

There are no matters that require a decision to be taken by the Board

You matter most



Harrogate and District NHS

NHS Foundation Trust

Board meeting 25 January 2017
Audit Committee — Annual Review of Committee Terms of Reference

Report from: Chris Thompson, Non-Executive Director

Report Purpose: For discussion and approval

Background

The Committee’s Terms of Reference were changed in 2015 to reflect the
establishment of the Quality Committee and also the attendance at
Committee meetings of members of the Board of Governors.

There are no changes proposed this year to the Terms of Reference. The
Audit Committee approved the current Terms of Reference at its December

2016 meeting and the Board is asked to approve the continued adoption of
the Terms of Reference in their present form.

Proposal

The Board is asked to approve the Terms of Reference

January 2017

You matter most
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Harrogate and District NHS

NHS Foundation Trust
AUDIT COMMITTEE TERMS OF REFERENCE
Accountable: to the Board of Directors
Reporting: to the Board of Directors
Constitution

The Board hereby resolves to establish a Committee of the Board to be known as the
Audit Committee (the Committee). The Committee is a non-executive committee of
the Board and has no executive powers, other than those specifically delegated in
these Terms of Reference.

Membership

The Committee shall be appointed by the Board from amongst the non-executive
directors of the Trust and shall consist of not less than three members. One member
of the Committee should have recent and relevant experience (e.g. audit/financial
accounting/financial management). One of the members will be appointed Chair of
the Committee by the Board. The Chairman of the organisation shall not be a
member of the Committee.

Quorum
A quorum shall be two members.
Attendance

The Finance Director, members of the Senior Finance Team, the Deputy Director of
Governance, the Deputy Director of Corporate Affairs and appropriate internal and
external audit representatives shall normally attend meetings. The Local Counter
Fraud representative shall also attend twice per year and the Local Security
Management Specialist on an annual basis. At least once a year the Committee
should meet privately with the external and internal auditors.

The Chief Executive should be invited to attend and should discuss at least annually
with the Audit Committee the process for assurance that supports the Annual
Governance Statement. He or she should also attend when the Committee
considers the annual accounts. All other executive directors should be invited to
attend, particularly when the Committee is discussing areas of risk or operation that
are the responsibility of that director.

Governors are also invited to attend the Audit Committee meetings in an
observational capacity.

A secretary appointed to the Committee shall attend to take minutes of the meeting
and provide appropriate support to the Chair and Committee members.
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Frequency

Each Committee must consider the frequency and timing of meetings needed to
allow it to discharge all of its responsibilities. A benchmark of six meetings per
annum at appropriate times in the reporting and audit cycle is suggested. The
External Auditor or Head of Internal Audit may request a meeting if they consider that
one is necessary.

Authority

The Committee is authorised by the Board to investigate any activity within its terms
of reference. It is authorised to seek any information it requires from any employee
and all employees are directed to co-operate with any request made by the
Committee. The Committee is authorised by the Board to obtain outside legal or
other independent professional advice and to secure the attendance of outsiders with
relevant experience and expertise if it considers this necessary. Details of the
estimated cost of such advice should be advised to the Finance Director for
budgetary, cash flow and control purposes.

Duties
The duties of the Committee can be categorised as follows:
Governance, Risk Management and Internal Control

The Committee shall review the establishment and maintenance of an effective
system of integrated governance, risk management and internal control, across the
whole of the organisation’s activities (both clinical and non-clinical), that supports the
achievement of the organisation’s objectives.

In particular, the Committee will review the adequacy and effectiveness of:

e All risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any accompanying Head of Internal
Audit statement, external audit opinion or other appropriate independent
assurances, prior to endorsement by the Board

e The underlying assurance processes that indicate the degree of achievement
of corporate objectives, the effectiveness of the management of principal risks
and the appropriateness of the above disclosure statements

e The policies for ensuring compliance with relevant regulatory, legal and code
of conduct requirements and related reporting and self-certification

e The policies and procedures for all work related to fraud and corruption as set
out in Secretary of State Directions and as required by the Counter Fraud and
Security Management Service

e The procedures for detecting fraud and whistle blowing (HDFT's Whistle
Blowing Policy) and ensure that arrangements are in place by which staff may,
in confidence, raise concerns about possible improprieties in matters of
financial reporting, financial control or any other matters.

In carrying out this work the Committee will primarily utilise the work of internal audit,

external audit and other assurance functions, but will not be limited to these sources.
It will also seek reports and assurances from directors and managers as appropriate,
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concentrating on the over-arching systems of integrated governance, risk
management and internal control, together with indicators of their effectiveness.

This will be evidenced through the Committee’'s use of an effective Assurance
Framework to guide its work and that of the audit and assurance functions that report
to it.

Internal Audit

The Committee shall ensure that there is an effective internal audit function that
meets mandatory NHS Internal Audit Standards and provides appropriate
independent assurance to the Audit Committee, Chief Executive and Board. This will
be achieved by:

e Consideration of the provision of the internal audit service, the cost of the audit
and any questions of resignation and dismissal

e Review and approval of the internal audit strategy, operational plan and more
detailed programme of work, ensuring that this is consistent with the audit
needs of the organisation as identified in the Assurance Framework

e Considering the major findings of internal audit work (and management’s
response), and ensuring co-ordination between the internal and external
auditors to optimise audit resources

e Ensuring that the internal audit function is independent; adequately resourced
and has appropriate standing within the organisation

e Annual review of the quality and effectiveness of internal audit.

External Audit

The Committee shall review the work and findings of the external auditors appointed
by the Council of Governors and consider the implications and management’s
responses to their work. This will be achieved by:

e Consideration of the appointment and performance of the external auditors,
and reporting annually to the Council of Governors by way of an evaluation of
the external auditors’ performance and whether they should be reappointed

e Recommendation of the audit fee to the Board (and Governors if a new
appointment) and pre-approve any fees in respect of non-audit services
provided by the external auditors and to ensure that the provision of non-audit
services does not impair the independence or objectivity of the external
auditor

e Discussion and agreement with the External Auditor, before the audit
commences, of the nature and scope of the audit as set out in the annual plan,
and ensuring co-ordination, as appropriate, with other external auditors in the
local health economy

e Discussion with the external auditors of their local evaluation of audit risks and
assessment of the Trust and associated impact on the audit fee

¢ Review of all external audit reports, including the report to those charged with
governance, agreement of the annual audit letter before submission to the
Board and any work undertaken outside the annual audit plan, together with
the appropriateness of management responses

e Annual review of the quality and effectiveness of external audit.
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The External Auditor or Head of Internal Audit may, at any time, request a meeting if
they consider it necessary.

Clinical Assurance

The Audit Committee shall review the findings of other significant assurance
functions, both internal and external to the organisation, and consider the
implications for the governance of the organisation.

These will include, but will not be limited to, any reviews by Department of Health
Arms Length Bodies or Regulators/Inspectors (for example, the Care Quality
Commission, NHS Litigation Authority, etc.) and professional bodies with
responsibility for the performance of staff or functions (for example, Royal Colleges,
accreditation bodies, etc.)

The Quality Committee will provide assurance from the clinical audit function. The
Audit Committee will review the work of the Quality Committee by receiving minutes,
and exception reports from the non-executive director who is a member of both
committees. In addition, the Deputy Director of Governance also attends both
committees.

The Audit Committee will receive minutes and regular reports from the Corporate
Risk Review Group.

Counter Fraud

The Committee shall satisfy itself that the organisation has adequate arrangements
in place for countering fraud and shall review the outcomes of counter fraud work and
receive the counter fraud annual report.

Security Management Service

The Committee shall satisfy itself that the organisation has adequate arrangements
in place for Security Management Services and that the Committee will receive from
the Local Security Management Specialist an annual report on its activities and plan
for the following year.

Management

The Committee shall request and review reports and positive assurances from
directors and managers on the overall arrangements for governance, risk
management and internal control.

The Committee may also request specific reports from individual functions within the
organisation (for example, clinical audit) as they may be appropriate to the overall
arrangements.

Financial Reporting

The Audit Committee shall monitor the integrity of the financial statements of the
Trust and any formal announcements relating to the Trust’s financial performance.
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The Committee should ensure that the systems for financial reporting to the Board,
including those of budgetary control, are subject to review as to completeness and
accuracy of the information provided to the Board.

The Audit Committee shall review the annual report and financial statements before
submission to the Board, focusing particularly on:

e The wording in the Annual Governance Statement and other disclosures
relevant to the terms of reference of the Committee

e Changes in, and compliance with, accounting policies, practices and
estimation techniques

¢ Unadjusted miss-statements in the financial statements

Significant judgements in preparation of the financial statements

Significant adjustments resulting from the audit

Schedule of losses and special payments

Letter of representation

Qualitative aspects of financial reporting

The going concern assumption

The extent to which the financial statements are affected by any unusual

transactions in the year and how they are disclosed

e Any reservations and disagreements between the external auditors and
management which had not been satisfactorily resolved.

Standing Orders, Standing Financial Instructions and Standards of Business
Conduct

The Committee will review, on behalf of the Board, the operation of and proposed
changes to the Standing Orders, Standing Financial Instructions, and HDFT's Code
of Business Conduct, including Staff Registers of Interest.

Quality Account

The Quality Committee will approve the Quality Account and present it to the Audit
Committee. The Audit Committee will review the Quality Account and submit it to the
Board.

Other Matters

The minutes of Audit Committee meetings shall be formally recorded by the
Secretary and submitted to the Board. The Chair of the Committee shall draw to the
attention of the Board any issues that require disclosure to the full Board, or require
executive action.

The Committee will report to the Board at least annually on its work in support of the
Annual Governance Statement, specifically commenting on the fitness for purpose of
the Assurance Framework, the completeness and ‘embeddedness’ of risk
management in the organisation, the integration of governance arrangements and
the appropriateness of the self-assessment against external regulations including the
Care Quality Commission.

The Committee shall also:
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e Review third party assurances (both clinical and relating to financial
management)

¢ Review Post Project Evaluations and Single Tender Actions

e Receive an annual report on procurement activity and savings

e Review the Treasury Management Policy, on behalf of the Board, and receive
the annual report on treasury activity.

The Committee shall be supported administratively by the Secretary, whose duties in
this respect will include:

Agreement of agenda with Chair and attendees and collation of papers
Taking the minutes

Keeping a record of matters arising and issues to be carried forward
Advising the Committee on pertinent areas

Where disagreements between the Audit Committee and the Board cannot be
resolved, the Audit Committee shall report the issue to the Governors. If the issue
still cannot be resolved the Audit Committee shall report the issue as part of the
report on its activities in the Annual report and Financial Statements.

As agreed with the Governors, the Audit Committee Chairman shall be available to
attend the AGM and shall answer questions through the Chairman of the Board of
Governors on the Audit Committee’s activities and responsibilities.

Review

These Terms of Reference will be reviewed annually, in conjunction with a review of
the effectiveness of the Committee.

January 2017
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Harrogate and District NHS

NHS Foundation Trust

Board Committee report to the Board of Directors

Committee Name: Finance Committee
Committee Chair: Maureen Taylor
Date of last meeting: 19" December 2016

Date of Board meeting
for which this reportis | 25" January 2017
prepared

Summary of live issues and matters to be raised at Board meeting:

1. The financial position at month 8 shows a surplus of £37k, excluding S&T
funding which is £1,184k behind plan. Two quarters of S&T funding have
been received and this has resulted in an overall surplus of £2,337k for the
Trust. S&T funding for quarter 3 has not been assumed at this stage.

2. There is an underlying adverse income variation to date of £2,363k and a
favourable expenditure variance to date of £748K. There continues to be
pressure on staffing costs.

3. The new single oversight framework introduced from November shows a
use of resources rating of 1, which is the highest rating.

4. Cash at the end of September was £1.14m, compared to the re-profiled
cash plan of £7.75m. Cash flow management will become difficult if HaRD
CCG is unable to pay for activity.

5. 2015/16 Reference Costs reporting is positive with the Trust comparing
favourably with the national position at 96%.

6. The Carter Review dashboard includes some valuable data and when
populated further will highlight areas where efficiency work can be focussed.

7. A Business Development update was received. Noted specifically the areas
for collaboration agreed with Leeds Teaching Hospital Trust.

8. The Operational Plan 2017/18 - 2018/19 was considered in detail and
commissioning and activity levels discussed. The challenges associated
with the contract negotiation were acknowledged. The plan to be considered
for approval at the Extraordinary Board meeting on 21 December2016.

Are there any significant risks for noting by Board? (list if appropriate)

e Cash Management and collection of sums due through to year end.

e Agreeing the contract with HaRD CCG for the next two years.

Matters for decision
None

Action Required by Board of Directors:
None

You matter most
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Harrogate and District NHS

NHS Foundation Trust

Terms of Reference

Finance Committee

1. Accountable to: Board of Directors

2. Purpose of the group

The Finance Committee is a committee of the Board of Directors of Harrogate and District
NHS Foundation Trust, with oversight of the development and delivery of the financial plan
of the organization.

3. Responsibilities

The key responsibilities of the group are:

To scrutinise the development of the Trust’s financial and commercial strategy, both
revenue and capital.

To scrutinise the assumptions and methodology used in developing the financial
strategy, including activity modelling and efficiency assumptions.

To recommend to the Board the financial plan for submission to Monitor/NHS
Improvement.

To scrutinise and ensure appropriate due diligence is undertaken in relation to any
significant transactions as defined by Monitor / NHS Improvement

To scrutinise the annual Cost improvement Programme and review the impact on the
Trust.

To ensure that annual financial plan is consistent with financial strategy.
To scrutinise the Trust budget prior to approval by the Board.

To review the capital programme in line with the financial plan.

To review the activity plans in line with the financial planning assumptions.

To review quarterly financial performance before submission to Monitor / NHS
Improvement

To assess the impact of financial performance on the Financial Services Risk Rating

Oversee implementation of service line reporting
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Harrogate and District NHS

NHS Foundation Trust

e To review service line information, profitability of service lines and the impact of activity

delivery on financial performance

¢ To undertake any relevant matter as requested by the Board of Directors

4. Audit Committee

The Audit Committee will maintain full oversight of the Annual Accounts process and
also Treasury Management policy, as well as areas such as SFIs which are part of the

Trust’s system of control.
5. Membership

The core membership comprises:

Title Deputy Attendance
Mrs Maureen Taylor, Non-Executive Director (Chair) n/a Full

Mr lan Ward, Non-Executive Director Full

Mr Chris Thompson, Non-Executive Director Observer
Mrs Lesley Webster, Non-Executive Director Full

Mr Jonathan Coulter, Director of Finance Full

Mr Robert Harrison, Chief Operating Officer Full

Mr Paul Nicholas, Deputy Director of Performance and Informatics Full

Mr Jordan McKie, Deputy Director of Finance Full

Mrs Catherine Gibson — Corporate PA (Admin support) Full

Ad hoc attendance may be by invitation of the Chair.

6. Quorum

Quorum will be 3 members of the Committee, with at least 2 Non-Executive and 1

Executive Director at each meeting.

7. Administrative support

Admin support will be provided by Mrs Catherine Gibson, Corporate PA
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8. Frequency of meetings
The Committee will meet 6 times per year.

For 2016/17 these meetings will be in April, June, September, October, December and
February.

Additional meetings may be scheduled if necessary and agreed by the Chair of the
Committee.
Minutes will be reported to the Board of Directors and copied to the Audit Committee.

9. Date

January 2017
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	P1 text 5: These are our objectives for 2016-2018
Better health outcomes: 
To ensure that our services provide effective and safe treatment and care that is sensitive to people's personal and cultural needs as well as appropriate to their clinical condition.
Improved patient access and experience: 
To seek effective feedback about the experiences of people with protected characteristics who use our services in order to improve access and experience, and improve staff awareness and communications about equality.
A representative and supported workforce:
To utilise the workforce equality group to deliver action plans focused on improving the availability of workforce equality information to assess our progress towards ensuring we have a representative and supported workforce.
Inclusive leadership:
To ensure that Trust leaders have the right information and skills to promote equality within and beyond the organisation and to support their staff to work in a fair, diverse and inclusive environment.

	P1 text 6: We have reviewed services, workforce data and other evidence for our latest EDS2 self-assessment. We have evidence of good results from the A&E, Inpatient and Maternity National patient experience surveys, the National Staff survey and other local audits, and there is some useful evidence about the protected groups. We have reflected mainly on the 0-19 service, Specialist Children's service, Community Dental service, Maternity, Learning Disabilities and Business Planning, as relevant examples of services, but with examples from other services where relevant. We feel we have confidence to indicate improvement with several outcomes this year.
	P1 text 4: Stakeholders invited to event to share progress with equality objectives and to discuss and agree EDS2 grading include:
Healthwatch
HaRD CCG
HDFT Stakeholder Equality Group - includes Patient Voice Group and Public Governor representatives
HDFT Workforce Equality Group
Harrogate and Ripon CVS
Harrogate Borough Council
North Yorkshire Equality and Diversity Strategic Partnership

	P1 text 3: Dr Sylvia Wood, Deputy Director of Governance (sylvia.wood@hdft.nhs.uk)
	P1 text 2: Jill Foster, Chief Nurse
	P1 text 1: Harrogate and District NHS Foundation Trust
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	Radio Button 1: Choice3
	Check Box 11: Yes
	Check Box 12: Yes
	Check Box 13: Yes
	Check Box 14: Yes
	Check Box 15: Off
	Check Box 16: Yes
	Check Box 17: Yes
	Check Box 18: Yes
	Check Box 19: Off
	P2 text field 6: Healthy Child Programme and Specialist Children's Services - offered to all children and young people regardless of disability.  Now have parent, governor and lay membership as part of a service development group. Improved access to telephone interpreter service. Relocated therapy and paediatric clinics to provide better environment. Review and evaluate our work to ensure our service meets the needs of children, young people and their families/ carers and makes most effective use of resources. 
Business Planning uses Office of National Statistics and patient demographic data to develop the annual business plan, and the Trust assesses future needs as we develop services.
Learning disabilities liaison nurse links with local user groups to gather feedback and discuss service development. Service users on Trust groups. 
Work in Radiology, SROMC to improve design and delivery of services for vulnerable groups. Community Pharmacy providing home visits for disabled.
Results of CQC inspection for effective and responsive "good"
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	Check Box 21: Yes
	Check Box 22: Yes
	Check Box 23: Yes
	Check Box 24: Off
	Check Box 25: Yes
	Check Box 26: Yes
	Check Box 27: Yes
	Check Box 28: Off
	P2 text field 7: Healthcare is designed around individual risk assessments and screening e.g. VTE, sepsis, dementia, maternity etc in order that care is planned to meet specific needs. 
Work undertaken to implement the Accessible Information Standard, and improve access to facilities for people with hearing impairment and visual impairment, and people with learning disabilities. Started work to improve care for trans-gender people.
Evidence does not suggest any failure to assess and meet health needs associated with protected characteristics or disadvantaged groups. Supported by CQC inspection results for responsive and effective being "good".
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	P2 text field 8: Specialist Children's Services have transition pathways to support children with special educational needs and/or disabilities who are transitioning from pre-school to school and have ongoing health needs. 
We ensure that families in the Military are seen within five working days of us becoming aware of the transfer in. 
There is an effective process for transitioning care between Community Midwives, the Hospital Maternity service, and then Health Visitors. Feedback from maternity FFT is above national average from all touch points with no comments about poor transition.
Improvement work has focused on transitions and care pathways.
There are transition clinics for children with diabetes, and joint working between adult and paediatric critical care.
Progress supported by CQC inspection report for effective and responsive care being "good".
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	P2 text field 11: Healthcare is designed around individual risk assessments and screening e.g. VTE, sepsis, dementia, maternity etc in order that care is planned to meet specific needs and to reduce risks. Incidents and errors are reported using Datix and learning from incidents prioritised. Participation in clinical audits focuses on evaluating practice against standards. 
Significant progress with staff awareness and training for MCA. 
LD acute liaison nurse now in post to educate and support our staff delivering care and treatment to patients with LD.
There is no evidence to suggest that people with protected characteristics fare less well than others in relation to safety.
However - currently no nurse lead for dementia, and limited resource for adult safeguarding. The overall result for the Trust for the safe domain in the CQC inspection was "requires improvement". The inspection report highlights a good reporting culture with feedback and lessons learned shared across different service areas. Issues related largely to staffing, although acknowledged steps had been taken to reduce risk and impact on patient care. 
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	P2 text field 10: Community dental service provide targeted programme of oral health promotion to encourage vulnerable individuals, groups and communities to maintain and improve their oral health. The service  now commissioned to train a range of Health professionals and key workers to give oral health advice to "at risk" high need groups.
Screening programmes for bowel cancer and 0-19 service have taken steps to ensure effective access to screening and immunisation for people with mental health conditions and learning disabilities.
Teenage Pregnancy service includes breast feeding information, advice and support. Implementing the BFI. Accident prevention, working group with Public Health and Prevention services, developing a 0-5 pathway and strategy to reduce the number of avoidable injuries. 
CQC inspection results for effective and responsive care "good". 
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	P2 text field 12: People, carers and communities are able to readily access health care services via their GP and onward referral to secondary care provider (HDFT) and are not denied access on unreasonable grounds to services. Services are offered to all relevant people - decisions based on individual need
Work to ensure members of the Armed Forces are not disadvantaged by moving.
Supported by CQC inspection report for responsive "good"
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	P2 text field 15: Trust performed significantly better than average for several relevant questions within the National A&E Survey 2014, National Maternity Survey 2015, National Inpatient Survey 2015, no significant difference for others. No questions for which we were significantly worse than average. 
Acute Liaison Nurse provides 1:1 support to people with LD to encourage understanding and involvement in decision making. Training delivered on the application of the MCA with patients with LD, and advice and support offered to clinicians making best interests decisions for people with LD.
CQC inspection report for caring - outstanding
	Radio Button 8: Choice3
	Check Box 83: Yes
	Check Box 84: Yes
	Check Box 85: Yes
	Check Box 86: Yes
	Check Box 87: Off
	Check Box 88: Yes
	Check Box 89: Off
	Check Box 90: Yes
	Check Box 91: Yes
	P2 text field 14: Disaggregated evidence is available for National A&E Survey 2014, National Maternity Survey 2015 and National Inpatient Survey 2015. Equality monitoring questions in use within local patient surveys since December 2015. Whilst difficult to drawn any clear conclusions about the experiences of people within protected groups compared to the general population, no evidence to suggest they do not fare well. Patient satisfaction at HDFT is generally high and we are starting to build a better evidence base for this. Patient satisfaction at HDFT is generally high and we are starting to build a better evidence base for this. 
FFT feedback in 2015/16 from over 10,000 inpatients, 31,000 outpatients, 3,500 patients who attended the Emergency Department and more than 8,500 rehabilitation and therapy patients. Positive responses compare favourably with the national average. Easy Read FFT feedback from inpatient stays where the patient is flagged as having a learning disability were 81% positive Q3 2016/17.
Specialist Children's Services designed child friendly FFT feedback cards. Feedback is overwhelmingly positive. 
CQC inspection report for effective and responsive "good" and Caring "outstanding"
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	P2 text field 13: Information leaflet "Making Experiences Count" is available in all areas and the information is accessible from the Trust website. The leaflet highlights how to access the information in other formats or languages, and both the leaflet and website highlight the PET team contact details including minicom contact number to assist people to report a complaint. 
100% of complaints are acknowledged within 3 days as stated in the NHS Constitution, and although we have no evidence of complaints associated with protected characteristics, this implies protected characteristics fare as well as the general population in relation to initial complaint response. 
People who complain/raise concerns are encouraged to contact the PET if any concerns about the process. No formal analysis of this feedback but nothing to suggest people feel complaints are not handled respectfully and efficiently. Annual survey to seek feedback from a random sample of people who have used the MEC service - results awaited.
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	P2 text field 24: In addition to evidence from previous assessment:
Made arrangements to enable young people with protected characteristics to do work experience placements.  
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