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1. CHAIRMAN'S WELCOME

It is a pleasure and a privilege to introduce the Annual Report and Accounts for the
financial year 1 April 2017 to 31 March 2018. | took up my appointment as Chairman in
November 2017 following on from Sandra Dodson who had been Chairman for nine
years. | would like to pay tribute to Sandra’s extremely effective leadership of the Trust
and thank her for her support in introducing me to the role.

The Annual Report gives us an apportunity to reflect an the last financial year and to
look ahead to our priorities for 2018/18. Itis an imporiant element of our accountahility to
our members and others we serve. | hope that you will find the contents interesting and
informative. YWe are always pleased to receive feedback and suggestions for how we
can improve.

Harrogate and District NHS Foundation Trust is a values-led Trust. We completely
embrace our values of ‘Responsible, Passicnate, Respectful' and would wish everyone
who has contact with our services and teams to feel that you have been treated in
accordance with our overarching aim of "You Matter Most'. | have been extremely
impressed with the great care and professionalism shown by members of staff. They are
tremendously hardworking as demonstrated by the way we continued to maintain high
standards throughout the pressures of winter. One of my more happy duties is to present
Making A Difference Awards to individuals and Team Of The Month Awards to teams
who have gona the axtra mile to ensure that the Trust lives up to these values. They are
proud and enthusiastic about their considerable achievements.

| would like to thank the Board of Directars for their leadership of the Trust during a year
which has presented a number of challenges, and in particular Mr Neil McLean, who left
us on 30 April 2018 after three years of excepticnal service to the Trust. We are all most
grateful to the Council of Governors for their oversight of the work of the Board and their
fantastic support for the worl of the Trust. They provide a wital link with our Foundation
Trust Members who are very generous with their comments, suggestions and feedback.

| cannot commend enough the individuals and teams who work and volunteer for the
Trust — they are all amazing.

Dr Ros Telcher, Chief Executive, has provided an overview of the Trust's performance
and a wider introduction to this Annual Report. We are also taking this cpportunity to
highlight plans we have for the future which will build on our commitment to improve the
heaith and wellheing of children and young people, enhance safety for patients and
further our commitment to Excellence Every Time.

Mrs Angela Schofield

Chairman

Harrogate and District NHS Foundation Trust
23 May 2018
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2. CHIEF EXECUTIVE’S INTRODUCTION

I'm delighted to introduce our 2017/18 Annual Report. Everyone at Hamogate and
District NHS Foundation Trust {HDFT) wants pecple who use our services to feel safe,
to be treated with dignity and compassion and to have an excellent outcome. HDFT staff
work tirelessly to live up to our “You Matter Most’ pledge and ensure care and services of
the highest quality. This report summarises our achievements and challenges over the
past 12 months, our ambitions for 2018/12 and describes a litle of the context in which
we have operated. It also includes our Quality Account, which | commend to you as a
fabulous representation of aur approach to guality and cur improvement priorities.

The past 12 months have been described as the most challenging year in the NHS's 70
year history. The continued financial squeeze in all sectors, coupled with growing levels
of demand, has culminated in unprecedented occupancy rates in hospitals and a steady
decline in financial and operational performance. A shortage of qualified staff to fill
impertant rales, and the impact of Brexit, has compounded this position.

| am immensely proud of the outstanding care provided by colleagues in our hospital
and community services throughout the year, made al! the more remarkable in the face
of these challenges.

Once again HDFT has delivered all four of the key national operational performance
standards including the ARE 4-hour access target, the national 18 week referral to
treatment time, the national cancer 62 day waiting time and the cancer diagnostic waits.
The Trust's year end surplus of £1.1m is some £4.5m less than planned. A number of
factors contributed to this position, the most significant of which was the requirement for
additional staffing to ensure a safe level of care in our hospital services. This is a further
reflection of the Trust's ongoing commitment to sustain high quality care.

As in previous years, the annual NHS Staff Survey ranked the Trust in the top group
nationally and the feadback we have from patients — in naticnal surveys and the ‘Friends
and Family Test' remains excellent. Qur Children's Community Services have also
performed extremely well, ensuring that children and families are supported and achieve
the best possible start in life.

The past 12 months have been important to us in other ways too. Working in partnership
with other providers, commissioners, GPs and local authorities is ever more important as
we strive to offer joined up, resilient services. HDFT is part of the West Yorkshire and
Harrogate Health and Care Partnership and the West Yorkshire Association of Acute
Trusts through which we are working on a range of initiatives designed to improve
quality, sustainability and more integrated care.

HDFT is unusual in having a large portfolic of Children’s Community Services and we
have enjoyed further success in bidding for additional services to deliver our successful
Healthy Child Programme. | am particularly proud of the HDFT Youth Forum and the
work it is doing to help us drive continual improvement.

At the start of the year we commenced exploring the benefits of creating a new, wholly-
owned subsidiary company to run our estates and facilties management {(E&FM)
services. This culminated in the creation of Harrogate Healthcare Facilities Management
which took over our E&FM work, and all of the staff providing those services at the end
of the year. Having a standalone company dedicated solely to the provision of
outstanding services to the Trust is already benefiting patients.
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Our Quality Charter is now entering its third year. We already have more than 200
bronze, silver and gold Quality of Care Champicns and have made dozens of 'Making a
Difference’ awards as well as a monthly ‘Team of the Month® award. In June 2017 we
hosted our first Quality Conference which was immensely successful, setting the bar for
further annual events.

In November 2017 we welcomed our new Chairman, Angela Schofield. Angela is
already bringing her wealth of experience in working in the NHS and driving service
improvements to bear, helping us to make the right decisions and keeping the focus of
the Trust Board firmly on the wellbeing of cur patients and our staff.

The year ahaad will present ongoing challenges and cpportunities for new ways of
working. The population for whom we provide hospital services is older than the national
average — indeed almost one in twelve of those admitted is aged over 85. Pepple aged
aver 85 stay on average 50 per cent longer in hospital after being admitted, when very
often they would prefer to be at home or in another environment. We will continue
working with partners in Harmrogate to help develop enduring alternatives to
hospitalisation.

Finally, | would like to pay tribute to the people who make our ambition for Excellence
Every Time a reality for peopie in our care, day in, day out. My thanks go out to staff in
all of our community and hospital services in whatever capacity they contribute. Thanks
are also due to our Non-Executive Directors and Governors who have helped, supported
and challenged constructively throughout the year.

Dr Ros Tolcher

Chief Executive

Harrogate and District NHS Foundation Trust
23 May 2018
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3. PERFORMANCE REPORT
3.1. OQOverview of Performance

3.1.1. Introduction

The Performance Report provides information about Harrogate and District NHS
Foundation Trust (the Trust), the Trust's cbjectives, strategies and the principle risks that
the organisation faces. This overview section will help readers to understand the Trust,
its purpose, key risks to achievement of objectives and details about how the
organisation performed during 2017/18.

3.1.2. Brief History of Harrogate and District NHS Foundatlon Trust and Its
Statutory Background

Harrogate and District NHS Foundation Trust {the Trust) was founded under the Health
and Social Care {Community Health and Standards) Act 2003 and authorised as an
NHS Foundation Trust from 1 January 2005.

The Trust is the principal provider of hospital services to the population of Hamogate and
surrounding district, and also provides servicas to north and west Leeds representing a
catchment population for the acute hospital of approximately 720,000, In addition, the
Trust provides some community services across MNorth Yorkshire {with a population of
400,000% and provides Children's Services to North Yorkshire, County Durham,
Darlington, Stockion-On-Tees, and Middlesbrough which represents a total population of
1.4m.

Harrogate District Hospital has an Emergency Department, extensive outpatient
facilities, an Intensive Therapy Unit and a High Dependeancy Unit, a Coronary Care Unit,
plus five main theatres and a Day Surgery Unit with three further theatres. The Sir
Robert Ogden Macmillan Centre (SROMC) provides assessment and treatment, for the
diagnosis and treatment of patients with cancer. Dedicated purpose built facilittes are
also provided on site for Cardiology, Endoscopy, Pathology, Pharmacy, Radiology and
Therapy Services, as well as a Child Development Centre, Stroke Unit and Women's
Unit. The Trust provides Maternity Services with an Antenatal Unit, central Delivery
Suite, Special Care Baby Unit (SCBU) and Post Natal ward, togsther with an Eary
Pregnancy Assessment Unit. The Lascelles Neurological Rehabilitation Unit provides
care Tor inpatients with a range of neurclogical conditions and brain injuries.

Ripon Community Hospitai has an inpatient ward and Minor Injuries Unit, and offers a
range of cutpatient services to the communities of Ripon and the surrounding area.

The Trust also acts as the first contact for access to more specialist services through
alliance based working with neighbouring hospitals. These extended services are
pravided by visiting consultants, or alternatively, by the patiant travelling to hospitals in
York or Leeds. The range of hospital services that are provided in partnership with York
Teaching Hospital NHS Foundation Trust (YTHFT) include Breast and Cervical
Screening, Dermatology, Ear Nose and Throat (ENT), Neurophysiolegy, Non-Surgical
Oncology, Ophthalmeolegy, Oral and Magillofacial Surgery, Orthodontics, Renal
Medicine, Rheumatology, Urclogy, Vascular Services and a Satellite Renal Unit. The
renal unit is managed by YTHFT, but provided at a facility on the Harrogate District
Hospital site.



In addition, the Trust has a number of established clinical links with the Leeds Teaching
Hospitals NHS Trust {LTHT). These include Coronary Heart Disease, Neurology, Plastic
Surgery, Specialist Paediatrics and access to specialist Cancer Services. Links have
also been strengthened with commissioners in Leeds, providing further services in
Orthopaedics and General Surgery and an ouipatient clinic for ENT services at
Chapeltown Health Cantre.

Further outpatient outreach clinics are held at Wetherby Primary Care Centfre and
Yeadon Health Centre for the specialities of Dermatology, Gastraenterology, General
Surgery, Gynaecology, Matemnity, Neurology, Paediatrics, Respiratory. Rheumatology,
Urology, and Vascular clinics. Endoscopy and Gastroenterclogy services are provided at
Wharfedale General Hospital. An additional outreach clinic facility operates at
Alwoodley Medical Centre which includes the specialties of Audiology, ENT, General
Surgery, Gynaecology, Orthopaedics, Rheumatology and Urology clinics. There is also
a dedicated Radiology service providing plain film x-ray and uitrasound services to
support the above menticned clinics, as well as providing GFP Direct Access for the
surrounding practices.

Patient choice is an important part of the NHS Constitution and patients from
surrounding areas regularly cheose Hamogate for their care. The Trust will continue
working in partnership with Clinical Commissioning Groups to expand secondary care
services and meet this demand.

The Trust also provides a range of community services in Harrogate and the local area
as well as across North Yorkshire and Leeds. Our dedicated and experienced staff, who
are based in the communities they serve, offer expertise across a variety of disciplines
and work closely with GPs, hospital based staff and other healthcare professionals to
provide a high quality of care. Services include:

Community Podiatry Services;

District and Community Nursing;

Health Visitors;

GF Out of Hours Services;

Infection Prevention and Control/Tuberculosis Liaison Services;
Minor Injury Units;

Clder People and Vulnerable Adults Services;

Safeguarding Children Services;

Salaried Dental Services; and

Specialist Community Services.

The Trust provides Children's Services in County Durham, Darlington, Middlesbrough
and Stockion-On-Tees, making it the largest provider by gecgraphical area of such
services in the country. These are universal services where the needs and voice of
children, young people and families are at the core of the service that will identify and
address need at the earliest opportunity, recognise and build on the strengths that are
within individuals to enable them to be part of the solution to overcome challenges and
icdentify and develop resources within communities so that children, young people and
families have access to support when and where they need it.

In February 2018 the Trust established a whelly owned subsidiary company; Harrogate
Healthcare Faciliies Management Limited (company number 11048040). The company
pravides estates and facilities services to the Trust.
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3.1.3. Purpose and activities of the Trust

The Trust's vison is to achieve ‘Excellence Every Time' for patients and service users,
with the organisation's mission staterment to be an exceptional provider of healthcare for
the benefit of our communities, our staff and our partners,

In order to achieve our mission and vision the Trust has set out three key strategic
objectives:

» To deliver high quality care;
e To work with our partners to deliver integrated care; and,
e To ensure clinical and financial sustainability.

These complement the Trust's key Quality Priorities which are set out in the Quality
Account contained within this Annual Report at Section 5.0.

The Trust recognises the need to work with partner organisations across the patch
through alliances and networks to achieve these key strategic objectives. The Trust's
primary partners include:

= Woest Yorkshire and Harrogate Health and Care Partnership (HCP);

« West Yorkshire Association of Acute Trusts (WYAAT);

= Clinical Alliances with York Teaching Hospitals NHS Foundation Trust (YTHT) and
Leeds Teaching Hospitals NHS Trust (LTHT?;

» QOrganisations in the Harrogate ‘place’, including Harrogate and Rural District CCG
{HaRD CCG);

e Local Provider collaboration with other providers including Tess Esk and Wear Valley
NHS Foundation Trust (TEWV) North Yorkshire County Council (NYCC), and the
local GP Federation; and,

» Harrogate Healthcare Facilities Management Limited (the Trust's wholly owned
subsidiary company providing estates and facilities services).

The Trust continues to seek to expand its catchment population into North Leeds, across
North Yorkshire and, in relation to community children’s services, into the North East of
England in County Durham, Darlington, Middlesbrough and Stockton-On-Tees, and in
addition from July 2018 in Sunderland and Gateshead.

3.1.4. Strategic Risks

The Trust records strategic risks to the organisation in the Board Assurance Framework
(BAF} and operational risks to the organisation on the corporate risk register, both of
which are reviewed by the Board manthly in outline and quarterly in detail.

Curing 2017/18 the strategic risks identified on the BAF included risk of:

Lack of medical, nursing and clinical staff;

High levels of frailty in local population;

Failure to learn from feedback and incidents;

Standards of care and the organisation's reputation for quality fall because quality
does not have a sufficient priority in the Trust;

« Failure to deliver integrated models of care;

Misalignment of strategic plang;

s » ¥ @
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Service sustainability;

Failure to deliver the Cperational Plan;

Breaching the terms of the Trust's Licence tc operate from NHS Improvement;
External funding constraints:

Lack of fit for purpose critical infrastructure; and

Insufficient senior leadership capacity.

The risks on the corporate risk register for 2017/18 and going forward relate to the:

» Risk to the quality of service delivery in Medicine due to gaps in rotas following the
Deanery allocation process;

» Risk to service delivery due to the lack of experienced registered nurses due to
national labour market shortage;

= Capacity to support timsly discharge for community ready patients:

Risk of financial deficit and impact on service delivery due to failure to deliver the
Trust annual plan by having excess expenditure or a shortfall in income:;

« Risk of patient harm as a result of being lost to follow-up as a result of cumrent
processes;

= Risk of patient harm as a result of being lost to follow-up as a result of historic
Processes;

» Risk to provision of service and not achieving national standards in cardiology due to
potential for lab equipment breaking down:

= Risk to patient safety, quality, experience, reputation, staff well-being due to reduced
capacity in the community care teams;

» Risk to quality of care due to lack of capacity in the acute and community services to
meet anticipated increased demand during winter months;

* Risk of inadequate antenatal care and patients being lost to follow-up due to
inconsistent process for monitoring attendance at routing antenatal appointments in
the community;

» Risk to service delivery due to failure to have sufficient cash to support the capital
programme including replacement of equipment due to delay in payment from
commissioners or shorifall in delivering the financial plan; and,

» Risk of harm to the quality of the service due to staff shortages in ophthalmology
clinics.

The BAF is reviewed by the Board of Directors, Audit Committee and the Trust's
Corporate Risk Review Group to ensure appropriate triangulation of issues across the
organisation. The Board's committees carry out 'deep dives' into individual areas of
responsibility to ensure that the strategic risks are mitigated as far as possible, and that
gaps in assurance and control are identified. In addition the Board undertakes a 'deep
dive’ on sirategic risks at its development days to ensure appropriate oversight and
understanding of the internal and external environment, and its impact on the Trust.

3.1.5. Going Concern Disclosure
After making enquiries, the Board has a reasonable expectation that Harogate and
District NHS Foundation Trust has adequate resources to continue in operational

existence for the foreseeable future. For this reascn, they continue to adopt the going
concern basis in preparing the accounts.
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3.2. Performance Analysis

The Board of the Trust has agreed a suite of key performance indicators which are
monitored on a monthly basis through the ‘Integrated Board Report. This report brings
together measures related to quality, aperational performance and finance. It includes
measures of operational performance which the Trust is required to report to NHS
Improvement, NHS England and Harrogate and Rural District CCG.

In addition the Board has agreed a suite of strategic key performance indicators which
are reported and considered on a bi-annual basis. These strategic key performance
indicators include measures focused on high quality care, working with partners, clinical
and financial sustainability and regulatory compliance. They have been mapped to the
BAF in order to further support the Board in seeking assurance on achievement of the
Trust's strategic objectives.

3.2.1 Regulatory Ratings

The Trusts regulatory performance against NHS improvement's {NHSI) Single
Cversight Framework from April to September 2017 was Green in all categories in line
with risk ratings contained in the Operational Plan. In quarter three and quarter four,
HDFT's performance was below the required level for two of the four key operational
performance metrics; the A&E 4-hour standard and the 18 weeks standard. However the
Trust achieved all four standards for the overall year 2017/18.

No formal regulatory action has been taken or is plannad. The Trust continues to have
robust measures in place to monitor performance and quickly address areas of concem.
The table in Section 4.5 indicates the Trust's regutatory ratings for 2017/18.

3.2.2 Performance Summary of 2017/18

The Trust achieved all applicable Cancer Waiting Times standards for each quarter of
2017/18, with the exception of the 2 week wait standard for breast symptomatic patients
where the Trust was below the 90% standard in quarter four,

Overall Trust performance against the A&E (Emergency Depariment) 4-hour waiting
time standard was above 95% for seven out of 12 months throughout the year and was
above 958% for the year overali. However, sustained delivery of this standard remained
challenging over the winter period.

There was one ambuiance handover delay of over 60 minutes reported in 2017/18 (sight
the previous year} and 85 handover delays of over 30 minutes (104 the previous year).
Emergency Department attendances were 4.4% higher than for the same period last
year.

Activity levels at the Trust have increased during 2017/18. Elective (waiting list)
admissions were 2.5% higher in 2017/18 when compared to 2016/17 and non-elective
admissions increased by 3.2%. Qutpatient attendances remained static with a total of
283,000 outpatient attendances in 2017/18.

The Trust reported seven cases of hospital acquired Clostridium Difficile in 2017/18,
compared to 29 in 2017/18. Root Cause Analysis (RCA)} results indicated that four of
these cases were not due to lapses in care, and therefors, these would be discounted
from the Trust's ftrajectory for 2017/18. Root cause analysis have not yet been
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completed for three cases. No cases of hospital acquired MRSA (Methicillin-resistant
Staphylococcus aureus) were reported in 2017/18.

The following table demonstrates the Trust's performance against the key indicators for
each quarter in 2017/18:

indicator description Target | Q1 Q2 Q3 Q4 | 201718
Referral to  Treatmant |
Times admitted pathways | >=92% 91.9%

{% within 18 weeks)

Diagnostic waiting times -

=000
maximum wait of 6 waeks =29t

A&E: Total time spent in

=] o, o
ARE is less than 4 hours | o0 % 94.9%

Cancer - Maximum waiting
time of 14 days frem urgent
GP referral to date first | >=93%
seen for all urgent suspect
cancer referrals (%"
Cancer - maximum waiting
tme of 14 days for
symptomatic hreast | »=93%
patients {cancer not initially
suspected)”

Cancer - 31 day wait for
second or subseguent | >=94%
treatment: Surgery®

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

»==08%

Cancer - 31 day wait for
second or  subsequent | >=84%
treatment: Radiotherapy*

Cancer - Maximum waiting
time of 31 days from
diagnosis to treatment for
all cancers (%)

»=06%

Indicator description Target Q1 Q2 Q3 Q4 | 201718

Cancer - 62 day wait for first
treatment from urgent GP
referral  to  freatment:  all
CANCers

==83%
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Cancer - 62 day wait for first
treatmeant from consultant
sCreening  service referral:
all cancers*

Clostridium difficile — cases | <=12
due to a lapse in care| cases

>=90%

{cumulative) in year
Community services data i
completeness - RTT | >=50%
information

Community services data
completeness - Referral | ==50%
infomation

Community services data
completeness - Treatment | >=50%
activity information

3.2.3 Performance 201718

The Trust completed 2017/18 with a Financial Use of Rescurce Rating of three and a
Green Governance rating, in line with NHSI’'s Single Cwversight Framework. n 2018/18
the Trust aims to achieve a surplus of £4m and to maintain the current level of
performance against the performance targets as laid out in the framework. The sumlus
relates to the achievement of an underlying breakeven position, supported by
Sustainahility and Transformation funding.

The Trust will begin the year with a rating of three with a plan to return to a rating of one
by the end of the financial year and has detailed in its Cperaticnal Plan to NHSI, the
ways in which this will be achieved. The five year Strategic Plan also detzils the longer
term organisational strategy, as well as the strategic cpportunities and risks for the
Trust.

3.2.4 Detailed analysis development and performance of the Trust
3.2.4.18igniflcant Developments during 2017/18

In ling with the Trust's Operational Plan for 2017/18, the significant developments over
the last 12 months can be summarised as follows.

Development of Community Children’s Services

The Trust is now the largest provider of community children’s services in the country
following successfully securing contracts across the North East of England in 2017/18,
the most recent in Stockton-On-Tees, Gateshead and Sunderland. During 2017/18 the
key focus was on successfully mobilising these services to ensure their safe transfer to
the Trust.

The acquisition of these community children’s services has given the Trust the ability to
manage services at scale with the apportunity to implement transformational worlke and
shared leaming across contracts. Work will continue in 2018/19 to build on the
implementation of the delivery modet across the new contracts in Stockion-On-Tees,
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Gateshead and Sunderland as well as continue to engage with our commissioners for
our other 0-19 Children’s Services contracts to continue to deliver high quality services.

Acute Services

In relations to hospital services the Trust has successfully appointed to Consultants
posts in Acute Medicine, General Surgery, Anaesthetics and Radiology. Work has
continued to support the development of new roles e.g. Advanced Nurse Practitioners,
Associate Nurses, Apprenticeships for Health Care Assistants and Physician Associates.

West Yorkshire and Harrogate Health and Care Partnership

The Trust is part of the West Yorkshire and Harrogate Health and Care Partnership
(HCP) which is built up from the work of the six health and care economies in West
Yorkshire and Harrogate. As part of the HCP the vision for Yest Yorkshire and
Harrogate is for everyone to have the best possible outcomes for their health and
wellbeing.

Closer partnership working is at the very core of the HCP and the Trust continues to be
actively engaged with our partners across the region.

During the year a draft Memorandum of Understanding was developed to strengthen
joint working arrangements across the HCP and to support the next stage of
development. The Memaorandum of Understanding builds on the existing parinership
arrangements to establish more robust mutual accountability and break down barriers
between each separaie organisation.

The HCP attracted additional funding for cancer diagnostics, diabetes and a new child
and adolescent mental health unit during 2017/18, as well as developing a strategic
case for change for stroke from prevention to after care and are identifying and treating
people at high risk of having a stroke.

WY&H  Enabling

Freventian at
Sraic

Arule Care
Lrolkaboratior:

Slandardisation
of
(OIS 51 QI T
— Elaciive
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West Yorkshire Association of Acute Trusts (WYAAT)

Complementing and working closely with the HCP is the West Yorkshire Association of
Acute Trusts, which is an innovative collaboration bringing together the NHS Trusts who
deliver acute hospital services across West Yorkshire and Harrogate. The Trust is an
active member of this network.

The WYAAT has a joint work programme focussed around four clear work streams:

e« Specialist services — a review of the way some of the specialist services are
deliverad and whether these could be provided in a better way.

e Clinical standardisation and networks — looking to standardise the way organisations
work across trusts to reduce variation and duplication.

e Clinical support — reviewing pathclogy, radiclogy and phammacy systems and
processes to idantify benefits of working together and in the same ways.

= Corporate services — looking at back office functions to share leaming and identify
any benefits of bringing together ways of working, teams and services.

Within the WYATT programme, the Trust has focused on a number of initiatives across a
range of different areas. It is recognised that in order to remain a sustainable
organisation, the Trust needs t¢ work in partnership with other provider trusts to deliver
new models of working and financial efficiencies. In addition there may be occasions
when there is a need to provide support to other WYAAT Trusts that impacts upon the
Trust position but improves the quality, performance or safety of the collective. Equally
there may be occasions when the Trust benefits from support in this way from other
WYAAT Trusts. A summary of the key work streams which were taken forward during
2017/18 are detailed below:

. Explating the petendial to divillop an eective

El |'1."!'I Wi Coate EI::nnu- st HDFT o l_up-pnfiﬁn. d.uilmar [}
elocive enhopasdic bo poroas the HO

l:-r'J.'|r‘| DPEJ' t._:d"_ y :ﬂlr&“mlm repainating MHS wark fmm the
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Warking collabarniiegly with nal uring MHS
v : Trusté tQ enewrn auatainataiiby of ur sbnices
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Harrogate PLACE

The Trust has worked closely with Harrogate and Rural District CCG {HaRD CCG) to
ensure that organisations within the local health economy can continue to provide high
quality services within agreed financial resources. Both organisations recognise the level
of financial challenge that this presents but are fully committed to working together to
meet this objective. Discussions have been ongoing regarding the development of an
‘Aligned Incentive Contract” {AIC) ensuring that we live within our agreed level of
resources. A contract variation has been signed to this effect and came into effect from 1
April 2018.

The following principles have been agreed with HaRD CCG as follows:

e Sustainability of both HaRD CCG and the Trust, both financially and clinically;

= A reduction in the cost of healthcare provision for the Harrogate population;

« Delivery of the best possible outcomes within the resources available — delivery of
value far maney;

» Maximising the resource that is available to the Harrogate system, including provider
and commissioner sustainability funds;

« A commitment that any potential changes in service or pathway provision that
increase costs will be jointly discussed before any resource commitment is made;

» A joint effort to repatriate Harrogate activity that is currently delivered out of area ar
transfer patient activity from other CCGs inte Harrogate where this is bengficial to do
s0; and,

+ Efficiency in the contracting process and a focus of available staffing support
resources on delivering the clinical changes required.

Provider Collaborative

During the year the Trust became a founding member of the Provider Collaborative
which includes representatives from TEWY, NYCC and the Harrogate GP Federation
Yorkshire Health Network and is focused on developing a new collaborative model for
care outside of hospital.

The Provider Services Yision aspires to:

Have the person and community at the centre of services;

Design services around the needs of patients through an assets/strengths based
approach;

Support and champion community services, managers and staff:

Be realistic and ambitious in exploring how organisations can work together;

Meke joint working and leadership the norm rather than an exception or an initiative:
Recognise and address the very real pressures of service delivery in and around
Harrogate and the surrounding areas; and,

= Achieve Successful collaboration whilst maintaining each organisation's identity.
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The vison for provider services can be summarised as:

PROVIDER SERVICES VISioN Nl

Rt LN T

1
Sdlan Wiz ekird cdoe 1L

SUPPORT fervicry:

| EOT [NYCC}

| Frant door- CRCY Care B support (NTCE)
Francial Assestnmnt leans (NYGO)
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Podee Atk brlgame

Quality

The Trust is fully committed to high gquality care. The Quality Account, included within
this Annual Report at Section 5.0, details progress made on quality priorities during
2017/18 and outlines the agreed quality priorities for the coming year. The priorities for
quality improvement are agreed with staff and stakeholders and will have clear and
measurable targets, with performance against these monitored regularly through the
Trust's Quality Committee.

There is a governance and reporting framework in place to ensure that the Trust
continues to deliver its operational plans and targets, which include other quality
initiatives and indicators. Further detail about this is reported in the Annual Govermnance
Statement in Section 4.7 of this report.

3.2.4.20perating and Financial Review of the Trust

The income and expenditure position for the Trust for 2017/18 was a surplus of £951k.

The table below provides a high |level comparison of the income and expenditure account for
2017/18.

2016/M17 201718
actual actual
E000s £000s
| Income | 217,401 216,545
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Expenditure (213,713} | (215,594)

Surplus 3688 951

Income Generated from Continuing Activities

Total income from continuing activities for the year 2017118 was £199,637k.  This
represented 92.2% of total income for the year. An analysis of this income is shown

below:

Income from continuing activities
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Other Operating Income

{Other operating income totalled £16,958k during 2017/18. This represented 7.8% of

total income for the year and an analysis of this income is shown below:

Analysis of other operating income

= Fesaerch and devidopmant
mEduzallan and g

= Susialmabiliey and
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Cash
The Trust had a cash balance of £5.4m at the close of the financial vear.
NHSI Use of Rescurce Metric

The Trust received a Use of Resource Rating of three at the end of 2017/18. Financial
Risk is assessed on a scala of cne {low risk) to four (high risk).

Overall Financial Challenge 2018/19

In line with all NHS Providers, there will be significant financial chalienges to be faced in
2018/18, with key drivers being the availability of appropriate workforce and the
management of urgent care. As a local Hamrogate heaith community, we are currently
spending more on healthcare than is available, with the CCG recording a deficit in
2017/18 and forecasting a deficit into 2018/19 plans. We are working collectively across
the system tc manage financial rigk, including the agreement of an Aligned Incentive
Contract, in order to create a framework for the necessary difficult decisions and
prioritisation that will have to take place through the year.

The pricrity of the Trust and the Harrogate system is to deliver financial sustainability for
both organisations and principles have been agreed to this effect. This recognises that
the best way of meeting the overall significant financial challenges is to work
collaboratively to reduce the costs of healthcare for the local population.

The following table describes the risks within the 2018/19 financial plan:
ZMBNB P lenping fosEmonang
Analvsis of 1ENI Flan

T — R
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Further Details of the Trust's Strategic Plans

A range of actions are planned over the next few years to deliver the Trust's strategy.
Thease are contained within the Trust's Operational Plan far 2018/1% which can he found
on the Trust website (www.hdft.nhs.uk).

Approval by the Board of Directors of the Performance Report

This Performance Report has been approved by the Board of Directors of Harrogate and
District NHS Foundation Trust.

3.2.5 Environmental Matters

The Trust is committed to meeting the provisions in its carbon management program
which sets an ambitious target of reducing its carbon emissions by 30% from a 2010/11
baseline by 2020.

Reducing CO; emissions will not only meet harmful emission targets and help reduce
senvironmental damage, it also has the potential to deliver financial efficiency savings.
There is substantial evidence that carbon reduction initiatives also have a direct and
positive effect on health and wellbeing — particulady through increasing physical activity,
promoting a better diet, improving mentat health and wellbeing and reducing obesity.

A recent investment of £7 million in making Harrogate District Hospital more energy
efficient means that an estimated £625,000 per year for the next 25 years {a total of
£15,625,000) can be redirected to direct patient care. This invesiment facilitated an
overhaul of the hospital's facilities, thereby helping ensure that it is best placed to meet
patient needs into the future e.g. two of the original hospital inefficient steam beilers,
have been replaced along with new heating equipment across the site. The project was
completed in 2017 and in its first year of full operation energy consumption of both gas
and electrcity has significantly reduced together with the cormesponding COse. During
the year this project reduced the Trust's carbon emissions by 25%.

Additionally other non carbon energy fund sustainability initiatives included:

« Provision of additional cycle storage facilities at Harrogate District Hospital.

e Introduction of a lift sharing scheme for staff members at Harrogate District Hospital
and the Lascelles Unit. The scheme links drivers and passengers to free up spare
capacity and reduce CO2 emissions by sharing lifts and reducing the number of
vehicles on roads and the Trust's sites.

Procuremant

NHS Supply Chain, the organisation which supplies and contracts on behalf of the Trust
and other NHS organisations, reaffirmed its broad sustainability commitments for
2017418 include carbon, waste, ethics, responsibility and natural resources. Specific
examples of achievements during the year included a reduction in direct CO» emissions
from the NHS Supply Chain transport fleet {by 2.5% year on year), working with
suppliers to reduce the use of raw materials in product packaging, and supporting the
government's pledge to achieve sustainakble palm oil within food and other products.

The Trust's Sustainability Group has introduced processes around checking energy
ratings on targeted products such as fridges, whilst sustainability continues to be taken
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into account as part of the selection process for medical equipment. The Trust has also
started implementation of a theatre management stock module system, which when fully
implemented will reduce wastage in addition to achieving other benefits. In addition the
Trust's Equipment Group has recently introduced a sustainability section into
documentation that must be completed for all prospective purchases of medical
equipment

The Trust continued the roll cut of a desk top mailing service thus extending the range of
patient letters that are now being sent electronically to a service provider to distribute,
rather than being printed and mailed locally.

Food Waste

The Trust now has an established contractor for the recycling of fis food waste from the
Harregate District Hospital site.  The food waste is recycled to generate renewable
energy and power. In addition to this, it is also used to produce a high quality organic
based fertiliser rich in nutrients such as nitrogen, phosphate and potash.

With all food waste recycling handled in this manner, the Trust has an environmentally
friendly way of diverting this waste from landfill. A brief summary of Kw Hours of
electricity produced & total tonnes of CO2 displaced for the financial year ending 31
March 2018 can be found in the table below:

12 MONTHS ENDING 31 MARCH 2018
"QUARTER KW HOURS | TOTAL TONNES
| PRODUCED CO; SAVED

| One | 7861.86 13.39

| Two 90099.00 13.50

[Three 8221.50 14.01

| Four 9490.50 1847

| Total 34,672.86 57.07

Clinical and General YWaste

~ Waste 201617 201718
86.01
Recycling (tonnes) 151.28 _
tCOse 3.2 1.8
High Temp {tonnes) 301.28 371.21
recovery
tCCre 8.2 7.8
High Temp (tonnes) | 340.29 313.98
disposal
tCOqe 7 6.6
Landfill {tonnes) 18.55 67.92
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tCOse 4.5 16.5
Total Waste 801.40 836.12
{tonnes)
% Recycled
or Re-used 60.2% 54.68%
Total Waste tCO,e 229 32.7
Energy Usage
Resource 201617 2017/18
Use {(kWh) 28725280 27072950
(Gas g —_——
tCCe 5286 4982
oil Use {(kwh) 66208 144876
tCC.e 18 39.3
Coal Use {kWh) 0 #]
tCOqe ] 0
Electricity |— Use {(kWh) 5,268,113.90 3,695 906.50
tCC.e 544 380.7
Total Energy COze 5848 5402
Total Energy Spend £ 1,033,959 £ 1,014,969

3.2.6 Overseas Operations
The Trust does not have any overseas operations.
3.2.7 Social, community, anti-bribery and human rights Issues

The Trust has a significant profile in the local areas it serves and sees its community role
as impartant both as a health care provider and potential local employer.

The Trust has a popular education liaison programme supported by strong relationships
with local schools. The programme includes careers events, current NHS careers
information, advice and guidance and real life input inte the school curriculum.

Complementing the education liaison programme the Trust has a highly successful work
experience programme. During 2017/18 the Trust supported 115 work experience
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placements for students from local schools and colleges. The students, many of whom
are hoping to pursue careers in medicine, support staff with a range of activities both in
clinical and non—clinical areas.

During the year the Trust has developed a range of apprenticeship schemes. As at 31
March 2018 the Trust employs 35 apprentices, with plans to increase this during
2018/19.

We have a number of policies in place which cover social, community and human rights
matters. A process is in place to ensure that none of our policies have an adverse or
discriminatary effect on patients or staff. We continue to provide positive support to
people with a disability who wish to secure employment with the Trust through the
guaranteed interview scheme and comply with the two ticks requirements. Thaere are
policies in place which support staff who may become disabled during their employment.

The Trust's anti bribery and counter fraud arrangements are in compliance with the NHS
Counter Fraud Authority's Counter Fraud Standards for Providers. These arrangements
are underpinned by the appointment of accredited Local Counter Fraud Specialists and
the introduction of a Trust-wide Anti-Fraud, Bribery and Caorruption Policy.

The Trust's Audit Committee reviews and approves an annual counter fraud plan
identifying the actions to be undertaken fo create an anti-fraud culture, deter prevent,
detect and, where not prevented, investigate suspicions of fraud. The counter fraud
team also produces an annual report and ragular progress raports for the review and
consideration of the Finance Director and Audit Committea.

The Counter Fraud Team also completes an annual self-assessment of compliance
against the Counter Fraud Standards for Providers, which is reviewed and approved by
the Finrance Director prior to submission to NHS Counter Fraud Authority. The 2017/18
assessment was completed and submitted in March 2018 with an overall assessment of
green, confirming the Trust was compliant against the majority of standards.

3.2.8 Events since the end of the financlal year

There have been no significant events since the end of the financial year en 31 March
2018.

Signed

Dr Ros Tolcher
Chief Exacutive
Date: 23 May 2018
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4. ACCOUNTABILITY REPORT
4.1. Director’s Report

4.1.1 Directors 201718

The Directors of the Trust during the yvear 2017118 were:

Mr Jonathan Coulter Finance Director and Deputy Chief Executive

Mrs Sandra Dodson Chairman {Mon-Executive Director) (left 31/10/2017)

Mrs Jill oster Chief Nurse

Mr Robert Harrison Chief Operating Officer

Mrs Angela Schofield Chairman {Non-Executive Director) {(joined 01/11/2017)

Mr Phillip Marshall Director of Workforce and Organisational Development

ir Neil McLean Non-Executive Director (left 30/04/2018)

Ms Laura Robson Non-Executive Director (jained 01/09/2017)

Dr David Scullion Medical Director

Mrs Maureen Taylor Mon-Executive  Director and Chairman  of Finance
Committee

Wr Chris Thompson Nan-Executive Director, Vice Chairman and Chairman of
Audit Committee

Cr Ros Tolcher Chief Executive

Mr lan Ward Non-Executive Director and Senior Independent Director

Mrs Lesley Webstar Non-Executive Director and Chairman of Quality Committee

4.1.2 Company Directorships held by Directors or Governors

There are no company directorships or other significant interests held by Directors or
Governors that are considered to conflict with their responsibilities. Registers of Interests
for all members of the Board of Directors and the Council of Governors are held within
the Trust and continually updated. The Board of Directors' register is taken on a monthly
basis to the public Board of Directors meetings. The Council of Governors’ register is
taken to the Council of Governor meetings on a quarterly basis. Both registers are
available on the Trust website (www. hdft.nhs.uk) and on request fram the Foundation
Trust Office.

4.1.3 Accounting Policies

The Trust prepares its financial statements under direction from NHSI, in exercising the
statutory functions conferred on Monitor, in accordance with the Department of Health
Group Accounting Manual 2017/18 which is agreed with HM Treasury. The accounting
policies follow International Financial Reporting Standards (IFRS) to the extent they are
meaningful and appropriate to NHS Foundation Trusts.

4.1.4 Charitable and Political Donations

During 2017/18 no charitable or pelitical donations were made by the Trust,

4.1.5 Better Payment Code of Practice

The Better Payment Code of Practice requires the Trust to aim to pay all valid non-NHS
inveicas within 30 days of receipt, or the due date, whichever is the later.
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Year to 31 Year to 31
March 2017 Mumbers March 2018
53,867 Number of Bills Paid to Date 51,454
9,447 Number of Bills Paid in 30 Days 8,080
18% % of Bilis Paid in 30 Days 16%
Year to 31 Year to 31
March 2017 Values | March 2018
76,451 fK Value of Bills Paid to Date 05,920
39,404 FK Value of Bills Paid in 30 Days 53,827
52% % of Bills Paid in 30 Days R6%

4.1.6 NHS Improvement Well Led Framework

The Trust has arrangemsents in place to ensure that services are well led. Further details
ahout these arrangements are included within this Annual Report at Section 4.7 (Annual
Governance Statement}.

4.1.7 Statement as to Disclosure to Auditors and Accounts Prepared under
Direction from NHSI

So far as the Directors are aware, there is no relevant audit information of which the
Auditors are unaware, and the Directors have taken all of the steps that they ought to
have taken as Directors in order to make themselves aware of any relevant audit
information and to establish that the Auditors are aware of that information. The Trust's
accounts have been prepared under direction from NHSI, in exercising the statutory
functions conferred on Monitor, in accordance with the Depariment of Health Group
Accounting Manual.

418 Income Disclosures required by Section 43{2A} of the NHS Act 2006 (as
amended by the Health and Social Care Act 2012)

Section 43{2A) of the NHS Act 2006 (as amended by the Health and Social Care Act
2012) requires that the income from the provision of goods and services for the
purposes of the health service in England must be greater than the Trust's income from
the provision of goods and services for any other purposes. The Trust confirms that it
has met this requirement during 2017/18.

4.1.9 Patient care activities
Improvements in Patient/Carer Information

The Trust launched a new website in 2018, following extensive engagement with users.
This delivered an improved user experience, clearer information and a much more
modern look and feel which better reflects the Trust's vision and values. There is a
clearer facus given to the key information that people want the most — how to find us,
contact details, car parking, and visiting hours, and a new consultants area which
features a short biography and photograph of all the consultants warking at the Trust. All
service pages were updated and refreshed.

In line with all NHS trusts, the Trust has starting implementing the Accessible
Information Standard (AlS) which aims to improve the lives and life expectancy of people
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who need information to be communicated in a specific way. The AlS is based on the
requirement to implement:

Idantification of needs;

Recording needs as part of patient / service user records and PAS systems;

Flagging of needs using e-flags or alerts to indicate that an individual has a recorded

information andfor communication need and to prompt staff to take appropriate

action;

4. Sharing of needs as part of existing data-sharing processes and as routine part of
referral, discharge and handover; and,

5. Meeting of needs.

=

We have made progress in relation to people with leaming difficulties, and are
progressing systems and processes to enable us to support all patients with specific
information and communication needs.

The Trust has continued to develap its social media presence with several channels of
dialogue with patients, members of the public, and other stakeholders. The Trust's main
corporate Facebook and Twifter accounts have shown strong growth in follower
numbersflikes over the year, as well as overall levels of engagement. These channels
have been paricularly useful for sharing information at times when urgent
communication is required, such as when the Trust has faced winter pressures.

Over the year, significant support and guidance has been provided to teams across the
Trust who wish to have their own service page. There are approximately 30 Trust social
media accounts in place, with more due to come online. This process has been
supported by the development of a Trust-wide Sacial Media Policy and a clear process
for the approval of accounts based around need and objectives.

Patient information leaflets continue to be developed with the assistance of volunteer lay
readers who evaluate the content and presentation. This enhances the readability of the
leaflets which in turn helps ensure patients are better informed regarding appointments,
procedures, treatment and self-care. Internal processes to ensure high standards are
maintained with regular review of leafleis have been reviewed and updated during the
year.

Complaints Handling

The Trust's aim is to ‘get it right first time, every time'. The Trust recognises that
managing patient feedback well can both improve services and enhance the public
perception of the Trust.

The Trust promotes pro-active, on the spot resolution of problems at a local level, thus
reducing the need for patients/carers to raise issues in a mere formal way. It is
recognised that lessons must be captured from this type of feedback locally to promote
sharing of learning and good practice. Quality of Care Teams, which are department
based teams of frontline staff, are encouraged to facilitate the resolution of issues in
their own areas and promote learning.

In order to publicise the service, leaflets and posters are available in all departments

across the Trust and in community locations. Patient Experience Volunteers work to
publicise the Making Experiences Count Policy and the process by which the public can
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share feedback regarding the Trust services. They are based at the front of Harrogate
hospital in the Main Reception during normal working hours.,

The Patient Experience Team (PET) is made up of Patient Experience Officers who
receive and make an assessment of all new feedback within three working days. To
assist this assessment the issue is graded to identify the severity of the concern being
raised and the level of investigation that is necessary as well as the intemal and external
reporting requiremeants.

For those cases graded as a complaint, an Investigating Officer is appointed by the
Directorate with the most involvement and a forma! written acknowledgement is sent
from the Chief Executive. An individual resolution plan will be developed with the
complainant, via the Investigating Officer, which identifies the nature of the issue and
how this will be dealt with.

Local resclution may, for example, be achieved by means of a written investigation, a
meeting with staff or a telephone call. The resclution plan is agreed between the
complainant and Trust from the outset and must be proportionate to the issue raised.

Where a complaint is graded as amber or red (the most serious levels of concem) or
where there are serious risk management implications, the Patient Experience Officer
will refer to the Head of Risk Management to ensure appropriate action is taken in
relation to any ongoing patient care or incident investigation. For serious complaints, a
root cause analysis of the case will be carried out by the Investigating Officer.

Failure by the Trust to satisfy the complainant entittes the complainant to request a
further investigation by the Health Service Ombudsman. This request must be made
within 12 months of the initial concern, unless there are extenuating circumstances.

If the person is not a patient, but is raising issues on behalf of a patient, the PET checks
that the patient knows about this and has given consent. In exceptional cases, whare
the complaint is graded yellow, amber or red, the Trust will determine what investigation
can proceed without consent and what, if anything is disclosed.

There is no time limit for giving feedback to the Trust for those issues which fall outside
the Complaints Regulations. All feedback will be received and acted upon wherever
possible to ensure learning and improvement for the organisation. YWhere the issue is
coded as a complaint, the regulations set a time limit of 12 months from the event or
awareness of the event, for making the complaint. The Trust, howaver, adopts a flexible
attitude to complaints about incidents occurring cutside this timescale.

Action plans are considered by the Directorates for each complaint which is raised.
Action plans are required for all issues that have been upheld following investigation and
quality assurance by the Directorate. Complaint trends and action pians, including these
developed in response to Health Service Ombudsman reviews are reported to the
Learning from Patient Experience Group (LPEG) and the Quality Committze on a
quarterly basis and in tum to the Board of Directors.
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4.1.10 Stakeholder Relations
Partnerships and Alliances/Relationship Management

The Trust has a strong history of alliance based working with well-established clinical
aliances with YTHFT and LTHT already in place.

Over the last 12 months the Trust has engaged with YTHFT and LTHT to explore
opportunities for greater collaboration across key speciafties, these have included:

«  Work with neighbouring Provider Tnsts to agree the fulure mocel
for Siroke Services. Discussionto confinue with York Teaching
Hospitals HHS Foundation Trust (YTHFT) to implement the
preferred option in relation to the provision of the HASU element of
the paltway

+  Develop clinical aliance with YTHFT for cardiokay services wilh a
view to enhigincing the services al Hamegale making fhem more
sulteble in the longer term

York

=  Explore the potendial for a clinical alliance for gastroenterology
senvices to provide sustainable services aeross bolh Provider
organisalicns
= Implement a robust on-call reta for Upper Gl Senvices.

«  Work with YTHFT to develop a business case for the provision of a
new breasl screening facility in the Harmogate localty to replace the
mobile service cumenlly in operations

Vic o { »  Confinue to work wilh Leeds Terching Hospitals NHS Tiust to
: : explore further opportunities to ufilise Wharfedale General Hospital
atha, e edale e.g. Quireach OFD dinics

Motermity . Pxplore potential models for the provision of Midwifery and services
across Leeds and Hanogate

Leeds

fervicey

+  Cordine to roll out the pathway for Paediafric medicine

The Trust is also a member of WYAAT which has formalised governance arrangements
to enable greater collaboration. A high level programme structure linked to the West
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Yorkshire and Harrogate HCP and WYAAT Committee in Common is now established. A
work programme has been developed which will be rolled out in 2018/19.

Worlk has also continued through our relationship management model to ensure that the
Trust is fully engaged with its key stakeholders keeping them fully up to date on work
that is engoing in the Trust and to explore further opportunities for partnerships and
alliance based working.

Significant Activities in the Field of Research and Development

Information on research and development within the Trust is contained within the Quality
Account, which is included at Section 5.0.

New Services and Developments

The Trust has been actively taking forward the implementation of the Business
Develcpment Strategy. We have been successful in 2017/18 in taking forward a number
of key initiatives including:

»  Successfully secured contracts for the 0 — 19 Community Children’'s Services in
Stockton-On-Tees, Gateshead and Sunderland and progressed with the mobilisation
of these contracts during the year;

* Successfully secured the contract for the Childhood Vaccination and immunisation
Services in North Yorkshire and York and progressed with the mobilisation of this
contract during the year;

s Successfully secured the contract for the Childhood Influenza Immunisation Service
in Leeds and progressed with the mobilisation of this contract during the vear;

» Successfully secured the Any Qualified Provider contract for the ENT and Adult
Hearing Loss Service in Leeds and progressed with the mobilisation of this contract
during the year; and,

+ Successfuliy secured the Any Qualified Provider contract for the Endoscopy Service
in Bradford and progressed with the mobilisation of this contract during the year.

Work will continue to roll cut ocur Business Development Strategy. This will include
conselidation of our new services contracts, continuing to increase services for Leeds
and the continued rollout of the Private Healthcare and Communications and Marketing
Strategies, which will form part of our work programme in the coming months.

Approval by the Directors of the Accountablllty Report

This Accountability Report has been approved by the Board of Directors of Harrogate
and District NHS Foundation Trust.

Signed

Dr Ros Tolcher
Chief Executive
Date: 23 May 2018
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4.2. Remuneration Report

4.2.1 Annual Statement on Remuneration

The Trust recognises that the remuneration policy is important to ensure that the
arganisation can attract and retain skilled and experienced leaders, At the same time it
is important to recognise the broader economic environment and the need to ensure we

deliver value for money.

The report outlines the approach adnpted by the Remuneration Committee when setting
the remuneration of the executive directors who have authority or responsibility for
directing or controlling the major activities of the organisation. The following posts have
been designated as fitting the criteria by the committee and are collectively referred to as

the executives within this repont:

Medical Director

e Chief Executive

» Deputy Chief Executive { Director of Finance
o Chief Operating Officer

e Chief Nurse

&

Director of Warkforce and Organisational Developmant

There have been ne major decisions or substantial changes related to executive director

or non executive remuneration made during the year,

4.2.1.1The Remuneration Committee

The Remuneration Committee for Executive Directors meets as and when required and

comprises:

Date of Meeting 24 April | 25 Sept | 20 Dac

2017 2017 2017

Sandra Dodson " v )
Chaiman*
Meil MclLean
Non-Executive Director** * Y Y
Angela Schofield* ) ) v
Chairman
Laura Robson ) x v
Nan-Executive Director****
Maureen Taylor
Nﬂn-Executiﬁe Directar v v v
Chris Thompson o v v
Non-Executive Diractor
lan Ward
Nen-Executive Director and Senior v X i
Independent Director
Lesley Webster v « v

Mon-Executive Director
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Notes:

* Sandra Dodson left the Trust on 31 Oclober 2017.

“* Neil McLearn feff the Trust on 30 April 2018.

v Angela Schofield joined the Trust on 1 November 2017,
vk ) aura Robson joined the Trust on 1 September 2017,

Dr Ros Tolcher, Chief Executive and Mr Phillip Marshall, Director of Workforce and
Organisational Development attend meetings of the Committee in an advisory capacity.
The Remuneration Committee is a sub-committee of the Board of Directors and the key
outcomes from this Committee are shared with the full Board of Directors.

The Trust's Remuneration Committee has agreed Terms of Reference which includes
specific aims and objectives. These terms are published on the Trust's Iniranet site for
all staff to access.

The role of the Remuneration Committee is to make such recommendations to the
Board of Directors on remuneration, allowances and terms of service as o ensure that
Directors are faily rewarded for their individual contribution to the Trust, having proper
regard to the Trust'’s circumstances and performance and to the provisions of any
national agreements or regulatory requirements where appropriate.

The Committee provides advice to the Board of Directors on pay policy and other
contractual matters for the Chief Executive and all Executive Directors. Comparative
sources of guidance used by the Remuneration Committee for the determination of
Directors’ remuneration have been the NHS Providers Remuneration Survey and the
CAPITA NHS Foundation Trust Board Remuneration Report. Decisions regarding uplifts
of basic salares for inflation purposes are only taken when consideration of the
approach taken with all other employees has been made. External benchmarking
information is used wherever possible so that decisions on remuneration are objective,
fair, and propeortionate.

The Committee monitors and evaluates the performance and development of the Chief
Executive and all Executive Directors and advises on and oversees appropriate
contractual arrangements for the Chief Executive and all Executive Directors. This
includes the proper calculation and scrutiny of termination payments, as appropriate in
the light of available guidance, all aspects of salary (including any performance-related
element} and the provisions for other benefits, including pensions.

4.2.2 Remuneration Policy

The Trust's remuneration policy applies equally to Non-Executive Director and Executive
Director posts and is based upon open, transparent and proportionate pay decisions. All
pay decisions are based on market intelligence and are designed to be capable of
respanding flexibly to recruitment imperatives to secure high calibre people.

When selting levels of remuneration, the Remuneration Committees take into ascount
the remuneration policies and practices applicable to other employees, along with any
guidance received from the sector regulator and the Department of Health. The
Committees also receive professional independent reports based on objective evidence
of pay benchmarking across a range of industry comparators. The conclusion reached in
professional independent reports is that ‘weightings accredited to the various posts in
relation to market comparisons had resulted in remuneration that is in line with current
pay practice.’
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The Trust has well established performance management arrangements. Each year the
Chief Executive undertakes an appralsal for each of the Executive Directors and the
Chief Executive is appraised by the Chairman.

The Trust does not have a system of performance-related pay and thersfore in any
discussion on remuneration an individual’s performance is considered alongside the
performance of the Executive Directors and the organisation as a whole.

The Executive Directors are employed on permanent contracts with a six month notice
period. In any event where a contract is terminated without the executive receiving full
notlce, compensation would be limited to the paymant of the salary for the contractual
netice pericd. There would be no provision for any additional benefit over and above
standard pension arrangements in the event of early retirement. Non-Executive Directors
are requested to provide six months’ notice should they wish to resign before the end of
their tenure. They are not entitled ta any compensation for early termination. The Trust
has ne additional service contract obligations.

In accordance with NHS Improvement guidance the Trust will seek an opinion
concemning remuneration of any director who is paid more than £142,500. The Trust
consulted NHS Improvement on one occasion during 2017/18.

Infermation on the salary and pensions contributions of all Executive and Non Executive

directors are provided in the tables on the following pages. The information in these
tables has been subject to audit by our external auditors KPMG LLP.
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Noles:

{1) The median salary for all staff in 2017/18 was £28,746. The median salary for all staff
in 2016/17 was £27,631. The median calcuiation is the annualised full time remuneration
of all staff in the Trust as at 31 March 2018 (excluding agency staff), excluding the
highest paid Director. The ratio is based on the total salary and henefits in year..

(2} For individuals employed by the Trust who are reaching or exceeding their pension
Lifetime Affowance, the Trust has a policy which allows individuals fo apply for a
discretionary Pensions Restructuring Payment as a refention scheme. This payment is
typically equal fo the employer's contribution to the NHS Pension Scheme, paid net of
amployer’s National Insurance contribution. This is a financially neutral mode! for the
Trust. The Chief Executive’s application for a pension restructuring payment was
approved by the Trust's Remuneration Committee in 2016 and the salary quofed above
therefore includes a pensions restructuring payment.

(3} The Medical Director remuneration includes payment to Dr Sculfion for both this role
and his clinfcal post as Consuftant Radiologist. The Medical Director proportion of his
salary equates to 25% of the salary outlined above.

{4} Mrs. 8 Dodson ceased as Chairman on 31 October 2017

(5) Mre. A Schofield commenced as Chairman on 1T November 2017

(8) Prof. 8 Proctor ceased as Non-Executive Director on 31 March 2017

(7) Mr. N Mcl ean ceased as Non-Executive Director on 30 Aprif 2018

(8) Ms. L Robson commenced as Non-Executive Director on 1 September 2017

The Trust does not pay any performance refated bonuses or payments.

The nature of faxable benefif figures relales to faxable expenses and lease car
arrangements.

4,2.3.2Expenses
Members of the Board of Directors and of the Council of Governors are entitled to claim

expenses incurred in relation to their duties. The table helow gives details about
expenses paid during 2017/18:

FimGar inpoat | Mumbar claiming | Telal value ciimay | BombBar i pokt | Mumber saiming | Totel wiks clamed

an 1 Marsh W18 HEpA NEAS irounded to #0060 | on 31 March 24T SXPEITBEE iroundad to M}
Board of Diractors 13 o G, B00 13 10 7,500
Councll of Governors 20 3 FoO 22 | 2 &0

4.2 3.3 Pension related banefits

Rl Irecre mnn n | Rl Irorgrgm e | 000 Ainertindd ""'";P ":: ;t Cadh Equiuabnd | €2 h Equbvalurt “":"':‘"h ot titayian
Narme and {Hi P N il s panalon lump u‘:'::l::::; ::;“ I;-piﬂll:r:: Tranefur ¥aluw | Fransler Yl E:l.l:lhnl ba
L wiom vk age BO 2018 ot 31 Macte 015 31 WCR 21T | 31 Murah 2608 | lb::.:?ul:-r
1b-1d-E:[r':2.m: 1w-;:;‘u.m; |mu|E::u.mq; (mnuﬁnuum TR an0 00 u:::-i
Or Resamard Tolzhar - Shief
EvgCullve ErE ENII cMT il 1ENI jagt] EPdl Fhll
mr. Jerathan Coutter - Deputy
= hiaf Exegitve 255 325 4530 15120 GEY T D3N
Pr David Seulion - kedlcal
Director 5 -Fh -5 -17.6 065 140185 1.9M 3 AR
pira. Jill Foalar - Chisf Murae 255 12,6 1550 140-145 - fe] ik 124N
pdr. Fiobarl Harrison - Chigf
DOparating Oficer 2.5-5 2.5 25-30 EO-65 o] Ha ARFERN
kir. Fhilllp Warshall - Dirsctar of
Wirkfcrea and Oganisatonal
Danaloran 255 O-2.5 45-F) | #1135 G7aE T BTFENE

As Non-Executive Directars do not receive pensionable remuneration, there are no entries in
respect of pensions for Non-Executive Directors,

3G



A Cash Equivalent Transfer Value {CETV) is the actuarially assessed capital value of the
pension scheme benefits accrued by a member at a particular point in time. The benefits
valued are the member's accrued benefits and any contingent spouse's pension payable
from the scheme. A CETV is a payment made by a pension scheme, or arrangement to
secure pension benefits in another pension scheme, or arrangement when the member
leaves a scheme and chooses to transfer the benafits accrued in their former scheme. The
pension figures shown relate to the benefits that the individual has accrued as a
consequence of their total membership of the pension scheme, not just their service in a
senior capacity to which the disclosure applies. The CETY figures include the valus of any
pansion benefits in another scheme or arrangement which the individual has transferred to
the NHS pansion acheme. They also include any additional pansicen benafit accruad to the
mamber as a result of their purchasing additional years of pension service in the scheme at
their own cost. CETVs are calculated within the guidelines and framework prescribed by the
Institute and Faculty of Actuaries.

Real change in CETV - This reflects the change in CETY effectively funded by the employer.
It takes account of the change in accrued pension due to inflation, contributions paid by the
employee (including the value of any benefits transferred from another pension scheme or
arrangement) and uses commaon market valuation factors for the start and end of the period.

4.2.3.4Fair Pay Multiple
Tha median salary for all staff in 2017/18 was £28,746. The ratio between this and the
mid-point of the banded remuneration of the highest paid director was 6.81.

4.2.4 Approval

As Chief Executive, | confirn that the information in this Remuneration Report is
accurate to the best of my knowledge.

Signed
2K U=
L L
§ - hff_______._

Dr Ros Tolcher
Chief Exsecutive
Date: 23 May 2018
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4.3. Staff Report

All of the data profiles of the Trust's staff in the charts below have heen collated from the
Trust's Electronic Staff Record (ESR} system and provides a comparison between
2016/17 and 2017118, Alf figures are taken for lhe end of the financial year and include
alt staff employed within the Trust's group; the Trust, the charitable fund and Harrogate
Healthcare Facilities Management {a wholly owned subsidiary),

4.3.1

Analysis of staff numbers

Average number of employees (WTE
hasis) Tatal Purinzmnant Other _ Tatal Permancnt Othar
2017M18 | 201718 | 2017118 | 2016/17 | 2016/17 201617
No. No. No. No. MNo. No.
Medical and dental 335 324 11 351 215 38
Ambulance staff 2 2 O 2 2 {
Administration and estates 630 629 1 622 615 7
Healthcare assistants and
other support staff 425 37T 45 | 412 379 33
Mursing, midwifery and
health visiting start 1,519 1,504 | 15 | 1488 | 1472 16
- Nursing, midwifery and
health visiting iearners 21 el 0 22 2z Y
Scientific, therapeutic and '
| technical siaff 461 460 1 481 460 1
Healthcare science staff 95 Y3 0 85 95 0
| Social care staff ¢ 0 0 0 0 0
Agency and contract staff 0 0
Bank staff 0 0
Other 4 4 0 3 3 0
Total average numbers 3,492 3.416 76 3,456 3,363 93 |

4.3.2 Analysis of the Male and Female Directors, Other Senior Managers and
Employees as at 31 March 2018

of Woaorkfore e

30.6%

o
=]

15.4%

Famrae

Gender Profile of the Workforce - Directors «,uree:rsr

Full Time - Part Time
23.1%
30.8%
30.8%
15.4%
Fale Femals

ZM162017

0171014

23.4%

30.8%

Fale
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The table below gives a breakdown of the number of Directors, including Non-Executive
Directors, by gender, as at 31 March 2018.

DIRECTORS | 20162017 2017/2018
Gender Categoary
Female Full Time p P
_ Part Time 4 4
Full Time 4 4
—— Part Time 3 3
TOTAL 13 13

Gender Profile of the Workforce - Other Senior Management |

“Full Tirme aPart Time

G 16.1%
5 90% — 20.8% _ ; - .

- 1. 1-9% | 0.0%

44.6% e i

Female Male Female Male
201652017 21 T2ME | ‘

A7.7% | 30.6%

The table below gives a breakdown of the number of other senior management, by
gender, as at 31 March 20618,

Gender Category 2016/2017 = 2017/2018
OTHER SNR
MANAGEMENT Headcount Headecount
Full
Time 20 25
Female
Part 11 .
Time
Full
Time 21 22
Maie
Part ’ 5
Time
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9%

7%
60%
50%
40%
30%

% of Woarkforca

10%

0% |

!

The table below gives a breakdown of the number of other employees, by gender, as at

80% |

20% |

Gender Profile of the Workforce - Other Emplovees

38.7%

Female

31 March 2018.

| Gender
Cther

Female

TOTAL

Employees

|' G Full Time = F'irt Tima|

20162017

4.0%

——m

13.3% |

Male

38.2%

Female

201772018

A [oL
—— AR A

__
13.5% |

Male

Catagory | 2016/2017 2017/2018
Headcount | Headcount
Full | I
Time 1561 | 1543
Part
Time 1775 | 1794
Full
| Time 538 | 544
Part
Time | 162 161
' 4,036 4,042 |

4 3.3 Sickness absence data

The table below shows the Trust's sickness absence data for each quarter during the

2017/18 financial year.

Diractarate

Chlldren’s and
County Wide
Community Care

Corporate Services
Long Term and
Unscheduled Care

Planned and

Surglcal Care

1718 Qi 17116 Q2 1718 Q3 17HB Q4
% %o % %
Absence Absence | Absence | Absence
Rate Rate Rate Rate
{FTE) (FTE) (FTE) (FTE)
3.75% 4.05% 4.33% 5.01%
2.85% 2.42% 3.24% 3.23%
3.93% 3.77% 4.95% 4.76%
4.41% 4.69% 5.55% 5.53%

Cumulative
% Ahs Rate

4.28%

2.92%
4.35%

5.04%




TOTAL 3.81% 3.83% 4.84% ‘ 4,82%, 4.27%

Key

17118 Q1 — April 2017 to June 2017

17118 &2 - July 2017 to September 2017
17/18 Q3~ October 2017 to December 2017
17/18 Q4 — January 2018 to March 2018

Analysis of the Disability Profile of the Workforce as at 31 March 2018

D 2016/2017  2007/2018
% of % of

Age Band Headcount Workforce Headcount Workforce
16-20 Years 35 0.90% 22 0.50%
21-30 Years 621 15.10% 621 15.10%
31-4D Years 054 23,30% o044 23.00%
41-50 Years 1,137 27.70% 1,105 26.90%
51-60 Years I 1,092 26.60%| 1,117 27.2004%
54 Years _ 262 6.40% | 301 1.30%
TOTAL 4,101 4,11!'.]']

Disability Profile of the Workforce
ONot Declared Yes  wNo
100%
23.4% 25.4%
a0%
29% L 2%
80% !
L2 | T3.7% ' T1:8%
20%
0% !
2016/2017 201 7/2018
|

The table below gives a breakdown of the number of employees registered as having a
disability as at 31 March 2018.

| Disabled 2016/2017 2017/2018
_ . Headcount Headcount
| No 3,022 : 2,951
Yes . 119 Q 114
Not 960 | 1,045
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Declared
TOTAL 4101 4,110

Analysis of the Age Profile of the Workforce as at 31 March 2018

The table below gives a breakdown of the number of employees, by age, as at 31 March
2018.

Age Profile of the Workforce 2017/2018

@18-20 Years @21-30 Years 03140 Years ‘
O41-50 Years o516 Years O&0+ Years

Age Profile of the Workforce 2016/2017

16-20 Years @21-30 Years m31-40 Years
O041-50 Years a51-80 Years OG0+ Years

Source: ESRE

|
Equality and Diversity and Human Rights

The Trust continues to meet its requirements with regard to the Equality Duty and the
Equality Act 2010. This year, evidence in support of the Trust's compliance included
publishing the Trust’s third Annual Workforce Rage Equality Standard (WRES) report in
November 2017, followed by the Equality Delivery System {EDSZ2) assessment in
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January 2018, Both of these reports are available to download via the equality and
diversity pages of the Trust website. To improve governance arrangements, the
stakeholder and workforce equality groups are now in place attended by officers of the
Trust, service users, stakeholders, and interested volunteers from the workforce. Actions
identified from the Workforce Race Equality Standard are being taken forward and
implemented by the Warkforce Equality Group.

Ethnicity Profile of the Workforce 2017/2018
100% ——
90% {— —
80 % a— — =
g 70% | —
= 0% - — =
£ 50% |
z a0%
= 30% — —
Qu% r - I— o —
109 . —
T 1 1 | [ J_‘ ‘
e Mursing | Admin | ' |
. and ancg Scientific | Allied
Meﬂ:’:al Midwifer | Clerical and Health Esatﬁées Support
Dintal {inc Technic | Profess Ancilla Workers
Register | Manage al onals ry
ed mt)
|DNot Stated 1.4% 24% | 18% | 0.7% 0.4% 5.8% | 2.0%
|E Other 0.3% 0.2% 01% | 00% | 00% | 00% D.4%
mBlack/Black British | 0.1% 05% | 01% | 01% | 01% - 0.0% 0.3%
OAsian/Asian British |  1.7% [ 1.1% | 0.2% 0.2% 0.2% | 00% | 0.8%

4 Mixed 03% | 01% | 01% | 00% | 00% | 00% | 0.0%
OWwhite 6.0% @ 300% | 16.1% | 35% | 7.2% | O0.B% @ 154%
. L] Agr;I;;Td Scientific L Estates
Medical and Heatth Suppart
Rt Ll and Dental RMeigdi\::Lf:g; “al'i:?::g:;rﬂﬂ To:l'ln-lndi cal Pruf:lsssion An?:il.llfary Workers UL
White 245 | 1235 881 | 144 | 297 | 26 631 | 3,239
Mixed 1 | 3 5 c | 0 0 2 21
AsianfAsian g8 47 8 o 9 1 21 163
British . !
Black/Black 3 21 3 4 4 2 11 48
British . |
Other 13 g | 3 | 2 o | o | 17 44
Not Stated | 57 99 72 | 29 15 | 240 83 595
TOTAL | 397 1414 752 188 325 269 765 4,116
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Ethnicity Profile of the Workforce 2016/2017

40%
BEY,
E 0% —
= 2R
E 20%
5 15%
# 10%
a0
- Medizal and Nufsing and M".'in Ly Scientific and  Allied Health  Estates and Suppedt
Dentar Fﬂ:r:::}?d 'E;:;;::Eﬁ] Technical Frolessionals Ancillary Wierkers
i Mot Stated 1.1% 19% 1.0% 0. 1% 0.3% 1% 1.5%
Cther 0.4% D2% 0. 1% D0 0.0% 0.2% 0.4%
7 BlackiElack Brtizh 0.1% 04% GA% 0% 0.0% 0.1% 0,1%
Asianthsian British 1.6% 12% 0.2% 0.3% 0,1% 0.1% 0.5%
Mizad }.2% 01% 4.0% 0.0%% Q0% 0.0% 0.0%
White 6.4% 30.5% 16.8% 4 1% T.3% 5.2% 16.0%
Headcount Madical Nursing Adminand | Sclantific Allled | Estales Suppart TOTAL
and Dental and Clerizal and Haalth and Yorkors
Mo fary {Ine. Technlcal Profassion Anclllary
| Regigiered = Manageme als
nt)
| | ! § |
| Not
' Stated 45 | I 42 5 14 43 | 60 287
| Other 16 | 10 3 2 | o | 8 | 16 55
| Black/BI
ack 5 18 4 4 1 3 5 40
Eritish
Asianf/As
ian B4 48 7 12 6 3 20 160
British _ _ . _ .
' Mixed 8 | 5 2 1 | 0 1 | A 18
Whita 262 1,252 690 167 | 300 | 214 | 656 3.541
| TOTAL 400 1,411 748 191 321 272 758 4,101

4.3.4 Gender Pay Gap Data
Due to legislation enacted in 2017, the Trust has a duty to report on its gender pay gap.

It is important when doing this to highlight the difference between equal pay and a
gender pay gap. Equal pay is lawful and relates to men and woemen receiving different
pay for work of equal value, whereas gender pay analyses the differences in average
pay for men and women within an organisation. |t is entirely possible to have a
significant gender pay gap whilst having complete pay equality.

The Trust does have a gender pay gap. One of the main reasons for the gap is that a
high proportion of the males employed by the Trust act as very senior managers and
Consultants. These individuals earn higher wages and bonuses than many other staff,
resulting in males being, on average, paid more than females. Below are our key
metrics for the gender pay gap.
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The mean and median gender pay gap In hourly pay between males and females:

Gender Mean Hourly Rate Median Hourly
Rate
Male {(£) 21.06 14.56
Female {E) 15.71 14.56
Difference (E) 5.35 0.00
Pay Gap % 25.39 0.00
Proportlon of males and females in each pay quartile {1 is low, 4 is high):

100.00%4

90,00%

BO.O0%

F0.00%

o0.00% ale

50.00%

20.00% mFemale

30.00%

20:00%

10,00% 1

0.00% # - ' 7
Quartile1  Quartlle 2 Cuartile3  Guartile 4

The mean and median honus gender pay gap:

j Gender Msan Bonus Median Bonus
Male (£) 11,418.23 7.,458.97
Female (£) 8,704.60 4,363.54
Difference (£) 2,713.63 3,085.44
Pay Gap % 23.77 41.50

Proportion of males and females receiving a honus payment:

4.66% of females received a bonus compared to 9.11% of males. To address the

gender pay gap tha Trust is going to action the following:

» Raise awareness of and be more responsive to flexible working opportunities
through intermal communications and training;

» Explore options for a female leaders programme to encourage women to progress
more quickly into managerial and leadership seniar roles;

« Evaluate current recruitment practices, to snsure that the Trust doses all it can to
encourage applicaticns to achieve a more even gender balance; and,.

+ Consider the use of additional training for staff, such as unconscious bias training.
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Starters and Leavers during 2017/2018

Headcount | FTE
Starters 1109 | 805.33
Starters of which HHFM 330 | 251.35
Leavers” ' 731 591.82
Leavers of which HHFM | 291 244.83

Exclusions applied ta leavers:

» Ratire and Returns v Junior Doctors
v Locum Medical and Dental staff v Fixed-Term Contractors
= Bank Staff o Secondary Assignments

4.3.5 Staff policies and actions during the year
Human Resource {HR) Policies and Staff Information

The Trust has a suite of policies and procedures in relation to the workforce in order to
support staff in their roles. Some of the key policies are detailed as follows:

The Single Equality Scheme and Strategy for 2014-2017 {due to be reviewed) brings
together the Trust's approach to equality, across all the protected interest groups, and
respecting the basic human rights. It sets out proposals to strengthen and deepen the
equality and diversity agenda and build on the previous Equality Schemes and action
plans. It incorporates information on the Trust's appreach to equal opportunities for staff
in relation to recruitment, training and promotion and therefore replaces the need for a
dedicated Equal Opportunities Policy. However, the Recruitment, Selection and Pre-
Employment Checks Policy contains full information on the processes for recruitment
and the Training Policy contains information on access to training for staff,

Modern Slavery is addressed under the umbrella of safeguarding at the Trust. All
safeguarding training has been updated to include Modem Slavery and it is included in
the Adult Safeguarding Policy. All staff are reguired to undertake safeguarding training
to ensure they understand how to raise a concern.

Trust pelicy in respect of disabled applicants who clearly indicate that they wish to be
considered for a post under the ‘Positive about Disability Scheme' is that they will be
shortlisted and invited for interview whera they meet the requirements for the post.

All staff have access to the local workforce development programme and the training
courses provided through the programme. Staff are able to discuss their training needs
with their line manager during their appraisal or at other times, as arranged locally.

The Trust continues to strive for continuous improvement and continues to give priority
to engaging with staff, setting high standards, leaming from staff experience, and
strengthening partnership working. Ensuring active staff involvement in the management
and direction of services at all levels is achieved through valiing staff, listening and
responding to their views and moenitoring quality workforce indicators. Equally, the Trust
acknowledges that staff should have confidence that their input is valued and that the
Trust is responsive to their views in the decisions it takes, building an that positive
relationship.

46



The Trust has a number of mechanisms through which it communicates information to
its employees. These include a weekly all user e-mail, monthly Team Brief, departmental
meetings, ad hoc briefings, Twitter and Facebook accounts, personal letters, and pay
slip messages and attachments. The Trust continues to offer the ‘Ask a Director' facility
which enables staff to ask questions of the senior team {anonymously if desired) with the
questions and answers being published on the intranet. The method(s} used will be the
most appropriate for the particular information to be conveyed but one or more methods
will be used for all matters of importance. The Trust alsa runs a staff intranet providing
information regarding the latest changes and develecpments as well as routine
information. The Trust understands that not all clinical and support staff use electronic
communication methods and managers are asked to make all staff aware of information
communicated by electronic means.

The weekly all user g-mail, the intranet and Team Brief are all used as a means of
conveying officiai information, as appropriate, which is of benefit to staff in a sodial,
personal and developmental way. Examples include reporting on staff achievements,
benefits and services available, activities and events taking place, health related
information and offers. There are separate pages on the intranet for staff health, benefits
and wellbeing offering an extensive range of discounts and contacts as well as sources
for support, developmeant and training.

The Trust works to engage with staff and obtain their feedback on matters baing
communicated. This occurs through the ‘Team Brief' process and through the regular
meetings of the Partnership Forum and Local Negotiating Committee where Trade
Unions and professional association representatives meet with senior managers to
discuss issues affecting staff and local conditions of service. There are two sub groups
of the Partnership Forum; the Policy Advisory Group and the Pay, Terms and Conditions
Group, The Policy Advisory Group agrees and updates HR policies in line with current
employment law and ensures they have broad agreement within the organisation. The
Pay, Terms and Conditions Group negotiates on local issues affecting staff pay, terms
and conditions. The Local Negotiating Committee is the farum for medical and dental
staff.

All Trust policies are available on the intranet for staff information, including the
extensive range of HR policies, many of which are about services available directly in
support of staff. Examples include: Special Leave Policy, Lifetime Allswance — Pensfons
Restructuring Payment Policy, Employment Break Policy, Flexible Working Policy,
Managing Attendance and Promoting Health and Wellbeing Policy, Speaking Cut Policy
and Sharead Parental Leave Policy.

Quality Charter

The Trust recognises that valuing and celgbrating the achievernents of the workforce is
essential to enable the future growth and development of the organisation and the
individuals who are part of it. This is recognised through the Quality Charter. The
approach is to drive continuous quality improvement through staff engagement. The
Quality Charter has been built on four joining' elements:

1. Setting our ambition for Quality and Safety;
2. Promuoting staff engagement;

3. Providing assurance on care guality; and
4. Supporting a positive culture.
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Each of the schemes within the Quality Charter has been brought together under a
distinct sub-brand, which echoes key design elements of our comporate values brand.
This helps to reinforce the connection hetween the two. The Charter sub-brands are;

QUALITY CHARTER
“Recognising ond Rewording Excellent Quality of Core”

D
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Health and Safety, and Occupational Health

The Geeupational Health Department provides a first class service to maintain a high
standard of health within the workforce of the Trust, to ensure that it is fit for purpose and
protected against workplace hazards.

The work of the Occupational Health Department includes;

» Pre-work health assessment and communicable disease screening to support timely
recruitment of new employees, ensuring they are fit and able to work in a healthcare
environment and present no risk of infection to their patients or colleagues;

» FProvision of work-related immunisations for employees to protect from infection risk;

o Supporting managers and employees to maintain satisfactory attendance, work
performance and facilitate return to work of staff on lang term sickness absence;

« Promoting health, safety and wellbeing; and

= Provision of staff counselling services (see service report below).

Representatives of the Occupational Health Department are included in the membership
of various working groups which manage services and introduce improvements,
ensuring a staff health perspective is considered and contributing to staff health, safety
and wellbeing in order to enhance delivery of safe, effective and compassionate patient
care. These groups include: Health and Safety, Ashestcs Management, Infection
Prevention and Control and Workforce and Organisational Development.
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A high level of collaborative working with other regional NHS occupational health
services ensures that Trust staff working in the various locations throughout the
Yorkshire and North East regions are able to access servicas locally when required, and
ensures access o advice from a consultant in occupational medicine when required. 'n
addition, multidisciplinary collaboration via the Trust Flu Steering Group continues to
devalop initiatives to enhance delivery of seasonal influenza vaccination to front line
staff. Collaboration with the Trust's Moving and Handling Co-ordinator ensures a co-
ordinated approach to musculo-skeletal/ergonomic assessment, advice and training
requirements. Joint working with the Trust's Health and Wellbeing lead and Human
Resources colleagues led to the delivery of a staff health and wellbeing promotional
avent.

The Department continues to hold contracts for the provision of Occupational Health
services to other NHS and non-NHS organisations in the local community, supporting
the working population and their employers and generating income for the Trust, We
are proud to have maintained successful relationships with significant local employers in
both the private and public sectors.

The Department maintained membership of the NHS Health at Work Network, a national
network of NHS occupational health providers, enabling benchmarking against other
providers and involvement in both national and regional initiatives for development of the
specialism and collaborative working.

The Staff Counselling Service is a confidential service accessible by employee self-
referral which provides support to NHS employees in the Trust. It can support
employees through periods of change and uncertainty assisting them to deatl with issues
in either work or personal life. The service is pro-active in enabling people to deai with
change and make appropriate decisions in managing their own lives. It offers help to
alleviate stress, and can assist in life and career coaching for staff. In addition to
focussed short term work, comprehensive assessment sessions assist staff with more
complex, severe or enduring issues to access long term services.

The service is registered with the British Association for Counselling and Psychotherapy
{BACP) and is a member of the Association for Counselling at Work. Counsellors
working in the service are required fo be BACP members and work to the Ethical
Framework for Good Practice in Counselling and Psychotherapy. in line with the Trust's
Health and Wellbeing Strategy for addressing workplace mental health, the service has
continued to support Schwartz Rounds to provide an opportunity for both clinical and
hon-clinical workers to share experiences of healthcare work and explore the emoticnal
impact within a safe and supportive environment; a team of Mental Health Champicns
trained in mental health first aid, Mentally Healthy Workplace training sessions and
implementation of Building Personal Resilience training courses.

‘Mindful Employer’

The Trust has signed up to the Mindful Employer Charter, which provides businesses
and organisations with easier access to information and support for staff who experience
stress, anxiety, depression or other mental health conditions. Whilst it is not an
accreditation, award or a set of quality standards, it is about working towards the
principles of the Charter — signing up is a step along a journey and the Trust wili
continue to improve the resilience of staff by taking full advantage of the resocurces
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which are made available. The Trust is also exploring the Time to Change Pledge and
hopes to have signed up to this during the financial year.

Countering Fraud and Corruption

The Trust has robust arangements to counter fraud and corruption. These
arrangements include the appointment of accredited Local Counter Fraud Specialists
and an Anti-Fraud, Bribery and Corruption Policy which is promoted to all staff and
available via the Trust's intranet.

4.3.6 National Staff Survey Results

The Trust undertook the staff survey between Cctober and November 2017. The Trust
provided staff with either online surveys or paper copies to enable as many staff as
possible to take part in the survey. Staff were encouraged to complete the survey
through various forms of promotion in the pre-launch and throughout the live survey
period.

Overall the results of the 2017 staff survey were extremely positive, demonstrating that
Trust staff take pride in the care they deliver, and recommend the Trust as a place to
work and receive treatment. The Trust had the second highest response rate to the
survey in the country, in the category of Combined Acute and Community Trusts. The
Staff Engagement score of 3.83 (on a scale of 1 being poorly engaged and 5 being
highly engaged), is ranked above average, which is the highest rank possible in the
category of Combined Acute and Community Trusts. From the staff survey
benchmarking analysis out of the 32 key findings, the Trust's ratings against other
combined Acute and Community Trusts were ranked as follows:

+ 19 were above (better than) average;
s 10 were average; and
« 3 were below {worse than} average.

The response rate is as follows:

2018 | 2017
Trust National | Trust Natlonal
Overall Response rate | Average Average
B 54% 42% | 52% 43%

The top five ranking scores and bottom five ranking scores are detailed in the tables
below:

Top 5 ranking scores compared with combined acute and | HDFT | Natlonal
community trusts in England. 2017 | Average
"Staff satisfied with the opportunities for flexible working patterns 61% 51%
Staff expeﬁgn cing discrimination at work in the last 12 months 7% 10%
Staff experiencing harassment, bullying or abuse from patients, 20% 27%
relatives or the public in last 12 months
Staff experiencing physical viclence from staff in last 12 months 1% 2%
 Staff witnessing potentially harmful emors, near misses or| 25% | 28%
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incidents in last manth | | |

Bottom 5 ranking scores compared with combined acute and | HDFT | National
community trusts in England. 2017 | Average

Staff reporting errors, incidents and near misses S0% 91%

Staff satisfaction with the quality of work and care they are ableto | 2.84 | 3.90
deliver

Staff working axtra hours 71% 71%

Staff satisfaction with quality of non-mandatory training, learning - 4.04 4.06
or development

Staff reporting their most recent experience of violence 62% | 67%

{One area has improved significantly since the 2016 Staff Survey, this is:
« Percentage of staff appraised in the last 12 months (from 85% to 90%)})
The Trust scored below average in three out of the 32 key findings:

« Percentage of staff reporting emrors, near misses or incidents witnessed in the last
month; (HDFT 80%, national average 91%}

+ Percentage of staff/colleagues reporting most recent experience of violence. (HDFT
62%, national average 67%)

o Staff satisfaction with the quality of work and care they are able to deliver (HDFT
3.84, naticnal average 3.90)

Summary Details of Any Local Surveys and Results

The Trust takes part in the quarterly NHS Staff Friends and Family Test, which asks staff
"How fikkely are you to recommend the Trust to friends and family as a place to work?”
During 2017/18 the Trust surveyed all staff in each quarter. As with the NHS Staff
Survey, the Trust utilises both online and paper surveys to ensure accessibility for all
staff.

How likely are you to Extremely likely! Likely
recommend the Trustto |
friends and family as a
place to work?
Quarter 1 {June 2017) 69.2%

Quarter 2 {September 2017} | 64.7%

Quarter 3 Survey not required — National Staff Survey

Quarter 4 {(February- March | 65%
2018)

Future Priorities and Targets

The Trust is working with key stakeholders to develop a Trust wide action plan focusing
on the key areas for improvement. Each Directorate will use its own results to develop
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local acticn plans. By communicating this information clearly, staff can be assured that
the Trust has understood their feedback and subsequent action will be taken.

The results of the 2017 National Staff Survey and quarterly NHS Staff Friends and
Family Test will be utilised to monitor progress in overall staff engagement and against
the key areas above.

Invastors in People

The Trust was awarded Bronze accreditation against the Investors in People (liP)
Standard in March 2017, demonstrating its commitment to high performance through
good people management. liP defines what it takes to lead, support and manage
people effectively to achieve sustainable results. It enables organisations to benchmark
against the best in the business on an international scale.

The Trust has held |iP accreditation for seven years. Accreditation is ‘for life’ subject to
reviews at least every three years and the Trust will undergo a review by 31 March 2020.

Bronze accreditation represents a significant amount of development work by the Trust
since its original achievement of the standard level of |iP accreditation. It is recognition of
a significant change in the standard of our leadership and management practices and
ancther step on the Trust's journey to reach the highest standard of liP accreditation that
is possibla.

Celebrating Success Awards

Following nine extremely successful events since 2008, the Trust promoted the
Celebrating Success Awards in 2017 which aim to celebrate good practice and
innovation across the Trust and share new ways of working. The Awards are an
opportunity to celebrate the success of innovative approaches to warking and be
appropriately rewarded for the effort involved. There is significant evidence across the
Trust of existing good practice to be acknowledged, celebrated and shared with
colleagues. Celebrating Success seeks to recognise this outstanding work.

The six categories of Awards are:

The Chaimman’s Award for the most outstanding application;

The Mark Kennedy Award for Enhancing Patient Experience,

The Anne Lawson Award for Qutstanding Contribution to High Quality Care;

The Governors' Award for Cutstanding Partnership Working;

The Chris Skeels Award for Living the Trust Values; and

Making a Difference Awards; The Governors Award for Qutstanding Contribution
from a Team and the Richard Ord Award for Qutstanding Contribution from an
Individual

In 2017 the Trust held an aftemoon tea party for long serving staff incorporating the
Celebrating Success awards. From 2018 the awards have merged together with the
Quality Charter to embed the Celebrating Success Awards scheme ethos in to the
‘Making a Difference’ and ‘Team of the Month' awards.
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4.2.7 Expenditure on consultancy

Consultancy costs during 2017/18 were £437,000, this compares with £430,000 in
2016/17.

4.3.8 Off payroll engagements

The decision to appoint Board members or senior officials with significant financial
responsibility through an off-payroll arrangement would be made, if required, at a very
senior level and only for exceptional operational reasons. The Trust can confirm that
there were no off-payroll engagements of Board members andfor senior officials with
significant financial responsibility during 2017/18.

4.3.9 Exit Packages

Mo exit packages were paid during 2017/18.

Approval by the Directors of the Accountability Report

This Accountahility Report has been approved by the Board of Directors of Harrogate
and District NHS Foundation Trust.

Signed M B

Dr Ros Tolcher
Chief Executive
Date: 22 May 2018
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4.4. NHS Foundation Trust Code of Governance

The Board of Directors and Council of Governors

The Board of Directors (the Board) and Council of Govemors {the Council) work closely
together in the best interests of the Trust. Detailed below is a summary of the key roles
and responsibilities of both the Board of Directors and the Council of Govemors.

The Board meets formally with the Council on a six monthly basis to seek and consider
the views of the Govemors in agreeing, for example, strategic aims, potential changes in
service provision, and public perception matters. These meetings are also used as an
opperiunity to update and inform the Board and Council of particular examples of good
practice. The jeint Chairman of both the Beard of Directors and the Council of Governors
proactively ensures synergy between the Board and Councit through regular meetings
and written communications.

The Directors {both Executive and Non-Executive) meet regulardy with Governors during
their day to day working through meetings, briefings, consultations, information sessions,
directorate inspections and patient safety visits. Examples include membership of
Governocr working groups and consultations about the development of the Trust's
Operational Plan and Quality Account. Informal meetings are also held with the Council
three timas a year. The Chairman attends these meetings to support the Council and to
ensure the Board have an opportunity to obtain the views of the Council and their
members in the planning of services for the local community.

Informal meetings between the Non-Executive Directors and the Council have been
introduced to further extend the Governors’ knowledge of the rele of the Non-Executive
Directors in respeonse to the Health and Social Care Act 2012 and the Governors’
statutory responsibility to hold the Non-Executive Directors to account.

The Board of Directors

The Beard of Diractors is collectively responsible for exercising all of the powers of the
Trust; however, it has the option to delegate these powers to senior management and
other committees. The Board meeats in public 10 times per year. Its role is to provide
active leadership within a framework of prudent and effective controls which enable risk
to be assessed and managed. The Board is responsible for the allocation of resources
to support the achievement of organisational objectives, ensure clinical services are
safe, of a high quality, patient focused and effective.

The Board ensures high standards of clinical and corporate governance and, along with
the Council of Govemors, engages members and stakeholders to ensure effective
dialogue with the communities it serves.

The Board is accountable to stakeholders for the achievement of sustainable
performance and the creation of stakeholder value through development and delivery of
the Trust's long term vision, mission, and strategy. The Board ensures that adequate
systems and processes are maintained to deliver the Trust's Annual Plan, deliver safe,
high quality healthcare, measure and monftor the Trust's effectiveness and efficiency as
well as seeking continucus improvement and innovation.

The Board delegates some of its powers to a committee of Directors or to an Executive
Director and these matters are set out in the Trust's scheme of delegation which is

54



available from the Foundation Trust Office on request. The Terms of Reference for the
Board of Directors and its sub-committees are available on the Trust's website
{www.hdft.nhs.uk).

Balance, Completeness and Appropriateness of the Board of Directors

The: balance, completeness and appropriateness of the Board of Directors is reviewed
as required and the Trust is confident that it has a balanced and appropriately skilled
Board of Directors to enable it to discharge its duties effectively.

Decision making and operational management of the Trust is led by the Executive
Directors, reporting to the Chief Executive as Accounting Officer. The Standing Orders of
the Board dstail the decisions reserved for the Board and are available on request.

All of the Non-Executive Directors of the Trust are deemed to be independent. The
information below describes the skills, expertise and experience of each Board member
and demonsirates the independence of the Non-Executive Directors.

Executive Directors

» Mr Jonathan Coulter, Finance Director and Deputy Chief Exectitive {Executive
Director} — appointed 20 March 2006

Mr Coulter is a member of the Chartered Institute of Public Finance and Accountancy
{CIPFA) having qualified as an accountant in 1993. Since qualifying. he has taken on a
number of roles in tha NHS, working in various hospital Trusts, where his work included
the merger of Pontefract and Pinderfields Hospitals. During this time, he has also
obtained a post graduate qualification in Health and Social Care Management.

Mr Coulter became Finance Director for North Bradford Primary Care Trust (PCT) in
2000, gaining valuable experience of leadership and management of community-based
services, Following a successful period in MNorth Bradford, during which time he
undertook additional responsibility in the role of Finance Director for Airedale FCT, Mr
Coulter was appointed as Finance Director at the Trust in March 20086.

Since amiving at Harrogate, he has contributed significantly to the success of the
organisation over the past twelve years, both within his role as Finance Director, and
more recently as Deputy Chief Executive.

« Mrs Jill Foster, Chief Nurse {(Executive Director) — appointed 1 July 2014

Mrs Foster was appointed as the Trust's Chief Nurse in 2014 having previously held
positions as Director of Nursing in London and Deputy Chief Nurse at a large university
hospital in Bristol. She qualified as a Registered Nurse in 1987 at Barnsley District
General Hospital and specialised in critical care, coronary care, and acute medicine. She
has held various clinical positions at ward level and as Matron.

Mrs Foster has a strong track record in professional nursing and operational
management and is passionate about delivering high quality fundamental nursing and
midwifery care. She is the Executive Lead for Nursing, Midwifery and Allied Health
Professionals, Clinical Governance {with the Medical Director), Infaction Prevention and
Control, Adult and Children’s Safeguarding, and Patient Experience, End of Life Care,
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Children's Services, Executive Champion for Maternity Services and Baby Friendly
Initiative.

* Mr Robert Harrison, Chief Operating Officer (Exscutive Director) — appointed 4
July 2010

Throughout Mr Harrison’s career, he has demonstrated a record of leading the
sustainable delivery of services to meet or exceed naticnal standards. Having criginally
trained as a Research Biochemist, Mr Harrison joined the NHS General Management
Training Scheme in 2002. Following graduation from the schems, and attainment of a
post graduate qualification in Health Services Management, he held a number of
aperational management posts in Madicine, Anaesthetics, and Surgery within a large
teaching hospital.

During his operational management career he has led on a number of service
developments and reorganisaticns, including improving emergency surgical care across
two hospital sites, the implementation of a regional Upper Gastrointestinal Cancer Unit,
the establishment of an interventional bronchoscopy service, and the expansion of
Special Care Dentistry sarvices across Central Lancashire.

In 2008, he was successful in gaining a place on the North West Leadership Academy's
Aspiring Directors Programme. This focused on developing greater self-awareness and
understanding the rcle of a Board member. Mr Hamrison now uses these skills by offering
mentoring to junicr managers and by supporting the Management Training Scheme
locally.

The Chief Operating Officer is respansible for the day to day operational management of
the Trust's clinical services, the achievement of national, regional and Trust performance
targets and translating Trust strategy, business, and policy develcpment into operational
reality. Duties also include responsibility for IT, Information, Estates and Facilities. In
addition, Mr Harrison is the Chief Operating Officer lead for Elective services on behalf
of the WYAAT.

o Mr Phillip Marshall, Director of Workforce and Organisational Development
{Executive Director) — appointed 2 October 2006

Mr Marshall joined the Trust as a Director in October 2006 and has worked in the NHS in
Yorkshire since 1987. He is a Chartered Fellow of the Institute of Personnel and
Development and holds a Master of Science degree in Human Resource Management.

Mr Marshall has broad NHS human resource and general management experience and
has worked in mental health, primary, and secondary care NHS organisations. He has
significant organisational change and employee relations experience having held a key
role in managing three major organisational structure changes during his time at
Harregate as well as exitensive experience of managing other service changes including
the transfer of staff betwaen organisations.

He is committed to working in partnership with Trade Union colleagues to deliver staff
engagement and change and the promotion of, and adherence to, organisation values.
He has led the Trust to be recognised as a top 100 healthcare employer as well as
accreditation as an ‘Investors in People’ organisation, during which time the Trust has
continually maintained its position as being in the Top 20% of Trusts in the country for

56



overall levels of staff engagement. Mr Marshall is a certified practitioner for Neuro-
Linguistic Programming and Myers-Briggs Type Indicator {(MBTI).

The Director of Worldorce and Organisational Development is responsible for providing
strategic and operational human resource leadership; with Lead Board Director
responsibility for associated areas including Innovation and Improvement,
Organisational Development, Medical Education, Military Health, and Health and
Wellbeing. He is a Board member of the Local Education and Training Board, Health
Education England (HEE) for the North region and a Board member of the West
Yorkshire and Harrogate Local Workforce Action Board.

Mr Marshall was awarded the Healthcare People Management Association NHS HR
Director of the Year 2017.

* Dr David Scuflion, Medical Director (Executive Director) — appointed 1
September 2012

Dr Scullion trained in Medicine at St Mary's Hospital in London, qualifying in 1985. An
initial career in General Medicine was followed by Radiology training in both London and
North America. He was appointed Consultant Radiclogist in Hamrogate in 1897, and has
been Clinical Lead for Radiology, Deputy Medical Director and, since September 2012,
Medical Director. He divides his week between Medical Director commitments and a
clinical Radiology workload,

The role of the Medical Director is many and varied but includes providing clinical advice
to the Board of Directors, leading on clinical standards including the formation and
implementation of policy, providing clinical leadership and acting as a bridge between
the medical workforce and the Board, and dealing with disciplinary matters involving
dactors. Dr Scullion is aided in this rale by both ¢linical and managerial colleagues.

« Dr Ros Tolcher, Chief Executive (Executive Director) appointed 4 August 2014

Br Tolcher became Chief Executive at Harrogate and District NHS Foundation Trust in
2014 having previously been the Chief Executive of a large community and mental
health trust in the South of England.

Prior to her first CEO appointment Dr Tolcher was a Consultant in Reproductive Health
holding posts as Clinical Director of sexual health services; Primary Care Trust Medical
Director and Managing Director of PCT provider services. In this role, she successfully
led the creation of a new standalone Community and Mental Health NHS Trust as part of
the national Transforming Community Services programms,

Throughout her career, Ros has maintained an unwavering focus on patient safety and
the quality of care provided, She has extensive experience of strategic leadership and
partnership working across acute, community and primary care, and has been at the
forefront of developing new models of integrated health and social care. Dr Tolcher has
a particular interest in workforce, service improvement and innovation,

Non-Executive Directors

Non-Executive Director appointments are for a term of three years. Non-Executive
Directors can be re-appointed for up to three terms of office (i.e. a maximum of nine
years} with any final term of three years subject to annua! reappointment in line with the
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requirements of the NHS Foundation Trust Code of Governance. The Council of
Govemors carries the responsibility of terminating the contract for a Non-Executive
Cirector where this is believed to be appropriate, in accordance with the Trust
Constitution and Foundation Trust Code of Governance.

The table overleaf sets out the names, appointment dates and tenure of the Chairman,
Vica Chairman, Senior Independent Director, and Non-Executive Directors of the Trust.

Name and Appointment | End of End of End of
Designation first Term second Term third Term
Mrs S Dodson* 1 Octaber 30 September | 30 Septembar 31 October
2008 2011 2014 2017
Mr N McLean*** 1 May 2015 30 April 2018 NiA NfA
Mrs A Schofield 1 November 31 Qctober NfA N/A
2017 2020
Ms L Robson 1 September | 31 August N{A N/A
2017 2020
Mrs M Taylor 1 November 31 October 31 October 2020 | N/A
2014 2017
Mr C Thompsan 1 March 2014 | 28 February 29 February NfA
2017 2020
Mr I ' Ward 1 Octaber 30 September | 30 September NfA
2012 2015 2018
Mrs L Webster 1 January 31 December | 31 December N/A
2014 2016 2019

* A one manth extension to Mrs Dodson's third term of office was approved by the
Council of Governers in August 2017,

** Mrs Dodson left the Board on 31 October 2017,

*** Mr MclLean lsft the Board on 30 April 2018.

« Mrs Sandra Dodson, Chalrman (Non-Exccutive Director) — appointed 1 October
2008 and left on 31 Ociober 2017

Mrs Dodson has been a Harrogate and District resident for nearly 25 years and was a
Non-Executive Director of the Trust betwean 1896 and 2006, Mrs Dodson returned to
the Trust in 2008 to take on the role of Chairman, and to further the Trust's vision of
providing high quality care to the people of Harmogate and Rural District.

In addition to her role as Chairman, Mrs Dodson has been a Trustee of Yorkshire
Cancer Research since March 2014 and sits on the Consultative Committee of
Hamrogate College.

She worked for 16 years in a senior role for Marks and Spencer and was highly involved
in the initiation and implementation of significant changes to both working practices and
processes. Mrs Dodson is currently Chairman of the Members of the Red Kite Multi
Academy Trust, having previously been a Governor and iater Chairman of Govemors at
Harrogate Grammar School between 2000 and 2010.

58




In addition to her other charitable roles, Mrs Dodson is a Trustee of the Masiphumelele
Trust, the UK arm of a South African charity raising funds for education and business
support for the Masiphumelele township.

Mrs Dodson was reappointed as Chaiman and Non-Executive Director on 3 August
2016 and ceased to be the Chairman on 31 October 2017 at the end of her third and
final term.

» Mr Nell McLean, Non-Executive Director — appointed 1 May 2015 and left in
April 2018

Mr McLean joined the Board in May 2015. For most of his professional life he was a
lawyer specialising in major property development and regeneration work and capital
and portfolio transactions throughout England and Wales for many nationally known
clients. He was Managing Partner in Leeds and a Board mamber of DLA Piper UK, ane
of the largest law fimns in the world.

Mr McLean has also chaired the Board of Leads City College, the Leeds City Region
Lacal Enterprise Partnership and the White Rose Academies Trust. He currently chairs
MNorthem Consortium UK Ltd and the Ahead FPartnership Ltd.

He was awarded the CBE in the Queen’s Birthday Honours List 2014 for services to
skills and business in West Yorkshire.

Mr McLean left the Board on 30 April 2018.

s Mrs Laura Robson, Non-Execufive Diractor — appolnted 1 September 2017

Having lived in Sunderland all her life, Laura moved to Ripon in 2016 to enjoy the
Yorkshire life. She trained as a nurse and midwife in Sunderland befcre going on to work
in clinical and managenial roles for various hospitals in the North East. She is a qualified
midwifery teacher and has masters degrees in Management and Communication
Studies. From 19896 until retiring in 2012, she was Executive Nurse on the Board of
County Durham and Darlington Foundation Trust. She has worked as a Clinical advisor
to the CQC and the Health Service Ombudsman. With special interest in the care of
people with dementia in acute hospitals she has a passion for patient safety, midwifery
and maternity services.

Laura was a non executive director of North Cumbria University Hospitals from 2014
until 2017, working with the Board to help them come out of special measures by
improving the quality and efficiency of their services to the people of Cumbria.

Laura is a member of the Quality Committee and the Audit Committee.
s Mrs Angela Schofisid, Chalrman — appointed T November 2017

Angela Schofield has worked in the NHS and with the NHS for aver 40 years. Initially
she was a health service administrator in her home town of Sheffield and became a
general manager in the mid 1880°s. After working in the NHS in Sheffield, North
Derbyshire and Manchester, she went to work for the University of Manchester
undertaking development work in quality of care and integrated care. She was then
appointed Chief Executive of the NHS Trust in Calderdals. Following a move to Dorset
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she was appointed Head of the Institute for Health and Community Services at
Bournemouth University.

Angela became Chairman of Bournemouth and Poole Primary Care Trust in 2006 and
Chairman of Poole Hospital NHS Foundation Trustin 2011. She moved {6 Harrogate in
2017.

She had heen the trustee of a number of charities and a committee member of the
League of Friends of a community hospital. She is a volunteer with “Suppoarting Older
Fecple” a charity in Harrogate.

e Mrs Maureen Taylor, Non-Executive Director — appointed 1 November 2014

Mrs Taylor is a chartered accountant and until 31 March 2015 was the Chief Officer for
Financial Management at Leeds City Council. She has spent over 31 years in Financial
Services at Leeds City Council, qualifying as an accountant in 1987. She has extensive
expenence, working in a wide range of financial disciplines more recently leading the
Council's capital programme and treasury management functions and overseeing
aspects of the revenue budget.

As part of her council rcle Mrs Taylor held three directorship positions being public
sector Director of Community Ventures Leeds Limited, Director at Norfolk Property
Services (Leeds) Limited, and Alternate Director for the Leeds Local Education
Partnership.

Mrs Taylor is a Vice-Chairman of Govemors and Rescurces Committee member at a
local Church of England Primary School.

Mrs Taylor is Chairman of the Finance Commiftee and is a member of the Audit
Committee and Remuneration/Nominations Commitiees.

o Mr Chrls Thompson, Vice Chalrman and Non-Executive Director — appointed 1
March 2014

Mr Thompson is a chartered accountant who was Chief Financial Officer at the
University of Nottingham for the period from 2007 until 2013. His career has largely been
spent in the ratail and food manufacturing sectors.

He qualified as a chartered accountant with KPMG and worked with the firm for ten
years at their Newcastle upon Tyne and London offices. He went on to work in senior
financial positions in a number of retailers including Asda Stores and Woolworths before
jeining the Co-pperative movement whera he worked for eight years. During this time, he
was responsible for the management of a number of large businesses in the funerals,
phamacy, retail, distribution, and manufacturing sectors.

He is a member of the Council of the University of York, where he is also a member of
the Audit, Remuneration and Subsidiary Management committees. Inside the Trust, he
is Chairman of the Audit Committee and a member of the Remuneration and Nomination
Committees.

e Mr lan Ward, Non-Executive Director — appointed 1 October 2012; appointed
Senior Independent Director 25 February 2015
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Mr Ward has spent over 40 years in financial services including his role as Chief
Executive of Leeds Building Society {(LBS) for 16 years until his retirement in August
2011. He moved to Knaresborough in 1996, shortly after taking this position, and still
lives in the town.

In @ non-executive capacity, Mr Ward is director of Newcastle Building Society, a
member of its Group Risk Committee, and Chairman of both its Information Technology
and Financial Advice subsidiary companies, He is also a non-executive director of the
FTSE250 Company, Charter Court Financial Services (which includes Charter Savings
Bank}, where he chairs both the Remuneration and Nomination Committees and sits en
the Audit and Risk Committees. Additicnally, he is an independent member of the Leeds
Kirkgate Market Management Board.

Mr Ward was a Director and Vice-President of Leeds, York and North Yorkshire
Chamber of Commerce and Chairman of its Property Forum. He was alse a member of
the National Council of the Building Societies Association (BSA). Additicnally, he was a
Director and Chairman of the Audit Committee of Leeds Training and Enterprise Council
{TEC).

* Mrs Lesley Webster, Non-Executive Director — appointed 1 January 2014

Mrs Wehster is in her second term as a Nen-Executive Director and is Chairman of the
Quality Committee and nominated Non-Executive lead on learning from deaths, she is
also a member of the Finance Committee and Remuneration/Nomination Committees.

Lesley has had a professional involvement with the NHS in the UK for over 35 years,
starling as a Registered Nurse, she later moved into the Medical Supply Industry in
1987.

Working for both International and UK based Medical Companies, Lesley has held
Senior Executive and Board level posts, where she has been influential in leading
strategic business development and Directing Sales, Marketing, Customer Care and
Engineering functions.

Lesley left the Medical Supply Industry in 2012 and in addition to working at the Trust
she is & volunteer Business Mentor. She lives near Watherby with her husband, who is a
retired Diagnostic Radiographer who trained in Harrogate.

Performance Evaluation of the Board of Directors

Evaluation of the Board of Directors is delivered formally via a number of channels,
which can include:

* Appraisal of Executive Director performance by the Chief Executive and Chairman
on an annual basis;

* Appraisal of Non-Executive Director performance by the Chairman and Deputy
Chairman/Lead Govermnor of the Council of Govarnors on an annual basis;

» Appraisal of the Chairman by the Council of Governors, led by the Senior
Independent Director and Deputy Chair of the Council of Govemors, after seeking
views and comments of the full Council of Govemors, as well as other Board
colleagues;

» Appraisal of the Chief Executive by the Chairman:
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s An annual Board development programmae; and
s An annual review of the effectiveness of each sub-committee.

In November 2015, the Board of Directors commissioned an independent review against
NHS Improvement's ‘well led framework for govemnance’. This provided the Board of
Directors with assurance that systems and process were in place to ensure that the
Board and Senior Leadership Team had good oversight of quality of care, operations
and finances.

The Board recognises the importance of good governance in dalivery of the Trust's
vision to provide ‘Excellence Every Time', and although a positive response was
received fallowing the independent review, the Board has undettaken a number of
acticns during 2017/18 to improve even further the govemance systems in the Trust, A
further self-assessment against the refreshed NHS Improvement well led frameawork was
completed in eardy 2018.

The information below details the Executive and Non-Executive Director attendance at
Board of Directers meetings in 2017/18. The Board of Directors met 12 times in 2017/18.
Although no public Board meetings were held in August or December 2017 the Board
did hold private meetings.
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Statement of Compllance with the NHS Foundation Trust Cods of Governance

Harrogate and District NHS Foundation Trust has applied the principles of the NHS
Foundation Trust Code of Governance on a comply or explain basis. The NHS
Foundation Trust Code of Govemance, most recently revised in July 2014, is based on
the principles of the UK Corporate Governance Code issued in 2012,

Information relating to quality governance systems and process is detailed throughout
the Annual Report, but in particular in the Annual Governance Statement and Quality
Account.

A full review of compliance with the Code is submiticd to the Audit Committee on an
annual basis to suppori endorsement with this statemant. A copy of the full report to the
Audit Committee is available on request from the Foundation Trust Office. The Trust
carried out a detailed self-assessment against the requirements of the NHS Foundation
Trust Code of Governance and submitted the assessment to the Trust's Audit Committee
for approval to support this statement that the Trust continues to comply with the
principles of the Caode.

NHS Foundation Trusts are required to provide a specific set of disclosures in relation to
the provisions within schedule A of the NHS Code of Governance. Harrogate and District
NHS Foundation Trust is compliant with these as outlined in the table below:

Provision Reference
Al Included in the Annual Report — section 4.4 =
A2 Included in the Annual Report — secticn 4.4
A5.3 Included in the Annual Report — section 4.4
B8.1.1 Included in the Annual Report {and see table above) 4,4
B1.4 Included in the Annual Report — section 4.4
B.2.10 Included in the Annual Report — section 4.4
B.3.1 Included in the Annual Report — section 4.4
BS56B Included in the Annual Report — section 4.4
B.6.1 | Included in the Annual Report — section 4.4
B.6&.2 Included in the Annual Report — section 4.4
C.1.1 Included in the Annual Report — section 4.4
C.2.1 Included in the Annual Report — section 4.4
C.2.2 Included in the Annual Report — section 4.4
C.3.5 Not applicable — would be included in the Annual Report if required
C.3.9 | Included in the Annual Report — section 4.4
0.1.3 Not applicable — would be included in the Remuneration Report if
required
E.1.4 included in the Annual Report — section 4.4
' E1.5 Included in the Annual Report — section 4.4
E1.6 included in the Annual Report — section 4.4

Audit Committee

The Audit Committee met formally on six occasions during 2017/18. Audit Committee
members attendance is set out in the table below. In addition, all Audit Committee
members attended an informal meeting in late April 2017 to undertake a detailed review
of the draft accounts (relating to the 2016/17 financial year}. Members of the Committee
also attended relevant Audit Committee training events during the course of the year.



Audit Committee Members’ Attendance:

' | 4May | 18 | 7Sept | 7Dec | 6 Feb | 8 Mar |
2017 May 2017 2017 2018 2018
2017
Mr Chris Thompson Y Y Y Y Y Y
Ms Laura Robson Y Y Y N
"Mr lan Ward N Y Y N Y N
‘Mrs Maureen Tayior Y Y Y Y Y Y

The Audit Committee had a membership of four Non-Executive Directors and during the
2017/18 financial year this comprised of:

Mr Chris Thampson (Chairman}
Mr lan Ward

Ms Laura Robson

Mrs Maureen Taylor

The Committee is supported at all of its meetings by:

The Deputy Chief Executive / Finance Director

The Deputy Director of Finance

The Head of Financial Accounts

Deputy Director of Governance

Company Secretary

Internal Audit (Head of Internal Audit and Internal Audit hManager)
External Audit (Director and Senior Manager)

Other representatives (e.g. Chief Nurse, Local Counter Fraud Specialist and Local
Security Management Specialist} attend the Audit Committee as and when requirad.

The attendance details of all attendees at Audit Commitiee Meetings during 2017/18
were reported to the Committee and presented to the Board of Directors in May 2018.

The Committee received secretarial and administrative support from Miss Kirstie
Anderson who is employed by the Trust's internal audit providers but has no manageria!
responsibility for the HDFT Internal Audit Plan.

Audit Committee members meet in private prior to the start of each Committee meeting.
Separate, private sessions are held with Intemal Audit and External Audit prior to Audit
Committee meetings as required, and no lass than once a year.

There is a documented Audit Committee timetable which scheduies the key tasks to be
undertaken by the Committee over the course of a year and which is reviewed at each
meeating.

Detailed minutes are taken of all Audit Committee meetings and are reported to the
Board of Directors.
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Action lists are prepared after each meeting and details of cleared actions and those
camried forward are presented at the following meeting.

Duties of the Audlt Committee

Following a review of the Audit Committee’s terms of reference in January 2018, the key
duties of the Audit Committes could be categorised as follows:

Governance, Risk Review of the establishment and maintenance of an effective
Management & Internal | system of integrated govemance, risk management and
Control internal control across the whole of the organisation’s

activities (both clinical and non-clinical), that supports the
achievement of the organisation’s objectives, primarily
through the assurances provided by internal and external
audit and other assurance functions.

Financial Management | Review of the Foundation Trust's Financia! Statements and
& Reporting Annual Report, including the Annual Governance Statement,
befare submission to the Board of Directors.

Review of the Charitable Trust's Financial Siatements and
Annual Report before submission o the Board of Directors
acting in its role as Corporate Trustee.

Ensuring that systems for financial reporting are subject to
review to ensure completeness and accuracy of information
and compliance with relevant legislation and requirements.

Review of the Trust's Treasury Management Policy, Standing
Financtal Instrustions and systems in place to ensure robust
financial management.

Internal Audit & Ensuring an effective intemal audit and counter-fraud service
Counter-Fraud Service | that meets mandatory standards and provides appropriate,
independent assurance to management and the Audit
Committee.

Review of the conclusion and key findings and
recommendations from all Internal Audit reports and review of
regular reports from the Local Counter Fraud Specialist.

Moanitoring of the implementation of Intemal Audit and
Counter Fraud recommendations,

Local Security Ensuring an effective LSMS service that meets mandatory
Management Services | standards and provides appropriate assurance to
{LSMS) management and the Audit Committee.

Review the annual report and plan for the following year.

External Audit Ensuring that the organisation benefits from an effective
external audit service.

Review of the work and findings of external audit and
menitoring the implementation of any action plans arising.
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Clinical & Other Review of the work of the Quality committee within the
Assurance Functions organisation, whose work provides relevant assurance over
clinical practice and processes.

Review of the findings of other significant assurance
functions, both intemal and extemal to the organisation, and
consideration of the implications for the governance of the
grganisation.

Work Performed

The Committee has orgenised its work under five headings “Financial Management®,
“Governance”, “Clinical Assurance”, “Internal Audit and Counter Fraud" and “External
Audit”.

Financial Management

The Committee reguiarly receives updates and reports from the Finance Director on the
Trust's financial position and any issues arising. [tems discussed in particular during
2017418 were the establishment of a wholly owned subsidiary company Harrogate
Healthcare Facilities Management (HHFM) to manage Estates and Facilities services.

The Committee oversees and moniters the production of the Trust’s financial statements.
During the 2017/18 financial year this included:

+ An informal but detailed review of the draft accounts prior to submission to Monitor
and External Audit on 25 April 2017,

e A formal Committee meeting to discuss the draft accounts and External Audit's
findings on 4 May 2017; and,

« A formal Committee meeting on 18 May 2017 to review the final accounts and
Annual Repert for 2016/17 (including the Quality Account) pricr to submission to the
Board of Directors and Monitor.

[Note: sitnitar meetings have occurrsd during Aprif and May 2018 relaling to the 2017/18
financial staterments, Annual Report and Qualify Accournty.

In January 2018 the Committee formally reviewed and approved the Trust's accounting
policies (o be used in relation to the 2017/18 financial statements), considering
consistency over time and compliance with the Foundation Trust Financial Reporting
Manual. At the same meeting, the Audit Committee also considered the plan and
timetable for the production of the Trust's 2017/18 financial statements and annual
report.

The Committee also oversees and monitors the production of the Chantable Trust's
financial statements. The final Charitable Funds acgounts and Annual Report for 2016/17
were reviewed by the Committee on 18 May 2017 prior to submissicn to the Carporate
Trustee.

The Audit Committee also reviewed and approved:

Single Tender Actions;

The Trust's Losses & Special Payments register in May 2017;

The Annual Procurement Savings Report in September 2017,

Revisions to the Trust's Treasury Management Policy in September 2017, and,

The recommendation to the Trust Board of the use of the going concern principle as
the basis for the preparation of the 2016/17 accounts in May 2017

- 8 B § ¥
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The review of Post Project Evaluations (arising from capital schemes) is a standing item
on the Audit Committee's agenda during the vear.

Governance, Risk Management and Internal Control

The Audit Committee receives the minutes of the Corporate Risk Review Group. These
minutes provide detail of the changes to the Corporate Risk Register and new risks
considered. In addition the Audit Committee receives the minutes of the Quality
Committee, which is a formal sub-committee of the Board of Directors.

The Board Assurance Framework, Corporate Risk Register and mechanisms for
reporting strategic risks to the Board are reviewed on a periodic basis alongside the
review of the Corporate Risk Review Group minutes.

Additionally the Staff Registers of Interests and Gifts and Hospitality were reported to the
Audit Committee in 18 May 2017,

The Annual Governance Statement and the Head of Internal Audit Opinion were
reviewed by the Audit Committee prior to submission to the Board. The Chief Executive
{or ancther designated Executive Director} attends the Audit Committee annually in May
to discuss assurance around the Annual Governance Statement.

In redation to the governance of the Audit Committee itself, the Committee undertook the
following tasks during 2017/18:

= Assessment of Audit Committee Effectiveness in January 2018, the findings of which
were presented to the Board of Directors.

* Review and approval of Audit Committee Terms of Reference in December 2017
which were presented to the Board of Directors for approval in January 2018,

* Ongoing review and revision of the Audit Committee’s timetable.

Clinical Assurance

The revised Quality and Governance structure means that the Audit Committee receives
assurance on the effectiveness of clinical processes through the meeting minutes and
Annual Report of the Quality Committee.

Internal Audit and Counter Fraud Service

Internal Audit and Counter Fraud Services are provided by Audit Yorkshire. The Chair of
the Audit Commitiee sits on the Audit Yorkshire Board which oversees Audit Yorkshire at
a strategic level. The Board met on four occasions during 2017/18.

An Internal Audit Charter formally defines the purpose, authority and respensibility of
internal audit activity. This document was updated, reviewed and approved by the Audit
Committee in September 2017.

The Audit Committes approved the planning methodology to be used by Internal Audit to
create the Internal Audit Plan for 2017/18, and gave formal approval of the Internal Audit
Operational Plan in March 2017.

The conclusions (including the assurance leve! and the corporate importance and
corporate risk ratings) as well as all findings and recommendations of finalised Intemal
Audit reports are shared with the Audit Committee. The Committee can, and does,
challenge Internal Audit on assurances provided, and requests additional infermation,
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clarification or follow-up work if considered necessary. All Internal Audit reports are
discussed individually with the Audit Committes.

A system whereby all internal audit recommendations are followed-up on a quarterly
basis is in place. Progress towards the implementation of agreed recommendations is
reported (including full details of all cutstanding recommendaticns) to the Director Team
and the Audit Committee on a quarterly basis. This has been an area of focus by the
Committee during the year and Trust management have worked hard to ensure that the
process for responding to internal audit recommendations has been improved,

The Counter Fraud Plan was reviewed and approved by the Audit Committee and the
Local Counter-Fraud Specialist (LCFS) presented bi-annual reports detailing progress
towards achievement of the plan, as well as summaries of investigations undertaken.

The effectiveness of Internal Audit was reviewed by HDFT staff and the Audit Committes
in February 2018, resulting in a satisfactory evaluation. The action plan arising from the
review is monitored via the Internal Audit Periodic Report to the Audit Committee.

External Audit
External Audit services are provided by KPMG.

During the 2017/18 financial year the Audit Committee reviewed External Audit's Annual
Governance Report and Management Letter in relation to the 2016/17 financial
statements. Work was undertaken during 2017/18 to provide guidance on the
accounting treatment to be adopted in respect of certain financial arangements in place
at the 31 March 2018.

External Audit regulady updates the Committee on progress against their agreed plan,
on any issues arising from their work and on any issues or publications of general
interest to Audit Committee members.

The Audit Committee reviewed and approved the External Audit Plan in relation to the
2017/18 financial statements and the retated audit fee in February 2018.

The effectiveness of External Audit was reviewed by HDFT staff and the Audit
Committee in 4 May 2017, resulting in a satisfactory evaluation which was reported to
the Council Governors.

Specific Significant Issues discussed by the Audit Committee during 201718

The following additional significant issues have been discussed by the Audit Committee
during 2017/18:

Cngoing compliance issues with IY Cannula Care and nurse staff rostering;

The Falls Management follow up audit and consideration at the Quality Committee,;
The launch of HHFM and impact on governance arrangements;

The timeliness of Post Project Evaluations (PPE's); and,

The timeliness of response by management to internal audit draft reports and the
implementation of cutstanding internal audit recommendations.

* 8 & @& »
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Audit Committee Effectiveness Survey

It is recommended corporate governance best practice for committees of the board of
directors to undertake annual self-assessment of effectiveness. A survey of committee
members and regular attendees at the committee meetings was undertaken in
December 2017. Survey results have confirmed the following areas of strength:

« Committee members contribute regularly across the range of topics;

e With regards to mitigating the key risks to the Trust, the Committee is fully aware of
key sources of assurance;
The committee has the right balance of experience, knowledge and skills;

s The Committee is hriefed, via the assurance framework, about key risks and
assurances received and any gaps in controlfassurance in a timely fashion;

s  Members feel sufficiently comfortabla within the committee environment to be able to
express their views, doubts and opinions;

» The Committee understands the messages being given by the Trust's assurance
advisors; and,

« Members provide real and genuine challenga - they do not just seek clarification
andfor reassurance.,

Conclusion

The Audit Commitiee conducted itseif in accordance with its Terms of Reference and
wark plan during 2017/18. And this summary report is consistent with the Annual
Governance Statement and the Head of Internal Audit Cpinion.

Council of Governors

The Council of Governors (the Council) represent the interests of the Foundation Trust
members and the general public. They have an important role to play in acting as the
eyes and ears of the membership, keeping a watchful eye over how the Trust is
managed and being assured about the way services are being delivered.

The Council does not undertake the operational management of the Trust; rather they
act as a vital link between members, patients, the public and the Board of Directors, so
they have an ambassadorial role in representing and promoting the Trust. The Council's
primary statutory duty is to hold the Non-Executive Directors individually and collectively
to account for the performance of the Board, and represent the interests of the members
of the Trust as a whole and the interests of the public. The Ceoungcil is responsible for
regularly feeding back information about the Trust's vision, strategy, and performance to
their constituencies and the stakeholder arganisations that appointed them.

Governors are elected by staff (Staff Governors) and the membership (Public
Governors), or nominated by partner organisations, for example, North Yorkshire County
Council (Stakeholder Governors). The Council of Governors consists of 18 elected and
seven nominated Governors.”

The Council of Govemors has specific statutory responsibilities to:

« Hold the Non-Executive Directors individually and collectively to account for the
performance of the Board of Directors;
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« Represent the interests of the members of the Trust as a whole and the interests of
the public;

+ Appoint, or remove the Chairman and the other Non-Executive Directors;

Decide the remuneration of the Chairman and Non-Executive Directors;

Approve the appointment (by the Non-Executive Directors) of the Chief Executive;

Appoint, reappeint or remove the Trust's external auditor,

Consider the Trust's annual accounts, auditor's report and annual report;

Bring their perspective in determining the strategic direction of the Trust;

Be involved in the Trust's forward planning processes;

Approve any merger, acquisition, separation or dissclution application and the

entering into of any significant transactions;

+ Approve any proposals to increase by 5% or more of the Trust's preportion of its total
ineome in any financial year attributable to activities other than the provision of goods
and services for the purposes of the health service in England; and,

e Approve any amendments to the Trust's Constitution.

The following table highlights the composition of the Council of Governors and includes
each Governor's term of office and aftendance at the gquarterly public Council of
Governor meetings held during the year 1 April 2017 to 31 March 2018,

Term of office = May
2017

Feb
2ma

Nov
2017

Aug
27

Sept
2M7

Name May

2017

Constituency

Harrogate and
surrounding

villages —

tr Tony January 2018 Y A | Y Y M
Doveston to Decembar
2018

January 2011 | Y Y ¥ Y Y N
to  Decamber
2013

publicly elected | Mrs Pat Jones

January 2014
to Decamber
2016

January 2017
to  Decermnber
2019

August 2011 | Y Y y |y Y | NA

to July 2014

D Sally
Blackbtrn

August 2014
to July 2017
{extandad  to
December
2017)

Mrs Rosemary
Marsh

January 2018
to  December
2020

NiA

MIA

MNiA

T N/A,

NIA |

=|

Mz Pamefa
Allen, Deputy
Chair of
Governors/Lead
{Sovernor fram
January 2016

Japuary 2014
to  December
2016

January 2017
to  December
2019

i1




Mrs Liz Dean December Y Y Y | Y N N
2014 to ‘ ‘
December
2015
{remainder of
term following
resignation  of
Sara Spencer)
January 2016
to December
2018 |
Knareshorough | Mre Zoe January 2016 Y Y M Y M ' Y
and East | Metcalfe to  December
Diztrict - 2018
publicly elected | | _
fdrs Ann Hill January 2017 ¥ M N Y MiA | NIA
to  December
2019
{Stood down
26 Cctaber
- 2017). =
Constliuancy Namsa Term of offlce | May | May | Aug | Sept | Nov | Feb
217 | 2017 | 2017 | 2017 | 217 | 2018
Rest of Morth | Mrs Cath January 2015 | N N Y N N Y
Yorkshire and | Clelland to December
York - publicly 2017
alactad
January 2018
to December
2020
Ripon and YYest | Mr Peter August 2014 | Y Y Y N Y NIA—J'
| Digtrict — | Fearson to July 2017
publicly elected {extended to
December
2017)
Miss Sue January 2017 | Y Y Y Y N Y
Eddleston to  December
I 2018 i
Wetherby and | Mrs Jane July 2011 to| Y M Y N Y MiA,
Harewood Hedley Jung 2014
including  Otley
andg Yeadon, July 2014 o
Adel and June 2017
Wharfedale and {exdended io
Alwondley December
Wards — publicly 2017 |
elected Dr Sheita Fisher | January 2018 | N/A | NfA | NEA | MNIA | NFA Y
to December
2020
Mr Stane January 2017 b ¥ b M b b
Treece tv  December
2019
Rest of | Vacant Seat
Enaland*** I
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' Exira Council of Govemors' meeting 31 May 2017 fto discuss the
recommendation of the Remuneration Commitles.
** Extra Council of Governors’ meeting (hefd in private} 25 September 2017 to
ratify the appointment of the new Trust Chairman.
"* A ‘Rest of England’ constituency was approved in February 2016. Despite
elections, this seat remains vacant,

2018)

¥a

Staff Name Tarm of offlce | May | May Aug | Sept | Nov | Feb
Constituency 2017 | 2017 | 2017 | 2097 | 2017 | 2018
> i
Medical Dr Danlel Scolt January 2013 | Y Y hi Y Y Y
Practitioners to  December
Staff Class — 2015
staff elected
January 2016
to  December
2018 _ _
Mon-Clinical Mrs Yvonne January 2016 M MAA | ONAA | NFA | NIA | NAA
Staff Class — | Campball to  December
staff elected 218
iStood down
| 11 May 2017}
Mrs Mikalte Lord | January 2018 | NfA | N/A | NiA | NfA | N/A Y
to  Dacember
2020
Mursing and | Mrs Emma Edgar | January 2011 N M Y M Y Y
Wichwifary to  December
Staff Class — 2013
staff electad
January 2014
to  December
20116
January 2017
to  December
2019 |
Mrs Sally | January 2014 ¥ M MNid | N/A | NiA | NYA
Wargerison to  December
2016
January 2017
toe  December
2019
{Stood down 3
Il July 2017) |
Mr Andy Masters | January 2018 | N/A MiA | MNMA | NIA | NEA Y
te December
_ 2020
Other Clinical | Ms Clare Cressey | January 2016 ¥ Y Y b hd Y
Staff Class - to  December
staff elected 2018
{Stood down
28  February




¥ Exira

recommendation of the Remuneration Commiltee.
s Exira Councii of Govemnors' rmesling (held in private) 25 September 2017 (o
ratify the appointment of the new Trust Chairman.
*+ A ‘Rest of England’ constifuency was approved in February 2016. Despite
afections, this seal remsins vacant.

Councii of Governor meeting 31 May 2017 fo discuss the

Nominating
Organisation

Name

Term of office

May
2017

May
2017
Ed

Aug
2017

Sept
2017

Marth
Yorkshire
County
Council

Clir. Bernard
Bateman

Mominated
from January
2014 {o
Dacember
2018

Second  term
from January
2017 to
Decamber
2019

{Stood  down
Way 20171

hi MiA

N/A,

MNA

Clir. John Mann

Mominated
from

23 Way 207
to G|
Decarmber
2019
{remainder of
term}

NA | NA

Nov
2017

MfA

Feb
2018

NiA |

Hamogate
Borough
Council

Clir Phil Ireland

Mominated
from
Movembear
2016 to May
2017
fremainder of
tarmy
Second  term
from

1 Jure 2017 to
31 May 2020

University of
Bradford

Dr Pamela Bagley

MNominated
from

19 June 2017
to |
Dacamber
2019
fremainder of
tarm

N/A | NiA

' Harrogate
Divisian YOR

Local Medleal
Committae

or Jim Waoods

Nominated
from June
2011 to May
2014

Second  term
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fram June
2014 to May
2017

Third term
from

June 2017 to
May 2020

Nominating Name Term of office | May | May | Aug | Sept | Nov | Feb
Organlsatlon 2017 | 2017 | 2017 | 2047 | 2017 | 2018
L] b

Yaluntary Mrs Beth Finch February 2016 [N N N N ™ |
sevtor ter June 2016
{remainder of
term following
resignation of
Jans
Farquharson)

Second term
July 2016 to
June 2019

Fatient Ms Caralyn Mominated MiA [ NFA | NA Y Y Y
Experience Heanay from

21 September
2017

to 20
September
2020

* Extra Councit of Governor meeting 31 May 2017 o discuss ihe
recommmendation of the Remuneration Commiftee.

* Extra Councll of Governors' meeiing fheld in private) 25 September 2017 fo
ratify the appointment of the new Trust Chairman.

** A 'Rest of England’ constituency was approved in February 2016, Despite
elections, this seaf remains vacant.

A Register of Interests for all members of the Council of Governors is held by the
Foundation Trust Office and is continually updated. This is available on request from the
Foundation Trust Office.

Council of Governor meetings are attended by the Chairman, Chief Executive, Deputy
Chief Executive/Finance Director, Chief Nurse, Medical Director, the Chief Operating
Officer, and the Director of Workforce and Organisational Development. in addition,
there is regular attendance by Non-Executive Directors.

The following table highlights the attendance of each Executive Director and Non-

Executive Director at the quartery public Council of Governor meetings held during the
year April 2017 to March 2018.
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Council of Governors' Nominations Commities

The Nominations Committee is a formally constituted sub-committee of the Council of
Governors and has responsibility for overseeing the recruitment and selection processes
to secure the appointments of Non-Executive Directors (including the Chair). The
Commitiee takes inta cansideration the knowledge, skills and experience on the Board
of Directors and is responsible for making recommendations to the Council of Governors
on the appointment and reappointment of Non-Executive Directors (including the Chair)
of the Trust. The Committee is comprised of members of the Council of Govemars and
is chaired by the Chair of the Trust or the Senior Independent Director, where the Chair
has a conflict of interest, for example when the Committee is considering the Chair's re-
appointment. The Neminations Committee is supported by the Chief Executive, Director
of Workforce and Crganisational Development, Company Secretary and Corporate
Affairs and Membership Manager, in an advisory capacity.

The Nominations Committee met on four occasions during 2017/18 as follows:

e 12 April 2017 to discuss the recruitment process for a new Non-Execuiive Director to
replace Professor Sue Practor and the appointment of a new Vice Chairman;

« 19 July 2017 to review the re-appointment of Mrs Maureen Taylor, Non-Executive
Director, to a second term of office. The Nominations Committee also discussed the
axtension of the Chairman’s term of office by one month following the unsuccessful
recruitment of a new Chaimrman. This extension to the Chairman’s term of office was
in line with the Trust's Constitution.*

s 26 July 2017 to progress the recruitment process for a new Chairman; and,

» 13 March 2018 to discuss the recruitment process for two new Non-Executive
Directors to replace Mr Neil McLean and Mr lan Ward.

Recommendations of the Nominations Committee have been presented to, and
subsequently approved hy, the Council of Governors following every meeting.

Council of Governors’ Remuneration Committee

The Remuneration Committee is a formally constituted sub-committee of the Council of
Governors and is responsible for setting the remuneration of the Chair and other Non-
Executive Directors. The Committee is chaired by the Deputy Chair of Govarnors and
conducts an annual review of, and makes a recommendation to the Council of
(Govemors in relation to, the remuneration of the Non-Executive Directors and Chair of
Harrogate and District NHS Foundation Trust. The Remuneration Committee is
supported by the Chief Executive, the Directer of Finance, the Directer of Workforce and
Organisational Development, the Company Secretary and Corporate Affairs and
Membership Manager, in an advisory capacity.

The Remuneration Committee met once during 2017/18 and held & detailed discussion
regarding the role of the Non-Executive Directors, salary details, guidance received and
current financial challenges. The recommendation submitted to, and subsequently
approved by the Council of Governors, was as follows:

1. Remunerafion:

¢ Non-Executive Director to remain at the basic salary of £13,130 per annum.
« The additional responsibility payment for Non-Executive Directors who chair the
Quality Committee and Finance Committee to be increased by £500 from £1,010 to
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£1,510. The total payment for these individuals will therefore increase to £14,640
per annum.

e« The additional responsibility payment for Non-Executive Directors with statutory
responsibilities for the Audit Committee, SID and Vice Chair will remain at
£3,535. The total payment will remain at £16,665 per annhum.

« The Commititee recognised the cument Chair of the Audit Committee has also
undertaken the additional statutory responsibility of the Vice Chair and
recommended remuneration to reflect both positions. Therefore, two additional
responsibility allewances of £3,535 will be paid to reflect the two roles and will
increase the total payment for this individual to £20,200.

» Chairman to remain at £48,985.

2. To apply a cost of living uplift of 1% to the Non-Executive Directors and Chair of the
Trust, consistent with the Agenda for Change terms and conditions of service and
medical and dental terms of service from 1 April 2017.

Membership development and engagement
Our Membership

The Trust is accountable to the local population that it serves through the Council of
Govemnors and encourages local ownership of health services through its membership.
On 31 March 2018 the Trust had 17,632 members; pecple who have chosen to become
a member, who are interested in the NHS and want the opportunity to get more involved
in their local health services. Members can become involved in a variety of different
ways, by receiving updates and newsletters, attending cpen days, meetings and events,
volunteering, and being consulted on with plans for future developments, to name a few.

The Foundation Trust Cffice manages an in-house membership database containing
members’ areas of interest. As services are developed or reviewsd, members can be
contacted and encouraged to paricipate via consultations, surveys and discussion
groups.

Eligibllity to be a Membear

As of 1 March 20186, public membership by constituency applies to residents aged 16 or
over across the whole of England. As the Trust is providing services further afield, and
patients have the right to choose where to receive freatment, we hope to continue
encouraging a membership which reflects the wider population.

Fublic constituencies are:

Harrogate and surrounding villages;

Ripon and west district;

Knaresborough and cast district;

The electoral wards of Wetherby and Harewood including Otley and Yeadon, Adel
and Wharfaedale and Alwoodley wards;.

Rest of North Yorkshire and York; and,

Rest of England.

a &8 #* @

The Rest of England constituency will represent those people who access Trust services
but do not live in the Trusts previous catchment area (as displayed on the map belowy):
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The Trust has no patient constituency.

Staff membership applies to any employee of the Trust holding a permanent contract of
employment or a fixed term contract of at least 12 menths, unless they opt out.

The Staff Constituency includes the following Staff Classes:

Medical Practitioners;
Mursing and Midwifery;
Other Clinical; And,
MNon-Clinical.

5 & & &

Membership by constituency and volume

Through the work of the Governor Working Group for Membership Development and
Communications, a sub-committee of the Council of Governors responsible for the
delivery of the Membership Development Strategy, we continue to develop a
representative and vibrant membership, offering innovative and active engagement
across the organisation.

Throughout 2017/18 we have continued to actively engage with, and recruit, members
between the ages of 16 and 21 years through our unique Education Liaison Programme,
Waork Experience Scheme, Youth Forum, and with our young valunteers.

Whilst it is important to the Trust to continue to recruit a wide and diverse membership in
a representative and inclusive manner, the Membership Development Strategy
continues to drive the focus on quality membership engagement activity.

The public membership profile Rep. of public |
Harrcgate 6,441 §2,599 7.8%
Fipon and west district 1,972 37,571 5.2%

Knareshorough and east district 2,349 37,699 6.2%

Waetherby and Harewood including
Otley and Yeadon, Adel and

2181 | 102,771 2.1%
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Wharfedale and Alwoodley wards

Rest of North Yorkshire and York 376 638,559 | 0.06%
Rest of England 410 52.1m*
TOTAL 13,729 | 899,199~ | 1.5%™

*hitos:/www.ons.gov. uk/peoplepopulationandecommunity/populationandmigration
popufationestimates/bulletins/populationandhouseholdestimatesfortheunitedkingd
om/2011-03-21

™ Figures based on Trust calchen! area nul including Rest of England.

The staff constituency membership profile Rep. of total starf

TOTAL [ 3903 | 4564 | 85.5%

The volume of members has decreased; this is due to members reguesting to be
remoaved from the database and the removal of deceased members from a recent data
cleanse.

On 31 March 2018, the Trust had 31 ‘Affiliates'; people who have an interest in the Trust
but do not qualify to be a member, either due to their age (i.e. they are below 16 years of
age) or because they live outside of the Trust's catchment area. Affiliates are not
counted within our membership numbers.

Staff membership is via an opt-out scheme and 85.5% of staff are currently members.
The membership database is updated on a quarterly basis from the electronic staff
record taking into account, new starters, leavers, and individual detailed records.

Both the Board of Directors and Council of Govemors agree that an active and engaged
membership will continue tc enhance the development of the Trust's strategic objectives
to:

o Deliver high quality care;
«  Work with partners to deliver integrated care; and,
+ To ensure clinical and financial sustainability.

During the forthcoming year, the Trust will continue to actively recruit members across
the catchment area; in paricular, from the rest of Morth Yorkshire and York where our
membership representation is at its lowest and from the Rest of England constituency,
focussing particularly on areas where the Trust is providing services in Darlington,
Durham and Middlesbrough, Stockton-On-Tees and in North and West Leeds. The plans
to do so will be overseen by the Governor Working Group for Membership Development
and Communications and will form part of the Membership Development Strategy.
Membership recruitment plans include, promoting membership to local employers and
schools, attendance at community events, distributing membership flyers to GP
practices and local community premises such as libraries and voluntary organisations,
and social media platforms. The focus will also be to promote membership and active
inclusicn to people from protected and disadvantaged groups alongside the Trust's
Equality and Diversity work streams.
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Gender and sthniclty

The public membership is made up of 51.24% females and 48.62% males, with 0.13%
unknown; these figures continue to demonstrate a similar balance to the maleffemale
population in England (50.8% females and 49.2% males, Office for Nalional Statistics,
Census 2011).

Gender ml;"r:]geerm of *Eligible membership ADEIEN
Male 6,676 *440,383 1.5%
Ferale 7,035 | *458,816 "1 5%

Not specified | 18

Total 13,729 899,199 1*1.5%

* Figures based on Trust cafchment area not including Rest of England.

Ethnic origin of the public membership

Ethnicity e of | +Eligible membarship
White 2,802 883,226

Mixed 25 9110

Asian or Asian British | 70 *10 196

Black or Black British | 27 *4,599

‘Unknown 10,805 *3 068

Total 13,729 899,199

* Figures based on Trust catchment area not including Rest of England.

The ethnicity of all new members is captured from the membership application form. It
would be challenging to update the ethnicity of the majority of membars who joined prior
to the development of this data capture.

How we develop our Membership

The Membership Development Strategy continues to be reviewed on an annual basis
with detailed work plans to drive forward targeted recruitment in under-represented
areas and innovative high quality membership engagement activity in line with the
Trust's strategic chjectives. The Governor Working Group for Membership Development
and Communications continues to report to the Council of Governors at each quarterly
public meeting.

Recruitment, communication and membership activities are delivered in the following
wWays:

+ A welcome pack including a welcome letter from the members' elected Governor{s},
a membership card, a questionnaire and a discount card to use with local and
national companies;

« ‘Foundation News' membership newsletter;

« Notification of meetings and events on the Trust's website,
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Social media platforms;

Media;

Invitations to membership events, for example ‘Medicine for Members’ lectures;
Invitations to community events in partnarship with stakeholders;

Public Council of Governor meetings;

Govemor public sessions, for example speaking at local committees and groups;
Annual Members' Meeting,

Elections io the Council of Governors;

Members' notice board;

Access to Trust strategic documents, including the annual report and accounts,
quality account and annual plan;

» Internal staff communications, for example, staff induction and Team Brief (a
monthly briefing session for staff focusing on key topics, including developments in
services, the Trust's performance against its targets and finance);

Leaflets and posters in community premises and in GP practices; and,

Invitations to be involved with consultations, to take part in surveys and to be
involved on focus groups.

# & @& % ® & 9 & 9 ¥

The Education Liaison Programmae, Work Experience Programme and Young Velunteer
schemes continue to be highly successful and are an extremely effective vehicle to
enable the Trust to recruit youny people and provide high quality membership
engagement. These projects are overseen by the Governor Working Group for
Volunteering and Education.

The Foundation Trust Office

The Foundation Trust office continues to be a central paint of contact for all members
and the public to make contact with the Trust, the Council of Governors and Board of
Directors. The Foundation Trust Office is open during office hours, Monday to Friday on
01423 554489 or by email to nhsfoundationtrustimhdft.nhs.uk

1. Trust's Censtitution, paragraph 11.2.3
2, Trust's Conetltutlon, paragraph 16.3.1
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4.5  NHS Improvement’s Single Oversight Framework
MNH3I's Single Oversight Framework provides the framework for overseeing providers
and identifying potential support needs. The framework looks at five themes:

Quality of care;

Finance and use of resources;

Operational performance;

Strategic change; and,

Leadership and improvement capability {well led).

Based on information from these themes, providers are segmented from 1 to 4, where ‘4’
reflects providers receiving the most support, and ‘1’ reflects providers with maximum
autonomy. A foundation trust will only be in segments 3 or 4 where it has bean found to
be in breach or suspected breach of its licence.

The Single Oversight Framework applied from quarter three of 2016/17. Prior to this,
Monitor's Risk Assessment Framework {RAF) was in place. Information for the first two
quarters of 2016/17 relating to the RAF has not been presented as the basis of
accountability was different. This is in lineg with NHS Improvement’s guidance for annual
repors.

The Trust is recognised as being in segment three as at 31 March 2018, This
segmentation information is the Trust's position as at 31 March 2018. Current
segmentation information for NHS trusts and foundation trusts is published on the NHS
Improvement website.

Finance and Use of Resources

The finance and use of rescurces theme is based on the scoring of five measures from
“1" to ‘4', where '1° reflects the strongest performance. These scores are then weighted
to give an overall score. Given that finance and use of rasaurees is only one of the five
themes feeding into the Single Oversight Framework, the segmentation of the trust
disclosed above might not ke the same as the overall finance score here.

The table below outlines the Trust's performance in 2017/18

Area Metric | 2017/18 | 201718 | 2017118 | 201718 | 2016117 | 2016/17 |
Q1 Q2 Q3 Qd Q3 Q4
score | score score score | score | score
Financial Capital 4 4 1 3 1 1
sustainability | service
capacity
| liquidity | 1 1 1 1 1 1
Financial I&E 4 4 1 2 1 1
efficiency margin
Financial Distance 4 4 1 4 2 3
controls from
financiat
plan [
Agency 1 1 1 1 1 1
spend
Overall scoring 3 3 1 3 1 1
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4.6, Statement of Accounting Officer’s Responsibilities

Statement of the Chief Executive’s Responsibilities as the Accounting Officer of
Harrogate and District NHS Foundation Trust

The NHS Act 2006 states that the Chief Executive is the Accounting Officer of the NHS
Foundation Trust. The relevant responsibilities of the Accounting Officer, including their
responsibility for the propriety and regularity of public finances for which they are
answerable, and for the keeping of proper accounts, are set out in the NHS Foundation
Trust Accounting Officer Memorandum issued by NHS Improvement.

NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act 2006,
has given Accounts Directions which require Harrogate and District NHS Foundation
Trust to prepare for each financial year a statement of accounts in the form and on the
basis required by those directions. The accounts are prepared on an accruals basis and
must give a true and fair view of the state of affairs of Hamogate and District NHS
Foundation Trust and of its income and expenditure, total recognised gains and losses
and cash flows for the financial year.

In preparing the accounts, the Accounting Officer is required to comply with the
requirements of the Department of Health and Sccial Care Group Accounting Manual
and the NHS Foundation Trust Annuzl Reporting Manual and in particular to:

s Observe the Accounts Direction issued by NHS Improvement, including the relevant
accounting and disclosure requirements, and apply suitable accounting policies on a
consistent basis;

» Make judgements and estimates on a reasonable basis;

» State whether applicable accounting standards as set out in the NHS foundation
Trust Reporting Manual and the Department of Health and Social Care Group
Accounting Manual have been followed, and disclose and explain any material
departures in the financial statements;

¢ Assess the Group and NHS Foundation Trust's ability to continue as a going
concern, disclosing, as applicable, matters related to going concern; and

« Use the going concern basis of accounting unless they have been informed by the
relevant national body of the intention to dissclve the NHS foundation trust without
the transfer of its services to another public sector entity.

The accounting officer is responsible for keeping proper accounting records which
disclose with reascnable accuracy at any time the financial position of the NHS
Foundation Trust and io enable her to ensure that the accounts comply with
requirements outlined in the above mentioned Act. The Accounting Officer is also
responsible for safeguarding the assets of the NHS Foundation Trust and hence for
taking reasonable steps for the prevention and detection of fraud and other imegularities.

To the best of my knowledge and belief, | have properly discharged the responsibilities
set out in the NHS Foundation Trust Accounting Officer Memorandum.

P I:: |
Sighed ﬂ P 2

.-"""._--._'_._'_'_-_
Dr Ros Tolcher

Chlef Executive
Date: 23 May 2018
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4.7. Annual Governance Statement

4.7.1 Scope of responsibility

As Accounting Officer, | have responsibility for maintaining a scund system of internal
cantrol that supports the achievement of the NHS Foundation Trust's policies, aims and
objectives, whilst safeguarding the public funds and departmental assets for which | am
personally responsible, in accordance with the responsibilities assigned to me. | am also
responsible for ensuring that the NHS Foundation Trust is administerad prudently and
economically and that resources are applied efficiently and effectively. | also
acknowledge my responsibilities as set out in the NHS Foundation Trust Accounting
Officer Memorandum.

4.7.2 The purpose of the system of internal control

The system of internal control is designed to manage risk to a reasonable level rather
than to eliminate all rigk of failure to achieve policies, aims and cobjectives; it can
therefora anly provide reasonable and not absolute assurance of effectiveness. The
system of internal control is based on an ongoing process designed to identify and
pricritise the risks to the achievement of the policies, aims and abjectives of Harragate
and District NHS Foundation Trust, to evaluate the likelihgod of those risks being
redlised and the impact should they be realised, and to manage them efficiently,
effectively and economically. The system of internal control has been in place in
Harrogate and District NHS Foundation Trust for the year ended 21 March 2018 and up
to the date of approval of the annual report and accounts.

4.7.3 Capacity to handle risk

As Accounting Officer, supported by Board members, | have responsibility for the
integration of governance systems. | have delegated executive lead to the Chief Nurse
and Medical Director for the implementation of integrated governance and risk
management.

The Board of Directors recognises that risk management is an integral part of good
management practice and to be most effective should be part of the Trust's culture. The
Board is, therefore, committed to ensuring that risk management forms an integral part
of its philosophy, practices and business plans rather than viewed or practised as a
separate programme and that responsibility for its implementation is accepted at all
levels of the arganisation.

The Beard acknowledges that the provision of appropriate training is central to the
achievement of this aim. Staff are appropriately trained and supported in incident
reporting, carrying out risk assessments, mitigating risk and maintaining risk registers.
Directors and departmental managers ensure that all staff, including those promoted or
acting up, the Board Directors, contractors, locum, agency or bank staff, undergo
corporate and specific local induction training appropriate to their area including risk
management, incident reporting and hazard recognition training. An ongoing training
programme has been developed based on a training needs analysis of staff. The
programme includes formal training far:
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« Staff in dealing with specific everyday risks, e.q. basic risk management information
including an overview of patient safety, incident reporting and investigation,
complaints investigation and development of measures to improve patient
experence, fire safety, information governance, health and safety, moving and
handling, infection control, and security; and

« Specific staff involved in the maintenance of risk registars at directorate and
department level, investigation and root cause analysis, the investigation of serious
incidents {Sls} and risk assessment for health and safety.

The Trust's human resources department menitors all mandatory and essential training
and reports directly to the Board of Directors. Completicn of training is included in staff
performance monitoring, appraisals and revalidation. This process has been
strengthened by linking pay progression to the completion of essential and mandatory
training.

Employees, contractors and agency staff are required to report all incidents and
concerns and this is closely monitored. The Trust supports an "open” culture, meaning
that we are open with service users, carers and staff when things go wrong. A significant
emphasis is placed upon ensuring that we comply with the requirements of the statutory
duty of candour that came into force on 27 November 2014. This fallows the introduction
of a number of new standards that NHS boards need to comply with including not only
duty of candour, but also the fit and proper person's test and improving openness and
transparancy. The Board receives regular updates to ensure compliance in these areas.

Guidance on reporting incidents on Datix, grading of incidents, risk assessment, risk
registers, undertaking root cause analysis and statement writing, is available for staff on
the Trust intranet.

The Trust also supports a “learning” culture, and we share and embed learning from
incidents fallowing an objective investigation or review. We recognise the importance of
human factors promoting safety and in the genesis of incidents. In addition, the Trust
seeks to identify and share good practice within the organisation. This happens at Board
and directorate level through various mechanisms including feedback from patient safety
visits and director inspections and monthly “Making a Difference” awards for staff.
Matianal guidelines and standards that relate to good practice are shared and there are
processes in place to ensure action plans to implement recommendations are developed
and monitored to completion.

The Trust has appointed a Freedom to Speak Up Guardian who reports to the Board on
a six-monthly basis. This provides the Board with an opportunity to reflect on themes
and learning identified by the Guardian. During the year Internal Audit completed a
review of the Trust's Freedom to Speak Up arrangements and found significant
assurance that effective processes are in place to enable staff to raise a concemn and
whistle blow in accordance with the findings of the ‘Freedom to Speak Up' report.

A review of quality and equality impact assessments by Internal Audit during 2017/18
revealed weaknesses in the quality impact assessment of Cost Improvement
FProgrammes {CIPs) and Financial Recovery Plan {FRP) schemes. The associated risks
have been recognised on the corporate risk register and additional controls are being
established. It has been agreed that in future the Quality Committee will have increased
scrutiny of the quality impact assessment process.



4.7.4 The risk and control framework

The key objectives regarding risk and contrel are to achieve:

« Compliance with external regulatory and other standards for quality, governance and
risk including Care Quality Commission fundamental standards and regulations;

« A culture of effective risk management at all levels of the organisation;

« Dslivery of the Trust's strategic aims and objsctives; and

= A robust framework to ensure all controls and mitigation of risks are in place and
operating, and can provide assurance to the Beoard of Directors on alt areas of
govermance being:
o Corporate governance

Quality governance

Clinical govemance

Financial governance

Risk management

Infarmation governance including data security

Fesearch govemance

Clinical effectiveness and audit

Performance governance

oo o >00 00

The Trust has a system of integrated governance described in the Risk Management
Palicy.

Risk identification and assessment is the process that enables the Trust to understand
the range of risks faced, the level of ability to control those risks, their likelihood of
occurrence and their potential impacts. Risk assessment is a continuous process with
risks assessed at ward, team and department level in line with risk assessment
guidance. This is carried out proactively as part of the health and safety processes as
well as reactively when risks are identified from incidents, complaints, local reviews,
patient feedback, etc.

Risks are scored based on the likelihood of the risk matenialising (scere 1-5) multiplied
by the impact or consequence of that risk (score 1-5). The risk scoring matrix evaluates
the level of risk as low (1-5), medium (6-10) or high {(12-25), and therefore the priority for
action, and must bhe used for all risk scoring within the Trust in order to ensure a
consistent and standardised approach. This allows the organisation to gain an
appreciation of the magnitude of each risk, set targets for improvement based on its risk
appetite, and track progress against an agreed, tmed action plan. The Board of
Directors decides what level of risk is reported to them. The threshold is a risk score of
12.

Eisks are recorded in the health and safety control books and in risk registers. A risk
register is a specific tool for recording and managing risk in a standard format to allow
comparisan and aggregation. Taking each risk in turn, the risk register records the
controls (the things we de to mitigate that risk) already in place, the original risk score
and the current risk score based on those controls. Gaps in controls can then be
identified and aclions agreed to close these gaps. Targets based on an acceptable level
of risk can be agreed, and progress towards achieving the target risk score can be
tracked. Assurances {the evidence that controls are effective) are also recorded.
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The identification and management of risk as communicated in risk registers aids
decision-making and resource priortlsation. It produces proper information by which the
Trust can reassure the public, patients and stakehglders that it is effective and efficient
and delivering the objectives of the organisation.

Risk assessment and management is addressed using risk registers at four levels
across the Trust:

a) Departmental

Risk assessments are carried out routinely as part of the health and safety process as
well as from incidents, complaints, local reviews, patient fesdback and information
contained in relevant quality, safety, werldorce and financial dashboards. The
deparimental risk registers will reflect these risk assessments, including all residual
madium and high risks from the health and safety control books.

It is the responsibility of directorate leads for governance to review and where
appropriate, challenge scores applied to risks on departmental registers at least
quarterly. All risks that are scored § or above on departmental risk registers are
escalated to directorate risk registers.

k) Directorate

The directorate risk registers and corporate functicns risk registars are key management
tools which are scrutinised monthly within management meetings ic ensure effactive
oversight of risk management. Clinical Directors, Operational Directors, Corporate
Directors and Deputy Cirectors are responsible for the risk registers.

The directorate risk register will reflact departmental risk registers where relevant by
including risks that are scored 9 or above or form a trend across more than one
departmental register. At this level risk assessment is performed alongside objective
setting and business planning.

All risks that are scored 12 or more will be discussed at the Corporate Risk Review
Group, together with any other risks that the risk register owner is concerned about.

¢} Corporate

The corporate risk register is a live document, reviewed and updated as circumstances
change, new risks arise and established risks are treated. Risks are escalated up to the
corporate risk register, or back down to clinical directorate or corporate functions risk
registers, based on the agreed threshold of 12 for designating corporate risk.

It tharefore identifies key organisational risks. The corporate risk register is reviewed at
the Corporate Risk Review Group every month, with a focus on progress of actions to
achieve the target risk score for existing risks. Risks from clinical directorate and
corporate functions risk registers are discussed and will be included on the corporate
risk register if the agreed risk score is 12 or mere.

The Senior Management Team, chaired by the Chief Executive Officer, reviews the
updated corporate risk register and a report from the Comporate Risk Review Group
every month. The Audit Committee also receives an update from the Corporate Risk
Review Group at each meeting and the Board of Directors receive an update each
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manth, and a more detailed report together with the complete corpaorate risk register on a
quartedy basis.

d) Board Assurance Framework

The Board Assurance Framework (BAF) is an essential tool which brings together the
key strategic objectives, the requirements of licensing and regulatory bodies and
provides detail and assurance on the systems of control which undarpin delivery of the
strategic objectives. It offers visible assurance on the Board's overall govemance
responsibilities.

The BAF brings together all of the essential elements for achieving the Trust's goals and

ambitions, and of mainlaining regulalery compliance and compliance with the

Foundation Trust Licence. |t systematically evaluates the risks to achieving these. It

asks:

»  What are the things we have agreed as strategic priorities?

« What are the essential prerequisites to confidently maintaining regulatory
compliance?

s  VWhat are the essential prerequisites for compliance with the terms of cur Foundation
Trust Licence?

s What are the risks to these prerequisites?

Taking each risk in turn, the BAF records the controls and the assurances already in
place. Gaps in controls and assurances can then be identified and actions agreed to
close the gaps. By focusing on gaps in controls and assurances, the Board can be
confident that all necessary steps are being taken to assure delivery of the Trust's
overall objectives and obligaticns as above, and that resources can be aliocated in the
right place. The BAF is a live document which is reviewed by Executive Directors on a
monthly basis. The Audit Committee alsc receives regular updates on the BAF and the
Board of Directors receive an update each month, and a more detailed report together
with the complete BAF on a quarterly basis.

The risks an the comorate risk register for 2017/18 and going forward relate to the:

» Risk to the quality of service delivery in Medicine due to gaps in rotas following the
Deanery allocation process;

« Risk to service delivery due to the lack of experienced registered nurses due to
national labour market shortage;
Capacity to support timely discharge for community ready patients;

« Risk of financial deficit and impact cn service dalivery due to failure to deliver the
Trust's annual plan by having excess expenditure or a shortfall in income;

+ Risk of patient harm as a result of being lost to follow-up as a result of current
processes;

» Risk of patient harm as a result of being lost to follow-up as a result of historic
processes;

« Risk to provision of service and not achieving national standards in cardiology due to
potential for laboratory equipment breaking down;

+ Risk to patient safety, quality, experience, reputation, staff well-being due to reduced
capacity in the community care teams;

» Risk to guality of care due to lack of capacity in the acute and community services to
meet anticipated increased demand during winter months;

+ Risk of inzdequate antanatal care and patients being lost to follow up due to
incensistent process for monitoring attendance at routine antenatal appeintments in
the community;
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» Risk to service delivery due to failure to have sufficient cash to support the capital
programme including replacement of equipment due to delay in payment from
commissioners ar shortfall in delivering the financial plan;

* Risk of harm to the quality of the service due to staff shortages in ophthalmology
clinics.

During 2017/18 the strategic risks identified on the BAF included risk of:

» Lack of medical, nursing and clinical staff;

High levels of frailty in local population;

Failure to leam from feedback and incidents;

Standards of care and the organisation’s reputation for quality fall because quality
does not have a sufficient priority in the Trust;

Failure to deliver integrated models of care;

Misalignment of strategic plans;

Service sustainability;

Failure to deliver the Operational Plan;

Breaching the terms of the Trust's Licence to operate from NHS Improvement;
External funding constraints;

Lack of fit for purpose critical infrastructure; and

Insufficient senior leadership capacity.
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In 2017/18 the Board of Directors ensured that detailed controls were in place to mitigats
risks and support assurance. The Board of Directors will ensure going forward that
detailed controls will continue to be in place to support assurance and mitigate risks. All
risks, mitigation and progress against actions are monitored formally at directorate,
corparate and board level every manth.

The quality of performance information is the responsibility of the Senior Information
Risk Owner {SIRO) who chairs the Data and Information Governance Steering Group
and advises the Board of Directors on the effectiveness of information risk management
across the organisation. In addition, the quality of performance information is tested by
both Internal and External Audit within their planned programmes of work.

The Trust has put in place due processes to ensure information governance and data
security in accordance with national recommendations led by the Senior Information
Risk Owner at Board level. The Information Governance Toolkit return is formaliy
approved by the Board of Directors prior to submission. During 2017/18 the Trust has
undertaken robust preparations for implementation of the new General Data Protection
Regulations from May 2018.

The Trust has an Integrated Board Report (IBR} which triangulates key information
metrics covering quality, workforce, finance and efficiency and operational performance,
presenting trends over time to enable identification of improvements and deteriorations.
The report currently includes 46 RAG (red, amber, green) rated indicators of which 17
relate to quality, 16 to finance and efficiency and 13 to operational performance.

In addition there is a quality dashboard which has additional guality indicators at Trust
level and at ward level.

The IBR is available to each Board meeting and meetings of the Council of Governors,
and this and the quality dashboard are reviewed by the Quality Committee and are
available to each of the steering groups responsible for leading work to ensure
compliance with CQC standards.
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In addition there are regular director inspections and patient safety visits which provide
assurance on quality and compliance with CQC standards.

Internal Audit most recently assessed compliance with Monitor's Licence conditions in
Movember 2014 and with CQC fitness to register in 2018 and gave significant assurance
for both. The Audit Committee reviews the evidence for compliance with CQC
registration requirements annually.

Principal risks to compliance with the NHS Provider Licence Section 6 - NHS

Foundation Trust Condition 4 {FT governance) relate to:

« Fffectiveness of governance structures;

» Responsibilities of directors and subcommitiees;

+ Reporting lines and accountabiliies between the board, subcommittees and
executive team;

e Submission of timely and accurate information to assess risks to compliance with
Trusis licence;

e Degree and rigour of oversight the Board has over Trust performance.

There are no significant risks that have been identified to compliance with the NHS
Foundation Trust Licence Condition 4 (FT governance). The Trust ensures compliance
with the requirements of the Provider Licence in its entirety via annual and in-year
submission as required by NHS Improvement's Single Cversight Framework. These
submissions include detailed information on financial performance, plans and forecasts,
and third party information, in order to assess the risk to continuity of services and
governance.

This Annual Govemance Statement aiso provides an outline of the structures and
mechanisms that the Trust has in place to maintain a sound system of govemance and
internal controt to meet the requirement of the Licence Condition 4, Section §. It takes
assurance from these structures as well as feedback from Internal and External Audit
and other internal and external stakeholders regarding the robustness of these
governance structures. These same mechanisms are used by the Board to ensure the
validity of the annual Corporate Governance Statement.

In order to mitigate the risks to compliance with Monitor's Licence Condition 4, the Trust
has in place a well defined governance framework with clear accountability and reporting
to ensure integrated govemnance, to deliver the Trust's objectives and to provide
assurance to the Board of Directors.

In 2015 staff from across the organigation participated in a rapid process improvement
review of guality governance structures and processes. The outcome was a well-
definad framework of committees and groups with clear accountability and reporting to
ensure integrated governance, to deliver the Trust's objectives and to provide assurance
to the Board of Directors. Quality of patient care is at the heart of this framework.

Executive directors, non-executive directors, governors and other stakeholders are key
participators in many of the Trust’s committees.

During 2017/18 the Board completed a self-assessment against NHS Improvement’s

well led framework for govermnance reviews. The self-assessment drew upon an
independent review of the well led framework which was completed in 2015. The
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independent (external} review noted a number of areas of strength and good practice

including:

« A board which was composed of high calibre individuals from a broad spectrum of
backgrounds which were observed to bring insightful challenge and debate o all
aspects of the Trust's business;

» Clear processes for holding people to account for delivery which were widely
considered by the workforce to be effective in practice,;

« Robust succession planning which is in place several tiers below executive level; and
The fostering of a positive culture within the Trust, with good engagement from the
wider workfores in the success and sustainability of the organisation.

Neither the self-assessment nor the exiernal review highlighted any material areas of

concem in relation to the hoard and the governance arrangements in place at the Trust.

Current areas identified for further progress and improvement include:

» Development of a Patient and Public Participation Strategy for the Trust,

« Further work to cascade and embed Strategic Key Performance Indicators within
directorates.

Work has been undertaken to address these recommendations.

The Trust was inspected by the Care Quality Commission (CQC) as part of its routine
programme of inspections in February 2016. The Trust and Harrogate District Hospital
were given a rating of “good” overall. Harrogate District Hospital, Community Services
and the Trust were rated as “outstanding” for the caring domain, and four individual
services were rated as “outstanding”. Improvements identified by the CQC formed the
hasis of a trust-wide action plan which is almost complete.

During 2017718 the executive team completed a self-assessment against the CQC's well
led framework. This identified all key lines of enquiry as ‘cutstanding’ or 'good’, with one
aspect {are the people who use gervices, the public, staff and external partners engaged
and involved to support high-guality sustainable services) assessed as ‘requires
improvement. Work is ongoing to further strengthen the Trust's arrangements for
patient and public participation.

The Board of Directors is responsible for exercising all of the powers of the Trust;
however, it has the option to delegate these powers to senior management and other
committess. The Board:
+ sets the strategic direction for the Trust;
+ allocates resources;
s monitors performance against organisational objectives;
« ensures that clinical services are safe, of a high quality, patient-focused and
effective;
ensures high standards of clinical and corporate governance; and
along with the Council of Govemors, engages members and stakehalders to ensure
effective dialogue with the communities it serves.

The Board is also responsible for ensuring that the Trust exercises its functions
effectively, efficiently and economically and that compliance with the Trust's Licence;
and Constitution are maintained.

During 2017/18 there have been five formally constituted committees of the Board; the
Audit Committee, the Quality Committee, the Nomination Committee, the Remuneration
Committee and the Finance Commitiee.
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The Audit Committee

Four Non-Executive Directors comprise the Audit Committee, and one of these is the
Chair. The Deputy Chief Executive/Finance Director, Deputy Director of Governance and
Company Secretary have a standing invitation to meetings and the Chief Executive
attends one meeting per year, when considering the annual report and accounts and
annual govemance statement. Other Executive Directors attend meetings when the
Committee is discussing areas of risk or operations that are the rasponsibility of those
individual Directors.

The key responsibilities of the Audit Committee are to review the establishment and
maintenance of an effective system of integrated govemance, risk management and
internal control, across the whele of the organisation's activities {both clinical and non-
clinical), that supperts the achievement of the organisation's objectives. The Commitiee
ensures that there is an effective Internal Audit function that meets mandatory NHS
Internal Audit Standards. Interpal Audit's primary role is to provide an opinion and
assurances on the adequacy and effectiveness of the systems of internal control and
provide appropriate independent assurance to the Audit Committee, Chief Executive and
Board. The Committee also reviews the work and findings of the External Auditors
appointed by the Councll of Governors and considers the implications and
management's responses to their work. The Audit Committee receives reports from
Internal and External Audit, the Quality Committee and the Corporate Risk Review
Group which enable it to provide independent assurance on governance and controls to
the Board. This also enables triangulation of key issues to enhance the Board and
Committee’s oversight and assurance role. The annual audit plans for Internal Audit are
approved by the Audit Committee and are prioritised to focus on areas of risk and
concern. Governor representatives attend the Audit Committee as observers.

The Quality Committee

The Quality Committee is the primary mechanism by which the Board gains assurance
regarding the safety and quality of services. It is chaired by a Non-Executive Director,
and the Chairman {on an interim basis until a new Non-Executive Director is appointed
in May 2018) and one other Non-Executive Director (who is alsc a member of the Audit
Committee} are members. There is senior representation from tha clinical directorates
and corporate functions including the Chief Nurse, Director of Worldorce and
Organisational Development, Chief Operating Officer, Clinical Directors, Deputy Medical
Director, Deputy Director of Governance and Head of Risk Management. On behalf of
the Board, it seeks assurance on the systems and processes in place to deliver high
quality care and provides scrutiny of the outcomes of these systems and processes in
refation to quality. It also provides direction regarding the delivery of the Trust's quality
improvement priorities and strategic objectives in respect of quality, and provides
oversight and seeks assurance on regulatory compliance. The annual clinical audit plans
are approved and monitored by the Quality Committee. Covernor representatives attend
the Quality Committee as observers.

The Finance Committee
During 2017/18 the key responsibilities of the Finance Committee were to ensure
appropriate oversight of strategic financial planning by scrutinising the development of

the Trust’s financial and commercial strategy; the assumptions and methodology used in
developing the strategy; recommending to the Board the five year financial plan and two
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year operational financial plan; and ensuring appropriate due diligence is undertaken in
relation to any significant transactions. The Committee also provides assurance to the
Board on in-year financial performance, including budget setting and progress against
cost improvement plans. The Committee is comprised of three Non-Executive Directors,
one of whom is the Chair. The Deputy Chief Executive/Finance Director, Chief Operating
Officer and Deputy Finance Director also attend each meeting, and other Trust
representatives may be requested to attend to discuss particular items. Governor
representatives attend the Finance Committee as observers.

The Remuneration Committes

The key responsibilities of the Remuneration Committee is to make recommendations to
the Board on the remuneration, allowances and terms of service for the Executive
Directors, to ensure that they are fairly rewarded for their individual contribution to the
organisation, having proper regard to the organisation’'s circumstances and
performance, as well as the national position of the NHS as a whole. The Committee is
comprised of the Trust's Chairman and all other Non-Executive Directors. The Chief
Executive and Director of Warkforce and Organisational Development attend for part of
the meeting, by invitation and in an advisory capacity.

The Nomination Committes

The key responsibilities of the Nomination Committee is to review and approve job
descriptions and person specifications for each Executive Director, including
consideration of the knowledge, skills and experience required for each post, taking into
account the needs of the Board as a whole. The Committee approves the process and
arrangements for the recruitment, selection and appointment of the Executive Directors.
The Committee is comprised of the Chairman and all other Non-Executive Directors for
the purposes of the appointment of the Chief Executive. For the purposes of the
appointment of other Executive Directors, it is comprised of the Chairman, all the Nan-
Executive Directors and the Chief Executive.

The Senior Management Team

The Senior Management Team meeting is the principal forum for ensuring and assuring
the delivery of the Trust's business, including annual operating and financial plans. It
exists to ensure that the Trust's strategic and operational objectives are met. The group
maintains oversight of operational performance and management of risk in a systematic
and planned way. The group is the most senior executive decision making forum and
receives reports and recommendations from sub-groups and via the Chief Executive,
reports to the Board of Directors.

The Senicr Management Team is supported by the clinical directorates and a number of
subgroups, with a collective responsibility to drive and co-ordinate the Trust's objectives.
The key subgroups are the Leamning from Patient Experience Steering Group, Improving
Patient Safety Steering Group, Improving Fundamental Care Steering Group,
Supporting Vulnerable Peaple Steering Group, Providing a Safe Environment Steering
Group, Workfarce and Organisational Development Steering Group, Operational
Delivery Group and Corporate Risk Review Group. There is appropriate reprasentation
on these groups from the clinical directorates and corporate functions and they are
chaired by Executive Directors, with the exception of the Corporate Risk Review Group
which is chaired by the Deputy Director of Govemance.
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The clinical directorates and the subgroups of the Senior Management Team ensure
delivery of the Trust's objectives through a broad framework of groups that manage and
deliver work, for example: the Information Technology Steering Group; End of Life Care
Steering Group; Infection Prevention and Control Committee. Information Governance is
managed by the Data and Information Govemance Steering Group. The Complaints and
Risk Management Group {CORM) comprising senior staff meets weekly to monitor and
ensure active risk management is in place. Concems identified from incidents, claims,
complaints and risk assessments are investigated to ensure that lessons are Jearnt.

Each Directorate Board oversees quality and govemance within the directorate, ensures
appropriate representation on groups within the governance framework and reports to
the Senior Management Team. The directorates work within an accountability framework
which ensures that the systems of control are in place and adhered to. The Executive
Director Team regularly review the work of the directorates against the accountability
framework.

There is a weekly meeting of the Executive Director Team where operational matters are
discussed in detail and actioned.

Quality of Care Teams exist at ward, team and department level to champion, monitor
and promote quality care and repoart to the directorate quality and govemance groups.
Public governors have been encouraged to form alliances with some of the teams.

There are regular meetings with Commissioners at the Contract Management Board and
other meetings, and with NHS England and Public Health Commissioners to review
performance and quality.

The Trust has conducted a sef-assessment against the conditions set out in the NHS
Provider Licence and was deemed to be fully compliant. In addition it has alse carried
out seif-assessments against the updated NHS Foundation Trust Code of Governance,
as part of the Annual Reporting Framework. This process has ensured that there is
clarity relating to robust govemance structures, responsibilities, reporting lines and
accountabilities and the provision of timely and accurate performance information to the
Board.

The Trust engages with patients, service users and stakeholders and has an effective
structure for public stakeholder involvement, predominantly through the Council of
Governors and its sub-committees. Consultations with commissioners on the wider
aspects of risk are undertaken through the monthly contract management meetings.

The Trust is fully compliant with the registration requirements of the Care Quality
Commission.

As an employer with staff entitled to membership of the NHS Pension Scheme, control
measures are in place to ensure all empicyer obligations contained within the Scheme
regulations are complied with. This includes ensuring that deductions frem salary,
employer's centributions and payments into the Scheme are in accordance with the
Scheme rules, and that member Pension Scheme records are accurately updated in
accordance with the timescales detailed in the Regulations.

Control measures are in place to ensure that all the organisation's cbligations under
equality, diversity and human rights legislation are complied with.
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The Foundation Trust has undertaken risk assessments and Carbon Reduction Delivery
Plans are in place in accordance with emergency preparedness and civil contingency
requirements, as based on UKCIP 2009 weather projects, to ensure that this
organisation’s obligations under the Climate Change Act and the Adaptation Reporting
requirements are complied with.

4.7.5 Revlew of economy, efficlency and effectlveness of the use of resources

The Trust produces an annual Operating Plan that iz underpinned by detailed plans
preduced by the directorates. The Operating Plan details how the Trust will utilise its
resources throughout the vear, identifies the principal risks to the delivery of the
Operating Plan and the mitigation and is supported by detailed financial forecasting.
Each directorate is required to deliver cost improvement plans in order to ensure
economy, efficiency and effectiveness of the use of resources. The cost improvement
plans are scrutinised and approved by the Medical Director and Chief Nurse via the
process of quality impact assessments to ensure the quality of services is maintained.

The capital programme and the prioritisation of revenue resources to form the annual
Operating Plan are informed by the Trust's objectives, quality improvement pricrities and
identified risks,

During 2017/18 the Trust continued to implement a carbon efficiency scheme to deliver
reductions in carbon emissions and to deliver significant energy efficiency.

The annual Operating Plan is produced in consultation with the Council of Govemors
and approved by the Board of Directors.

Dirsctorates work within the terms of an accountability framework and meet regulary
with Executive Directors to ensure compliance. There is a monthly report to the Board
relating to performance and finance against plans and targets. The BAF serves as a
monitoring document to ensure that appropriate action is being taken against the
principal risks of failing to deliver the business plan.

There is monthly reporting to NHS Improvement relating to performance and financs
against plans and targets, and reference costs are submitted annually. The Trust
reviews information and feedback from regulators and external agencies e.g. Care
Quality Commission, National Staff Survey, National Patient Surveys, to benchmark
performance against other organisations and to improve economy, gfficiency and
effectiveness.

4.7.6 Information governance

Any potential information govemance incidents are reported internally and reviewed by
the Data and Infarmation Govemance Steering Group. The Trust has reported one Level
2 incident to the 1CO during 2017/18. This incident was where information was shared
with the wrong person. The ICO reviewed our investigation and closed it as it did not
meet the criteria set out in their Data Protection Regulatory Action Policy necessitating
further action by them.

4.7.7 Annual Quality Report

The directors are required under the Health Act 2009 and the National Health Service
{Quality Accounts} Regulations 2010 {as amended) to prepare Quality Accounts for each
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financial year. NHS Improvement (in exercise of the powers conferred on Monitor) has
issued guidance to NHS foundation trust boards on the form and content of annual
Quality Reports which incorparate the above legal requirements in the NHS Foundation
Trust Annual Reporting Manual.

The content of the Quality Account has been prepared within the established
governance structures and framework and in accordance with the Annual Reporting
Manual and other guidance from NHS Improvement. Leadership comes from the Board
of Directors with clearly devolved responsibility and accountability for individual quality
improvement priorities.

Quality improvement priorities and associated quality metrics are established each year
based on censultation with stakeholders, and reflect the priorities of the organisation.
They are approved by the Senior Management Team and the Board of Direclors, A
framework for reporting data and progress against local targets to the Quality Committee
is in place. This has enabled a regular and routine review of the progress with quality
improvement throughout the year.

The Chief Nurse is responsible for the preparation of the Quality Account and for
ensuring that this document presents a balanced view of quality within the Trust. The
Quality Account is prepared with coniributions from all responsible and accountable
leads and drafted by the Deputy Director of Govemnance. The Quality Committee is
responsible for approving the report prior to submission with the Annual Report and
Accounts to the Audit Committee and then the Board of Directors. The NHS Foundation
Trust's External Auditors, KPMG, carry out a limited review of the arrangements around
the data quality and information included in the Quality Account and assess whether a
balanced view of quality is presented based on other information.

Internal Audit provides further assurance regarding the systems in place to ensure that
the Cuality Account is compliant with national guidance and that adequate data quality
controls are in place to ensure that performance data is accurate and complete. Internal
Audit has found that robust processes are in place to collect, validate and monitor
performance data in refation to both the A&E four-hour wait and the 14-day cancer wait
targets. Data included in the Quality Account for both targets was consistent with data
reported internally and externally by NHS England. An apinion of high assurance has
been given for the Quality Account 2017/18.

4.7.8 Review of effectiveness

As Accounting Officer, | have responsibility for reviewing the effectiveness of the system
of internal control. My review of the effectiveness of the system of internal control is
informed by the work of the internal auditors, clinical audit and the executive managers
and clinical leads within the NHS Foundation Trust who have responsibility for the
development and maintenance of the internal control framework. | have drawn on the
content of the quality report attached to this Annual report and other performance
information available to me. My review is also informed by comments made by the
extemal auditars in thsir management letter and other reports. | have been advised on
the implications of the result of my review of the effectiveness of the system of internal
control by the Board, the Audit Committee and a plan to address weaknessaes and
ensure continuous improvement of the system is in place.

| have also reviewed the systems for writing and validating the Quality Account and for
the involvement of stakeholders therein.
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The Board of Directors has concluded that the systems of internal control are effective,
and evidenced by:

* The governance risk rating, issued by NHS Improvement is green;

e CQC rating for the Trust following comprehensive inspection in 2016 is “good’:

e The BAF and the Corporate Risk Register:

* Presentation of the Annual Governance Statement to the Audit Committee by the
Accountable Officer;

The Audit Committee Annual Report, which includes Intermnal Audit and assurance
relating to Corporate Risk Review Group;

The Quality Committee Annual Report;

The Finance Committee Annual Report;

Annual report from Senior Management Team and subgroups and directorates;
internal and Clinical Audit Plan, prioritised on areas of risk and concemn:

Clinical Audit Annual Report:

Internal Audit periedic reports and follow up of Internal Audit recommendations;
Internal Audit Annual Report and Head of Intemal Audit opinion;

ISA260 Audit Highlights Memorandum (External Audit Report);

Independent review of governance against the well led framework by Deloitte (201 a)
and self-assessment by the Board during early 2018.

I'am assured adequate and well-designed systems are in place, but there remain some
control weaknesses in the operational compliance with these systems, svidenced by
Internal Audit and the Head of Internal Audit opinien in relation to:

* intravenous cannula care;

« safety neiting for patients receiving follow-up appeintments; and,

« the Trust's quality 'mpact Assessment process.

It is pleasing that progress has heen made during the yvear to address gaps in control
identified regarding infravenous cannula care and safety netting for patients receiving
follow-up appointments. However work is ongoing to fully mitigate these gaps in contral.

Following a new audit gaps in control were highlighted relating to the Trust's quality
Impact Assessment processes, as detailed earlier in this statement the associated risks
have been recognised on the corporate sk register and controls are being established.,

This is an area of constant vigilance for myself as Accounting Officer and the Board of
Directors, and progress will be monitored and subject to further audit during 2018/19.

4.7.9 Conclusion

In summary | am assured that the NHS Foundation Trust has a robust system of intemal
control in place, which is designed to manage the key organisational objectives and
minimise the NHS Foundation Trust's exposure to risk. The Board of Directors is
committed to continuous improvement and enhancement of the system of internal
control,

N S T
Signed...... (k£

Dr Ros Tolc.ht;.r
Chief Executive
Date: 23 May 2018
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1. STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE

Our ambition is to achisve Excellence Every Time for our patients and for the children and
families who use our services. The last 12 months has been an extracrdinary year for the
MHS and in times of austerity it is more important than ever that we maintaln an unwavering
focus on the quality of care we provide. | am humbled and inspired by the commitment of
colleague across our hospital and community services and | wish to place on record my
thanks for their care and dedication throughout the year.

This Quality Account farms part of the Harrogate and District NHS Foundation Trust's Annual
Report. It illustrates our approach to quality improvernent and describes our achievements
over the last twelve months.,

It starls with & description of the five quality priorities we idantified for 201718 and
summarnses the progress we have made in sach of thess areas. A culture of continucus
learning and improvernent is fundamental to patient safety and our first priority for 2017718
related to learning from incidents, complaints and good practice. This is a two vyear
workstream and our 2017 Staff Survey results reflect the positive progress made so far. We
will further progress this in 20118/19 with a growing focus on human factors as a cause of
errors, and promoting a just culture across the Trust. Reducing the morbidity and mortality
associataed with sepsis was a further pricrity for 2017/18. Excellent progress continues to be
made including 93% of patients being treated within an hour in the last three months of the
year.

The Trust administers over 2 million madicing doses per annum and dispensas around
150,000 items per year. The importance of optimising medicines safety cannot be gverstatad
and the evidence in respect of medicines safaty |s particularly noteworthy, HDFT is one of
the few Trusts mpationally to have implemented slecironic prescribing and meadicine
adminigtration in all areas and this has confributed to year on year improvements including,
for example, a 90% reduction in th& number of insulin administration errors since 201112,

Quality is at the heart of everything we do and a great example of this is our Pathology
service. The service is now in its 4" annual accredited cycle by the United Kingdom
Accreditation Service {UKAS) against international standard 1530 151822012 'Medical
laboratories — Reguirements for quality and competence’. The service is alse very proud of
its Point of Care Testing {FOCT) team who provide the only NHS service currently
accredited to 1SO 228702008, These are in addition to our statutory requirements to be fully
compliant with the Blood Safety & Quallty regulations and the Human Tissue Act.

A strong focus on engaging with people to whom we provide care or services is another
aasential elemant of delivering high guality care and this is as true for children and young
people as if is for adults. As well as our children's ward and newly refurbished children's
outpatient department at Harrogate General Hospital the Trust provides community
children’'s services to an ever growing area including North Yorkshire; County Durham;
Darlington; Middlesbrough and Stockion. This repert describes the valuable contribution
being made by our Youth Forum. Their energy and enthusiasm is making a real difference to
how wa provide services.

My overriding aim is to create the conditions for outstanding care quality and the HDFT
Quality Charter underpins this approach. it is deslgned to promote and anable continuous
improvemnents in care qualty by giving colleagues the skills and freedom to innovate,
rewarding and valuing those who live our values and behaviours and ‘go the axtra mile’ and
celebrate teams who excel. Now in its second year there is growing evidence of the
effectivenass of the Charter — we have a growing army of bronze, silver, gold and now
platinum Quality of Care Champions committed to centinuous quality Improvement.
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| am extremely grateful to everyone who has contributed to the excellent results described in
this report and fo colleagues who work tirslessly to support and enable innovation so that our
patients experience sefe, effective, caring. responsive and well led services- in short,
Extellence Every Time.

To the best of my knowledge the information In the document ts accurate.

Dr Ros Tolcher (Chlef Executive) Data: 273 HM«\
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2. PRIORITIES FOR IMPROVEMENT AND STATEMENTS OF

2.1.

ASSURANCE

PRIORITIES FOR IMPROVEMENT 2018/19

We have consulted with our exdernal stakeholders and within the Trust about the pricrities for
guality improvement during 2018/19. We have considered the rangs of services provided by
Harragate and District NHS Foundation Trust (HDFT} including the extended range of
children’s community services in Stockion, Gateshead and Sunderland that will join the Trust
during 2018,

The final indicators reflect national and iocal priorities for improvement, current performance
and objactives and have been approved by the Board of Directors. We will set targets for
achievement and will monitor progress regularly at the Quality Committee. The pricrities are:

1.

Ensuring effective learning from incldents, complaints and good practice

We will centinue the work started in 2017/18 but with more focus on staff engagement,
prometing a “just culture” locally and increasing understanding of human factors and the
role they play in patient safety.

Reducing the morbidity and mortality related to sepsis

Sepsis is a life-threatening response of the body to infection. There has been a national
and local focus on reducing morbidity and mortality related to sepsis for a number of
years. We will continue the work progressed during 2017/18, aiming to consistently
achieve the target set for rapid administration of antibiotics within the national
Commissioning for Quality and Innovation indlcatar.

Improving the clinical model of care for acute services

We will continue the work undertaken during 2017/18 to enabls people to be discharged
from hospital as soon as possible, but will also review the way patients are cared for by
¢clinlcians with a focus on safety and effective care. This work will include improving the
management of medical outliers {inpatients with medical care needs who are placed ch a
non-medical ward during their hospital admission) to ensure appropriate and timely
medical review and access to therapists, and a re-consideration of a Hospital at Night
model of care which uses both a multi-professicnal and multi-speciality approach to
delivering care at night and out of hours.

Increasing patients and the public participation in the development of services

We wil continue the work undertakan during 2017/18 to include the voice of children,
young people and families but will also incorporate the development of a public and
patient participation strategy. This work will involve people whose voicaes are rarely heard
by us or are at risk of discrimination and disadvantage, including those with accessible
infarmation requiremeants and mental health needs.

Promoting safer births, with a specific focus on reducing stillbirths

We will continug work already started in maternity to implement “Saving Babies Lives: A
care bundle for reducing stillkirths® (NHS England 2018). The Care Bundie brings
together four elements of care that are recognised as evidence-based andior best
practice: reducing smoking in pregnancy; risk assessment and surveillance for fetal
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growth restriction; raising awareness of reduced fetal movement, and affectiva fetal
monitoring during labour,

Harrogate currently has a lower rate than the national average of stillbirth and has made
good progress on the four recommandstions. The maternity unit will be focusing on
completion of audits to assess compliance and will continue to werk on a business case
to support serial ultrasound assessment of fetal growth throughout the third trimester of
pregnancy in line with the Royal College of Obstetricians and Gynaecologists Green-top
Guideline.
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2.2. PROGRESS AGAINST QUALITY PRIORITIES IDENTIFIED IN 201617
QUALITY ACCOUNT

In the 2016/17 Quallty Account we identified the following priorities for work during 2017/18;

Improve learning from incidents, complaints and goed practice

Improve the patient experience of discharge processes

Raduce the morbidity and mortality related to sepsis

Provide high quality stroke care demonstrated by improvement in national
indicators

Include the veoice of children, young people and families in the development of
sanvices

o i ) 5=

2

This saction describes the work that has been undertaken since then, the results achieved,
and further work that is planned.

1. Improve laarning from incidents, complaints and goed practice

We have worked with staff to promote the reporting of incidents, near misses and concerns,
and to enable the identification of the factors that contribute to these and maximise the
learning to prevent recumence. It is Important to us for staff to feel supported and able to
report anything, whether it was a positive or a negative event, and to view these as
apportunities to learn and improve patient safety. The aim is to improve the organisation's
culture of reporting and learning.

What were we aiming to achieve?

Twao of the key matrics we wanted to improve are:

= Anincresse in the number of incidents reported to the National Reporting & Learning
System (NRLS); we knew from previous National Staff Survey results that staff do net
glways report all of the ingidents thay witness. The number of incidents reporied is a
proxy measure which helps us to understand the patient safety culture of an
organisation, with higher reporting reflecting 8 more mature and positive culture. |If
raports are not made, we migs our oppertunity to learn from them.

+ An improvement in our ratio of “low or no harm” incidents to "moderate or above
hamn” incidents; reporting “low or no harm” incidents enables learning and action
befora a potentially more serious outcome,

What have we done?

YWe undertook a staff survey to better understand the barriers to reporting incidents and
identify key areas for improvement within the Dratix system. This confirmed that we needed to
review the tools and system for reporting incidents, and review how these are managed
within the directorates to ensure robust feedback to reperters and identification of remedial
action to prevent recurrence. A Rapid Process Improvement Workshop {RPIVY) in Movember
2017 generated sevaral work streams focusing on functionality of Datix, how the system is
rmanaged, tralning and education, and communication.

A pilot of a new simplified Datix form took place on the Acute Medical Unit (AMU} during
March 2018 and feedback gathered from the staff involved. The intantion is to make any
further necessary revisions, pilet the ravised form in other areas then roll out across the
Trust. This should make it quicker and easiar for staff to report an incident.
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We are alsa working on our communications to staff using emails, briefings, newsletters and
presentations and have daveloped a logo ‘#chattermatters’ to use in these communications.
We are aiming to ancourage people to report all evenis that we can leam from, to provide
feedback to staff who have reported events and to ensure that the learning is shared across

" chattermattens

Target

Work Stream Key Milestone Completion Latest Progress
Date

1. Improving the | Secure support for an RPIW from N7 Completa.
Daatisx Transformation Board RPW held weak
reporting commencing 20/11/2017.
system Field work in preparation for REMW. | D1/10/2017 Complete,
a review of curent forms for RPIW held weak
Diatix and statutory commencing 20/1 1/2017.
requirements
« collation of intgligence from
other Trusts [ experts
2. Improving Undertaks a staff survey & analyse | 21/08/2017 | Complete.
reporting and | resulis Results from the staff
learning survey included in the
culture - RPY.
Through RPIW methodalogy to mnzr2my Following RPIW a new
review the process for reporting form has besn developed
and learning and pilat a new form and is being piloted on
| AMU in March 2018.
3. Leaming Implement a Trust Responding to 30/0%/2017 Complete.
from deaths | Deaths FPolicy Policy now published on
Trust website.
FPublication of review of deaths and | 311272017 Complate.
implementation of processes for Policy and processes
lesrming implamanted and quarterly
reports to Board since Q2.
4. Implsmenting | Develop model for organisational 3M10/2017 | Mode! and newsletter
learning briefings/sharing of learning Revisad to design undar development
M z2L2017 following RPIW
#ChallerMatiers
Implement the new process 01/01/2018- | The RPIW developed three
Ineluding training, briefing, publicity | 01/03/2018 work streams:
campaign = systems,
« functionslity
# culturs and
communications.
Publicity and training
materials are undar
development.

“Table 1: Learning from incidents complaints and good practice work plan )
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What are the results?

Yhilst an actual increase in incldents, change in harm ratio and ability to demonstrate
learning will take some time to be realised, we have made good progress against this guality
pricrity and have already started to sea some improvements.

The graph below details the number of incidents reported on the Datix system by month
since April 2018, which shows a small upward trajectory. This is Inclusive of both staff and
patient incidents.
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Figure 1: Incidents reported per month Aprit 2016 - February 2018

The table below shows the incident reporting rate {patient safety incidents only) te the NRLS
compared to other similar Trusts,

0110416 to 11016 ta 010417 ta

g gl 31103116 30109416 310317 30/08/17
Comparative reporting position® Middle 50% Top 25% Top 25%
Mumber of incldents reported in period 2,058 2,182 2,438 2416
Incident reporting rate 39.86 43.85 46.42 48.58

“per 1,000 bad days for 136 acute (non-speclallst) organisations
Table 2: Incident reporting rate {patient safety incidenis only) to the NRLS

The data from the recently published NHS Staff Survey 2017 shows some Improvements:
the number of staff at HDFT withessing potentially harmful errors, near misses or incidents
has reduced since the previous survey in 2016, whilst at the same time the percentage of
staff reporting errors, near misses or Incidents witnessed has improved. The figures below
show the parcentage of HDFT staff providing these answers in 2016 and 2017, and the
national average in 2017.

Errors, Near Misses and Reporting Errors,
Incidents Witnessed Incidents, Near Misses
norr 2017 Horr 2017 |
vorr 2016 NN oo T
national sverage R Matlional Average _
Figure 2: NHE Staff Survey 2017 regults. stalf witnessing and reporting ervors, incidents and
near miszes

We work to reduce staff exposure to viclence, and would want any incidents of violence to be
reported. The percentage of staff reporting thelr most recent exparience of violence has also
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improved since the 2016 survey. However, staff reporting incldents and viclence remains
below the national average, =o this will continue to be an area of focus to drivae further

improvemant.

ReportingViolence

orzon |
oz | |

Figura 3: MH5 Staff Sunay 2017 results: staff reporting
violenice

Summary
This was criginally identified as a 2 year work stream, and as such remaing a quality priority

for the coming year 201819, with more foous oh staff engagement, promoting a “just culture”
locally and increasing the focus on human factors and the role they play in patient safety.

2. Improve the patient experience of discharge processes
The Trust has continued with a series of initiatives which aim to optimige tha safa and
efficient discharge of patients who are medically fit to transfer and no longer require an acute

hospital bad.

What were we aiming to achieve?

From May 2017 the Discharge Steering Group merged with the SAFER Patient Flow Group
to be responsible for two separate but linked objectives:

1. To reduce the length of stay for patiants admitted to hospital as an emergency, by
redusing delays In tha cacrdination of their care and treatment within the hospital.

2. To reduce delays in tha discharge and transfer of patients who no longer requira an
acute hospital bed.

What have wa done?

¥e have improved the way we coordinate discharge whilst patients are in hospital. The Trust
has launched welcome letters for every patient staying in hospital ovemnight, to encourage
patients to think about how they and thedr familles can help to prepare for going home and
what support they may need. During the busy winter months the Trust has been allocated
some extta monay to help manage the higher number of patients coming Into hospital. Part
of the money has been used to employ additional discharge coordinators in the Discharge
Flanning Team to ensure that suitable plans are in place for patients who are laaving
haspital.

The Supported Discharge Service {SDS} was launched in July 2017. The aim of the service
is to reduce the length of stay in hospital by helping patients home after an admission. The
service carries out physiotherapy assessments and occupational therapy assessments in the
patient's own hame rather than In the hospital environmant. This can give a more accurate
picture of how the parson will cope at homs. The service has been welcomed by patients

10
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and staff at the hospital, with aver 250 pecple supported to get home soonsr in the |ast
seven months with the SDS. During January and February 2018 the Trust opened additional
rehabilitation beds in the communlty on a temporary basis and the team also provided
therapy to patients using these beds.

In January 2018, crteria-led discharge was launched for patients under the care of
respiratory consultants on Granby ward. The process ensures the consultant and the rest of
the ward team set clear goals that need to be reached In order for the patient to be ready for
discharge. The patient can then be discharged by a suitably qualified and exparienced
mamber of the werd team, including nurscs, physictherapiste and occupational therapists
once the goals have been achieved. In January 2018 approximately a third of all patients
wha left the hospital from the respiratory ward were discharged using this protocol. The Trust
hopes to roll out criteria-led discharge to other wards during 2(18.

The Trust has agreed a smoather process with North Yorkshire County Council (NYCC) for
patients who are wearing a plaster cast to stabilise a fracture while it heals. Sometimes the
cast can significantly restrict patients’ mobility which means they struggle to look after
themselves at homa. The council has committed to provide support {0 those patients who
need help with personal care at home whilst a plaster cast is in place. This means that
patients do not need to stay in hospital whilst their fracture heals.

Finally, we have been working closely with Harrogate and Rural District (HaRD) Clinical
Commissioning Group (CCG) and NYCC to improve the discharge process for patients who
are likely to need long-term packages of care in their own home or who require 24-hour care
in a nursing or residential home. This work comes under the name ‘discharge to assess’ as
thare is strong evidence that patients long-term health and social needs are most accurately
assessed outside hospital. In December 2017, HDFT and our partner agencies started to
design how best to undertake these assessments in the community. In January and
February 2018 we have worked with HaRD CCG and NYCC to implement the new
pathways. This will mean that more patients will have their assessment outside of hospital
and HaRD CCG are monitoring the patients and their families experience of this new
pathway.

What are the results?

The Trust has seen a reduction over the last 12 manths in the total number of days patients
discharge from hospital is delayed. Delays most commonly occur because patients are
waiting for & package of cara in their own home to start, waiting for a transfer to a care home
or nursing home or waiting for a rehabilitation bed in the community. Nationally these delays
are termed "delayed transfers of care” {DTOC), referring to the fact that the patient no longer
requires hospital care and could be appropriately transferred to another setting to continue
their care. Qur work with NYCC and HaRD CCG and the intemal changes we have made
within the hospital has helped to reduce the delays.

11
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Total Delayed Transfers of Care 2017-18
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Figure 4: Defayved transfers of gare 204 7-18

The number of patients who have a stay in hospital of 50 days or more has decreased over
the last 12 months, atthough the number of patients who have a stay in hospital greater than
20 days has increasad over the prassurad winter period. Howaver we have seen an increase
in the preportion of patients admitted as an emergency who are then discharged to thelr
usual place of residence within seven days of admission. This has increasaed from 32.1% in
quarter four 2016-17 to 36.5% in quarter three of 2017-18.

Long length of stay |
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e Tk patients wilh kenylh of slay J0 days or more Tolal patents with length of sty 50 days or rone

Flgure 5: Long lengihs of stay 2017-18

Summary

The Trust has made progress with Improving discharge: however, there is still work to
continue in 2018/19. This includes refinement of the “discharge to assess" pathways and
processes and roll out of criteria-lad discharge to more wards in the hospital.

12
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3. Reduce the morbidity and mortallty relatad to sepsis

Sepsis is one of the UK’s higgest killers, with over 250,000 cases annually and around
50,000 deaths. ¥We believe that with early diagnosis, prompt treatment and close monitoring,
many of these deaths are preventable.

What were we aiming to achleve?

We are trving to improve a number of aspects of sepsis care for our patients. Firstly, we aim
to cnsure that it is diagnosed sarly using tocls to serean all at risk patients for the condition.
We then aim to ensure that antibiotics are admitted promptly to those who need them, and
that the choize of antibiotics ig appropriate.

What have we done?

We have focusad on improving sepsis care for the last few years, with frequent educational
events and packages for clinical staff. This year, we delivered a “Medicine for Members'
event aimed at raiging awareness of sepsis amongst the general public, so that they can
present early if they or their family believe they may have sepsis. In hospital, we have
introducad an electronic screening system called Patientrack which looks at patients' clinical
signs to see if sepsis is possible, and will autematically alert doctors if likely. There is a daily
report of sepsis screening to ward managers, matrons and others with ongoing nuraing
education and supervisicn.

Our sepsis screening trigger on Patientrack is maore sensitive than that recommended by the
Royal College of Physicians {RCP). A patient with a national sarly warning score {NEWS)
score of & which is the trigger for a sepsis screen recommended by the RCP guidelines will
automatically get a review by a doctor. Those who score 4 trigger the local sepsis screening.
We are therefore confident that higher risk patients do receive a clinical review for possible
sepsis.

Fatients with certain ‘red flag' ohservations are highlighted as having ‘red flag sepsis'. This is
a time critical condition where immadiate action is required. We hava modified systems to
enable prompt antibictic administration where this is indicated.

What are the results?

At the start of 2017 only 68% of adults were being scresned for sepsis. By January 2013,
this had risan to 80%, with 94% of our highast risk patients in the Emergency Departrment
{ED) being scresned.

201718

Sepsis scresning for 20167

relevant patients Q3 o a1 Q2 Q3 Q4
8% 9% 945 0% 02% Gl 8%
ED patiznts
(43/49) | {(61/65) | (153M162) | (142157 | (153M65} | {163174) | 168/173
80% &67% 41% 4% 67% Ba% 55.9%
Impaticnts
{45} {10M35% | (651128} {83582} | (1031584} | (97ME2} | {83152}
87% 48% 68% 73% BO%: a0% 78%
T otal
(47:54) | (71480) | (2187321) | {225(309) | {256/2318) | (260/326) | (254/3Z5)

13

Table 3: Sepsis scresning performance 2016/17 and 201795
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Flease note the massive increase in numbers screened from G2 2016/17 (4T patignts) rising
to around 250 per quarter now, reflecting the fact that Patientrack identifies many more
patients at risk.

For patients with red flag sepsls, we have made really significant progress in ensuring

prompt delivery of infravenous {1V} antiblotics.

Timely antibiotic
administration for

patients with red flag

SEpSIs

_ 62% 62% 50% 54%, 78% 7% 93%
AUURREU 1321y | 237 | riemey | 2ewsy | emmy | pamn | (s
2 h;D”’S 1 gg“’ 1 hour 21 29 505 30 40
antibictic administration , , minutes minutes minutes minutes | minukes
minutes | minutes

201817

oz

201718

a2

Tahle 4: Sepsis antibiolic admiristration for patfents with red flag sepsis

The reduction in the median time to administer IV antibiotics (o these patients over the last
year shows the progress we were making, but we achiaved our targst in Q4 with 93% of
patients receiving antibictics within our target time of 1 hour. This is a really signiflcant
improvement in clinical care and patient safety. To maintain this and ensure all patients are
treated to our target, we will ba continuing current work and putting further measuras in
place. We are impleamenting new blood culture packs which highlight what constitutes red
flag sapsis in an sasily visible form. We continue to contact all individual doctors whoe fail to
achieve the target of 1Y antibiotics for severe sepsis within 1 hour te ensure learning. which
i& in addition to the education sessions for doctors in training and mandatory e-leaming on
fluids, sepsis and acute kidney injury.

'Seniar review of
antikiotics within 72

201617 201718

hours a3 Q2 Qs

100% 100% 100%: 100% 92% 100%:

Total

{36/36] (37137} (48i48)
Table 5: Sepior réview of anfiblotics wihin 72 hours of prescribing

{61/51) | (54/59} | {4646}

We continue to perform well in relation to senior staff reviewing the use of antibiotics within
72 hours of prescribing.

Summary

Sepsis is a condition which is rightly in the public spotlight after many decades of it not
receiving the profile and focus this devastating condition deserves. Afthough we are making
significant strides forward in improving care, we need to continue to ensure consistent,
prompt antibiotic administration for every patient once sepeis is suspected. This wark will
therefore continue to ba a quality prierity for the Trustin 2018/13.

14
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4. Pravide high quality stroke care demenstrated by improvement in natlonal
indicators

The Trust currently provides a stroke service comprising of a HASU {(hyperacute stroke unit},
ASL {acute stroke unit) and a rehabilitation service to the population of patients in the HaRD
CCG area. The quality and performance of stroke services are measurad nationally and are
reported via the Sentinel Stroke Naticnal Audit Programme {SSNAP). Other measures of
performance can also be indicative of quality. These include feedback from staff and patients
and measuras such as length of stay in hospital.

The Trust is part of the West Yorkshire and Harrogate (WY) sustainability and transformation
partnership {STP), and there is ongoing work to look at the provision of stroke services
across the region. Thare are significant challenges within the STP to the provision of high
quality stroke services due to limited availabillty of specialist staff and resources.

What ware we aiming to achieve?

Qur long term ambition is to improve the score on SSNAFP data to & “B" across &ll domains,
which would be a reflection of good cara. Howsever the initial focus was on two specific
domalns, time to computerised tomography (CT) scan and time to thrombolysis.
Thrombaolysis is treatment for a stroke caused by a bleod clot (ischaemic stroke), using a
clot-busting drug to try to restore the blood supply to the brain.

What have we done?

The sustainabllity of the stroke service is being reviewed by the WYSTP, taking into account
significant medical and nurse staffing challenges. The service has had limited ability to
improve on some of the SSNAP key performance indicators, and the overall score has been
between “C" and “D" for the last four years. Over the last year, medical staffing has been
made more resilient by employing a specialty doctor to assist with cover for the service whilst
the single consultant is on leave, Howsver this has not added additional rescurce to the
thrombalysis rota, which is reliant on & regional rota involving three consultants.

Other indicators such as CT and thrombolysis have not improved so measures have been
put in place to enable ED to take on the first part of the pathway to assist with some of the
staffing challenges that are present on the stroke unit. Patiants are now not waiting in ED for
a stroke nurse to attend and can move more swiftly to a8 CT scan. We have yet to see the
outcomeas of this approach.

In addition work has begun to loock at forming an alliance with York to see if there are

common ways of working that can support the Hamrogete stroke service in the short to
rmedium tarm.

15
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What are the regults?

Tha most recent SSNAP data has been added to the table below. This data is repened every
four months.
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Table 6: S5MAF data 2014-2017
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Summary

We have achieved some of the improvements we had hoped to achieve in terms of resilience
for medical staffing cover. We have implemented new ways of working and are collaborating
with other providers to continue to improve the resilience of the service and other
perfarmance measures, Speech and language tharapy input still needs further investment.

5. Include the voice of children, young people and families in the development of
services

This was chosen as a priority due fo the significant expansion of children's services within
HOFT, contributing to the formation of a new Children and Countywide Community Care
directorate. This directorate aligns HOFT's paediatric pathways from acute services through
to a targe number of diverse communities. This expansion of services means that it is critical
that the organisation demonstrates its strategic intent towards children and young peopls,
and their carers and families, and it is impodant to provide opporunities for thase childran
and young people to feedback on their care and influence the services that serve tham.

16
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As Ros Tolcher, Chief Executive, noted in launching the consultation for the HDFT ‘Hopes
for Healtheare™

“Our Trust vision is to provide Excellence Every Time when we care for children and
young people. To gain an understanding of the needs and expectations of young
people, in terms of their health and healthcare provision, in 2016 HDFT created a
Youth Forumn. Over the past year, the HDOFT Youth Ferum, in consultation with other
children and young people from a range of backgrounds and experiences, have
worked hard to develop seven standards by which we can assess our services in
providing child and yuuny person centarad care.

Each year we will tell you how we mseasure up to these standards and what we are
doing to continually improve our service for children and young people who use our
services.”

Movember 2017

What are we aiming to achigve?

There were three broad aims for the quality pricrity over the 12 month period:

1. To further promote the emerging Youth Forum within the organisation and its
communities;

2. To co-preduce a children's and young people’s strategy for HOFT,

3. To promote the Inclusion of the voice of children, young people and families in
relation to accessibility to children’s services, engaging their views in a patient
centred manner,

What have we done and what are the results?

Promaotion of the Youth Forum

The HDFT Youth Forum was in its infancy at the start of the year and has since gone from
strength to strength. They have met regulary and are now a vibrant and strong group, keen
tn increase their frequency of contact. Sessions are facilitated by key HDFT staff and have
inciuded workshops in school holidays to work on key issues. The group has agreed their
collective title: has work plans for the year, and is working on the branding. They have baen
supported to spend time in services that are of interest to them and the forum sessicns have
been regularly attendad by staff from the Trust who are keen to meet them. They have their
own Facebook page and use social media to keep in contact and there has been a steady
supply of new delegates within the forum. At a recent event they introduced themselves:

“We ara a group | F=— =
of young pecple
aged 13-19 who
are  passionate
about giving
young people a
voice in decision
making about the
future of
healthcare in this i
area. Every 4-6 WS 'WEIEE X

weeks we gather  ri e 6: Members of HDFT Youth Forum
to discuss the key

17
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aspects of healthcare for young people, and together we dacide the best ways of
tackling any issues we feel ara imporiant te us.”

There is now a streng and active group of young people, who have their own identity but
have an affinity with HDFT and want to make a difference to healthcare. They have been
invalved in a range of initiatives including:

« Developing a set of standards for all services to ensure delivery of services is child
and young person centred,

» Commenting on the design of the new outpaticnt cnvironment for paediatrics;

» Presenting at a HDFT equality and diversity forum for staff, governors and
stakeholders;
Providing an infarmation table at the HDFT Annual Members Meeting;
Attending and supporting a stall at the North Yorkshire Youth Volce Conference;
Attending a number of other Youth Forums within North Yorkshire as part of a wider
engagement regarding building the voice of children and young people;

= Conducting @ secret shopping experience within the Emergency Department.

The forum is now sustainable and will start to agree the work plan for the next year, where
they will be ambitious about what they want to do.

Co-produce a children's and young people's strateqy for HD

With the considerable expansion of HDFT children's services, the organisational Intent was
to develop a “children’s strategy” for the organisation. Working in a child and young person
centred manner, it was quickly determined that this would need to be co-produced for it to
have any significant meaning for children and young people.

The Youth Forum has worked very hard over the last nine months in developing the strategy.
The young people felt strongly that for this to be accessible to all and in particular children
and young pecple, then the strategy would need to be short, have a clear message deslgned
by young peopla, and “eye grabbing” graphics. The next iteration was for the strategy to
become a sefies of {seven) standards, which services can assess themselves against which
then becames the illustrative — *Hopes for Healthcare'. The Youth Forum best describe the
process themselves:

“Since Easter last
year, we've been

focused on WB”LS'&OF DF Our Hopes AFGI‘"
Healtlhcare at HDFT

developing our
Hopes for
Healthcara.

We came in
during our Easter,
sUmmer and
Christmas

holidays 1o have
longer  sessions
where we talksed
through the
different ways that
young peopls use
the Health
Service. We
thought about the

Flaure 7: The Youih Form's hopes for heafthcare at HOFT
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qualities which make a healthcare professional young person friendly. We also
locked at tha rights that young people have in the NHS Constitution. We also spoke
about our own experiences and those of our friends and siblings. Staff from different
teams who work with children came to our meetings so we could ask them questions
and talk about cur ideas. Throughout the process we've identlfied areas of healthcare
that are important to young people of all ages.

“t has been a
long process but
each meeting

moved us
forward.
M initially

came up with 14
things that we
thought Were
imprtant for
children and
young  people,
Through the
process of
discussion and
prioritisation  we
moved towards

aphics designed by Nick B

e . ! seven
from Sterile Sevvices. - improvement

areas ar
Figura 8: The Youth Forum's hopes for healticare st HDFT continued. ma”dardﬁ'icgg':g

Burgoyne from Sterile Services offered to design the graphics and the whole project
came to life. A few weeks ago we came up with the name Our Hopes for Healthcare
at HOFT. We feel this name best fits what this document describes.

We recognise that there's excellent practice throughout HDFT, and by working
towards achieving cur hopes for healthcare, we can help shape future services for
children and young people to ensure that they get the healthcare they need in the
right place at the right tima.”

Youth Forum

We now have a draft of ‘Hopes for Healthcare' aach with its own highly illustrative graphics.
The Forum launshad these as part of a wider consultation on 6™ March 2018, The intention
is to consult and test the Hopes with children and young people between March and June,
targeting as diverse a group of children and young people as possible. We aim to finalise the
Hepes for Healthcare in July with the Youth Forum, develop a set of auditable standards
over the summer and then launch in Gctober 2018. HDFT servicas will then be reviewed in
relation to the Hopes for Healthcars.

Promate the inclusion of the voice of children, youn ople and families
The Children's and Countywide Community Care Directorate has reviewed the way it
accesses feedback from children, young people and families. There are some excellent

examples, with a young person "take over day" in County Durham, and Woodlands ward
involving children in the design of a ward logo. Some examples of good practice were
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shared at the Directorate’s — Celebration of Inngvation evant In Jung 2017, showing how
feedback from families was baing vsed regularly in performance suparvision with staff.

There have alsa been some initial convarsations and several meatinge with the Patient Voice
Group (PVG) who are an independent group of volunteers who focus on the patient voice
and experence within the hospital. We are looking into how they may better access the veice
of children and young peopla and several evenis have been planned later in the year to start
to test this out.

The diractorata iz also increasing their uae of social media, using closced Foceheok aogounts
for healthy child services in North Yorkshire. These are predominantly used by adults in
familias but the directorate's social media group is starting to look how sociat media can be
usad by young people, with a focus on the use of Twitter,

Reviewing the way the directorate accesses feedback from children, young people and
families was a useful exercise and highlighted some excellent examples of creative
angagement. However this is not consistent across the whole directorate and into the wider
organisation. We have a better understanding of what some of the challengas are; for
example some services would like to use iPads with young psople to get feedback but this is
costly. There is more work to do to build upon the pockets of good practice.

sSummary

The Youth Forum has proven to be an incredible process with an amazing group of young
people keen to make a difference. The Hopes for Healthcare have materialised inte a
succassful piece of co-productive work with young people and the next stage is to complete
tha consultation and finalise them. ¥We have pockets of excellent practice in community
sarvices regarding engaging the voice of children and young people, but these need to be
congistent across all of the community services.
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2.3. STATEMENTS OF ASSURANCE FROM THE BOARD
1. Provislon of relevant health services and income
During 2017418 HDFT provided andfor sub-contracted 61 relevant health services.

HDFT has reviewed zll the data available to them on the quality of care in all of these
ralevant health services.

The income yeneraled by (he relevant haalth services reviewed in 2017/18 representa 100%,
of the total income generated from the provision of relevant health services by HDFT for
2017/18.

2, Mational and local audlts
National audits

During 2017/18, 37 national clinical audits and 2 national confidential enquiries and clinical
cutcome review programmes (5 studies) covered relevant health services that HDFT
provides.

During that period HDFT participated in 97% of national clinical audite and 100% of national
confidential enquiries of the national clinical audits and national confidential enguiries which
it was eligible to participate in.

To provide further context, there were 35 mandatory audit programmes on the National
Clinical Audit and Patient Outcome Programma (NCAPOP), 26 of which were relevant to
HOFT. Three of thase did not have any data collection during 2017/18, so in total the trust
participated In all 23 {100%) of the programmes in which it was ¢ligible to do so and which
collected data during 2017/18.

There wera also 23 non-NCAPOP audits listed, 10 of which were not relevant toc HDFT. The
Truet participated in 12 of the 13 which were relevant (92%).

The national clinical audite and national canfidential enquiries that HDFT was eligible to
participate in during 2017/18 are as follows:

National audits:

Acute coronary syndrome or acute myocardial infarction (MINAF)
BAUS urclogy audits: Female stress urinary incontinence

Bowel cancer {NBOCAP)

Cardiac Rhythm Management

Case Mix Programme - Intensive Care National Audit Research Centre (ICNARC)
Child health clinical autcome review programme [see below)

Diabetes {Pacdiatric) (NPDA)

Elective Surgery {National PROMs programme)

Falls and Fragility Fracturas Audit programme (FFFAP}

10. Fractured neck of femur {Royal College of Emergencey Meadicine - CEM)
11. Inflammatery Bowel Disease (IBD) programme

12. Learning Disability Mortzllty Review Programme {LeDaR)

13. Major Trauma Audit (Trauma Audit & Research Network - TARN)

GoNDO A LN
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14. Maternal, New-barn and Infant Clinical Outcome Review Programme (MBRRACE-
UK}

15. Medical and Surgical Clinical Quicome Review Frogramme (see below)

16. National Audit of Breast Cancer in Older Patients {(MABCCP)

17. Naticnal Audit of Dementla

18. National Audit of Intermediate Care

19. National Audit of Rheumataid and Early inflarmmatory Arthritis (Did not run)

20. Natfonal Audit of Seizures & Epilepsies in Children and Young Paopls (Did not run)

21. National Cardiac Arrest Audit {(NCAA)

22. National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme

23. National Comparative Audit of Blood Transfusion programme

24 MWatlonal Diabetes Audit (Adults}

25, National Emergency Laparctomy Audit (NELA)

26. National End of Life Care Audif {Did not run)

27. National Heart Fallure Audit

28. National Jnint Registry [MJR)

29, National Lung Cancer Audit {NLCA)

30. Mational Matemity and Perinatal Audit

31. National Necnatal Audit Programme {(NNAP - Neonatal Intensive and Special Care)

32. Mational Ophthalmology Audit

33. Oesophago-gastric cancer (NAOGC)

34. Pain in Children {CEM)

35, Procedural Sadation in Adults (care in emergency departments} (CEM)

36. Prostate Cancer Audit

37. Sentinel Stroke National Audit Programme (SSNAF)

38. Serious Hazards of Transfusion (SHOT): UK National haemovigilance scheme

38. UK Parkinson's Audit

Clinical Outcome Review Programmes:

Medical & Surglcal Clinical Outcome Review Programme, National Confidential Enquiry into
Patient Outcome and Death (NCEPCD):

1. Chronic Neurodisahility
2. Acute Heart Failure
3. Perioperative Diabetes

Child health clinicat putcome review programime:

4. Young people’s mental health
8. Cancer in Children, Teens and Young Adults

The national clinical audits and national confidential enquiries that HDFT parficipated in
during 201718 are as follows:

National audits:

1. Acute coronary syndrome or Acute myocardial infarction {MINAP)
2. BAUS urology audits: Female stress urinary incontinence
3. Bowal cancer (NBOCAP)
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Cardiac Rhythm Management

Case Mix Programme - Intensive Care National Audit Research Centre (ICNARC)
Child health clinical outcome review programme {see below}

Diabetes (Paediatric) (NPDA)

Elactive Surgery (Natlonal PROMs programme)

Falls and Fragility Fractures Audit Programme (FFFAP}

. Fractured neck of femur (CEM)

. Inflammatory Bowel Disease (IBD) programme

. Learning Disabllity Mortality Review Programme {LeDeR)

. Major Trauma Audit {Trauma Audit and Research Network - TARN}

. Matemnal, New-born and Infant Clinical Outcome Review Programme {MBRRACE-

UK)

Medical and Surgical Clinical Outcome Review Programme (see below)
Mational Audit of Breast Cancer in Older Patlents (NABCOP)

National Audit of Demeantia

Naticnal Cardiac Amest Audit {NCAA)

National Chronic Obstructive Pulmonary Disease (COPDO) Audit Programme
National Comparative Audit of Blood Transfusion programme

Mational Diabetes Audit (Adulis)

Nationat Emergency Laparotomy Audit (NELA)

National Heart Failure Audit

National Joint Registry (NJR})

MNational Lung Cancer Audit (NLCA}

National Maternity and Perinatal Audit

Natiohal Neonatal Audit Programme (NNAP - Neonatal Intensive and Special Care}
Mational Ophthalmalogy Audit

Desaphago-gastric cancer (NAGGC)

Pain in Children (CEM)

Procedural Sedaticn in Adults {care in emargency departments) (CEM)
Prostate Cancar Audit

Sentinal Stroke National Audit Programme (SSNAP)

Serious Hazards of Transfusion (SHOT ) UK National hasmovigilance scheme
UK Parkinson’s Audit

Clinical Dutcome Review Programmes

Medical and Surgical Clinical Ouicome Review Programme, National Confldential Enguiry
inte Patient Cutcome and Death (NCEPGD):

1.
2.
3.

Chronic Neurodisability
Acute Heart Failure
Petioperative Diabetes

Child health clinical outcome review programme:

4.

Young people's mental health

5. Cancer in Children, Teens and Young Adults
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The national clinical audits and national confidential enquiries that HQFT participated in, and
for which data collection was completed during 2017118 are listed at Annex 3, alongside the
number of cases submitted to each audit or enquiry as a percentage of the number of
registared cases required by the terms of that audit or enquiry.

The reporis of 16 of the national clinical audits and one of the NCEPOD reports were
reviewed during 2017/18, and HDFT intends to take the following actions to improve the
quality of healthcare provided.

Mational Maternity and Perinatal Audit

We have previpusly identified concerns about the increasing post-partum haemorrhage
{PPH) risk and are undertaking improvement work to tackle this. A review of the potential for
increased use of midwifa-led settings in Harrogate will be undertaken in 2018,

National Diabetes Foat Care Audit

Podiatry is shown to be an accessible service for patients with earlier access preventing less
sericus wounds developing and better than average outcomes in terms of patients being
alive and uicer free. There are still issues across the service in decreasing minor amputation
rates and with this in mind the process of root cause analysis for minor and major amputation
will continus in ardar to identify areas for improvement and learning.

Colleqe of Emergency Madicine — Asthma

The results of this audit were disappointing given the timely care given to patients in the
Harrogate ED. The Hamogate ED admits a low proportion of asthma patients and also has a
low re-attendance rate which suggests that the poor perfformance in the audit relates to our
ability to record the interventions given. Since this audit took place we have implemented
ePMA and Patientrack in the ED which are better able to prompt and ensure the
documentation of medications and ohservations respectively. We have also recently
implemented a condition specific ED card for patients with asthma which prompts clinicians
to take a step wise spproach to therapy and we expect this to result in improved compliance
with the standards set out in this audit.

College of Emergency Meadicine — Consultant Sign off

It can be seen from the local and national data that emergency departments are not currently
able to evidence that the management of patients with high risk conditions is reviewed or
'signed off by consultants or experienced middle grade doctors. Locally we are performing
well agalnst the national position and we believe that much of the gap represents the
difficulty In using the current ED systemn to record the senior review of a patient, rather than
senior reviews not being performed. The shop floor presence of middie grade and consultant
doctors in the ED in Harrogate is the highest it has ever been. The dependence of doctors in
training on support from senior doctors is also higher. To take this forward the dapartment is
to follow a single, simpler approach to identifying senicr involvement. This will be through the
application of the senior doctor's name stamp into the notes; this is to endorse management
plans and will serve as a simple and identifiable mark for audlt purposes.

NCEFOD Treat as One
This report highlights the quality of mental health and physical healthcare for patients aged
18+ with a significant mental disorder who are admitted to a general hespital. A detailed

actlon plan has been developed which includes the follewing actions for improvement in
relation to & number of situations:
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Presentation to hospital

« To add a prompt for mental health diagnoses on clerking proformas (ED card) and
nursing admission proforma;

« To consider incorporating a prompt on the Web-V admission screen. Web-V is the
integrated electronic patient record solution that the Trust is implemeanting for the
recording, viewing and sharing of clinical and non-clinical patient Infermation that has
traditionally been held in paper health records and on multiple clinical IT systems,

» Depending on the reason for presenting at Minor Injuries Units (MIU), to ensure the
reason for current injury and any associated mental heaith needs are addressed, by
adding into MIU documeantation.

Liaison psychiatry review
« To develop a document to clarify and agree expectations of the acute hospital llaison
service {AHLS) such as how to access the service; timeiiness of review; process for
acosssing mental health beds; management of common conditions;
« Toimprove the visibility of mental health liaisen documentation in HDFT notes to help
ensure mental health iszues and diagnoses documented during admission are picked
up by our clinical coders so the information is appropriately recorded.

Supporting care l1ssues
» To adopt the term “fit for assessment” (FFA) and include in AHLS guidance
document;
« Toinclude FFA flag an ward whiteboards in erder that this is visible to ward staff.

Ongoing patient care
» To add to the discharge summary tamplate whether AHLS have been involved with
acute inpatient care, ongoing plans, and a prompt to ensure copies are shared with
specialties providing ongoing mental and physical healthcare.

Tralning

« To develep a focus of tralning on clinical staff and to develop a network of mental
health champions;

« To extend the successful buddying of care suppert workers from HDFT acute
inpatient wards with thase on Tees, Esk and Wear Valley (TEWV] NHS Foundatlon
Trust's Rowan ang Cadar wards in the Briary Wing;

« To include AHLS and the Crisis Team in the induction and training programme for
foundation year 1 and 2 doctors;

» To develop a basic awareness of mental health e-learmning madule for all staff.

Local Audits

During 2017/18 a Joint audit programme between the Clinical Effectiveness Department and
Internal Audit was in place, as per previous years, which focused on the high priority areas
for the Trust in order to provide assurance through the governanca structure. This ensured
there was no duplication of work and that resources were used mors sfficiently. Joint audit
planning has been undertaken again in preparation for 20158/19.

151 projects (excluding national audits) were registered with the Clinical Effectivenass
Department during 20117/18. This includes projects aimed at improving quality by using
service evaluation and patient experlence surveys. Some of these were for completion
during the financial year and some had extended timescales which will remain open into
2018/M9.
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The results of local audits are prasented at the relevant directorate or specialty audit or
governance meetlngs, where the results, recommendations and an actlon plan are
diacussed. Audits are defined as complete when a report idantifying racommendations and
actions for improvement is produced. In order to complaete the audit cycla, re-audits should
ba completed as avidence that improvements have been made, where appropriate.

The reports of 36 local projects {clinical audits, service evaluations and patient surveys) wers

reviewed by relevant audit or govemance groups ai HDFT during 2017/18 and HDFT intends
to take the following actions to improve the quality of healthcare provided.

The misinlerpretation of the position of nasogastric lubes on chest x-rays is a major risk
factor for patient harm and death, if feeding Is commenced when the position of the
nasogastric tube is unsafe. Competency based training is now mandatory for all staff who
may be required to confirm the position of a nasogastric tube. Our Trust expects all chest x-
rays requested from inpatient wards to check the posltion of a nascgastric feeding tube to be
interpreted by a trained radiolegist prior to use. Intensive Care Unit {ICU) patients often
require timely use of a nasogastric tube for essential madications and feeding, and waiting
far formal radiclogy reporting may not be feasible in these patlents, especially out of hours.
Thearefore 1CU was required to implemeant specific training and competancy assessment for
relevant staff.

Thay provided a teaching session for 22 ICU doctors on the safety issues related to
nasogastric tubes; the approved metheds for confirming nasogastric tube position; and the
‘four criteria’ technique of x-ray interpretation. Doctors completed a written assessment
immediately after training and at 8 weeks. We alsc completed a 4-week audit of all
nasogastric tubes inserted on [CLU that required x-ray confimation of position. Doctors had
100% recall of the correct methods for confirming nasogastric tube position immediately aftar
training and at § weeks, However, there was a significant reduction in recall of the ‘four
criteria’ technique at 8 weeks.

There was a significant time delay for radiclogy reporting of x-rays compared with the |CU
doctors. Nascgastric tubes inserted out of hours (44%} represented the longest delays in
reporting and also had poorer compliance with clinical documentation compared to tubes
inserted during normal working hours.

This project has shown that knowledge of the “four criteria’ technigque for x-ray interpretation
is not retained over time, and this highlights the potertial for x-ray misinterpretation. This risk
should be balanced with the evidence that radlology repering takes significantly longer znd
in at least some cases may affect patient cars if relied upaon.

In responge to this, nur nasogastric tube documentation will now include a “tick-box’ reminder
of the ‘four criteria’ technigue for x-ray interpretation. Furthermore, nasogastric tubes
requiring x-ray confirmation of their position will only be interpreted during rormal working
hours by an ICU consultant and preferably a second docter. The audit, training outcomes
and actions taken have contributed to a significant locally-driven piece of work to improve
patient safety.

Swallowing recommendations audit

It is essential patients are sent home from hospital with the correct racommendations
regarding swallowing to aveid choking or aspiration in the community and to prevent further
haspltal admissions.
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33 patiant notes belonging to speech and language therapists {SALT) and associated nurse
discharge reports were audited:

e 12 (36%) had complied with SALT recommendations;

e« 11 {33%) had Included incorrect recommendations and therefore the patient was
discharged with incorrect information on their discharge repart;

s 10 (30%) had not written anything on the discharge report when there were
recommendations from SALT, which meant the patient was discharged without
advice ar instruction regarding their feeding routine.

Current practice Is not in line with national guidelines regarding information shared between
hospital and the piace of discharge. This puts patlents at risk of choking and aspiration in the
gommunity and Increases the potential for further hospital admissions. Adaptations fo the
current nurse discharge report systemn are required to Improve the sccuracy and consistency
of SALT swallowing recommendations. The outcore of the audit is to implement actions to:

s |Introduce mandatory inclusion of SALT recommendations on nurse discharge
reports;

» Ensure clear and accurate recommendations are made by SALT in medical notes;

» Provide additional SALT information for the patient to be given with the nurse
discharge repart |.e. thickened fluid and textured diet leaflets.

MNeutropenic sepsis (re-audit

Neutropenic sepsis is a life threatening complication of anticancer treatment; the term is
usad to descrtbe a significant inflammatory response to & presumed bacterial infection in a
persan with or without fever. NICE Guidance for Management of Meutropenic Sepsis (2014)

states that antibiotics should be delivared within 60 minutes.

The Quality Surveillance Programme for Acute Oncolegy (2017) reguites an audit of patients
with suspected neutropenlc sepsis (febrile neutropenia), to measure the percentage who
receive their first dose of antibiotics within one hour of them being clinically diagnosed. At
HDFT this is encompassed in an audit of our suspected neutropenic sepsis pathway which
sets out the management of suspected neutropenic sepsis. This is the sixth time that these
standards have bean audited at HDFT and the table below details the results:

Re-audit Re-audit . Re-audix Avdit

Ee-auclit

Criteria 2012

2012

2013

2013

2015

2016*

Minutes betwesn arrival |

Mot Mot Mot
and assessment =10 rmeasured | measured | measured 38% 65% 62%
Minutes betwesn arrival
and antibiglics = 80 &7 % 5% Ta% 87% 20% 85%
_minutes

*Audlt was undartaken in 2017 using 2016 data
Table?: Neutropenic sepsiz audit daia.

Despite staff changes and pressures on services, the re-audit shows that overall 85% of
patients receive their first dose of antibiotics within 80 minutes of armival. The figures do
however highlight the need to continue with ongoing education in key areas cf the suspected
neutropenic sepsis pathway and encouraging staff to give the first dose of antibiotics
imrediately. The audit particularly identifies focusing on ongoing education in the ED and on
Clinlcal Assessment, Triage and Treatment (CATT) ward. The action plan to improve care
following the audit will focus on addregsing these outcomes.
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Carbon monoxide monitoring in pregnancy (ra-audit)

Exposura to carbon monoxide (CO} is especially dangerous during pregnancy because it
deprives the baby of oxygen, slows its growth and development, and increases the risk of
miscamiage, stillbith and sudden infant death. It is thersfore important that all pregnant
women are tested for CO at the booking appointment and defined appointments in both
antenatal clinic and community settings.

An audit of 123 patient hand held records showed that there had been an increase in women
who received CO testing at booking since March 2017 but improvements are still needed to
reach 100% compliance.

Initial adidit Re-audit

Criteria Sept 2016 — March 2017 | March 2617 — Junc 2017

% of women with smoking status
recordad BO% 100%

2% of women with CO testing at booking ang TR,

% of women who smoke! smoker in the
housshald tested at all follow up visits 67% 100%

Table 8: Carbon monoxide moniforing in pregnancy audil dafa

The reason for CO testing not being performed was usually due to a broken machine. The
outcomes of the audit were for all midwives completing bookings In the community and
antenatal clinlc to improve the CO monitoring, and to audit CO moniters for faults. Managers
were to remind midwives to test at booking and follow up appointments as required and to
flle smoke free referral forms in the hospital notes. The department has now:

Investad in CO machines and all community midwives now have a monitor;

» Increased education for midwives about smoking cessation and referral criteria is
now included in mandatory training for midwives, with annual updates;

s Developed a staff information leaflet about smeking cessation in pregnancy, relevant
investigations and referral criteria.

Community Podiatry clinic audits

The main emphasis for successful infection prevention and control in a healthcare setting is
on standard precautions including hand hygiene. The Health and Sccial Care Act 2008:
Cade of Practice on the prevention and contral of infections and related guidance states that
“care providers must provide and maintzin 2 clean and appropriate environment which
facilitates the prevention and control of healthcare associated infection” {Department of
Health, July 2015).

A series of individual audits were undertaken across the four localities to provide assurance
that these national standards of infection prevention and control (IPGC) are achieved
throughout all community Podiatry Clinics managed by HDFT. During the audit verbal
faedback on the IPC issues raised were provided to the |lead podiatrists. A written report
was provided for each visit to the appropriate Team Lesd with recommendations and an
individual action plan. The cutcomes are:

« Feedback provided by the Community IPC team affirmed that overall podiatry staff
had = pesitive attituds to infection prevention and control;

s The audit procass provided the Team Leads with the evidence required to support
environmental changes which were previously unsuccessful such as removal of
carpets in the podiatry room and redscoration of some clinical rooms,
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= Al service level agreement isgues {cleaning and maintenance) are now sscalated to
senior management within HOFT and highlighted as issues on the Podiatry
Depariment risk registar;

+ Three Podiatry Team Leads have attended a “Preventing Infection” course with &
view to becoming IPC Link Practitioners.

Enhanced recovery audit and re-audit

Enhanced recovery aims to Improve patlent experlence by gstting patlents better sooner and
to make care safer and more efficlent throunh changes in clinical practice. The NHS
Improving Quality'’s publication 'Enhanced recovery care pathway: A better journey for
patiants seven days a2 week and better deal for the NHS {2013} explains that enhanced
recovery consists of identifying the many steps in the whole care pathway where marginal
gains can be made, leading to much better quality cutcomes.

In 2018, a pilot study established current practice with regards to enhanced recovery after
hip and knee replacement surgery within the Trust. Analysis of the results provided
discussion and agreement of kay performance Indicators for optimum énhanced racovery
pathway practice after orthopaedic surgery. The initial audit identiflad that documentation
and use of the pathway was very poor. The Enhanced Recovery Working Group decided that
further improvements to both training and design of docurmentation should be made to allow
for the programma to become better established.

The aims of lhe re-audil were to measure performance of key performance indicators and
establish whether the newly developad enhanced recovery pathway (ERP) document was
being utilised correctly. Results indicated that the orthopaedic ERP was now fully embedded
in practice. However, averall documentaticn again needed further improvement and a lack of
mobilisation for patients on day zero remained a concern. The cutcomes of the re-audit are:

« The Elective Admissions and Discharge Unit (EADU} is now open on a Saturday,
ensuring that all patients can now be admitted on the same day as thair surgery;

s The ERP document has been re-designed to better capture of day zero clinical
Information including a specific physlotherapy sheet for mebilisation on day zero,

+ Key performance indicators have besn revieed to reflect different expectations for
patients having morning or afternoon surgery,

» The Acute Pain Murse now delivers a training course to cover the orthopaedic ERP,
including training of existing staff on wards using the pathway.

A gynaecological and orthopaedic survey is currently underway to measure satisfaction and
gain feedback from patients on the ERP pathway.

C. difficile booklel and card patient surveys

Healthcare profassionals in hospitals and in the community are working together to help
reduce the impact of C. difffoite and prevent recurrence or re-infection of patients whe have
recently besn diagnosed with C. difficile colonisation or infection. Because a further course of
antibiotics can trigger a relapse of C. difficife, patiants diagnosed with C. difficile are given a
‘C. difficite card'. Patients are advised to show the card to any healthcare professional
invalved in their care &.. doctors, nurses, pharmacists, dentists and other healthcare
workers such as those in care hames, or on admission to hospital, so that doctors can avoid
prescribing medication which is particularly likely to cause a relapse. An accompanying
booklet provides information on C. diffficile to patients and how to prevent the spread of C.
thifficile.
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A survey was designed to galn feedback from communlty patients with a new diagnosis of C.
difffcite. The results indicated that whilst the majority of patients were happy with the servica
provided, patients believe that once they are asymptomatic, they are ‘clear — and therafore
may not consider showing their C. difficile card to healthcare professionals in the future. In
addition almost half of patients felt that that the difference between colonlsation and infection
was not clearly explained. There were also suggestions recelved that the hand washing
guide could have been provided to patients earlier to be mere effective. The outcomes are:

* At the first telephone consultation, community infection control nurses now provide
further explanation and raiterate the importance of carrylng the card for a year after a
positive test result even if asymptomatic;

» At the first telephone congultation, community infection control nurses provide further
explanation and reiterats the difference between colonisation and infection;

« The C. difficile leaflet has been reviewed and re-designed in order to clarify the
difference betwasan colonisation and infection.

3. Partlcipation in Clinical Research

The number of patients receiving relevant health services provided or sub-contracted by
HDFT in 2017/18 that were recruited during that pariod to participate in research approved
by a Health Research Authority was 3218,

HDFT is committed to the promotion of evidence informed practice with the aim of
continuous improvement to quality and patient outcomes. As of the and of March 2018 the
number of studies open, racruiting or where patients were involved in research activity at
HDFT was 210. 75 clinicians, covering 25 ¢linical areas, offer patients the opportunity to be
part of research studies, and they are supported by 43 research fundad delivery staff.

The team works closely with three Patlent Research Ambassadors {(PRAs) who are hospital
volunieers with an interest in research. In the last year the PRAs have assisted with staff
training, helpad with awarensss raising and been invoclved in an action research project
aiming ta find better ways for ward staff to use patient experience data.

There is absolute commitment to ansure every patient has an opportunity to be involved in
research and the Trust continuas to drive a culture such that the offer of trial participation is
considered part of standard care.

Research and Development: Quality assurance

Training and sducation

Core competencies have been and continue to be identified for all staff and these are
adapted to align with specialist areas. A process is in place to ensure 'Good Clinical Practice’
training is up to date for all staff involved in research. The Trust has implemanted induction
packages for research posts which involve new members of staff spanding time in each
clinical area, the Research and Development (R&D) office and in support departments.
Student practitioner placemsnts are encouraged and facilitated by student mantors. Quality
and compllance systams have been reviewed and a new suite of standard operating
procedures was launched in March 2018,

Matching research lo national prerogatives and warking with partners to ensure high quality
studies are conducted

30



Hamogats and Dlstdct HHS Foundation Trust Quality Account 204 718

The national and local agenda is to promoteé more community based healthcars with
particular emphasis on the facilitation of patient self-management for iong term conditions.
The Trust encourages and aims to identify research projects that are exploring integrated
care pathways and will provide intelligence and expertise for the Trust as well as delivering
evidence based practice. The NIHR funds health and social care research recognising that
these service delivery platforms are ingxtricably linked. HDFT appreciate the banefits to be
achieved if the services work co-operatively.

The resaarch team has worked closely with Clinical Commissicning Groups and General
Practice Federstions to ensure patients have the opportunity to take part in diabetes
research. This aligns with the diabetes service into clinics based in general practices.
Pharmaceutical companieg in collaboration with clinical teams around the country, including
those at HDFT, are exploring several new potential therapies through large clinical trials. Tha
diabetes research team at Harrogate has demonstrated an ability fo work with general
practitioners (GP) to identify suitable participants in a systematic way using information from
the GP database. This model has been exiended to other therapeutic areas and faciltates
collaborative relationships across primary and secondary care boundaries.

We have used our links with academic pattners to explore focused development of our
workfarce and to ensure we attract high quality studies to the Trust. Curmrent partners include
Bradford Institute for Health Research and University of York {reproductive health and
healthcare delivery); Centre of Evidence-based Dermatology, Centre of immurology and
Infection: Clinical Trials Units in York, Leads and Sheffield. NIHR supported studies have
been conducted within the Trust over the last year as a result of these collaborative working
arrangements thus enabling our patients to have access to high quality reszarch.

The Trust is an active member of the Academic Health Science Network which brings
together organisations in Yorkshire and Humber which have an interest in the health and
wealth of the region. The area has a history of organisational collaboration including the
academic YWhite Rose Consortium, Leeds University, Bradford Teaching Hospitals, Local
Education and Training Boards (LETB}, Collaboration for Leadership in Applied Health
Rasearch and Care (CLAHRG) and Hull and York Medical School. HDFT also actively works
in partrership with Medipex Ltd fer the development, protection and exploitation of Trust
generated intellectual property.

HDFT has a long histery of engagament with commercial research organisations such as
pharmaceutical companies and has been selected to recruit into multi-centre intemational
commercial studies over the |ast year as a result of key opinion leadsrs and reputation for
being able to deliver to time and to target.

Research govemance and performance

R&D Unit staff conduct pragmatic research governance vla a suite of usable standard
operating procedures for research which have recently been reviewed and substantially
rewritten. Activity is overseen monthly by a multidisciplinary R&D Group, chaired by the
Trust's Medical Director. Performance is monitored and managed locally within the Trust;
additionally performance against the high level objectives is managed by the Clinical
Research Network at a regicnal and national level. Research metrics have been shared with
Trust Board within the report from the Chief Operating Officer. An annual presentation Is also
delivered to the Board.

Manitoring, measuring service quality and sharing the impact of research

HOFT has four Patient Research Ambassadors {PRA), bringing & patient perspective 1o
research delivery. PRAs are involved in project feasibility assessment, quality assurance vig
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the paricipant survey, performance vis team mesetings, conducting compstency
assessmente for ressarch staff and raising awareness about research opporunities. The
annual survay assesses the quality of service delivery as perceived by research paricipants.
Findings are shared and scted upon. This feeds intc a naticnal NIHR survey of research
participants. A public facing HDFT research community on the cloud based MIHR platform is
available for patients who have or are taking part in research at HDFT. Trust research staff
will seek out findings of projects and ensure not only that these are shared with individual
participants but that the findings are also available to zll the population HDFT serves and
clinica! teams via the HDFT online community and website. Work to share the impact of
rasearch generally has inctuded a joint initiative with Harrogate Liong at the Great Yorkshire
Show and video newslefters which have heen shared locally and nationally.

4, Use of the Commissioning for Quallty and Inngovation Framework

A propertion of HDFT income in 201718 was condltional on achigving quality improvement
and innovation goals agreed between HDFT and any person or body they entered into a
contract, agreement or arrangement with for the provision of relevant health services,
through the Commissioning for Quality and Innovation paymant framework. Further details of
the agreed goals for 201718 and for the following 12 month pericd are availabla
electronically at: hilosdiwww. hdlt. nhs.uk/aboul{ruststalulory-info/

The manetary total for the amount of income in 2017118 conditional upon achieving quality
improvement and innovation goals was £2,951,571.08. The monetary total for the asscciated
payment in 2016/17 was £3,048 803.30

5. Registration with the Care Quality Commlssion
HDFT is required to register with the Care Quality Commission and its current registration
status is unconditional. HDFT has no conditions on registration. HOFT had the following sites
registered during 2017/18:

Harrogate Digtrict Hospital

Lascellas Unit

Ripon Community Hoespital
The Care Quality Commission has not taken enforcement action against the Trust during
2017118, HDFT has not participated in any special reviews or investigations by the Care
Quality Commission during the reporting period.
6. Information on the Quality of Data

HDFT submitied records during 2017118 to the Secondary Uses Servics [SUS) for inclusicn
in the Hospital Eplsode Statistics, which are included in the latest published data.

hitps:groups.c.nbs. uk/'SUS DataQualityDashboardsAndReporis/defaull. S5t

The percentage of recards in the published data;

- Which included the patient's valid NHS number was:
99.9% for admitted patient care
100% for outpatient care
98.9% for accldent and emergency care

- Which included the patient's valid General Fractitioner Registration Code was
100% for admitted patient care
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100% for outpatient care
100% for gocident and amergency care.

T. Infermation Governance

HOFT's Information Governance Assessment Report averall score for 201718 was 823% and
was graded grean/satisfactory with all standards at level two or abave {therz are three levels
with level thrae being the highest).

8. Payment by Results

HDFT was not subjsct to the Payment by Results clinical coding audit during 201718 by the
Audit Commisgion.

The Trust howsver commissioned an external clinical coding audit to mest Information
Governance requirements during 2017/18. The audit was carried out in March 2018 by
nationally registered clinical coding auditors from D & A Clinical Coding Consultancy Limited.
An audit sample of 200 episcdes was reviewed, /b episodes from Trauma & Crthopaedics,
75 episodes from Elderly Care and 50 episodes from Urology were randomly selected from
across the whole range of activity for the period July — September 2017, The results showead
an overall error rate of coding errors affecting the healthcare resource group (HRG) of 1.52%
compared to the latest published national average arror rate of around 7%. This result should
not be extrapolated further than the actual sample audited. The error rates reported for
diagnoses and treatmeant cading (clinical coding) in the audit sample were:

Frimary procadures 5.5%
Secondary procedures 6.1%
Primary diagnoses 4. 7%
Secondary diagnoses 3.9%

HOFT will be taking the following actions to improve data quality,

» The Trust will continue its comprehansive tralning programme to enable all Clinicai
Coding staff to achleve the National Clinical Coding Accreditation qualification,;

» The Trust will continue to annually review its Clinical Coding Audit and training
praogrammes to ensure both are sufficiant to identify and raduce codlng errors;

# The Clinical Coding team will continue to meet with individual consultants to review
and explain the clinical coding process and discuss specific operations;

s The Trust will continue to reutinely review and analyse all Secondary Usage Services
{SUS) processes for the commissioning data set submissions, including reviewing the
quality and completeness of the data iterns submitted.

8. Learning from Deaths

During 2017118 657 of HDF Ts patients died. This comprised the following number of deaths
which occurred in each quarter of that reporting periad:

e 145 in the first quarter

e 140 in the second quarter

e 167 in the third quarter

s 206 in the fourth quarer

By 31 March 2018, 31 case racord reviews and one Investigation have been carried out in
relation to 31 of these deaths.
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In one case a death was subjected to both a case record review and an investigation. The
rumkker of deaths in each quarter for which a case record review or an investigation was
carried out was:

* 3 Inthe first quarter

o 8inthe second quarier

+ 14 in the third quarter

¢ G in the fourth quarter

One representing 0.15% of the patient deaths during the reporting pericd ars judged to be
rmore likaly lhan not to have besn due to problems In the care provided to the patlent.
In relation to aach quarter, this consisted of:

» O representing 0% for the first quarter

= { repressenting 0% for the second quarter

» 1 representing 0.6% for the third quarter

e (O representing 0% for the fourth quarter

These numbers have been estimated using the validated National Mortality Case Record
Review methodelogy available from Mational Modallly Case Record Review (NMCRER)
programme resources | RCP London. The Trust has a number of clinicians trained to
underiake the struciured judgement review using the proforma. It is based upon the principle
that trained clinicians use explicit statements to comment on the guality of healthcars in z
way that allows a judgement to be made that is reproducible.

Faor those patient deaths meeting the criteria for a detailed review of case notes, the Medical
Director appoints a clinician with appropriate expertise to undertake a structured judgement
review (SJR). Whenaver possible, the clinician will not have been involved in the care of the
patient who died. Ail cases of a patient with learning disabiliies dying in hospital are
automatically referred to the national LeDeR programme. This is the national multi-agency
pregramme for review of death in patients with learning disabilities commissioned by NHS
England. A case note review is to determine not anly examples of good practice, but also
whether there were any problems in the care provided to the patient who died in order to
leam from what happensad.

In addition to this process, during 201718 some specific focused reviews have besn
undsrtaken:

¢ Deaths of patients as a result of cerebrovascular disease as the Trust was identified
as a potential outlier by the Care Quality Commisslon in 2016;

» Deaths of patients with chronic obstructive pulmonary diseass identified durng the
2014 national audit. This was a recommendation from the audit for each hospital to
undertake a deep-dive into the care received by patients who died during the audit
period, to look for both deficiencies in care and exampies of good practice end-of-life
care that might be used for learning and quality improvement purposas;

* Review of elderly madical deaths In response to a rising hospital standardised
mortality ratio (HSMR}.

Summary of learmning points identified

The numbers of deaths in hospital that can be unequivocally shown to be truly avoidable are
fortunately rare. The mortality review process is reproducible and provides a rich seam of
learning which, albeit net necessarily affecting outcomes, will allow us to improve end of life
carg in many patients.

The case record reviews emphaslise the increasing frailty and complexity of medical alderly
patients in particular, and confirm the excellent care received by the great majority of patients
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whose death in hospital is expected. In @ smaller proportion of cases, examples of where
practice could be improved were documentad. The great majerity of these did not affect the
eventual ouicome. For axample:

Highlighting monitoring to asslst in the evaluation of deteriorating patiants;
Ralnforcing specific elements of clinical management ;

The value of post-mortem examination in clarifying the cause of death;

More consistent use of advanced care pians;

Stopping unnecessary medications when patients are close to and of life;

Ensuring an altemative mode of administration of certaln madications for patients
who are nil by mouth (NBRM);

Measures for admission avoidance at end of life with advanced care planning in the
community, and more anticipation of the likellhood and typs of final iliness;

8. Improving pre-operative management of elective surgary in frail elderly patients, with
aarly scheduling on elective theatre lists and minimising the length of time NBM pre-
operatively.

e

=

Tha one case judged tc be more likely than not to have been due to problems in the care
provided to the patient was reported through Datix and has been investigated as a serious
incident {S1). The S report was presented to the Board of Directors in April 2018.

Actions
The following actions have been taken as a result of the learning points identified to date:

1. Local dissemination through feedback to teams and across the organisation where
appropriate. This is led through the Improving Patient Safety Steering Group:

2. At naticnal level through the implementation of & new web based methedalogy for
documentation of SJR which will enable more effective identification of themss and
further opportunities for leaming;

3. Combining outcomes and learming from reviews of deaths following attempted cardio-
pulmanary resuscitation to inform resuscitation training, resuscltation decislon making
{raining materials and implemantation of the ReSPECT (Recammeandad Summary
Plan for Emergency Care and Treatment) process in the Trust. This aims to improve
advanced care planning and discussion of resuscitation for patients and relevant
others across all care areas, ideally in partnership with GPg.

Tha impact has been:

» Increased awaraness of the mortallty review process and the benefits of reviewing
deaths to Inform leaming;

» Increasad awareness of the processas and regulations for discussion of daaths with
the Office of HM Coroner;

» Engagement with the national roll-out programme for Medical Examiners.

29 case record reviews and O investigations completed after 1 April 2017 related to deaths
which took place before the start of the reporting period {during 2016/17}.

1 representing 0.15% of the patient deaths before the reporting period, are judged to be
more likely than not to have been due to problems in the care provided to the patient. This
number has been astimated using the validated National Mortality Case Record Raview
methodology.

1 reprasenting 0.15% of the patient deaths during 2016/17 are judged to be more likely than
not 1o have besan due to problems in the care provided to the patient.
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2.4. REPORTING AGAINST CORE INDICATORS

Set out in the tables balow are the gquality indicaters that Trusts are required to report in their
Quality Accounts this year. The data given In this section, unless otherwise stated, has been
taken from the data made available o the Trust by NHS Digital.

1. Praventing people from dying prematurely and enhancing quality of life for
peaple with long-term conditions

Summary Hospital Mortality Index (SHMI)

This measure looks at deaths In hospital or within 30 days of discharge and is standardised
to allow for variations in the patient mix in different hospitals. MHS Bigital publish a valus for
each Trust every quarter. The national score is set at 1.000 — a Trust score significantly
above 1.000 indicates higher than expected death rates, whereas a score significantly below
1.000 indicates lower than expected death rates.

Cata pericd

Jul15toJun | Oct 15to Sep Jul 16 to Jun | Oct 16 to Sep
16 16 17 17
FIDIF | walle 0.808 0.925
- 2ias 2 ({ms
LR iR expected) axi_:ra{ctad} exnécted‘ln
1.000 1.000 1.000
1.164 1.228 1.247
0.520 072G 0.727

Tabfe a Summary Haapr!a! Level Mortaiity Intex

Mota - highest and lowest trust scores include all praviders with data published by NHS Digital
Cata source: hiips Mt digital nihs uk/SHME

HDFT considers that this data is as described for the following reasons:

s |ndependent clinlcal coding audits are camried out on an annual basis by accredited
clinical coding auditars to provide assurance of the accuracy of coded data;
» The SHMI data is reviewed and signed off by the Madical Director.

HDFT has taken the following actions to Improve this rate, and se the quality of its services,
by

» Actively uging the Healthcare Evaluation Data (HED) tocl that enables the Trust to
clinically review and analyse mortality data in detail on an on-going basis. This has
been rolled out across the organisation;

+ Implementing the leaming from deaths processes within the Trust and contributing to
the national database uzing Datix mortality review tool. This methodology has been
rolled out nationally across England and Scotland. It is an excapted methodology for
case note review and in line with recommendations [n: National Guidance on
Learning from Deaths {National Quality Board March 2017). in addition to specialty
specific casa note reviews, focused reviews of situation specific deaths will also be
undertaken (such as maternal deaths, death in childhood, deaths from sepsis,
alective surgical deaths and deathe of patisnts with learning disabilities},

« Individual specialty alerts are investigated as deemed appropriate, either through the
mortality review process, coding anomalies or discharge processes or a combination
of these. Cumrently no alerts have been received and the SHMI is below expactad
levels.
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Palligtive care coding

The data shows the percentage of patient deaths in hospital with specialist palllative care
coded at either diagnosis or speclalty levsl. This denotes that the patient had clinical input
from a specialist palliative care team during the hespital admissicn that endad in their death.
In some morality measures, this is taken into account in the standardisation, making the
assumption that a patient who has had specialist palliative care input should not be classified
as an unexpacted death. A proporticn of people who die in hospltal will receive epecialist
pallistive care input but the recarding of this varies widely betwean hospitals.

Drata period Data pericd
Jul 15to Jun | Oct15to Sep | Jul 16 te Jun | Oct 16 to Sep
16 : 16 | 17 17

HDFT value

MNaticnal average

Highest value for any acute
Trust

Lowrest value for any acute
Trust

Table 10: Summary Hospital Level Martallly Index

Note - highest and lowest trust scores include 3ll providers with data published by NHS Digital
Data source: littos v digital mins. ok SHMI

HOFT considers that this data is as described for the following reasons:

« Independent clinical coding audits are carried out on an annual basis by accredited
clinical coding auditors to provide assurance of the accuracy of coded data;
* The data is raviewad and signed off on a quarterly basis by the Medical Director.

However:

+ This data originates from the clinical coding of specialist palliative cars input by the
Pzlliative Care Team (PCT} and is based on evidence documented in patient records;

« The PCT record all face-to-face and telephone contacts on an electronic patient
systemn called SystmOne, whilst the clinical coders base thelr coding on information in
the paper medical record. If there is telephone contact only, documentation in
patients’ paper medical records will be by the ward team, but may not always be
recorded clearly as PCT input and therefore may be difficult for clinical coders to
identify. Previously the Information Services team also extracted activity data from
SystmOne for accurate submission of mortality data, but dug to reduced capacity in
the Information Services team, this haz not happened for some months. It 1s planned
that this will resume soon,

« Thea PCTs activity data for 2017-18 indicates that referrals to the team increased by
21% compared to 2016/17 with the number of contacts increasing by 34%. The
majority of this increase seems to be from August 2017 onwards, and the data above
to September 2017 does not reflect that increass for the reasons suggested,;

s The new Care Plan for Last Days and Hours of Life was rolled out across the Trust at
the end of 2017. This is designed to support ward staff to care for dying patients and
in theory means that fewer patients require referral to the PCT. It is being usaed
significantly more than the old version; in 81% of patients identified as dying [n Jan
2018 compared to 36% of patienis In Nev 2015.

HDFT has taken the following actions to improve this rate, and so the quality of its services,
ty:
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» Expansion of the PCT by 0.6 WTE clinical nurse specialist in August 2017, so the
establishment is now 0.6 WTE consultant, 0.4 WTE specialty doctor and 1.2 WTE
clinical nurse specialist;

s PCT attendance at MOTs on AMU, Granby, Jervaulx and Byland wards, taking
refarrals and giving advice where necessary;

= Improving ease of access to the PCT: all team members now carry mobile phones
and take phone referrals as well as written, faxed or posted referrals.

In addition several actions have been taken to improve the quality of End of Life Care. These
are described in this report in section 3.3,

2. Helping people to recover from episodes of ill health or following injury
PROMs — Pati [#] ome Measu

PROMs calculate the health gain after elective surgical treatment using pre- and post
operative patient surveys. Four common elective surgical procedures are included in the
survey. grain hemias, hip replacements, knee replacements and varicose vein operations.
HDFT do not perfarm significant numbars of varicose vein operations and so this procedura
has been excluded from the results. A high health gain score is good.

ip replacement surgery - adjusted I th gains (EQ-5D index

Data period

2016117
[provisianal)

2014115 (final)  2015/16 (final)

HDFT walue 0.423 0442 0.433
o[¥} 0.436 0.438 0.445

e for amy acute Trast 0.487 0.482 0.485

rest value for any acute Trust 0.331 0.320 0.310

Tahle 11: PROMS — Hip raplacerment surgery

Knee replacement surgery - adjusted average health gains (EQ-5D index}

1
(114 - i ¥

i 510

0.302 0.324 0.323

0.215 0.320 0.324

0.285 0.374 0.391

= 0.204 0.198 0.242

Tabfe 12: PROMS — Knee replacement surgery

Note - highest and fowes! trusf apores exolude independent sector providers. Data lnoks at
rimary hip and knee procedures onfy

Data source: hitp:feontent. digital.nhs.wivprams

HDFT considers that this data is as described for the following reasons:

»  We have participated in the PROMs schame since inception, routinely analysing and
reviewing the resuits:

« HDFT ig not a vascular surgery centre and this is reflected in the data suppression for
varicose vein surgery due to small numbers;
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* The data is formed from pre- and post-operative patient surveys and therefore
reflects their perception of the improvement in thair health following surgery;

= An analysis of the data shows that HOFT has a pre-operative score above the
England average for the elements it paricipates in, which might indicate that patients
who rate their pre-op health highly have a reduced chance of a health gain. Fatignt
perception is a useful but subjective measure of performance;

= The Trust considers the scores indicate it is not an outlier from the national position.

HDFT intends to take the following actions to improve this score, and therefore the quality of
il services, by

+ Continuing to actively participate in the scheme, reviewing and analysing the results
to ensura a clear understanding of the data to inform future programmes of work;

o Continuing to investigate any areas of below average health gain scores by sharing
the patient-level data extract with the relevant department, with the aim of contacting
patients with worsened scoree and establishing in mare detail the key issues affecting
their haalth state.

Emergency readmissions to hospital within 28 days

Mote — the dale for this seclion has not been published by NHS Digifal since December
2013. The data below and comments were fram 201.3/14 bt are still raquired to be included.

This data looks at the percentage of patients who are readmitted to hospital as an
emergency within 28 days of being discharged, The data is standardised by NHS Digital to
enable a fair comparison between erganisations and is presented in age groups, ages D-15
and ages 18 and over. A low percentage score is good.

Age 0-15

Data period
2009/10 2010111 2011112

HOFT va

o

2011/ 2 data published Decamber 2013, Mo data published by MRS Digital
sinee,

Age 16+

Data pericd
200910 2010111 2011112

al average
Highest walue far any acute Trust
Lowest value far any acute Trust
Tahble 14: Emergency readmission to haspital within 28 days fage 16+)

2011412 data published December 2013,
2012713 data due December 2014,
2013714 data dus Decernber 2015
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HDFT's latest published values for ages 0-15 and 16 and over are below the national
average,

HDFT considers that this data is as described for the following reasons:
+« The source data used is taken from the Secondary Uses Service datasat; this is a
national system and data quality indicators linked to this system indicate an excellent
compliance rate.

HDFT has taken the following action to improve this rate and so the quality of its services,
bry:
« Using an evaluation tool that enables us to review and analyse a range of clinicat and
outcome indicators including emergency readmissions in detail on an on-gaing basis.
This enables local clinical teams to identify and review ways in which services can be
improved to reduce re-admissions wherever possible.

We have included below our internal data for readmissions to provide more recent
information. Thea data shows the total number of emergency readmissions within 30 days and
than the number after applying the natiomal Payment by Results exclusions. The aim of the
Payment by Results exclusions is to ramove readmissions that were likely to have been
unaveoidable. Both figures are then expressed as a percentage of all emergency admissions.

Emergency read ions within 30 d

This data lcoks at the percentage of all patients who are readmitted to hospital as an
emergency within 30 days of being discharged. A low percentage score is good.

Data pericd

2
2015/16 2016117 BT

Tatal number ol emargency readmissions within
3 days

3895 4183 4044

As g percentage of all emergency admissians 18.80% 19.28% Ut
ergentcy readmis & .,,..- irn 2 GG 2739 2650
As a percentage of all emergency admissons L 1268% o

Table 15: Emargency readmissions within 30 days

Data saurce:
hip:imarrogstedataRepors/PagesReport dspx MllemPati=%h2iFinance2fEmergenty+Readmissions
Data far the full year 201718 not available at time of publication

HOFT considers that this data is as described for the following reasons:

» The data presented is taken from the Trust's main patient administration system, iCS;

= The data is sourced from the admitted patient care spells data set. The data guality of
this data is routinely assessed and published nationally by NHS Digital. HDFT's latest
data quality results are presented in saction 2.3 (item B,

= The excluded readmissions are based on naticnal definitions. Thesa are identified by
clinically coded data and the Trust consistently performs better than average in
extermnal clinical coding audits, as detailed in section 2.3 {item 8) of this report.

HDFT has taken the following actions to Improve this rate and so the guality of its services,
b
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Routinely presenting emergency readmissions information to the Trust Board each
maonth;

Continuing to pericdically carry out @ number of clinical audlits to understand this
further;

Using national benchmark data to review how HDFT performs compared to local
trusts and a benchmark group of similar trusts,

Ensuring that people have a positive experience of care

Inpatient survey — responsiveness to inpatients’ personal needs

This measure is the average weighted score of five questions from the national inpatient
survey relating to responsiveness to inpatients' personal needs. The scores are an average
weighted score of five questions relating to responsiveness to inpatients’ personal needs,
presented out of 100 with a high score indicating good performance.

Data poriod

2015

3.3
£8.9 60.5 B8.1
qles 86.1 88.2 852
La Ay Acute Trust 59,1 584 80.0

Table 16: Inpatient urvey resulls 2014, 2015, 2046 (Combined scores for
2017 due to be publishad by NHE Digital in August 2018.)

Data sourca: NHS Digltal, NHS Qutcomes Framewark indicator 4.2
Ind ref: PO1778
hitps:fidigital nhs uk/dsta-and-infarmation

HDFT considers that this data is as describad for the following reasons:

Driving improvement for the delivery of high quality fundamental care continues to be
a major priority for the Trust. We have had wide engagement from hospital based
nurging staff who have led the implementation and menitoring of rigorous standards
of fundamental care, for exampls in the areas of communication, nutrition, prevention
of falle and pressure ulcers and infection prevention and central; We have also
reviewed our inpatient nursing admission documentation including relevant risk
assessments.

These standards are monitered through a gavernance system which includes daily
safety assurance checks by matrons, extended senior nurse presence in the
evenings and at weekends, unannouncad diractor led inspections, patient safety
visits and local guality of care teams;

A well-astablished system of seeking objective feedback via external badles and
groups including the Trust's Patient Vioice Group, govemers and |ay representatives
I= in place.

HDFT intends to take the following actions to improve this score and so the quality of its
services by:

-

Focussing resources on addressing those indicators which, following analysis of the
2016 result, idantified areas which are both In nead of improvement and are most
impartant to patiants and have the biggest impact on overall experience, including:

= Asked to give your views on the guality of your care (Q75}
o How clean were the toilets and bathrooms that you used in hospital? ((18)
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Did you find someone on the hospital staff to talk to about your warries and faars?
(Q238)

Information given about condition or treatment (Q37).

Did you know which nurse was In charge of looking after you? (Q32)

Call butten response times {(344)

Length of time on the waiting list before admission to hospital (Q6)
Operation/procedure risks and benefits explained in a way you could understanz
((46)

o Discharge delays on ihe day Q57 and discharge advice information {QG66)

4]

o0 0a o0

National Staff Survey — Standard of Care Provided

Staff who would recommend the trust to their family or friends as a place to be treated
Guastion 12d

Proportion of staff who responded "strengly agrec™ or Crata period

2015 2015 2017
76
BY
83

Benchmark data for 2017 Incluges both "acute truste” and "combined acute and community
trusis"
Data source: hilp:iwew.nhestafisurveys.com/Page/ 056 Home/NHS-Staff-Sunvey-2016/

The data shows the proportion of staff completing the NHS Staff Survey who responded
“strongly agree” of “agree” to the guestion 'If a friend or relative needed treatment, | woulld
be happy with the standard of care provided by this organisation” compared to the total
number of staff that responded to the question. The scores are presented out of 100 with a
high score indicating good perfermance. Whilst thers has been a slight decrease in our score
since 2016, the highest performing Trusts have also seen a decrease year on year. Our
scare remalns higher than the national average for Trusts within our benchmarked group.

This question forms part of key finding 1: Staff recommendation of the Trust as a place to
work andfor receive treatment, in the National Staff Survey for 2017. The Trust achieved a
ranking of 6" out of 39 when compared with all acute and community Trusts for this key
finding. The full report can be found at hitp.//www nhestaffsurveys.com/ and there is furthar
detail in saction 3.5 of this report.

HOFT considers that this data is as described for the following reasons:

» The Trust has continued to focus on our values which hald patient care at the heart of
evarything we do;

« The Trust has embedded its Quallty Charter which is built on the goals of satting our
ambiltion for quality and safety, promoting staff engagement, providing assurance on
care quality and supporting a positive culture. This allows staff to help suggest and
deliver improvements to the services we provide as well as sharing best practice. We
also held our first ever Quality Conference In June 2017, where staff shared thelr
ideas and learned about other initiatives to support the effective delivery of patient
care;

« The Trust continues to research and Implament health and wellbeing programmas for
staff; examples of which include showeasing our 'emotional and mental health' offer
to staff, which includes a programme of Schwartz Rounds {which allows staff to share
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their experiences of providing healthcare), and development of business cases to
deliver innovative personal resllience training and a fast-track physictherapy model
for staff to Improve their own wellbeing;

+ The Trust has launched the Clinical Workforce Strategy, through which we are
creating and developing new roles within the Trust to support the delivery of a
sustainable workforce for the future;

e The Trust is continuing our proactive recruitment strateqy Including embracing social
media with targeted recrultment for specific work areas or staff groups, and
racryitment days for nurses.

HDFT has taken the following actions to improve this score, and so the quality of its services
by:

s Holding an RPIW in November 2017 to review the tools and systems for reporting
near misses, low harm and mare serious incidents. A new form is being piloted to
support the development of a new reporting model, focusad on learing;

» Reviewing the establishment and skil mix on the acute inpatient wards and
implementing this in July 2017 to support the safe delivery of patient care;

e Promoting the role of the Freedom to Speak Up Guardian within the Trust and
implementing the new Speaking Up Policy;

» Using the Calderdale Framewark to raview clinical roles and implement new roles on
tnpatient wards;

« Implementing values-based racruitment for staff and an assessment process for the
recrultment of care support workers to increase retention;

s Approving a business case for the second cohort of advanced care practitioners; the
first cohort 8re now in post;

e Implementing a theatre staffing strategy to train and retain operating department
practitioners;

« Reviewing incidents reported through risk management processes to ensure that
these are investigated and appropriate actlon is taken,

« Piloting a Quality Team Charter within the Intensive Care Unit and the Resuscitation
Tearm; this aligns to cur Quality Chartar,

+ Implemsanting an sppraisal on a psge and an appralsal window to suppert to
achievemant of annual appraisals for all staff.
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4. Treating and caring for people in a safe environment and protecting them from
avoidable harm
Yenous thromboembolism risk assessment
The National Institute for Clinical Excellence (NICE) recommends that all patients in hospital

should be assessed for their risk of developing VTE {blood clots). This measure shows the
percentage of eligible inpatients who were risk assessed. A high percentage scors is good.

G4 2016 01 21 ; 2 21 i Q3 20
.7 6.0 BE.2 5.3
85.¥ 8#5.1 BS.2 85,2
100.0 100.0 100.0 100.0
0 80.6 1.4 71.8 761

Table 18: Percenfege of efigible patients risk assessad for VTE

Note - national values exclude independent providers,

Data source: oz improvaiment.nbs, ukiresourcesivie/
Q14 2016417 data reported in the absence of Q4 2017/18 data (ko be published early Jun-18}.

HDFT's published scores are consistently above the national averages.

HDFT considars that this data is as described for the following reasons:

» There is a well-established protocol for VTE risk assessment on admission;

s Data is recorded onto the Trust's main patient administrative system, iCS, and
collected via reliable T systems:

» Education on VTE risk assessment is part of the Trust's essential training so staff
understand the importance of it.

HDFT intends to take the following actions to improve this and sa the guality of its services,
b
» Continuing to identify wards with poorer performance and examining whether there
are issues with completion of the risk assessment or inputting of information onto
iCS;
= Exploring the option of electrenic VTE risk assessment with the roll out of Wab-\/
across the Trust.

Closiridium difficile rates

The table shows the number of cases of C. difficile infection {CDI) per 100,000 bed days
reportad from hospital inpatients aged two years or over.

Data pericd
201415 2015M6 2016017

HDFT value 9 33,8 28.4
WEA 0e 15.0 14.9 13.2

\ue for any acute Trust 62.2 66.0 827
Lowest value for any acute Trust 0 ] 1]
Table 19 Number of cases (rate) of GO par 100,000 bed days (2017718
data dus for publication July 2018}

Data sourca: hitos wwew govuk/government/statistics/clostridium-difficile-
infeolion-annualdata (Table 8b iz used)
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HDFT considers that this data s as describad for the following raasons:

The number of Trust-apportioned C. difficile apparently increased dramatically in
2015/2016 compared with previous years. We felt that this was most Fkely to have
represented an under-ascertainment in previous years, although it was difficult to
gauge the extent of this over a genuine increase in numbers;
In August 2015 HDFT changed its stoo! sampling policy to lower the threshold of
"looseness” for sending stool samples for C. difficife investigation;
In August 2015 the laboratory changed Its testing polley to test all stools that were
submitted as "loose" (i.e. including Bristol Stoal Types 5 and 6} rather than only
testing stoocls that wara liguid on receipt;
Following these changes the number of stool samples received and tested for C.
difficile incraased by 32.6% and 59.4% respectively compared with the corresponding
maonths in 2014/2015;
There was no suggestion or evidence of a community-wide outbregk of CDI and
minimal evidence of in-hospital transmission;
During 201617 we:
a Reviewed the prescriblng of antimicrobials. Overall, the use of antimicrobials
at HOFT is now below the reqional and national average;
a Reviewed our ¢cleaning and decontamination strateqy. We have:
¥ Reappraised the role of the ward hygienists and clarified what they do;
¥ Renewead our aging Bioguell HPY machines with two new ones from
Hyrtiens Solutions;
¥ Delivered an anhanced cleaning programme to Trinity ward and Lascelles,
particularly concerning cleaning of commodes;
o Developed whole day educational "Masterclasses™ far nursing staff;
Our data shows that the number of CDI cases has fallen from 29 in 2016/2017 to
seven in 2017/18, with only one case agreed with the CCG to be as g result of a
lapse in care, compared with fwelve cases in 2016/2017.

HDFT intends to take the following acfions to improve this rata, and sp the quality of its
services, by:

Continuing to review the prescribing of antimicrobials, particularly of the "4 C°
antibiotice, namely the cephalosporins, clindamycin, the gquinolones and co-
amoxiclay;

Continuing to review our cleaning and decontamination strategy, as the evidance for
the role of the environment in the transmission of healthcare associated infaction
{HCAI) including CDI is now overwhelming,

Continuing to provide the whole day educational "Masterclasses™ for nursing staff,
which includes a module an C. difficile and the role of the nurse. We believe that cur
educaticnal drive may ba partly responsible for the reduction in the number of lapses
in care.

Patient safety incidents

The data looks at three measures related to patient safety incidents reported to the National
Reporting and Learning System {NELS):

&*

The rate of incidents reported per 100 admisslons. A low rate is good; however
incident reporting rates may vary betweaan trusts and this will impact on the ability to
draw a fair comparison between organisations;

The number and percentage of reported incidents that resulted in severe harm to a
patient. A low score is good,
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¢ The number and percentage of reported incidents that resulted in the death of a

patient. A low score is good.
HDFT's |atest published scores are below.

ct 16 - Mar 17 Apr 17 - Sep 17
Rate of Incidents that resulted Rate of Incidents that resulted
incidents | insavere harm or death | jpeijdents  In Severe harm or death

reported Rate {per  reported Rate {per

(per 1000 Nymber 1,000 bed | (per 1,000 wumber 1,000 bad
hed days) days} bed days) days}

HOET waluc
Maticnal pas

(all acuie Irusts)
Highesl value far
any acute Trust
Lonwest value for
any acute Trust
Tabfe 20 Patient safefy fncidents reported to the MRLS

Data source: hittpsdimorovement.nhs.ulkirescurces/organisation-patient-safely-ncident-reports

HDFT cansiders that this data is as described for the following reasons:

The data relating to patient safety incldents is reported by front line staff,

& Therg is a robusl policy and process within the Trust to ensure that all incidents are
identified, managed, reported and investigated in accordance with national guidancs;

s The Trust ensures that there are appropriate measures in place to prevant recumence
and also promotes organisational learning;

» Al of the severe harm incidents reported were rebustly investigated in line with the
Trust's peolicy and processes and actions to address the findings have been put in
place.

HDFT has taken the following actions to improve this score and so the quality of its services,
by

»  Continuing to promote patient safety as a key objective across the organigation and
implementing a number of mechanisms to ensure compliance with, and delivery of
national frameworks;

« Implemsnting improvements in ling with the quality priority focussing on the leaming
from incidents and complaints, including changes to the web hased incident reporing
system {Datix);

» Ensuring there is a continued focus on guallty &t an organisational, directorate and
front line level through a variety of structures, for example quality of care teams,
quality govemange groups at corporate and directorate level, patient safety visits,
quarterly rmonitoring raports, case confarences and learning avents.
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3. REVIEW OF OTHER QUALITY PERFORMANCE

This section provides an overview of the quality of care offered by HDFT based on
performance in 201718 against indicators selected by the Board of Diractors in consultation
with stakeholders, including three priorities for the three elements of quality covering patlent
safety, patient experience and effective care.

3.1. PATIENT SAFETY
1. Medicines Safety

Medicines play an integral role in the management of disease. They are pivotal to achieving
good patient outcomae but there is room for improvement in the way patients take their
medicines. 30-50% of patients do not fake their medicines as intended by the prescriber.
30% of patients state they do not receive appropriate information about their medicines. 8-
10% of hospital admissions are associated with a medicine related event. The NHS wastes
£300-£400 million per annum on unused medicines {(50% of which is deemed aveidable} and
around 200,000 medicines incidents are reported to the NHS England Patient Safety Divislon
through the National Reporting and Learning System (NRLS). The greater the number of
medicines a patient takes the greater their risk of suffering an adverse event. 98% of patients
admitted to hespital take one or more medicines, with 95% taking four or more.

HOFT administers ever 2 million medicings doses per annum and dispenses around 150,000
medicine packs {items) psr year, and over recent yaars has been working to use medicines
more safely and effectively. This work |s supported by a mulii-professional, multl-agency
naticnal medicines optimisation work programme and a Board approved Hospital Pharmacy
Transformation Flan.

What were we aiming to achjeve?

The aim of our medicines safety work in 2017/18 was to consclidate improvements mada in
previous years and seek to further improve patient safety by reducing errors in prescribing,
dispensing and administration of medicines, and also to improve the information given to
patients about their medicines. We also commenced implementation of the Hospital
Pharmacy Transformation as part of the Lord Carter review of Hospital Pharmacy and
Medicines Administration. Specifically we intended to:

+ FExtend functionality of the ePMA ({electronic prescribing and medicines
administration) system and to commence the planning to implement prescribing of
complex infusions;

« Embed into practice the ePMA dashboard to targst interventions to patients on high
risk medicines specifically insulin and respiratory medicines;

» Make progress on actions identified in the Hospital Pharmacy Transfarmation Plan;

s Continue the focus on safe, prescribing, dispensing and administration of medicines
to include:

o reducing the number of incorrectly prescribed medicines;

o reducing the number of medicines not prescribed that should ba;

o reducing the number of medicines not administerad as intended by the
prescriber;

o reducing the number of medicines not administered at the time intended by
the prescribar;

o reducing the number of dispensing errors leaving the phammacy deparimant;

o increasing the number of patients receiving relevant information about their
medicines.
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What have we done?

We have embarkad on a wide ranging programms to use medicines safely and effectively
by:

« |mplermanting actions as identified in the Board approved Hespital Pharmacy
Transformation plan;

+ Complsting the roll out of the ePMA system across the whole organisation and
commencing the complex infusions project;

» Embedding the use of dashboards using ePMA to target patients on high risk
medicines especlally insulin, idenlilying patients whose allergy status is not
completed and develaping pratocols to aid acute asthma and COPD management;

» Monitoring against a range of metrics to measure safe use of madicines;

» Consolidating our medicines reconciliation processes and rates,

s Continuing to adapt and deliver medicines managemeant training for nursing and care
support workenrs;

e Continuing ta review, report and learn from incidents relating to medicines use;
Proactively seeking to inform patients about their medicines.

Whilst this is not an exhaustive list of the programme it does summarise some of the
fundamental elements. The metrics agreed includad:

s The number of incident reports classifiad as prescribing, dispensing or administration
errars with a dafined denominator to allow comparisan,

Missed doses of medicings;

Medicines recenciliation rates,

National inpatient survey data;

Training compliance rates.

& w * &

The targets are to continue to demonstrate improvement against baseline regarding the
number of errors and missed doses, and to Increase the information given to patisnts.
Regarding dispensing errors, regional and national benchmarking data identify HDFT as
already achleving low numbers of errors per items dispensed, and therefore maintaining the
current low level of errors continues to be the target for this metric.

What are the results?
We have made significant progress over the year with our medicines safety programme,
Board approved Hospital Pharmacy Transformation Plan

In line with NHS England and NHS Improvement requirements, the HDFT Board of Directors

agreed and approved the HDFT Hospital Pharmacy Transformation Plan {HPTP} which was

submitted to NHS Improvement in February 2017. The key elements of the HFTP are

focused around

Increasing the number of pharmacist prescribers;

Improving medicines stock holding, e-trading and supply chain opportunities;

Further roll out of e-prescribing {complex infusions and outpatients),

Building on the already high performing front line core clinical service provision far

phamacists and non-pharmacist staff supporting medicines optimisation for our

patients;

« Caontinuing and further developing collaboration of key pharmacy infrastructure
seryices in order to maximise productivity and efficiency.

Key achievements in this programme have seen.
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« An increase in the number of prescribing pharmacists from 11% to 30% with further
increasas planned during 201819,
A reduction in medicines stockholding, from 34 days to 23 days,
An increase to 00% of the patients who receive a medicines reconciliation within 24
hours of admission, and 100% at 72 hours;

» Anincrease in the proportion of time phamacists spend on patient facing activities to
BO%.

The overall programma of work is summarlsed below:

m W | al
——— — e
ety Propudmane S m_

HOFT Huwapiilal
Fhaimary
Transfarmatiun

Llinical Pharmacy
Hrodiun

Figure 9: Hospital Pharmacy Transformation Flan

Fall out of ePRA

ePMA is now used on all wards with the final roll out to the Emergency Department in May
2016. This has made a significant improvement in the safe use of medicines across the
Trust. ¥e are one of only a few Trusts in the UK to have Tull ePMA use in all clinical areas.

Planning for the complex infuslons module has commenced in 2017/18. A project board and
teamn have been set up, a clinical lead is in place, protocols are in the process of being
developad and the software is cumently in the test environment. We aim to introduce this
software into clinical practice in 2018/19.

Safer on ibing for inpatienis

We have analysed the impact of ePMA on safe prescribing since implementation in 201112
The data below demonstrates the progress that has been made in this regard. There has
been a substantial year on year reduction in prescribing errors from 2011/12 to 2014/15 with
a slight rise in 2015/16, accounted for by an increase in insulin preseribing errors. We have
seen an imptovement on the 2015/16 position during 2016/17, and in 2011718 we have sesn
a further reductian again nearing the lowest reported rate in 2014/15.
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Number of adjusted prescribing errors per 100,000
prescriked doses reported via Datix

Table 21: Mumber of adjusted prescribing errors

in addition we have seen a positive move in the levels of harm associated with praescribing
errors with a significant increase in the proportion of no: low harm errors and a reduction in
the moderate harm etrors. We had no severe harm emors in 2016/17 or 2017/18. The
number of moderate errors increased to six in 2017/18 compared to five in 2016/17, resulting
in 3 slight increase to 9%.

87% 13% 0%

20% 11% 0%

O 85% 15% 0%
G 8B% 11% 1%

93% 7% D%

0 ; 1% 9% 0%

Table 22: Lavals of harm

Safe administration of medicines

We have analysed the impact of ePMA on the safe administration of medicines since
implemantation in 2011/12. The data below demonstrates the progress that has been made
in this regard.

Number of adjusted administration errors per 100,000
adrninistered dosas reportod via Datix
Pra ePMAY 8.34
213 344
i14 3.56
201415 5.34
201516 .24
201617 3.80
201718 3.31
Tahlfe 23: Number of adjusted administration srrors

Year

We have seen a substantial reduction in the number of medicines administration errors since
the introduction of ePMA. Of note was the slight increase in 201415 and 2015/18 {though
this was still less than the pre ePMA baseline). We refreshed our training for nurses and
focused on increased suppott. 'n 2016/17 we saw a significant reduction in administration
errors to the lowest level since 2013714 and this remains over a 50% reduction compared
with the pre ePMA position in 2011/12. In 2017/18 we have seen a further reduction to the
lowast reported administration error rates since the implementation of ePMA.

In addition we have seen a positive move in the levels of harm associated with administration
srrors with a significant increase in the proportion of ng or low harm errars and a reduction in
the moderate harm errors. We have had no severe medication harm errarg in 2016/17 or
201711 8.
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Levels of harm [%:)
No or low harm— Moderale harm | Severe harm

Table 24: Levels of harm caused by medicine adminisiration errors

Progress on reducing missed doses and ensuring the timeliness of medicines administration

{ver the last five years we have seen a steady reduction in the percentage of medicine
administrations delayed fo patients; meaning more patients are gefting their medicines in a
timely manner. Ye have continued to see reductions in missed doses over this periad, with
201718 delivering the: lowest % missed doses since the implementation of ePMA.

% Missed doses

% Delayed doses

2.8 2.99
2.8 317
2.8 2.13
2.0 .96
& - 2.0 0.83
2017/18 2.0 0.76
Table 25: Delayed and missed medicing administratfons
Development of an ePMA dashbeard (o larget patients on high risk medicines

The ePMA aystem captures all medicines prescribed and administered to our patients.
Interrogation of the system has facilitated the development of a live dashboard that identifies
patients on high risk medicines In order to allow sarly intervention and help to aveid emmors
and harm arising from the use of thase medicinaes.

It |15 well documented nationally through the National Reporting and Learning System (NRLS)
that a small number of medicines are more likely to cause harm to patients. Using this data
wa hava developed a live dashboard for a number of patient groups

Patients prescribed insulin;

Patients prescribed warfarin,

Fatients prescribed antibrictics,

Patients with an unknown allergy status;

We also are able to ldentify any patient awaiting medicine reconcilistion or a level 2
clinical review.

*® 4 & & @

The consequence of these repords means we are now able fo identify and prioritise clinical
Intervention to ensure optimal prescribing and avoid harm. There are several case examples
of this.

In 201718 we developed new protocols for the prescribing against national

recommendations in acute asthma and COPD, helping junicr medical prescribing staff to
prescribe safely and against best evidance in these domains.
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Reduction in "potential’ prescribing errors th ac imple tation of
ePhA

Potential prescribing errors are "those errors that are near misses that did not result in a
wrong dose/medicine etc. given to a patient”. These errors are identified by a ward clinical
pharmacist before any level of harm is caused. We undertake an annual intervention audit to
demonstrate the activity that pharmacists undertake.

At HDFT our pharmacists perform over 20,000 interventions per annum ensuring the safe
prescibitg @ adinistration of medicines. 3ince the introduction of ePMA we have also
seen a reduction in the number of petential major and life threatening interventions made by
pharmacists. In 2017/18 we undertook the most robust intervention audit to date, using a
new database to collect data, resulting in a significantly increased capture of pharmacist
activity. The majority of intervantions {86%) are minor / moderate, with just over 11% major
or potentially life threatening inferventions compared to 31% pre ePMA.

Tetal number of: Levels of potential harm

pharmacist
interventicns
potential
interventions
unclassified
interventions
actual harm
interventions
Maoderate
Severe or life
threatening

68

2011 M2 254 206 30 14 127 o {27%) (4%}

201516

D16 M7

2017118
Tabie 26 Pharmaciz! infervenfion audit dafa

Maintaining low numbers of dispensing errors

Our dispensing errars in 2017118 (13/100,000) continue to be well below the regional
average {18/100,000) and some of the lowest across the Yorkshire and Humber region. They
have reduced slightly compared to 2016/17 (14/100,000}. HOFT data for 2017/18 has fallen
compared to previous years from a high of 16/100,000 dispensed items to 13/100,000
dispensed items. Only three Trusts {range 9-11/100,000 dispensed items) demonstrate a
lower rate.

Cur error rates in aseptic services {(preparation of 1Y medicines including chemaotherapy) are
also extremely low and one of the two lowest Trusts in the region. This has also further
reduced from 500,000 dispensed items in 2014/18 to 3.3/100.000 dispensed items in
201718,

Aseptic dispensing error rate
{100,000 dispensed items

Trust Inpatient dispensing error rate f
100,000 dispensed items

HDFT 13 .
Y&H average 18 10
Y&H range 030 3-30
National average ~20 Unknown

Table 27 Dispensing errors
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|.eamnina from medicines errors

In 2014/15 we started to build a database of all Datix reported medicines errors. This now
covers seven years from 2011412 through to 2017/18. This allows us to identify common
themes and ermors, map trends and analyse progress. All reported errors are investigated
and actions put into practice to learn from such events. All errors are discussed at the
monthly Medicines Safaty Review Group meetings.

Wa have focused on a number of areas, with three included in this report. These include:

1. Pmaress on the management of missed doses

The graph below demonsirates the progress being made with reducing missed toses. We
have seen a consistent year on year reduction in the percentage of missed doses and the
propottion of delayed doses meaning patients are receiving medicines in & more timely
manner. There was slight increase in 2017/18 in the percentage of Datix reports of mare
critical medicines being delayed {from 4% to 6%). However this is still well below the pre
ePMA baseline.

23—
20 —
== % of Datlx mizsad [ late doses vs
15 | — all reported arrors
——ePMA missed doses vs all
10 —— administered doses
ePMA Delayed Doses vs all
= N administered doses
\ “\-..’lf- ——— il L A
04— " = —8-——
2011/12 2012/13 7013118 201415 2015/16 2016/17 2014/18

Figire 10 % missed and fate doses from Datix reports and ePMA (201 1712 = 2017/18)

2. Patignl identity errors

Patient identify errors are defined as “Patient A is mistakenly given Patient B's medicinas”,
An analysis of the database has highlighted a reduction post ePMA, though there was a
small rise in 2015/16. Further work has reduced thig level again in 2017/18. The level
remmains significantly below the pre aFMA level.

Number {fand % of all medicine errors § of
patient identity errors reported via Datix
12 [Pre ePMA] 15 (B.1%)
4(1.12%})
4 (1%
8{1.85%)
8(1.78%)
5 (1.45%}
718 e 5 (1.23%]
Table 28:Paflent identity errors from Datix reports

Year
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3. Safe use of insulin

Analysis of the error database during 2015/16 highlighted an increase in the number and
type of insulin related errors (see figure 11). This prompted a specific task and finish group to
he convenad and a quality improvement programme to be Inltiatad. This group implemented
a range of actions including the development of an insulin safety dashbeard and the addition
of aafe use of insulin compstency to the essential skills training programme.

Since 2015/16 we have seen significant improvement in the safe use of insulin at HDFT. The
totzl number of incidents and ermors has fallen slightly. The percentags of insulln reported
errors has slightly increased and is now maintalned around -1 0%t of all reports,
demenstrating an Improving reporting culture.

In 2017/18 we hava seen a significant reduction in the number of hospital reported erors,
down from 35 in 2016/17 to 17 in 2017/18 {consistently with the Mational Adult Diabetes
Audit data reported below). We also continue to proactively use the insulin dashboard. Using
this tool, the diabetes team and pharmacists are able to intervene early.

In 2017/18 we have seen an increase in the number of community reported insulin errors.
Over 40% of these relate to timely administration of insulin as a direct consequence of the
pressure experienced by the community care teams during the last 12 months and delays in
visiting patients.

We continue however to see an improvemsnt in the levels of harm caused by all hospital and
community reporied insulin errors.

63% 12% 2%

92% 8% 0%
100% 0% 0%

Tabla 29; Levels of harm caused by all reporied inswiin erore

These are substantial improvements on previous years and we have had zerg severe harms
with insulin since 2015/16 when the quality improvement initiative was launched.

The National Adult Diabetes Inpatient Audit (NADIA}Y 2016717 has just bean published and
has confirmed the reduction in insulin emmors for HDFT. This is a really strong performance
moving HDFT from one of the worst performing Trusts to ane of the best performing Trusts.

Ciuartile | England
27.5% Quartile 3 25.8%
48,29, Cluartile 4 22.7%
20.0% Cluartile 2 21.8%
30.0% Cluartile 4 20.7%
34.4% Quartile 4 22.6%
G Il 25.0% Quartile 3 22.7%
2017 4.8% Quartile 1 18.6% |
Table 30 National Adult Diabetes Inpalient Audit (NADIA) Repart 2016/17 —
fnsulin Crrors 2000-2047
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45
40
25 ‘
=——Total Insulln Ernors
30
25 : ——— Comirunity Insullfn Errors
203 Hosptal Insulin Errors
15
—% of Insulin Errors vs All
10 = Reported hMedicine Errors
S
0 b— - : ,
201112 2012/13 2013714 2014/152015/16 2016/17 2017418

Figure 11: Number of Datlx reportad fnsulin errors from community and hospital HDFT
locations from 2041/12 - 2017/158

Medicings reconciliation

Medicines reconciliation is the process by which the accuracy and completeness of &
patients medicines history is checked and verified when a patient Is admitted to hospital.
NICE guidance recommends all patients have a medicines reconciliation undertaken within
24 hours of admission by a competent practitioner. Evidence demanstrates an improvement
in morbidity and mortality when this occurs.

Audit data balow demenstrates our improvement and sustained performance over the last
five years. The Model Hospital benchmark remains around 70%.

2013114 2014115 2015/16 2016/17 201718

Table 31 Medicines reconcifiation audit data

Medicines management training for doctors, nurses and pharmacists

Medicines management training for clinical staff has been in place for four years and
continues to be updated o reflect changes to the management of medicines in the Trust,
receiving positive feedback from staff on improving their understanding of medicings use.

Compliance rates with training continue @ reach high levels though with some fluctuations in

201718. We have seen a slght dip in compliance with antibiotic stewardship and fluid
prescribing training during 2017/18 and this will be addressed in 2015/19.
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Training cumpetency Renewal %% compliance % eompliance % compliance

1.3.2016 231.3.2018
ePMA Once only
Antibiotic stewardship 2 yeary 87% 85%
Wedicines management for
COMmITLNly nursing
Medicines managamenl far
hospital based nurses
Safe prescribmg woolkit Onge anly 85% 85%
Safe fluid prescribing toaolkit
[lg)(gels u:::.er:-j Dec. 20 195} Gnce anly nia B3%
Tahfe 32: Medicines managemant training compliaroe data

3 yearly

3 yearly

Palisn! engagement and viding Information to patients

Information provision to patients and the percaption of patients receiving relevant information
about their medicines has generally improvaed over the years. In 2017 we saw a slight
worsening of performance below the national Picker average for three domains. ¥ye remain
in the upper quartile in the Madel Hospital Dashboard.

Y% of patients Better
than
naticnal !
Picker
averdge

Mational Inpatient Mational
Survey 202 2013 2014 2015 2016 2017 f Picker
average

1: Mot fully
2 of

2. Mot fully
ffects of

ely claar
writtenprinted
infarmaticn about
medicines
Table 33: Medicines managernent training compiiance data

Summary

The medicines safety pregramme has made a further step forward in terms of safety
improvements in 2017/18 and continuses to build en previous quality improvements refating to
medicines optimisation and safety. During 201 7/18 we have seen:

» An increasa in the number of prescribing pharmacists from 11% to 30% with further
increases planned during 2018M1%5;

+ A raduction in medicines stockhelding frormn 34 days to 23 days, ensuring medicines
are handled optimally,

= Maintaining 90% of the patients who receive a medicines reconciliation within 24 hrs
and achieving 100% at 72 hours, well above the Model Hospital benchmark;

= Anincrease in the propartion of time pharmacists spends on patient facing activities
to BO%.

Theara have bean further reductions during 201718 compared to 20M8/17 of:
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Prescribing emars {(fram 3.12 to 2,86 / 100,000 prescribed doses).
Administration errors (from 3.80 to 3.31/ 100,000 administered doses),
Missed doses {from 0.83% to 0.76% / 100,000 prescribed doses);
Dispensing errors (from 14 to 13 / 100,000 dispensed items);

Patisnt Identity errors {from 1.45% to 1.23%);

Hospital insulin errors {from 35 to 17).

- & ¥ & = 0

We have seen improvemeants in 'no or low harm' to ‘moderate or severe ham’ ratios with
96.5% in 2017/18 compared to 94.9% in 2016/17, and a reduction in moderate harm errors
to 3.5% (n=14} in 2017/18 compared to 5.1% {n=19} in 2016/17. We have had mo serious
harm incidents relating to the use of medicines during 2016/17 and 2017/18.

Wsa have improved and/or maintained good levels of training compliance through the year
despite the pressures on nurse staffing and have trained more hospital and community
nursing staff on the safe use of medicines than ever hefore.

In the 2017 National Inpatient Survey (Picker results) we: have seen a slight deterioration in
the provision of information and explanation to patients about their medicines, and this will
become a focus of attention in 2018/19.

The improvements in medicines safety as HDFT have been facilitated through the roll out of
ePMA, the active engagemant of doctors, nurses and pharmacy staff in this programme of
work, development of live madicines dashboards, improved medicines reconciliation rates,
phammacy activity at ward lavel, reviewing and acting on trends in meadicines administration,
dispensing and prescribing ermors and medicines management teaching and training for
prascribers and nurses.

The summary data relating to error in 2011/12 which was pre-ePMA and 2017/18 is
impressive.

Error type reported Pre sPhA Post ePIMA
2011112 2017118

Y reduction

Frescribing errors (Datix) — per 100.000 doses
Administration erors [ Catix) = per 100000

hajor. severs and life tnreatcning Pharmacist
interven Pharmacy dela)

Patient identity medicines adminislralian o
2ITors
Insulin errars (MADIA dala) 46 2% 4 8% H%

Mo and low ; Moderale hanm %o ratic 85% ' 15% BE8.5% 1 3.5% A

Table 34 Comparative medicine safety error dafa pre and post-ePMA

Whilst significant improvements are being demonstrated, we will continue ta work to optimise
the use of medicines at HOFT as highlighted by ‘The Report of the Short Life Waorking Group
on reducing medication related ham'. This report will form the basis of further work in
201814,
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2. Falls

Falls and fall-related injuries are @ common and serious problem for older people. People
aged 65 and older have the highest risk of falling, with 30% of people older than 65 and 50%
of people older than 80 falling at least once a year. Falls can impact on quality of life, health
and healthcare costs causing distress, pain, injury, loss of confidence, loss of independence
and mortality. Falling also affacts the family members and carers of paople who fall, and is
estimated to cost the NHS more than £2.3 illion per year.

North Yorkshire has a population who are fit and live longer than many other areas in
England. People aged betwaen 55 and 78 years of age are described as a “Baby Boomer',
and those aged 65 or over are defined by NICE as an “older person”. Two thirds of the
population growth in North Yorkshire over the last ten years has been a result of increased
numbers of people aged 65 and over and Baby Boomers account for 97% of this increase.
Older pecple make up 23.3% of the total North Yorkshire population compared with 17.7%
across England in 2015, and the Office for National Statistics projections indicate that the
population of older people aged 65 and over in North Yorkshire will rise to over 16,000
(27.6%) by 2025. Local services currently provide care for naarly 6% more older people than
other regions in the UK, a population who are often frail and have complex medical needs
when they are admitted into our hospital, and this trend is likely to increase.

Inpatlent falls are associated with increased length of stay, additional surgery and unplanned
treatment, nowever multiple interventions by the multidisciplinary team tailored to the patient
can reduce falls by 20-30% (NICE CG 161}). The interventions referred to are simple
elements such as making sure that during a hospital stay older people are individually
assessed and have access to a call bell that werks and a walking stick; are able to hear and
s8@ in @ safe environment when they want to walk arcund: are assessed for conditlons such
as deliium and dementia; and alse have their medications checked and reviewed to ensure

that th beneficial
at they ara beneficia HUDDLE PROMPTS

SAFETY HUDDLES
Have we missed grything ?

In addition, in 2015 we became aware of work done by
the Yorkshire and Humber Academic Bealth Science
Network (AHSN) Improvement Academy (IA) fo reduce
falle by the introduction of a short daily ward meeting nn- Patlants a1 high tisk of falls
called a “fall safety huddle”, and the National Audit for

Inpatient Falls {NAIF) 2015 report made !"'
recommendations around elements of patient care that ﬁ Spacahng?
could be improved. .,_,r alows Stars?
The fall safety huddle is where a multidisciplinary team

gathers daily and identifles patients they are concerned m"'

Cohoel |||'!:'

Mon sllp secks?

about, and agrees and actlons a range of interventions as =~ '~ Walking aids?
an Individual care plan to reduce the risk of the patient
falling. ' Adsiitance to tollet?

Figure 12 shows the key prompts within a safety huddle. B ot semars?
HDFT has added “distraction”, which means providing mb Medication?
confused patients with individualised activities 0 engage

them and reduce agitation, and this has been adopted by Flgure 12 Safety fuddis
the Improvement Academy to use with other trusts. prompls
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Figurs 13: Key measures for preventing falts in hospital {National Audit of inpatient Falfs report
2017)

What were we aiming to achieve?

The aims of the HDFT Falls Prevention Group are simple: reduce the number of falls in the
Trust: ensure staff are trainad and know how to keep people safe; and ensure all policies
related to patient and staff safety are kept up to date and in ling with clinical evidence and
research provided by MICE and other geverning bodies.

We decided to see if we could reduce falls by 30% by infreducing a daily range of practical
and medical interventions for individual patients who had been identified as a potential falls
risk by the ward team.

What have we done?

The Falls Prevention Group introduced a daily falls safety huddle as a means of ensuring
that a range of interveniions were put in place for individual patients identified each day as a
“falls rigk”. The interventions highlighted te improve were:

the timely assessment of delirium and dementia;

review of medications;

the measurement of lying and standing blood pressure (BP); and
the availzbility of walking aids.

5= B2 (8 5=

Jervaulx ward was the first team to hold a daily fall safety huddle, and their first goal was to
achieve ten consecutive days without reporting a patient fall. The initial success on Jervaulx
ward then encouraged the adoption of the methodology across other wards.

In addition, training for all new nursing staff and doctors in their foundation years has been
intraduced using competsncies recommended by the Royal College of Physicians, to
promote a standardised protocol for the measurement of lying and standing BP.

In response to Yorkshire's changing demographic, budgets and resources the
multidisciplinary community team has been subject to several restructures, and is still under

5%
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review. However it continues to work with GPs, care homes and the voluntary sector to raise
awareness about falls, multifactorial assessments and interventions in an effert to kesap older
people as safe and steady as possible. A community falls pathway has been raviewed (o
suppart these processes.

Harmrogate Borough Council has been working closaly with Sport England and Public Health
Yaorkshire to provide instructor training and a range of exsrcise programmaes that meet NICE
guidelines and recommendations, and are designed to farget key groups within the
community.

What are the results?

By the start of 2018 fall safety huddles were taking place and embedded on six different
wards. The impact of the work has been significant in reducing the number of falls and level
of harm across the whole Trust.

Jervaulx ward has achieved a significant reduction of 38% falls in 12 months, and Byland
ward achieved a second statistically significant step down in the reduction of falls on the
ward. This sustained team effort has been racognised and they will each be accredited by
the Improvement Academy in May 2018.

Trinity ward has been able to celebrate a record 94 fall fres days this year, Jervaulx ward 64
days and Byland ward over 30 days. Farndale ward have achieved records of over 40 days,
and AMU have already extended their record from 16 to 18 fall free days in just a few
months. CATT ward is the latest team to start a huddle in February 2018, and they are
working towards achieving ten consecutive fall free days. Some wards have now expanded
the safety model to include other elements of care that are specific to their team and their
patients’ needs.

We have seen a significant increase in the recording of lying and standing BP from 6% in
2015 to 29% in 2017, a result well above the naticnal average. There have also
improvements in assessments of defirium and mobility / walking aids on admission, but a
disappointing 10% decrease in medication reviews since the 2015 audit.

Key Indictors |

o e

IDsifaE 5% 36.7% 68% * 39.7%
(Continence  83% 69.9% 50% 66.9%
see s e% 16.1% 29%> 19.1%
‘Medication  52% 45.9% 42% 47.8%
\Vision | 559 48.3% 3% 46.2%
callgell  90% 82.3% 74% 81.3%
Meabllity 77% 67.5% 100%* 94.8%

* Improvements in three of the four areas identified for improvement
Table 35: National Audit of Inpatient Faiis: comparison of HDF T/national results for 20135 and 2047

The Trust lavel data shows that the total number of inpatient falls decreased for three
consecutive years until 2018/17, before the number of falls plateaued during 2017/18.
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Flgure 14: inpatient falfz reporied at HDFT 2013/14 to 2017/18

201314 2014115 201516 201617 201718
858 809 697 700
7.49. 7.04 6.10 6.1
38 20 19 21
0.31 017 0.13 0.19
17 16 14 20

However the number of harmful falls reported has risen in the last year including 20 falls
resulting in fracture. A number of factors have clearly influenced and challenged our
services, especially over the winter manths of 2017.

Mima

It is an acceptad fact that we will never be able to stop all falls in hespital, but the Trust has
been able to demonstrate that we are able to make a significant difference to the number of
falls and the harm they can cause. We are vary proud of our staff teams who make these
initiatives work on a daily basis despite difficult and often testing times, but we have heen
able to demonstrate that falls can be raduced significantly when multifactorial interventions
are made for people at risk of falls.

It is anticipated that a falls safety huddle will be used by several other wards in 2018/19 and
this could have an impact of reducing the Trust's total number of falls as the culture of safety
changes the premise that cld pecple will fall. The group will continue to promate the benefits
of this methodology in improving patient safety at annual Trust wide events such as the
Allied Health Professionals and Trust Cluality Confersnces and in cooperation with the
Improvement Academy.

The Falls Prevention Group works to achieve the objectives set cut in an action plan that ig
shaped by recommendations made in NICE guidelines, guided by the CCG and supported
by the Trust and working with community groups. It intends to continue to address
recemmendations outlined in the NAIF reports of 2015 and 2017 and support community
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initlatives proposed in the Public Hezlth Yorkshire report 2017. Improving vision
azsessments is a target for 2018/19.

a. Pressure ulcers

Pressure ulcers are caused when an araa of skin and the tissues below are damaged as a
result of being placed under pressure sufficient to impair the blood supply. They cause pain
and distress, can mean longer stays in hospital and cost the NHS a significant amount of
maney. They are graded by severity according to a classification by the European Pressure
Ulcer Advisory Pangl (EPUAP} from category one (least severe} to category four {most
severz), They are more likely to occur in pecple whe are ill, have a naurological condition,
poor mobillty, Impalred nutrition or poor posture.

Pressure ulcers are usually preventable with good assessment of individual risk and sffective
application of preventative measures such as the use of effective eguipment to reduce
pressure, reqular position change, good nutrition and hydration and good skin care.

The prevention of avoidable pressure ulcers has been a specific part of our quality
improvemeant work at HOFT since 2012/13 and there has been a significant amount of work
undertaken at the Trust with the zim of reducing avoidable HDFT acquired pressure ulcers.
For the year 2017718 we reported a significant raduction in avoidable pressure ulcers in the
community setting. We also achleved an increase in unavoidable pressure ulcers across
both acute and community settings.

What were we aiming to achieve?

The Trust has a Pressure Ulcer Group that meets on monthly basls. The objectives of this
froup are to drive continual improvement of pressure ulcer prevention with the overall aim of
no avoidable pressure ulcers acquired by patients receiving either HDFT hespital or
community provided care. Pressure ulcers are defined as unavoidable if all reasonable care
and treatment has been provided to prevent or minimise damage to skin through pressure.

Cur aims have been to:

s Reduce the incidence of category two, three and four pressure ulcers acquired by
people whilst in HDFT care;

= Promote bast practice in prevention and management of pressure ulcers;

» Understand f a prassure ulcer was avoidable or unavoldable and to learn frem
investigations into the root cause of pressure ulcers,;

» Continue with our programme of pressure ulcer training and education for staff;

+ Continue to suppoert a “zero tolerance” approach to aveoidable pressure ulcer
davelopment in people who are receiving HDFT care, which will be supported by our
pressure ulcer prevention strategies including training and investigation processes.

What have we dons?

Key successes to date have surrounded two broad aress, these being education and
training, and documentation and risk assessment.

1. Education and training

Training for staff has besn a pricrity since January 2015. An e-learning packags for pressure
ulcer prevantion was made essential annual training for all gensral and paediatric registered
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nurses and three yearly training for midwives. Theare are plans to further improve the existing
training programme so that staff receive face-to-face training slitemate years in addition to
the existing e-leaming package.

Training on skin care, pressura ulcer pravention, recognition and management is currently
delivered by the Tissue Viahility Nurses and Trust Clinical Edusators, both in the classroom
and at the badside. The frequency of the classroom face-to-face training package has baen
increased to monthly. Training has also been previously delivered to senior ward and
community registered nurses to enable them to effectively investigate pressure ulcer
incidents, undertake root cause analygis and generate an action plan with recommendations.
There ara plans to refresh and update this training programme.

The Trust has actively paricipated in the national STOP - Prassure Ulear Days, holding an
educational event for rasidential homes and healthcare support workers. In addition the NHS
England 'React to Red’ training package has been delivered to residential homes by a
Clinical Educator.

Information leaflets produced for patients, carers, families, residential, nursing and home
cara services, explaining shared care in relation to pressure ulcer prevention and
managemsant are being used to raise awaraness,

2. Documentation and risk assessmant

In 2014 we introduced SSKIN (skin, surface, keep moving, incontinence, and nutrition)
bundles across all adult inpatient wards, for patients assessed as being at risk of pressure
ulcer development. This was supported with a SSKIN bundle educational package and
educational posters for clinical staff to aid the identification and categorisation of pressure
utcers, Changes were made to the nursing documentation to emphasise the need to repeat
pressure ulcer risk assessment on transfer between wards. In response to themes from our
root cause analyses regarding documentation, the SSKIN bundle chart has now been
raplaced by a new skin inspection and repositioning record in December 2016,

We have implemented a new prassure ulcer risk assessment tool and associated
documentation for use in our community areas, with plans to extend this to our adult inpatient
areas in 2018M9. Work on a pressure ulcer risk assessment tool and associated
documentation for use in paediatrics continues to progress.

What are the resulis?

A reduction in haspital acquired pressure ulcers was achieved in 2015/18, which plateausd
in 2016/17. Whilst an increase has been reported for 2017/18, mare pressure ulcers have
been found to be unavoidable following investigation.

Community acquired pressure ulcers, defingd as pressure ulcers acquired by patients in
receipt of HOFT community care, remained a challenge during Z016/17. Tha new risk
assessmant document implemented in the community setting has been embedded during
2017/18. To date, there has been a significant reduction in the number of community
acquirad pressure ulcers desmed to be avoidable during 201718,
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Pressure uicer daia reporied through the HDFT Incldent reporting system
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Figure 18: Communily acquired pressure wicers April 2018 to Feb 2018

Figures 15 and 16 demonstrate the challenges with regards to hospital and community
acquired pressurs ulcers. In part we belleve thls Is due to better and earlier identification,
reporting and continued education around the recognition and categorisation of pressure
ulcars. We have also have observed a 2% activity increase in hospital admissions during
2017/18 and a 6% increase in referrale to the community care teams compared to the
previous year.

The data is displayed on the Trust's dashboards shared through reparts to our senior
management teams. Cur inpatient wards display data on their quality and safety boards.

MNHS Safety Thermometer datg for HDFT

Developed as a point of care survey instrument, the NHS Safety Thermometer provides a
‘temperature check’ on hammn that can be used alongside other measures of harm to measure
local and system progress in providing a care environment free of harm for our patients. We
submit data every month in relation to care provided by our acute and cormnmunity teams,
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Figure 18; Safefy thermometer data for new pressure wicers for HDFT (2012-2015)

Figure 17 and 18 above show the results of the NHS Safsty Thermomaeter data from August
2012 to February 2018 for all pressure ulcers identified and for new pressure ulcers. There
has been a steady reduction in new pressure ulcers over this period.

MNHS Safaty Thermometer funnel plois

The funnel piot compares the Trust's performance over a8 12 month rolling pericd of harm
caused by pressure ulcers per 1000 patients surveyed, against other Trusts that provide both
acute and community services. Funnel plot charts get thelr name by the lines running across
the chart creating a funnel. These are called ‘upper” and ‘lower control Fmits’. Each dot
represents an organisation, Organisations inside the funnel lines are regarded as avarage or
statistically indistinguishable. Organisations outside of these lines are called outliers, which
can be either positive or negative. In this case lower is positive and therefore HDFT has
lower harm compared to other trusts providing acuta and community services.
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Figurs 19: Safely thermorneter furnel plof for presstre ufcer prevalence

Summary

A significant amount of work hag been undertaken during 2017/18. We have introduced
some new initiatives such as the revised skin inspection and repositioning chart on our
inpatient wards and the new community risk assessment document that we will further
embed in 201815,

The Trust aims fo eliminate avoidable pressure ulcer devslopment in people who are
receiving HOFT care, and will continue to develop pressure ulecer prevention strategies
including training and investlgation processes. Key ambitions for 2018/19 include:

» Further strengthening of training and education with alternate year face-to-face
training;

o Implementation of a new pressure ulcer risk assessment tool and associated
documentation across our adult inpatient areas;

= A revised "panel” approach to investigations into the root cause of pressure ulcers,
which will also offer a new approach to sharing learning.

Progress will be monitored by the directorate teams and the Prassure Ulcer Group.

&6
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3.2. PATIENT EXPERIENCE

1. Paln management

Evidence shows that up to B0% of patients may suffer pain following surgery with 20%
experiencing ssvere pain. In addition, there are over 14 million people in the UK who are
living with persistent, chronic pain. Effective pain management should be viewed as a pricrity
by all healthcare workers.

What were we aiming to achieve?

Our aim is to continue to promote high standards of pain assessment and management
throughout the Trust. This is achieved by ensuring patients are asked regularly about thair
pain and its severity both at rest and on movement. Empowering staff to have the confidence
to assess and implement treatment should improve access to pain relief, Improving the
quality of patient experience and reducing suffering.

What have we done?

A repeat pain score audit was completed that included looking at the patients’ pain scores
recorded on Patientrack, as well as ‘Asking the Patient’ questions &t the bedside. This
enabled us o monitor improvements in pain assessment in comparison to previous audits
and befter identify patiants’ experience of pain management within the hospital.

Since November 2014 we have incorporated guestions about pain into our inpatient Friends
and Family Test (FFT). We have monitored and shared the results and comments from
patients with ward staff in order to promote learning and reflection.

Education has always been central to the role of the Acute Pain Servics and we have
recently introduced a teaching programms known as EPM Lite {sssential pain managemsent)
to improve staff knowledge of pain assessment, and both non-pharmacelogical and
pharmacolagical treatmeants. Thiz programme is supported by the Faculty of Pain Medicine,
the Reoyal Collage of Anassthetiste and was originally implemented by anaesthetists in
Australia and New Zealand as a way of teaching pain management in deprived countries.
However the programme has now been implemented in 14 medical schools in the UK and
recently introduced into HDFT. Sessions based on the EPM Lite model have been given to
junior doctors, anaesthetists, student nurses, newly qualifisd and experienced nurses.

RAT System Treatment of Acute Nociceptive Pain
Reverse WHO Ladder
* Recognize
- ;ust:v: patﬁu:‘u‘t :mrr, pti:.ien? Step 3
— Dooather e know
patient hf::fin? Severs paln
= Assess Use strong Step 2
— How severe |s the pain? opleld Moderate pain
— 'What type of palmn i It g.g. marphine —
— Are there other Factaors? flsa use simple Use m“d_up":"d
lpesics e.g. codeing, Step 1
+ Treat ek trarmadal Mild pain
— 'What non-pharrmacoogltal Continue simple
N trenth;nts Lan Iuie? analgesics

Figure 20: RAT system: 3 systemalic Figure 21: Reverse World Health Organisation
approach lo assessmant and frastment, {WHO) analgesic ladder
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What are the results?

A pain seore audit was undertaken on all the surgical wards, and Harlow and Granby wards
with patients asked how they felt their pain had been managed overall. The majority {90%) of
patients considered that it had been well managed, with 47 patients (77%) reporting pain
management a8 good or excellent.

How well do you think your pain has been
managed?

%

T Excellent

8% Good
5% 4%

Good now
Fairly Wil

Mat very well

I4%
Idon't know

Fiqure 22- Pain score audit results

¥Whilst the introduction of pain scores on Patientrack has claarly had an impact on pain score
assessment, the audit showed that only 5% of high scoring patients {pain score of =7} had
docurnentation of re-assessment within an acceptable time frame. However, anecdotes
suggest that nurses are going back and making informal assessments but this is not 2asily
racorded on Patientrack without also taking a full set of observations.

Patients are asked a series of four questions about pain on our inpatignt FFT and are
encouraged to leave comments. All cemments are fed back to ward sisters. A selection of
comments is provided. Any negative comments relate to the time taken to prescribe and
adminizter analgasia.

The staff were always caring |1 Spot on with Pain | Pain was discussed and
and would sk about any Management. Well done - treated as soon &8 possibla
pain you were having and | Littondale ward and suitable treatment was
then give something to sasa ' givan - Granky
it - Famdale
: — | Any pain | had was [ | was vary impressed wilh
Explained why pain relief so treated quickly and care taken that patients
important as it enables effectively - Nidderdale should not be in pain -
patient to do exercisas - & Y Wensleydale
Harlow .
| Total consideration and :
Fain frea — not had that understanding of my It makes such a huge
for many years - pain was uplifting In diﬂTEI':EnﬂE when your |
Wensleydale tsali- Farndsle | painis contrelled, and it

_ was - Nidderdale
Figure 23: FFT pain managemant comments 2017718
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The responses to the four pain questions are menltored and are provided below by ward for
January 20185,

if you wers
offered pain

Do our staff ask | If you have pain, relief, did the

If you had pain

you about pain are you offered : ; relief, was it
regularly? pain relief?

staff give that in
a reasonable
tirme?

effective?

Yeas No
Al

Byland ward

CAT Chnic

Farndale

Granby

Harlow

Littondale

Midderdale

L] o o ) e o o e e e ] o}
el ==l R R e e (o ) ] e}
o | O | O I | O OO | =) — | D
LE 0 e o (e | o] | ] e e e

Tabla 37: January 2018 Friends and Family Test resufts

Results suggest that the majority of our pationts are gatisfied with their pain management.
Overall, 196 patients were asked about their pain, all patients said they were offered pain
relief, anly 4 patients felt they had to wait longer than necessary and & patients felt their
analgesla was ineffectiva.

Since the intraduction of EPM Lite training in May 2017, the Acute Pain Team have utillsed
the training programme for a variety of staff groups, ranging from students to exparianced
staff. Student feedback from these sessions include comments such as ‘a fantastic, well
delivered session', 'informmative, great teaching session with group work and participation’,
‘good pace’, and ‘| loved it, very full of knowledgs’.

£PM Lite Teaching at HDFT Humbers

Table 38 Tralning figures for EPM Lite since May T
Summ and next ste

Results show that we appear to be achieving a high standard of pain assessment and
management within the Trust and that the majority of patients are satisfied. There remains
room for improverment in areas such as the re-assessment of pain scores but through the
imtroduction of new training programs we hope to educate and empower the staff to treal
patisnts in pain effectively and with dignity and compassion.
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Maternity

During 2017/18 the Maternity Department has continued to work hard to maintain safe and
high guality midwifery care to all wemen who choose to have their babies in Harrogate, and
to use the results of patient feedback to further improve services. We also focused on
improvement in relation to some specific matemity quality objectives.

What were we aiming to achisve?

The service has bean worklng towards:

» B B ® % @

Reducing the elective caesarean saction rate (LSCS);

Reducing the postpartum hagmorrhage (PPH) rate;

Reducing 3"/4™ degree tears;

Reducing term admissions to Special Care Baby Unit {SCBUY;

Improving handover of information between midwifery staff;

Extending the links between matemity services and Improving Access to
Psychological Therapies {IAPT).

Prograss with these and other angaing work is reported below.

What have we done and what are the resulis?

*

An audit of elective caesarean sections was undartaken against the NICE Guidsline
on Caesarean Section (2011) to understand more about the reasons for women
choosing elective caasargan sectlon, The recommendations weare to:

o promote the external cephalic version clinic (ECV) for women with breech
presentations;

o promote the Birth Rewlsited c¢linic attendance to ensure women have the
apportunity to discuss their anxietiss on g 1:1 basis and to continue to de-brief
wormen after delivery as it shows this Is having & positive effect;

Wae have a clear process for maternal request for elective LSCS by ensuring women
are fully informed prior to making this decision, and the rate has reduced slightly in
201718 comparad to 2016/17.

The PPH rate has ramalned relatively static cver the last 3 years. The implemantation
of a PPH risk assessment togl did not show a significant reduction in the overall PPH
rate, and we have now reintroduced the use of syntometrine for the active
management of the 3™ stage of labour.

There have been training sessions for both midwifery and medical staff in performing
episiotomy. Midwives are now documenting the position of mother at delivery, and all
midwives are delivering *hands on” in order to control delivery of the baby's head.
The 3"/4" degree tear rate has reduced in 2017/8 compared to 2016/17.

Dwuring the last year we have continued to aim to keep babies with their mothers gn
the postnatal ward instead of admitting the babies to SCBL) and to support the ATAIN
pregramme {avaiding term admissions inte neonatal units), The further devslopment
of this transitional care type model will remain a focus for the depariment in 2018/19.
Midwives are continuing to use the SBAR (situation, background, assessment,
recommendation; a technique used to facilitate prompt and appropriate
communication) handover sticker to Improve the communication of Information from
one shift to another. Handover in labour is predominantly performed in the presence
of the woman and her partner.

We have extended the |APT service in the antenatal clinic from half to a full day each
week. The service continues to be well received by all services within the department.
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aternity Satisfaclion Surve

The Maternity Department took part in a further national survey of women's experiences of
maternity services in 2017, This survey is part of a series of national patient surveys
undertaken by the CQC, and is for all NHS acute trusts with maternity services in England.
The survey includes the whole patient journey from the first booking appointment to labour,
delivary and digcharge from the community midwife to the health visitor. Women were
gligible for the survey if they had a live birth during January and February 2017, wers aged
16 years or older, and either gave birth in a hospital maternity unit or had a home birth. The
response rate at HOFT was 48% {national average was 35.8%). The survey has previgusly
baan undertaken in alternate years; from 2018 this will be an annual survey. YWe have an
action plan in place to address some of the themes highlighted as imporant to the women,
which are to:

* |mprove the continuity of carer in the antenatal and porstnatal period,;

+ Review of the length of antenatal appointments;

+ Discuss the availability of consulting rooms for community midwives fo work in with
local GP practices,

« Consider extended use of children's centres as ancther option for antenatai
appointments;

v  Consider a more flexible approach to antenatal appointments, including weekends
and evenings,

« Consider the use of appropriately trained maternity support workers for postnatal care
at horne to support the community midwifery staff,

Maternity Friends and Family Test

The FFT in maternity services enables women to provide feedback at the 36 week antenatal
appaintment, after delivery, on discharge from hospital and from the community midwife.

MNational

Service o Yoar data
i 17/18*

% Recommend aB.7% | 976% | 97.2% 97.9%
% Not Recammend 0.6% 0.0% 0.3% 2.2% 0.8% 1.5%
Response rate 258% | 184% | 364% | H1.1% 30.7% -
Number Of Responses 130 103 236 193 662 -
% Recommend 88.4% | 99.8% | 99.2% | 99.5% 99.4% 06,6%
% Not Recommend 0.0% 0.0% 0.0% 0.5% 0.1% 1.23%
Response rate 34.9% | 48.68% | 50.8% | 45.5% 45.2% 22.9%
Number Of Responses 163 245 237 251 836 -
% Recommend B5.7% | 100.0% | 98.3% | 97.7% 98.7% 94.3%
% Hot Recommencd 1.3% 0.0% 0.48% 1.0%: 0.7% Z2.0%
Respanse rate 36.68% | 506% | 4B5% | 46.7% 45.4% -
Numker Of Responsss 171 181 242 186 740 -
%, Recommend 97.2% | 100.0% | 100.0% | 100.0% 098.2% 98.0%
Q4: Community % Not Recommend 0.0% | 0.0% 0.0% | 0.0% 0.0% 1.0%
Fostnatal Response rate 18.2% | 155% | 187% | 4.1% 14.4% -

Mumber Of Responses 59 120 66 12 257 -

*Mational data is an average of publizhed national results bebwveen Aprii 17 - February 18
Tahle 39. Maternity FFT resufts 2097/18

Full

21: Antenatal

QZ: Labour

3: Postnatal
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Due to low response rates in 2017 for antenatal care, which might take placs in the GP
surgery, Children's Centre, home or hospital, we hava introduced a new form which is given
to women on the postnatal ward and covers the antenatal appointment, labour and delivery,
and postnatal care in hospital. The response rates have improved as a consequence of this,
and HDFT achieves a higher proportion of women recommending each element of the
service than the national average. Responssa rates for postnatal care have continued to be
low and this will be our focus during 2018.

The response rate and scores are monitored closely by senior midwifery managers and there
is feedback of both positive and negative commentg to staff. The department monitors the
results to identify any thermes and trends; predeminantly the feedback is very positive. These
are some themes and actions taken as a result:

You said We did
Thara s & lack of facllities for + ‘We created a new bathroom araa with a showear on the
partners staying for long perlods. postnatal ward to be used by partners and visitors.

« The Frlendz of Harrogate Hospital and Community
Charity have funded more raclinar chairs for partners to
uze when staying overnight.

There is frequent disturbanca far We have synchronized ohservations for mums and babies
separste mums and babies whenever possible.
observations.

Emergency care for pragnant wornen | We have reviewed care provision and care pathways for

between 12-20 weeks is confusing. | pregnant women;

*« from 14 weeks women will now be seen on the
WMaternity Aszessment Centre {previously 18 weeks)

»  The Eatly Pragnancy Assessment unit will see women
until 13 weeks+6 days (previcusly 11 waeks+3 days)

Watsrproof hand held foetal heart Two have been orderad through charitable funds

rate monitors are naaded for

community midwives.

The HDFT website does not state Webslte to be updated to show this information

that childran and young people

under 16 are unabla to vislt unless

siblings of the baby.

Table 4t Matemily FFT "You safd, we did"

!![Et&miiﬂ Facebook page

This continues to be very well recelved and we receive large numbers of very positive
feedback from the women who use the maternity services in Hamogate.

Advocating for Education and Guality Improvement (AEQUIP)

The dacision was made to remove supervision from statute from March 2017 and the new
model; Advocating for Education and Quality Improvement {(AEQUIP) was introduced with
the introduction of Professional Midwifery Advocates (PMAs) to replace the role of
Supervisors of Midwives {SOMs). This employer led model includes a continuous
improvement process that builds personal and professional resilience, enhances quslity of
care for women and their babiges, and supports preparedness for appraisal and professional
revalidation.

All six HDFT midwives that were praviously SOMs have continued to support midwives and

women during the interim period and three have undertaken the shortened bridging course
to became PlAs in February 201B. We plan to send at least two midwives on the longer
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course to become PMAs later in 2018. Once there is more understanding of this maodal we
will implement it within the departmeant.

Unicef Baby Friendly accreditation — Gold award

The Maternity Department has maintained Unicef UK Baby

Friendly accraditation (BF|) since 2002 with several extarnal r(’ ﬂji\\

assessments taking place over the years. In 2016 new r/ r’{L

standards were introduced by Baby Friendly for facilitis that n ) .
had malntainad these core standards over tima. To apply for AV } &
the new gold award we had a full reassessment by a team of "

Babw Friendly assessars. This involved a ranga of staff being

interviewed on their knowledge and skills, mothers being audited about the care they had
receivad from booking to transfer to the health visiting service, and assessment of our
documentation and mechanisme. This assessment took place over three days with four
external assessors. There were two recommendations from the assessment which were
addressed within three months. This result then allowed us to apply for the gold award within
the next 12 menths. Evidence for the gold award was submitted in November 2017, This
included:

« Leadershlp: This involved the Head of Midwifery, Matron, managers from all areas
and our new guardian (Chief Nurse) being interviewed around their knowledge of the
standards, and how they would take proportionate responsibility and accountability
for maintaining the standarde and ensure full compliance with the international code
of marketing of breast milk substitutes.

s Culture: Evidence of suppert for engoing staff training and mechanisms to foster a
culture that protects the Baby Friendly standards.

« Monitoring: Robusi menitoring processes to support the standards.

s Progression: Evidence that tha service is responsive to change, that the neads of
babies and their mothers and families are met through effective integrated working
and thera is evidence to demonstrate improved outcomss.

Fallowing further telephene interviews with the Haad of Midwifery, the infant feeding lead and

guardian and a detailed submission of evidence for the above standards we were awarded
the gold award. We were the second maternity unit {third service) in the UK to achieve this.
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Safety monies from Heallh Education England

In December 2016 the Maternity Department received £40,000 for maternity safety training
from Health Education England (HEE). This provided an sxcellent opportunity to support
additional multidisciplinary training for the department and enhance matemity safety within
the arganisation. This has included.

Labour ward leaders workshop: designed to address some of the cument challenges
in matarnity services arcund leadership on delivery suite. The workshop supports
labour ward leaders to work collaboratively together to develop cohesive teams
delivaring effective and safe care. The six staff who attended have introduced a daily
multidisciplinary safety huddle on delivery suite.

Human factors in healthcars training: this ‘train the trainer’ training aims to spread the
impact, awareness and imporance of human factors in multidisciplinary training in
the department and share this knowledge and experience with the wider Trust.
Emergeancy skilis training: for community midwives.

Arranging study days for internal and external staff: these cower breach
presentations, parent education and perinatal mental health.

Train the trainer Prompt {PRactical Obstetric Multi-Professional Training): thig is an
evidence based multi-professional training package for chstetric emergencies. It is
associated with direct improvements in perinatal outcome and has bsen proven to
improve knowledge, clinlcal skills and team working. The monies were also used to
purchase Prompt specific equipment.

Regional necnatal life support training: this ensures that all delivery suite coordinators
are up to date with neonatal resuscitation.

Collaborative working — matemity services, Emergency Department and ambulanece staff

We have introduced combined comtinuing professional development (CFD} sessions
facilitated by a consultant from the Emergency Department and senior midwives to support
HOFT and Yorkshire Ambulance Service staff in the management of obstatric emergencies,
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covering the patient journey from the pre-hospital phase to hospital care. The aim ig to
support staff who may be required to provide care to pregnant women outside the Maternity
Department. The first session in October 2017 was attended by over 60 members of staff
and focused on shoulder dystocia and cord prolapse. A second session in November was on
the management of postpartum haemorrhage and bresch delivery. A further session took
place in March 2018 on pre-aclampsia, managing miscarriage, gynaecological emergencies
and ‘top tips' for delivery. These events are free and open to paramedics, emergency
madical technicians, ED and obstetric middle grade and senior clinical staff, and midwifery
staff. The feedback has been really positive:

Enjoyed the evening - mere reading now to be done,

Very helpful insight into maternity emargencies;

Could do with some events closer ta our area — Scarborough;

Thanks for everyone's time and effort for putting on these events, much appreciated;
Alison extremely knowledgeable and enthusiastic about topic Very grateful for
training and time taken to arganise event, very informative;

s Graat venus, please keep up the good work.

¥ B ¥ B &

All staff who have attended have found the sessions really useful in their roles and we plan
to continue with these events in the futurs.

Summary and next steps

Thers continues to be a significant amount of ongoing quality improvement work within the
Matemity Department with some real achisvements during 2017/18. As always there is more
work to do and the quality objectives for the maternity service for 20118/18 are to:

« |mprove the quality of and compliance with CTG (cardio-tocograph — continuous
foetal monitoring) training for both midwifery and medical staff;

« Improve smoking cessation rates by improving the smoking cessation service
available for women and the training for zall staff within the department,

« |mprove compliance with the national stillbirth bundle elements;

« Davelop public and patient participation in service development by implementing &
Maternity Voice Partnership Group, In line with the Better Births document and the
National Maternity Safety Strategy and Clinical Negligence Scheme for Trusts
incentive schems for 201818,

» Implemeant the ATAIN {(Avoiding Term Admissions to Necnatal units) programme 1o
further develop the transitional care type model an the postnatal ward to keep babies
with their mothers;

v Maintain BFI accreditation and the gold award, with annual sudits and submission of
a portfolic of evidence to support the gold accreditation in November 2018 and then
every three years.

The work we have started te implement “Saving Babies Lives: A care bundle for reducing
stillbirths™ (NHS England 2016) will be a Trust quality priority for 2018/19. Although HDFT
currently has a lower rate than the national average of stillbirth and has made good progress
oh the four recommendations, we want to progress sudits to assess compliance and a
business case to support serial ultrasound assessment of fatal growth throughout the third
trimester of pregnancy in line with the Royal College of Obstetricians and Gynaecologists
Green-top Guldeline.

3. Enhanced Recovery

Enhanced recovery is an evidence-based approach that helps patients recover more quickly
after having major surgery. The pathways aim to ensure that patients:
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= Are as healthy as possible before recelving treatment;
o Receive the best care during their operation; and
« Receive appropriate angd timely care while recovering.

By adopting the enhanced recovery model, we are able to keep patients’ length of stay as
short as possible, mitigating the risk of deconditioning and enabling tham to return to their
normal daily routine soonsar rather than later.

What were we aiming to achieve?

We aimed to review compliance with existing enhanced recovery practice for hip and knes
surgery and revisa documentation accordingly, as well as improve the quality of patient
information in relation to the Enhanced Care Pathway, and introduce the pathway to
gynecology services,

What have we dons?

A clinical audit in 2017 identified considerable good practice, but also a number of areas
where documentation could be improved by amending the Enhanced Care Pathway. This
was done and a recent re-audit has demonstrated improved quality of the documentation.

Meanwhile, a very different set of documeantation was developed for the gynecology
pathways. A commupication strateqy was established ta engure that staff were wall Infarmead
about the planned Introduction of enhanced care practice to the department. An informal
check to identify any problems in completing the documentation was conducted in January
2018 and a formal audit is scheduled later in the year.

Extensive, full colour patient information leaflets were produced and posters created to
enhance staff understanding of the principles of enhanced recovery. We have alsc preparad
a script for use in a training video that we intend 1o produce over the coming months,

What are the results?

We sat out to improve the quality of documentation in hip and knee surgery enhanced
recovary as well as introducing the modal to gynecology. This has besn done, along with
producing material aimed at both staff and patients in order to promote awareness and
undarstanding of the pathway. The leaflets have been well received by patients.

Summary

While we have achigved what we set out to do, thare remains more work to:

e Audlt compliance with the gynaecology enhanced recovery documentation,
dapendent upon the outcome of this audit, there may be some revision of the
documentation in order to make it a8 user-friendly as possible for the staff using it;

= Support colorectal services to develop their own patient infoermation leaflets. Although
they have besn applying the pathway for a number of years, we identified that they
do not have high quality patient information and that patients are sometimes getting
mixed messages regarding their operation;

= Finish the training script and liaise with an external agent to create the training film
that will be used to educate staff regarding enhanced recoveary,

» Commence work to introduce the enhanced recovery pathway into further procedures
including fracture neck of famur and caesarean gections.
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3.3. EFFECTIVE CARE
1. End of Life Care

Good end of life cars is the responsibility of all staff within HDFT. Patients are ‘approaching
the end of life' (EoL) whan they are likely to die within the next 12 months. This includes
patients whose death is imminent (expected within a few hours or days) and those with:

a. advancad, progressive, incurabile conditions;

b. general frailty and co-existing conditions that mean they are expected to die within 12
months;

¢. existing conditions if they are at risk of dying from & sudden acute crisis in their
condition;

d. life-threatening acufe conditions caused by sudden catastrophic events.’

The aim is to improve patient and family experience at the end of life across HaRD in both
community and hospital seftings. Specialist palliative care is required by people with
progressive life-limiting iliness where the focus of care is on quality of lifz, and who have
unresolved compiex needs that carnot be met by the capability of thelr current ganeralist
care team e.g. 5GP, district nurses, care homs staff, consultants, hospital ward teams.
Specialist palliative care in HaRD is delivered by the Palllative Care Team (PCT), a
multidisciplinary team (MDT) of staff with the requisite qualifications, expertise and
experience In offering care for this group of pecple. The PCT also leads on the
implementation of quality initistives to improve Eol care across the organisation.

What were we aiming to achieve?

The main aims and achievements during 2017/18 have been about setting the foundations
for improving patient and family experience at the end of life and ensuring collection of robust
data to provide the evidence.

The focus has also besn on creating a culture of talking about death and dying so that it is
easier for people to communicate their wishes ta their famlly about what they want at the end
of their life. We have aimed to:

Ensurs the PCT take on the |ead for Eol care within HOFT,;
Enharnce the support and care far patients in the last days of life In hospital including
developing initiatives to improve patient and carer experience In hospital;

+« Develop a systematic process for identifying all complaints, incidents and
compliments relating to EolL care within HOFT;

« Establish a multi-agency working group to review fast track discharges for rapid
discharge from hospital in last days of life;

+ Produce a business case providing optiong for a seven day 9am-5pm face-to-face
PCT assessmeant;

+ Collect data and agreed metrcs for menitoring improvements in EoL care in hospital
and community;

« Implement an Electronic Palliative Care Co-ordination System within SystmQOne
across community care teams and GP practices to improve identification, recording
and sharing of key information for patients who may be in the last year of life.

1. Ambitfons for Palliotie ond Erd of Life Core: A mationol fromework for ool acttan 20152020 (Sept 2015). Mational Palliabve and End
of Life Cara Partnership: sahi pododlils careambiiong aeg ik
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What have we done and what are the results?
Lead on end of life care within HOFT

The PCT takes a lead role In delivering and supporting others fo provide EolL care in both the
hospital and community setting, as agreed within the HOFT End of Life Strategy. The team
athos within the organisation is to work collaboratively with many agencies across health and
social care, integrating working and providing immediate specialist advice. The team has
focused on regular attendance at key clinical MDTs including wards, GP palliative care
meaetings and community care teams. This proactively guides and supports professionals on
the care of patients whoe may be approaching end of life. The result has shown a significant
increase in the number of inpatient referrals.

The team has recruited additional clinical nurse specialists including an Education Lead for
Eol. care. The Edugation Lead has undertaken a scoping exercise of all palliative and EoL
care education provided in the locality, covering hospital, community including care homes,
and hospice. A strategy is being developed to meet the training needs of all staff groups
across the organisation based on the NHS England End of Life Care Leaming Outcomes
(2017).

Enhance the suppart and care for patients in the last days of life in_hospital

The team, in partnership with nursing and medical staff, has developed new guidance and
documentation to support care in the last days and hours of Ife in hospital. This enables
ward staff to provide sensitive, individualised care for the patient and their loved ongs.

Practical initiatives include:

» Comfort bags for relatives and carers who are staying
overnight or for long periods in hospital with their dying
relative to ensure their stay 1s as comfortable as possible
{includes blanket, pillow, toiletries, meal voucher, sye
mask, ear plugs);

» Reclining bed { chair for carers staying overnight with
dying patients;

« End of life volunteers available in hospltal to support
familles and patients in their last days and hours.
Voluntears can sit with patients for a period of time if
there |s no family present or if the family need respite
during the day;

s Improved written information for relatives both before and
after death;

+ Dying Matters events and links with the local community
including schools to encourage talking about death and  Figure 24; Comfort bags
dying so that we can articulate our wishes at the and of  and reclining chakrs
our life.

All of the new Initiatives have been well received by patients, families and ward staff. The
pilot for the three EolL volunteers is coming to an end and it is expected that further
volunteers will be recruited so that the service can be provided on more days.

During Dying Matters Week we discussed many aspects of dying in the local papers, on local
radic and social media. Subjects covered included amanging a funeral, bereavement
counselling, dementia, making a will, and caring for someone at home during their last days.
This generated debate and discussion within the local community. We continue to maintain
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links with local schools and are keen to keep the conversation going about death, dying and
bereavement.

Prooess for identifying all complainis, incidents and compliments relating o Fol care

A quarterly summary repert is produced of all Eol complaints, concerns, incidents and
compliments from across the organisation. The hospital bereavement survey is ongoing and
sent out to all consenting bereaved families for feedback on their experience of EolL carg
before and after death. The prime aim of all of this is to monitor amerging themes and to use
the information to support improvements in EoL care and guide relevant training and
education.

"I would just like ta say how
wonderfully well my Dad
was cared for at the end of
his life on Oakdale ward.
He was treated with dionity
and respect,”

*At the moment my mum is
receiving end of life care on
Wensleydale ward and last night |
received one of your bags. ltis a
really thoughtful teuch thank yvoul”

I would like to compliment the nigt_ﬂN\
staff working with patients to ensure
that their hygiens needs were catered
for. | think that their kind, practical and
patient approach was appraciated by
all the patients. They also looksd

after me very well.” __’/

*The care of the hospital

“‘Every member of staff on the
CATT ward was amazing. They
could not have done more for my
dad or for us as a family. Their
care of my dad throughout his
stay with them was sxemplarny.”

“l was kept fully informed at each chaplaincy was
stage of my husband's condition excellent and  greatly
and care during his last two days, appreciated.

aver and above what | would have
expected. He was treated at all
times as a very special person.”

Figure 25 Hospital bereavement survey end of fife care compliments

IMulti-agency working group lo enable rapid discharge rom hospital in last days of life

Key health and social care professionals from the hospital, hospice, CCG, community care
teams and Marie Curiz have met regularly to evaluate the process of fast track rapid
discharge and fast track processes at home. The agreed outcomes have been to ensure:

Patients and carers have informed choices about preferred place of care and death;
Safe and timely discharge with access to medicines and equiprmeant;

Safe and timely discharge to care and support;

Reduce unnecessary bed days/admissions to hospital.

* 4 & W

The working group has identified current issues and agreed actions to improve processes.
Significant progress has been made in improving the documentation required between the
agencies invalved. The CCG have also agreed to implement the propoesed service redesign
which includes establishing an Fol coordinator for all fast track patients to act as a single
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point of access. This will enhance the process and reduce delays and is based on evidence
from other service models across the region. Further progress is required in other areas but
the group continues to be comimitted to achieving the objectivas.

Options for a seven day Bam - Spm face-to-Tace Palliafive Care Team assessment

A propoesal paper wae developed addressing moedelling options and cost requirements for
access to faca-to-face aseasements by the PCT 9am — 5pm seven days a week in hospital
and community. From this a business case was written and an application submitted to
Macrnlllan for initial funding. These have now been agreed and we are beginning the
recruitmant process and hope to implement the seven day service in 2018,

Data and metrics for monitoring Improvements In Eol care In hospital and community

Baseling data collection has been agreed. A selection of this includes:

= Recording of patients’ preferred place of death (PPoD} and the percentage of those
dying in their PPoDl;

Number of pecple who were discharged on a rapid discharge;

Number of admissions of patients in their last vear of lifs;

Number of deaths in hospital and community;

Organ and tissue donation,

Mortality data.

Baseling data has been obtained and ocur Information Services team will provide regular
monthly reports which will help inform future practice in a timely manner.

Implementing an Electronic Palliative Care Co-ordination Sysiem

With funding from NHS Harnessing Technology a six manth project to roll out the Electronic
Palliative Carg Co-ordination System across GP practices and Community Care teams has
commenced. A shared termplate has been rolled out to record key information about patients
at the EoL In the majority of GP practices, the PCT, community care teams, hospice,
respiratory and heart failure teams. The information is based on a national End of Life Care
Information Standard. The template contains links to relevant clinical guidelines and a variety
of forms that improves efficiency for healthcare professionals. Further information is available
at: hitps:/iwww hdft.nhs.uk/servicesipalliative-care/epaces/

Summary and next steps

There has been significant progress on implementing the objectives in the HDFT Eob
Strategy and this has led to improvements in the care and support of patients and thair
families. Timely data analysis has bean difficult but it is anticipated this will be resolved this
coming year. Key areas to focus on over the naxt year are to:

» Establish the new seven day 9am - 5pm face-to-face assessment by the PCT,;

» |mprove data analysis to demonstrate effectiveness of the service;

» Agree metrics for measurement of improvements in Eol care and reporting
processes,

Continue the work on rapid discharge and preferrad place of care and death,
Participate in the National Audit of Care at the End of Life (2018);

Finalise the HDFT E¢L Education Strategy and agree actions for implementation;
Deliver training and education to a range of healthcare professionals around care for
patlents at the end of life;

& & & B
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« Include education and training in ‘essential skills training’ for key staff as agreed by
the strategy;

« Review the HDFT Care of the Dying Adult and Bereavement Policy for hospital and
community;

» Refurbish quiet rooms identified for the use of patients and families at the end of life;

« FEstablish the feasibility of an ongoing bereavement survey to be sent out to all
consenting bereaved families for feedback on their experience of Eol care in
sommunity settings;

« Develop documeantation to support care in the Jast days and hours of life for patients
in their homes or care homes.

2. Dementia care

Dementia remains a government priority in England and Wales. The Prime Ministers
Challenge on Dementia 2020 emphasised the need to improve hospital care for people with
dementia and make hospital environments more 'dementia friendly'. HDFT cares for a large
number of patients living with dementia. On the frailty wards (Jervaulx and Byland) about
50% of patients have a diagnosis of dementia or, as yet undiagnosed, cognitive impairment.

Patients living with dementia can present to any of our services and departments and so it is
important that alt staff have awareness and skills in caring for this group of patients.

What were we aiming to achieve?

Duting 2017/18 we have set out to reinvigorate the Dementia Working Group, which has
begun to meet on a monthly basis in order to take forward work from the dementia action
plan. The group includes the demeniia champions from all wards as well as matrons, the
Clinical Lead for Dementia, and representatives from Workforce and Development, and
Clinical Effectiveness and Audit.

We have sat out to ensure that all relevant staff recsive adequate dementia training. At
present this is delivered as e-learning for most staff. Results from the Mational Audit of
Demeantia Care suggest that we are unusual in relying entirely on e-learning to deliver
training and that staff would prefer some face-to-face training. This has resulted in
collaboration from the Tees, Esk and Wear Valley {TEWY} NHS Foundation Trust Acute
Hespital Liaison Service {AHLS) who are assisting in our training programme.

What have we done and what were the results?

We have completed the National Audit for Dementia Care in General Hospitals 2016-17
which included analysis of care notes, an organisational checklist, and staff and carer
questionnaires. Results were reported in July 2017 and have farmed the basis of the worl
that the Dementia Working Group is ssfting out to achieve. Subsequently we participated in
the National Audit of Dementia spotlight audit on delirium. The results of this are awaited.

The Butterfly Scheme was re-launched in November 2017 with input and support from its
founder, Barbara Hodkinson.

AHLS staff have developed an education programme for HDFT staff, with spacialist teaching
on dementla, daeliium end depression delivered on a monthly basls. We provide training for
any staff who wish to becoma “Dementia Friends'. We alsc have an ongoing programme of
teaching about the diagnosis and managament of dementia and delirium for doctors in
training.
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Number of staff
Level af training Frequency reguiring
training

Nurmber of staff Percentage
trained achieved

Lemerntiza
awareness

Dementia tier 1

Tabfe 41: Dementia training complance

¥YWe have also participated in the ‘end PJ paralysis' campaign, whereby we try o reduce
deconditioning due to immobility while in hospital. On Byland ward, one of the frailty wards,
we now aim to get as many patients as possible up and out of bed, and changed from
pyjamas {PJs) into their own clothes, and keep a visual record of thls each day.

l " : - -
Photo 2: End PJ Paralysis campaign faunch August 2017

The premise of the ‘end PJ paralysis’ campaign is simple. Once patients arrive in hospital
they normally stay in their pyjamas or hospital gown until they are discharged. Research
indicates that ten days of bed rest in patients over 80 can lead to 10 years of muscls
wastage. It can then take double the amount of time to recondition, resulting in incraased
dependency, longer length of stays and an increase in 24-hour care plagemsnts. By
promoting independence and enabling patients to get up, get dressad and get moving we
reducs the risk of deconditioning, enhance patients' dignity and promote an active recovery
to return home. Encouraging patients living with dementia to wear their own clothaes further
enhances their sense of identity. This may aid their transition of having to be in hospital.

A Carers Passpot was
launched in January 2018, This
gives support to carers who are
laoking after patients while they
are in hospital and gives them
the opportunity to work with
doctors  and  nurses.  The
passport gives carers privileges
such as out-of-hours visiting and
ovemight stays, as well as
discounted food and drink in
Harrogate  District  Hospital.

John's Campaign has gathered  ppot 3: Carer's passport fauneh January 2018
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examplas of hospitals with some sort of carer friendly initiative- Based on this review there
are 103 NHS trusts that have a carers passport scheme which has been identified to support
carers caring for patients living with dementia. Feedback from people who care for those
living with dementia have said they wanted more information on visiting their loved cnes out
of hours to be able to suppart them in their treatment. The Carar passport offers this
opportunity to our relatives.

Friends of Harrogate Hospital and Community Charity organised an Old Time Music Hall
event at the Royal Hall in Harrogate in October 2017 with proceeds from the event given to
support dementia projects within the Trust.

We continug to have daily safety huddles on the two frailty wards, focusing on falls
prevention and prevention of prassure sores. This includes a brief assessment of whather
patients are living with dementia or have delirium and what measures can be put In place to
amelicrate distress and challenging behavior.

The Trust has also been identified as one of five pilot sites across the West Yorkshire and
Harrogate STP to roll out the 'Think Delirium’ campaign which was launched In October 2017
by the Yorkshire and Humber Clinical Network. The basis of the campaign is that we aim to:

« Prevent delirium by calculating risk, assessing for clinical factars which might lead to
delirium and formulate a daily care plan that is relevant to the patient;

Suspact dslifium if we find a patient with new cr worsening confugion;

Stop delirium by treating causes, offering explanation and reassurance and attending
to a patient's physical needs.

Summary and next steps

Some of our aspirations for this year have been achieved, namely the re-launch of the
Demeantia Working Group, collaboration with the AHLS to deliver staff training, and our
involvement as a pilot site for the ‘Think Delirium' campaign. The Dementia Working Group
action plan will continue to promate work to ensure:

« Improvemsnt in delirium screening and recording, and improving the collection of
personal infermation on ‘Al About Me' forms;
Appropriate food is always available for patients living with dementia;
Staff can access speciallst dementia care out of hours;
The views of patients are taken into censideration when decisions ara being made
about hospital discharge and that this is appropriately recorded,
Patients are weighed as part of their nutritional assessment:
Discussion and peer leaming betwsen staff who are involved In caring for patients
living with dementia,

s« Medical staff are frained to repeat the Abbreviated Mental Test Score prior to
discharge;

« Information about the care of patients with dementiz is fed back to the Trust Board.

Other plans are fo:

« Investigate resources for training staff who require Tier 2 and Tier 3 Dementia
training;

¢ Launch the “Think Deliium” campalgn once resources are available from Yorkshire
and Humber Research Network;

« Participate in round four of the National Audit of Dementla Care in General Hospitals;

+ Incorporate training about delifium inte junior dectors’ induction.
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+ Delirium has been identified as a focus for an Rapid Process Improvement Workshop
(RPIW) with the facilitated by the Improvement and Transformation Team for the
week commencing 8" July 2018

3. Nutrition

The Trust is committed te providing high quality nutritional care and adequate hydration for
patients acress all acute and community locations. The Trust Nutrition Group which is
chaired by the Professional Lead for Nutrition and Dietetics co-crdinates this work. Evidence
both locally and nalionally shows that one third of patients admitted to hoaplital arc ot risk of
malnutrition. Malnourished patients require more frequent and prolonged admissions,
therefore it is vitally important that the Trust ensures it can identify those patients who are at
risk and have appropriate support in place to meet their needs.

The Trust also recognises the naad for a healthy workforce, therefore the Nutrition Group is
also responsible for ensuring the organisation can meet national targets for provision of
healthy food for staff and visitors as well as sustainable, local procurement of products used
within the catering service.

What were we aiming to achieve?

In 2017/18 the Nutrition Group aimed to complete the HDFT Food and Drink Strategy which
would outline activities and initigtives for the next five years. This would include plans to
achiave national targets, a framework for nutrition audits and a nutrition acticn plan. We also
wanted to ensure that all our nutrition related policies and pathways were up to date, in line
with NICE guidance and realistic to ensure patient safety and quality of nutritional care, and
we wanted to continue with training in the importance of nutrition screening and action
planning for frontline staff.

What have we done?

Trust Food and Drink Strateqy

The Trust Food and Drink Strategy has been completed and ratified. An action plan has
been developed to move forward with the new initiatives. These include the development of.

« a Trust-wide nutrition audit plan, so that we have oversight of all nutrition audits and
can ensure that specific issues are identified and actions implemented;

» a more robust method of recording all nutrition related incidents via the Datix system,
so that themes can be identified and escalated quickly to improve patient care and
safaty;

« improved compliance with weighing patients following admission as evidenced by
matron assurance checks.

Mational largeis

Catering, Dietetics and Human Resources Departments have worked together to ensure
compliance with the national Commissicning for Quality and Innovation {CQUIN) targets. We
achieved the vear two targets for pre-packed sandwiches and sweets and confectionary by
the end of year one in March 2018, Therefore 80% of pre-packed sandwiches available to
purchase in the Trust managed outlets, such as Herriot's restaurant and the Café Bar,
contain a maximum of 400 kcals and less than 5% saturated fat. Also 80% of sweets and
confectionary available contain less than 250 keals. Our snack vending machines are also
compliant with this target. We also signed up to the veluntary NHS England Sugar-
Swastened Beverages initiative, requiring us to reduce sales of sugar containing drinks to
10% of total sales. To ensure wa met this initiative we have stopped selling any drinks
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containing greater than 5 g of sugarf100mis in Herriot's or the Café Bar. We are waorking with
other providers such as Coca Cola, who provide our vending machines on site, to aim to
achiave this reduction in the future. Currently 11% of product lines stocked in the vending
machines contain more than 5g sugar/ 100mls. We have therefore met the national CQUIN
year two target for reducing the availability of sugar containing drinks already, however, we
need to continue to work with Coca Cola to reduce the sales of these products down to 10%
io achieve compliance with the NHS England voluntary scheme.

MNasogastric feeding policy and pathway

The Trust nasogastric feeding policy and pathway was uUpdated ta ansure compliance with
recent patient safety alerts and the new documentation to support this was launched in July
2017. The use of this is being audited in 2018,

Thickened fluids
New guidance has been written and WARNING!
signage developad to ensure that patients Thick :
who require thickened fluids have safe Mclrgif? ; degizulds gne
access to appropriately thickened drinks.
ALl atalf, relativen and friends,
This process will also be audited in 2018, It 15 vry Imprrtar 1hat yan speask 1o hi nursing statl o
walrlthonal @aalgtant bafore you glve me any feed or fiulds,
Coloured grockery and finger foods T e s

We have identified funding via the Friends
of Harrogate Hospital and Community
Charity to enable us to purchase coloured — Figure 26 Thickened fluid signage

crockery to help with promoting increased

oral intake in patients with dementia and a new finger food menu will also be available for
this group of patients.

Summary

Completion of the Food and Drink Strategy was a major piece of work for the Trust. This has
allowed us to develop a framework for future improvements. Our audit plan allows us to
moniter compliance with nutrifion policies and initiatives, and the reporting structure allows
us to ensure that any risks to patient safety related to nutrition are escalated and resolved
quickly,

Cther plans for the next year include closer working with the tissue viability nurses around
the causes and treatment of pressure ulcers, improved training for both community and
hospital based staff on nutrition screening and management of gastrostomies, and the
development of a business case to support the recruitment of a trust-wide nutrition nurse
spacialist.
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PERFORMANCE AGAINST INDICATORS [N THE SINGLE OVERSIGHT
FRAMEWORK

The following table demonstrates HOFT's performance against the national standards
included in the Operational Performance Metrics section of NHS Improvement's Single
QOversight Framework fer each quarter in 2017/18.

Minimurn
Standard perfermance

standard

RTT mearnpeibe poaltiays J

Cnag

Table 42 Performance against indicators in the Singfe Oversight Framewor,

e |

Key performance to note:

[ ]

The Trust achieved all four natiomal standards included in the Operational
Performance Metrics section of NHS Improvement's Single Oversight Framewark for
the full year 2017118,

In addition, the cancer 62 day waiting times standard and the diagnestic waiting times
standard were achieved for each quarter of the year,

Owarall Trust performance against the A&E (Emsrgency Department) 4-haur waiting
time standard was above 5% for saven out of 12 months throughout the year;

The Trust achieved the 18 week standard for eight out of 12 months throughout the
year;

All other cancer waiting times standards were achieved for each quarter overall with
the exception of the 14 day standard for beast symptomatic patlents whars
performance was at 89.4% for Q4, against the minimum standard of 93%;

There was one ambulance handover delay of over 80 minutes reported in 2017/18 (8
last year) and 85 handover delays of over 30 minutes {104 last year). Emergency
Dapartmant attendances were 4.4% higher than for the same period |ast year,
Activity levels at the Trust have increased during 2017/18. Elective (waiting list)
admissions were 2.5% higher in 2017/18 when compared to 201617 and non-
elective admissions increased by 3.9%. Outpatient attendances remained static with
a total of 283,000 cutpatient attendances in 201 7/18;

The Trust reportad seven cases of hospital acquired Clostridium Difficfe in 2017118,
compared to 29 in 2016/17. Five cases have had a completed root cause analysls
{RCA). Results indicate that four of these cases were not due to lapses in cara, and
therefore, thesa would be discounted from the Trust's trajectory for 2017/18, One
case has been agreed with the CCG to be as a result of a lapse in care and RCAs
have yet to be completed for two cases. No cases of hospital acquired MR3A
{Methicillin-resistant Staphylococcus aureus) wers reported in 2017/18.
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4, OTHER QUALITY INFORMATION

HOFT has identified additional elements of service quality to highlight in this Quzlity Account.

4.1. SUMMARY OF NATIONAL PATIENT SURVEY RESULTS
Emergency Depariment (ED) Survey 2016

Results from the Mational ED Survey werg published on the CQC website in October 2017,
As axpected from the inltial Picker results, performance for HDFT was excellent and tha
Trust was identified as performing ‘befter' than expected compared to other trusts. This was
because a higher proportion of patients responded positively about the care they had
received. This is & brilliant result for the staff in the departmant.

Children and Young People's Inpatient and Day Case Survey 2016

Results from the National Children and Young People's Survey 2016 weare published on the
CQAC wabseite in Novamber 2017. We performed better than other trusts on four questions,
and worse on three questions.

CQuestions on which we performed better:
= Did you like the hospital food?
« Did the hospital staff answer your quastions?
+« Before the operations or procadures, did hospital staff axplain to you what would he
done?
» Befare your child had any oparations or procedures did a member of staff &xplain to
you what would be dona?

Questlons on which we performed worse:
« Did members of staff treating your child communicate with them in a way that your
child could understand?
= YWhen you left hospital, did you know what was going to happen next with your care?
» When vou left hospital, did you know what was going 0 happen next with your child's
care?

A multidisciplinary warkshop was held with staff to review the results and pull together an
action plan to address the areas for improvement.

MNational Cancer Survey 2016

The Mational Cancer Patient Experience Survey 2016 is the sixth teration of the survey first
undertaken in 20710, In all surveys we have been one of the top performing trusts in the
country. The consistency of such attalnments provides us with assurance regarding the
sustained provision of high quality cancer care.

Asked to rate thelr care on a scale of zera (very poor) to 10 (vary good), reepondents gave
an average rating of 9.0. The following questions are also included In phase one of the
Canger Dashboard developsad by Public Health England and MHS England:

» 84% of respondents said that they were definitely involved as much as they wanted
to be in decisions about their care and treastment;

e 97% of respondents said that they ware given the name of a Clinical Nurse Specialist
who would support them through theitr treatment;
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#  93% of respondents said that it had been ‘guite easy' or 'very easy' to contact their
clinical nurse speciallst;

e« BBY% of respondents said that, overall, they were always treated with respect and
dignity while they were in hospital;

+»  928% of raspondents said that hospital staff told them who to contact if they were
worried about their condition or treatment after they left hospital;

+« 64% of respondents said that they thought the GPs and nurses at their general
practice definitaly did everything they could to support them while they were having
cancer treatment.

For some cancer sites the report does not provide any site specific data regarding quality of
the service i.e. sites with less than 20 respondents, or where we only provide dlagnostic
facilities, or in the case of skin cancer where treatment is provided as an outpatient
procedure. We have no reason to believe that these results would not be replicated due to
culture and approach to cancer care across the Trust, however we cannot be complacent
and local methods of gaining service user views are therefore belng implemented for these
areas.

National Maternity Survey 2017

Results from the National Matemity Survey 2017 were published on the CQC website in
January 2018. Our 2017 banding compared to the ‘expected range’ is befter for five
guestions and as expected for all others. The questions where we performed better than
expectsd are:

= Did you have skin to skin contact (baby naked, directly on your chest or turmnmy) with
your baby shortly after the birth?

» Thinking about your ¢are during labour and birth, were you treated with respect and
dignity?

+ Did you have confidenca and trust in the staff caring for you during your labour and
birth?
Would you have liked to havs seen a midwife: More often? Less often? elc.
Did a midwife tell you that you would need to arrange a postnatal check-up of your
own health with your GP? {Arcund 5-8 weeks after the Lirth}).

Our performance has worsened since the 2015 survey on four gquestions.

= Were you offered any of the following choices about where to have your baby?
Dwuring your antenatal check-ups, did the midwives appear to be aware of your
medical history?

+ Did the midwife or midwives that you saw appear to be aware of the medical history
of you and your baby?

» Were you given information or offered advice from a health professional about
contraception?

Our parformance has improved since the 2015 survey on two quastions:
s Did you have confidence and trust In the staff caring for you during your labour and
birth?
s |n the six weeks after the hirth of your baby did you receive help and advice from a
midwife or haalth visitor about feeding your baby?
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4.2, NATIONAL STAFF SURVEY AND STAFF FRIENDS AND FAMILY TEST

Mational Staff Survey 2017

The anonymous national survey was carmied out among a sample of Trust staff between
Cctober and November 2017, 1,250 surveys were distributed to members of staff and 638
were completed. HDFT had the second highest response rate in the country for our
benchmatk category at 52%. The average retum rate In the Combined Acute and
Community Trusts category was 43%.

Results are presented in 32 key areas Known as 'key findings' as well as a measure of
averall staff engagement. The Trust scored above average (which is the highest rank
passible In tha category of Combined Acute and Community Trusts) in 19 out of 32 areas.

The figure balow shows how the Trust compares with other Combined Acute and Community
Trusts on an overall indicator of staff engagement. Possible scores ranga from one to five,
with one indicating that staff are poorly engaged {with their work, their team and their trust)
and five indicating that staff are highly engaged. The Trust's overall Staff Engagement score
of 3.83 is ranked above average in the Combined Acute and Community Trusts category.
This is the highest rank possible.

{the higher tha scors the hatter) Scals summary score
Trust score 2017 3.83
Trust score 2016 g2

Malional 2017 sverage for combined |
acuie and gcommunily inists - I

3.78

[ P
i
;n

1 2
Poorly engaged Highly engaged
siaff staff

Figure 27: National Staff Survey 2017 staff engagement score

The top five ranking scores for HDFT were as follows:

Top five ranking scores compared with Combined Acute Mational

and Commurtity Trusts in England. average

Percentage of staff satisfied with the opportunities for 1% 51%

flexible working pattems §

Percentage of staff experiencing discrimination at work in 297, 10%,

the last 12 months

Percentage of staff experiencing harassment, bullying or 20% o7
 abuse from patients, relatives or the public in last 12 months ¢

Percentage of staff expserlencing physical viclence from staff 19, 2%

in last 12 months n

Petcantage of staff witnessing potentially harmful errors,

near misses or (neldents in last month 25% et

Tahle 43: Natfonal Staff Survey 2017 top five renking scores for HDFT

Our score for the key finding: percentage of staff experiencing harassment, bullying or abuse
from staff in the last 12 months improved from 2018 {21% versus 22% in 2016) and is better
than the national avarage of 24%.

The largest local change for HDFT was for the key finding: parcentage of staff appraised in
the last 12 months, Dur score ingreased from 85% in 2016 to 90% in 2017, which reflects
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the positive approach to managing appraisals through an 'appraisal window' this financial
year.

Five areas for improvement were identified from last year's survey. Two of these areas have
shown improvement in this year's survey.

Area for improvement

Parcentage of staff experiencing physlcal violence from o9 1%
staff in jast 12 months i ¢
Parcentage of staff experiencing physical violence from 13% 11%
patfients, relatives or tha public in tast 12 months

Staff confidence and securty in reporting unsafe 284 374
elinical practice (1 = lowest 5§ = highest) ' '
Parcantage of staff working extra hours +194 _—
Percentage of staff feeling unwell dua to work related .
stress in the last 12 months £ S8

Tabla 44: National Staff Survey 2017 five areas for improvement
HOFT scored below average in thres out of the 32 key findings:

+ Parcentage of staff reporting errors, near misses or incidents witnessed fn the |ast
month {HOFT 80%, national average 91%);

¢ Staff satisfaction with the quality of work and care they are able to deliver (HDFT
3.84, national average 3.90);

= Percaentage of steff reporting most recent experience of violence (HDFT £2%,
naffonal everage 67%).

Two other areas were also highlighted a3 areas for improvement in the report. These are
scored as average when compared with other combined acute and community trusts:

« Quality of non-mandatory training, leaming or development {reduction frem 4.15 to
4.04%
= Pearcantage of staff working extra hours (71% in 2016 and 2017).

Wa have also identified that the following key findinge should form part of our staff
engagement action plan for 2018/19:

» Staff recommendation of the organisation as a place to work or receive treatment
{reduction from 3.96 te 3.78);

» Parcentage of staff able to contribute towards improvements at work (reduction from
75% to 70%).

Tha percentage of staff believing that the Trust provides egqual opportunities for career
progression or promotion in key finding 21 showed deteripration at 90% versus 92% in 2016,
although HDFT scores better than the natlonal average of 85%.

The full report can be found at hilowww.nhsstaflfsurveys comd

The key themes from the 2017 survey will be incorporated intc our 2018/19 Staff
Engagement Action Plan.
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Siaff Friends and Family Test

The Staff Friends and Family Test (FFT) is a feedback tool for staff, predominately to support
and influence local improvement work. It allows us to take a ‘temperature check’ on how staff
are feeling and is a complemeantary engagement activity to the annual National Staff Survey.
The Staff FFT asks the following two gquestions:-

1. How likely are you to recommend the Trust to friends and family if they needed care
or treatmant?
2. How likely ara you to recommend the Trust to friends and family as a place to work?

The Staff FFT for Quarter 2 2017/18 was open from 11 to 22 September 2017, with 4493
staff baing invited to participate. We adopted a multi-mode approach to the survey, using an
aopen-URL and paper guestionnaire methodology for Q2 which emabled staff who
traditionally would not have access to the electronic survey e.9. ward based staff to
contribute. There were 1067 respondents which is the equivalent to 3 24% response rate.
This was a 5% point increase in response rate from Q1, equating to 336 more respondents.

The results highlighted that 83.7% of staff would recommend the Trust to friends and family
to receive care or treatment against a national average of 80%, and that 64.7% would
recommend the Trust as a place to work in comparison to a national average of 64%.

The survey provides the opportunity for staff to provide additional comments and the results
are reviewed each quarter by the directorstes to ensure continucus service development.
The key reasaons for staff recommending the Trust as a place to receive treatment or care s
due to the skiled and caring staff, the high standards of care and the friendliness of the
hospital whilst the reasons given for not recommending care or treatment at our Trust is dus
to concerns around staffing levels.

The fundamental reasons given by staff for recommending the Trust as a place to work was
related to the enjoyment of work, working within a caring, frisndly and supportive team whilst
the reasons given for not recommending the Trust as a place to work were due to staffing
levels and high workloads.

The key themeas from the Staff FFT are fed inte our staff engagement action plan, which
incorporates the themes arising from the National Staff Survey to ensure these are aligned.

4.3. COMPLAINTS AND COMPLIMENTS

The Trust welcomes patient feedback including positive as well as negative experiences.
Front line staff are encouraged and empowered to respond to patient feedback, receive
compliments and resclve minor problems informally as quickly as possible. The Trust has a
Making Experiences Count process and policy to resolve all concarns and complaints locally
fwithin the Trust).

The Patient Experience Team {PET) facilitate the resolution of issues and this could include
offering the opportunity of mesting with clinical staff, speaking with service managers or
meeting the Meadical Diractor andfor the Chief Nurse to discuss issues in more detail to help
to address concems and provide information and explanations. In all cases the feedback is
raviewed to identify opportunities for improving patient care.

The Trust has an estimated 1.8 million patient contacts per annum, which equates o around
4900 per day. Whilst every individual complaint is very important, especsially to tha
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complainant, the average rate of around 17 complaints per menth in 2017/18 is ralatively
small and has decreased from the avarage in 2016/17 {19 per month).

Formal Complaints Receivad by Financial Year 2008-2018

30a  — — — —
Farldl —

264
—_— -
13 217 215 213 l

SO0A2009 200950 020100201 1 301547301 2 2012201 3 20132074 20147201 5 201201 6 2016201 7 20172018

214

200 4

150

100 4

Figure 28: Local patient feedback data since 2008

The data from April 2008 to March 2011 refers only to acute hospital servicas, whilst the data
from April 2011 represents both acute and community services following the integration of
community services into the Trust. The Trust increased in size associated with the delivery
of a significant number of new services.

The Trust uses a grading matrix for complaints raiged, which is based on severity of
concarns and timescales for response. This includes four levels of formal complaint (green,
yellow, amber and red). The breakdown of complaints received in 2017/18 |s prasented
below by grade and quarter in which it was received, compared to 2016/17.

Complaints Total 201617 201THE
Total Q3 Total
Complaint - green 55 17 8 16 16 57
Complaint - yellow 178 3z 40 a2 A4 145
Camplalnt - amber 1 2 1 1] 0 3
Camplaint - red 0 0 0 1] a 0
Total 234 52 49 48 60 200

Tahie 45: Local patient feedback data showing complaints by quarter during 2017/18 and grade

The number of complaints received is lese than the previcus year but the number of cases
indicating very poor experience which are graded amber is higher than last year. Quarter 4
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received the most numbers of complaints and it should be noted that this was during the
winter pressures experienced across the NHS as a whole when staffing and activity levels
ware challenging.

The Trust welcomes feadback from patients, families and carers and encourages staff to
resolve as many issles and concems at the front line informally and as soon as possible to
prevent the escalation into a formal ¢complaint. The resclution of these informal “PALS”
{Patient Advice and Lialson Service) type contacts includes concerns, information requests
and commeants. In total in 2017118, 1058 were recelved by the Patient Experience Team
{PET) compared to 936 in 2016/17, and 676 in 2015/18. Of these 1058, 653 were concems,
223 were requests for information and 180 were comments. The continued increase in
cases dealt with informally demonstrates the ambiltlon of all staff to addrass concemns before
they escalate into more serious issues and the successfully signposting and publicity of the
work of the PET to the general public.

The top five thameas for complaints and concems can be seen in the graph below. The main
themeas have consistently included issues around poor communication and attitude.

Complaints and concerns by Top 5 Sub-subjects
| 2017/18

o I I l . .

Communication  Attitude of Communication  Attitude of  Delay or failure
with patient medical staff with relatives/ nursing staff/ to diagnose (inc
carers midwives  missed fracture)

Figure 28: L ncal patfant faedback data showing the main themes in compfaints and concems

The Trust investigates all complaints and concerns and provides appropriate feedbeck to the
contact {after consant is established if the feedback ig to a third party).

A lead investigator is expected to make early contact with the complainant to agree the
issues being investigated, the method of resolution and timeframe fer reply based upon the
Trust's grading matrix. The investigaticn focuses on what happened, what should have
happened and where appropriste, what the actions will be to prevent It from happening
again. The investigation is then quality assured by the operational diractor or clinical lead for
the area to determine whether the investigation and response is robust and whether the
issues complained about have been ugheld. It should be noted that net all complaints or
concerns received are upheld.

a3



Hamegate and District NHS Foundation Trust Guality Account 201718

Response timeframes for complaints are guided by the severity of the case and are agreed
at the outset. The Trust introduced a complaints performanca metric In 2018/17 which
includes monitoring of complaints responses against a target of 95% within deadline set and
monltoring of completion of action plans. The Trust meat the defined timeacale for reply in
56% of cases in 2017/18 (of those deadlines reached at the time of raporting) and sought
extensions where the deadline could not be reached. Thig iz an increase from 38% in
201617, The Trust iz keen to improve this performance next year and this iz being
monitored closaly on a quarterly basis. Further training sessions to increass the pool of lead
investigators has been delivered this year including siaff from all three clinical directorates
and the comporate sarvices directorate,

Action plans are developed to improve patient care as a result of feedback and these are
monitored regulady. Leaming from patient feedback is at the heart of our Making
Experiences Count Policy, and clinical directorates share themes and learning from these via
their governance groups and front line quality of care teams.

Five cases were refemred to the Health Service Ombudsman in the period. Of the five cases
referred this cument financial year:

e 2 cases were closed without any investigation;

+ 2 hava boen investigated and found to be not upheld;

« 1 caseis undergoing initlal review by the Ombudsman.

In 2018/17 the Ombudsman investigatad four cases and none of these were upheld. in cne
casa the Ombudsman dacided not to investigate following the initial review of the file.

Clovereaf Advocacy Services {Independent Health Complaints Advocacy Service) is an
organisation that provides support {(known as advocacy services) to help people across the
Morth Yorkshire to speak up and express their views, and help services to listen to and leamn
from pecople who use their services. Durlng the year representatives from Cloverleaf
Advocacy Services met with colleagues from the Trust Including the PET to raview
framewoarks for communicatlon and to promaota the model of advocacy services. The Trust
continues to promote the advocacy sarvices that are available for supporting complaints and
patient feedback. Since the Trust started delivering 0-19 services in the North of England we
have bagun working with the Carers Federation who provide advocacy for the North East.

Compliments are received at ward and team level by the PET and reported in the local
media.

200112 | 201213 201314 2014115 2015016 201617 201718

e

Table 48: Local data showing compliments received by the Patient Experience Team
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4.4. THE PATIENT VOICE GROUP

The Patient Vaice Group (PVG) is an independent group of

voluntesrs who work in partnership with the Trust. Our The
purpose is to listen fo palients and relalives experiences of
using HOFT services and communicate these in a meaningful PVG

way o managers and staff, so that the quality of patient care Patient Voice Group
continues to improve,

|

The workload of lhe PVG is based on the domalns set by the e
CQC around safety, the patient experience, dignity and respact, communications and the
flow of the patient journey through the different services including plans to go home. This
provides opportunities to share excellent practice and also learn where improvements could
be made. We do net want to appear a threat to hard working staff but to work with them. We
do this by talking to patiants and relatives at the most appropriate time, on the wards, at
home or by telephone.

This year the PVG tock a different, less formal approach and 'befriended’ 10 wards. Informal
visits were made over a period of 3-6 months. This provided continuity and relationships
developed between PVG members and staff. Comments and observations were discussed
with matrons, sisters and staff before a summary paper was presented at the Learning From
Patient Experience Group for comment. Through discussions with staff there were
opportunities for staff to make small changes and clarified some comments we recsived.
This was a positive experience.

2017/18 has been a busy year visiting:

+ Four wards within the Long Term and Unscheduled Care Directorate (Lascelles,
Granby, Byland and Jervaux).

e  Four wards within Planned and Surgical Care Directorate (Wensieydals, Littondale,
Famdale and Nidderdale);

« Woodlands, the children's ward;

e Maternity and Special Care Baby Unit.

The Patient Voice Group findings (patients’ and relatives’ comments and our observations)
are presented at the Leaming from Patient Experience Group to promote discussion among
managers and staff. Responses from HDFT have included;

+ Managers have thanked the PVG for the positive findings e.9. patient care and staff
kindness.

« Actions have been put in place to improve the patient experience e.g. Volunteers 1o
provide activities for patients, improvemants to the environment {redecorations to the
children's warg)

« Reminders that sometimas what is thought to be ambedded ¢.g. staff introductions
and explanations to patients need addressing

Work is ongoing to ensure the voice of children and young peocple are heard and PVG
members are cantinuing to develop relationships with the Youth Forum and will develop a
work programme for 201819,

Results

The majority of patients and relatives are very appraciative of the excellent care received and
kindness shown by staff.
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The negative comments received are about staff being very busy and not having time to talk;
patients are not aware or volved In their treatment plans; discharges are often delayed;
appointments are not flexible and problems with car parking.

It has become increasingly difficult to talk to patients in hospital as they are vary poorly and
vulnerable and we continue to investigate diffarent ways of collating honest feedback. It is a
continuous challange to find the most appropriate time to talk to patients.

Conclusions

Developing trusting relationships with staff through 'befriending’ areas has beaen successful
in that dialogue and discussions has brought about small changes in areas visited. The PVYG
need to raise awareness of their role within the Trust.

4.5. CLINICAL TRANSFORMATION PROGRAMME

The aim of our clinical transformation programme is to:

Achieve best care for the people who receive care and treatment from HOFT whilst at
the same time realise financial savings with improved systems and controls,

Figure 30 shows how we deliver rapid improvement activity to facilitate the "breakthrough”
transformations that we need in order to meet this aim. 80% of rapld improvement activity is
directed in this way, with the remaining 20% being used to help address operational
challenges or inefficiencies on 8 reactive basis.
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Figure 30: How the Trust delfvers rapid improvement acfivity fo
facilifate the “breakihrough” fransformations

Wark to deliver quality improvement activity and realise clinical transformation is more likely
to succeead when it gccurs in a recaptive context. Our Quality Charter is helping to deliver
culture change in the Trust by engaging staff in delivering improvements in thair work and by
recognising and rewarding those who do so. The Quality Charter comprizes the schemes
cutlined below.
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Fgure 31: Schemes of the HOFT Guality Charfer

What were we alming to achieve?

During 2017/2018 the Charter aimed to:

* Recognise twelve Teams of the Month;
Grow the number of Making a Difference awards made across the whole Trust;
Create more new Quality of Care Champions at every level of the Scheme;
Stage a successful Quality Conference;
Deliver effective quality campaigns.

In delivering rapid improvement activity, we aimed to:
¢ Increase the pace of delivery through the engagement of Quality of Care Champions;
» Better complement exlsting approaches to service reviews and "hotspot” reviews.

In dellvering our clinlcal transformation programme, we almed to:
+ Continue tn deliver an agraed programme of projects across four workstreams:
» Scope the “size of the opportunity” for a refreshed and refocused programme to
deliver during 2018/23.

What have we done and what were the results?

Quality Charter

There is growing evidence that the Charter is changing our culture in a way that is not only
creating a receptive context, bit helping to directly facllitate needed improvement and
transformation projects through the activity of our growing movement of Quaiity of Care
Champlons. Thare |5 Information below about the performance of the Charter's constituent
schames.
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7
Making a Difference / Team of the Month Award nominations
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Figure 32; Teamn of the Month and Making a Difference Schemes

There is further information on our website at Our Making a Difference winners - Harrogate
gnd District NHS Foundation Trust.

We now have:
« 123 Bronze Quality of Care Champions accredited
« 16 Silver Quality of Care Champicons accredited
« 1 Gold Quality of Care Champion accredited
* 3 Platinum Quality of Care Champions accredited

A vacant post has contributed to perfformance being generally behind the challenging targets
set for the Quality of Care Champions Scheme, but this is expected to be remadied by the
second quarter of 2018/19.

Cuality Conference

The Trust's first mullidisciplinary Quality Conference delivered content to over 150 direct
participants at the main venue at Harrogate Pavilicns and at satellite venues in Scarboraugh,
Northallerton and Ferryhill. On the day of the conference there were 19,000 Twitter
impressions, the busiest aver day on the @HDFT_Ipnovation account. Delegates heard
speakers from our own Trust alongside inspirational key note speakers from the worlds of
healthcare, air safety and custoimer sarvice.

Technical preblems on the day impaired the delegate experience at some satellite vanues,
but the results shown in the “would you recommend a future event?" pie charts speak for
themselves. Detailed lessans have been learnt for the 2018 canference.

na
%

Main site Satefiife venues

Frgure 33 Staff feedback: Would you recommend fulure conferances fo your collsagues?
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E g

Figure 34: Staff feadback from the sateflife venues. Whal was the most useful part of
the conference?

Photo 4: Quality Conference 2017 phofo colfage
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‘Hammer down Haemolysis' Quality Campaign

Hasmolysls is the breakdown of red cell membranes and this may happen when blood
spacimans are taken as a result of poeor technique. The haemclysed sample may not be
possible to analyse, requiring the patient to need a repeat sample, wasting time and
resources and impacting negatively on patient experience. Carsful spacimen collection can
reduce hasmolysis significantly, and the Trust's first Quality Campaign, “Hammer down
Haesmolysis", made a big impact in September 2017 when averaga hasmalysls rates almost
halved acrogs the sight paricipating wards and pariners. Howevsr, since this was not
sustained in most areas In subsequent months, the campaign went on to deliver further
campaign activity by:

= Revamping and recirculating campaign materials, specifically a “dos and don'ts"
poster designed by Bloed Sciences and clinlcal colleagues;

* Winning extemnal sponsorship for branded campaign mugs to raise swareanass of tha
campaign at desks and in kitchen areas of participating wards and partners;

= Offering informal phlebotomy refresher fralning {0 colleagues who take biood
samples,

» Offering tours of the blood science laboratory to these seeking to understand more
about how blood samples are processed.

Performance on haemolysis rates will continue to be reviewed quartarly.

Fapid Improvement Programme

A couple of highlights from the 2017/18 programme are given below. The pace of delivery of
improvement projects increased and a review of our approaches to service raviews, rapid
Improvement and “hotspot reviews™ was produced, Recommendations for further improving
our deployment of these approaches future have been adopted.

Evidence shows that actions from the theatre schaduling rapid process improvement
workshop (RPIW) in May 2017 led to:

* A raduction in the cancellztion of operations in participating areas in orthopaedics
and general surgary;

» The number of staps in the scheduling process being reduced to increass efflciency
of administration and bring benefit to patlents;

* The batching of booking forms being reducad;

* The development of a thestreg dashboard to enable a more in-depth understanding
of theatre productivity;

+ Better standardisation of theatre schedules {start and finish timas).

The challenge now is introduce streamlined
pre-operative  assessments to  other
specialitise in order to roll-out this benefit o a
larger number of patients.

Podiatry colleagues worked on ideas fo
reduce set-up time for appointments as part
of the Podiatry RPIW in February 2018. Work
is on track to:

» Increase the organisation and
efficiancy of key podiatry clinics, office
and store rooms,

Fhiofo &: Podiafry RPIW in action
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Ensure 100% of received rofarrals either by phone call, small or fax for active diabetic
foot problems and high risk patients are triaged wilhin 1 day (in line with NICE
guidslines);

Ensure 95% of patients receive a domestic visit by their due date.

Clinical Transformation Programme

Benefiting from the receptive context created by the Quality Charter schemes and the “hands
on" fagilitation of rapid improvement activity, the programme continued to deliver projects
across four worketreams, attsining the outputs described below.

The 2017/18 programime had an ambition to achieve £3m in cost Improvement programmes,;
|ust over £1m has been realised to date. Despite this shortfall, the programme has deliversd
a number of successful projects that has resulted in positive quality improvements for staff
and patisnts:

Discharge was one of the key projects within the Unplannad Care Workstream which
focused upon avoiding unnecessary admissions, improving patient fiow and reducing
length of stay by discharging patients to more appropriate care settings. Following the
establishmant of a Supported Discharge Service team, more than 200 referrals have
been managed by the team and more than two thirds of these patients ware
supported to retum home ahead of their planned date of discharge. The Supported
Discharge Service has also been able to reduce length of stay by an average of 3.0
hed days per patient and 409 bad days overall.

Colleagues from the corporate team, and clinical directorates attended a half-day
workshop to review workforce challenges and identify priorities for years one and two
of the Clinical Workforce Strategy implementation plan. The session was neatly
balarced with a learning & development session, which compiemented the
collaborative conversation and thinking by considering individual impact and
approaches fo working practice. The Improvement & Transformation Team have
since been warking with the Children's and County-Wide Community Care directorate
managemsnt team to develop meaningful workforce plans incorperating the themes
and feedback from the development day and by reviewing this with the individual
teams and stakeholders. As a result the warkforce plans will be taken forward in
2011819,

The 2017/18 Planned Care programme saw the permanent opening of the Swaledale
unit as the new Elective Admissions and Discharge Unit (EADU) in March 2017, with
the Discharge Lounge transferring onto the unit in June 2017, This was initially a six
month project as part of the Planned Care Transformation programme — overall a
great success! Work still continues In prometing & criteria basis to support use of the
lounge primarily from inpatient wards.

Work to scops the size of the opportunity for a refreshed and refocused programme was
campleted, yielding a new programme structure to deliver our “productive house” model.
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CLIMNILAL
Ak
FIMANT AL
SUSTAINOGRILETY

-t ra——

CORE

PRODUCTIVE HOSPITAL

. raquires lean servica delivery including productive operating
theatres and effective bed management. There will be a focus on
avolding unnecessary admissions, reducing length of stay and
axpediting safe discharge.

PRODUCTIVE COMMUNITY
SERVICES

. now accounts for over half of the Trust's activity. With a
developing improvermnent culturg, there is further potential to
improve  productivity and utillse innovative solutions to the
provision of care.

ACCELERATOR

AGILE WORKING

WORKFORCE

ESTATES

... neads [T hardware and software, training and a cultural shift to
enable greater efficiencies in community, acute and corporate
SEMVICES,

. challengss - and our abilty to meet therm - will be a key
anabler of the rast of the pregramme. These include our ability to
attract and retain students, apprentices and skilled staff and to
develop a resilient workforce for the future.

.... Buch as capital projects to align our infrastructure with that of
clinical need and raticnalising community estate will facilitate the
improved productivity of acute and community senvices.

Figure 35: HOFT's “productive fiotiga™ modef
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Clinical Transformation Workstreams 2018
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Figure 36; Clinical Transformation Worksfreams 2018

Productive Hospital

The productive hospital workstream will focus on six areas:

Caontinue to improve theatre productivity on-site;
Improve productivity in general surgery and day surgery in satellite sites (North

Leeds);

# & & @

Productive Community

Improve productivity in diagnostic services in satellite sites (Wharfedale);
Expand diagnostic provision on-site (orthopaedics, ophthalmaology, cancer);
Reduce length of stay and delayed transfers of care(virtual ward: diagnostics);
Ltillsation of new WebV software modules to improve flow and discharge.

The productive community workstream will seak to support the expansion of cur community
services through the business development strategy, with the application of large-scale
productivity measures and will focus on:

o LHilisation of WebY software modules to facilitate discharge of patients;
* Re-design of corporate services to support community teams;
» Improve admissions avoidance and re-admission within 20 days of dischargs;

s  Non-clinical workforce re-design within the Children’s and Countywide Community

Care directorate.
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Agile working

Tc enable the productive hospital and productive community model, agila working
technelogies and practices need to ba employed. Investment in mobile phones, laptops and
VPN {virtual private netwark) tokens for the right staff at the right time will support the drive te
increase activity, generate efficiencies and deliver & better service for patienis and users.
The development of an asset management system for low value goods will allow for greater
Information Technology {IT) budget management and could lead to development of shared
pracuremnant arrangements with other partners in Waest Yorkshire and Hamrogate.

Workforce

The development of the Clinical Workforce Strategy and ite key performance indicators will
be led by directorates. Additional strategies, such as the Nursing Recruitment and Retention
Strategy, will complement the overarching strategy and ensure that the organisation is being
responsive to its immediate regruitment needs. These stratagies will require the introduction
of more efficient and effective recruitment activities, such as the electronic applicant
management system, marketing and social media activities. Directorate and service
workforce models and retention will be supported by initiatives such as the Heslth and
Woellbeing Strategy, which will support preventative measures for staff sickness absence and
long-term absences, and Reward and Redasign which will develop incentives to attract and
retain staff,

Estates

For Productive Community, as the delivery of community services are reviewed and
preferred ways of working identified, the raticnalisation of community estate can be
undertaken. Conversely, for Productive Hospital the Clinlcal Site Stratagy will suppert growth
in agile working, for exampls exploring opporunities for hot-desking arrangements in
dadicated areas within the Trust.

summary and next steps

Three years into our clinical transformation programme, new momentum is being gained as
financial and quality gains are achieved and the ever-present need to secure bast value from
limited NHS rasources increases in acuity.

Curing 2018/18 we plan to up the pace of the corporate programme of rapid improvement
activity to deliver projects at a rate exceeding one per month. And our mission to create a
mavement of Quality of Care Champicns and tum dozens of champions into hundreds will
continug,

4.6. VOLUNTEERS

Voluntesrs at Harrogate and Distict MHS Foundation Trust {which includes Ripon
Community Hespital and community sites In Northallarton, Scarborough, Durham, Darlington
and Middlesborough) continue to enhance our patient experience with their enthusiasm,
commitment and the gensrosity of the giving of their time, which totals over 2,000 hours per
month. We currently have 590 active volurtesars helping us!
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Photo 8: Just same of our 580 active voluntesrs!

Yolunteers provide invaluable assistance throughout the Trust in areas such as:

& & = @

Meal time volunteers, asslsting patients with their lunch and evening meals on many
wards;

Chaplaincy ward vlsitors;

Meet and grest volunteers for Main Reception, Qut Patient clinics, the Sir Robert
Cgden Macmillan Centre and at Ripon Community Hospital,

Yolunteer fundraisers;

Maternity voluntesers;

Woodlands ward volunteers;

Harrogate Hospital Radio;

Cafe;

Gardening volunteers;

Administration voluntaers throughout the Trust;

Check-in engagermsant volunteers;

Yolunteer drivers for patients living in MNidderdale;
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Complementary therapy voluntears;

Breast feeding peer support volunteers in Durham, Darlingten and Middlesbrough;
Therapy dogs at both Harrogate and Ripon hospitals;

Craft volunteers at both Lascelles and Trinity wards;

Activity volunteers on Trinity ward at Ripon Community Hospital.

Volunteers also assist in many "one off' rakes such as assisting with conducting surveys, and
helping at MadIcine for Members lectures.

B Cver 257 ® Hospital
u Under 25's » Cammunity
Figura 37: Bregkdown in volunteer ages Figura 38: Breakdown in volunteer areas

4,7. CANCER SERVICES

Cancer services remain a significant priority for this Trust. It is hugely important that we can
offar patients and their families high quality, safe, local and timely access to the appropriate
treatment and care. Y¥e continue to work closely with our partner orgenisations within the
Harrogate and West Yorkehire Cancer Alllance to ensure that our patients receive the best
evidence based treatment.

Fhoto 8 Sir Ruberf Ogden Macmillan Cancer Cevire

We have based our local objectives around the national vision for what cancer patients
should expect from the health service which is set out in the strategy document ‘Achieving
World Class Outcomes: A strategy for England 2015-2¢.
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We continue to receive excellent patient feedback from the National Cancer Patient
Exparience Survey and other local sources but are mindful of areas fer improvement. We
recognise the need to offer an equitable servica for all and continue to work with all
healthcare professionals within the hospital and community setting to ensure excellent
access to services for all.

We are aware that with an ageing population we will see a rise in the incidence of cancars
over the coming years and we are mindful of the need to work more efficiently and
innovatively to be able to offer an excellent, timely service that meets the needs of the
individual and their family.

What were we aiming to achieve?

Cur aim for cancer services in 201718 was to;

Continue to achieve the 31 and 62 day cancer targsts on a quarterly basis,

Continue further implementation of the Cancer Recovery Packags;

Provide further support within the specialist cancer nursing teams;

Provide morae timely psychological support for patients and their families diagnosed
with and living with cancer;

= Continue to develop the Macmillan Patient Information and Health and Wellbeing
Service.

" B & »

What have we done and what are the results?

Achieving the 31 and 62 day cancer targsts on a quarerly basis

To continue the assurance around patients’ timely access to services we evaluate our cancer
walting times pearformance regularly. The Cancer Tracking Team work closely with
Information Services to ensure accurate data |s collectad and acted upon. We also wark
closely with our partner arganisations such as Leads and York Trusts to ensure that patients
are transfermad to those hospitals for investigations and treaiment as quickly as possible with
all the necessary information. Achleving the cancer targets remains challenging and will
continue to be the case as we see the continual rise in referrals. We appreciate the efforts of
all aur clinical teams who support timely access for patients.

201718 201718 20178 | 2017M8
Target o1 02 Q3 Q4 201718

93% 05.3%

Q3% 88.8% 8E.5%

067, 88.9% 80.5%

Dass 100.0% | 99.2%

545 O5.2% G7.5%

ESY% 80.5% 90.2%

E&%, 100.0% | 91.7%

3 a0t; 905% | 100.0%
Table 47: HOFT performance against 14, 31 and 32 cancer targefs
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Table 47 above demcnstrates the continued success for HDFT in meeting the required
targets for 2017/18 overall. The need for patients to be seen, investigated and treatad in a
timely manner is so impoertant to all the clinicians wha work across this organisation.

Implementation of the Cancer Recovary Package

Implementing the cancer recovery package continues to be a huge focus for each of the
cancer teams. This is a kay recommendation from the National Cancer Strategy and the
Trust is committed to full implementation by 2020. The recovery package has four main
components:

« Electronic holistic needs assessmeant {eHNA). This has increased the focus upon
ensuring patient-centred care plans are developed;

¢« Treatment summary. Following completion of treatment, ensuring patients
understand any lasting consequences or side effects of treatment, is vital. It is also
important that warning signs of potential recurrence are recognised and patients can
access timely advice and support. Understanding the plan for continued follow up is
crugial. All this information will b& contained within the summary,

« Health and wellbeing sessions. The health and wellbeing event focuses on any
lasting impact of their cancer traatment, promoting self-management and new healthy
lifestyles, with a view to both maximising recovery from cancer and reducing risks of
other lifestyle associated haalth problems;

» Cancer care review. Patient reviews are carried out in primary care within six months
of receiving notification of a diagnosis.

The Health and Welibsing Programme funded by Macmillan has been developed and
expanded over the last two years and has demonstrated real benefit to a patient's
experience. It has centred around having maximum impact on the greatest number of
patients and so the priority areas were the patients diagnosed with the commanest cancers
such as colorectal, breast and prostats cancer. 't has ensured innovation in the process of
how we follow patients up after treatment. We have made huge strides forward for thase
patients and still have further work to do.

with funding from the Harrogate and West Yorkshire Cancer Alliance we are baginning to roll
out the main compenents of the cancer recovery package to other cancer sites so that we
can offer an equitable service to all with the main aim of providing patients and their families
with evidence hasad, individualised care leading to an improved experisnca.

Phoio 7: Janat, Living with and Beyond Cancer Frogramme
Manager and Juffe, Cancer Care Coordinator

We now have a Living with and Beyond Cancer Programme Manager and Cancer Care
Coordinator to lead on implementing the key components within each cancer team.
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Enhancing specialist cancer nursing provision

The numbers of patients diagnosed with cancer continues to increase overall which is likely
due to an increasingly ageing population. We aleo know that people are living much longer
with their diagnosis of cancer as there are more treatments available for them. Both of these
factors mean that the specialist nursing teams are offering more patients advice, information
and support at diagnosis and whilst living with and beyond cancer. This has added
significantly to their workload and so looking at different ways of working is important.

With this in mind we have recruited two more cancer care coordinators to the Lung Cancer
Team and the Women’s Health Team. This gives patients more opportunities to speak te
someona when they need advice. The coordinators have the skills to support patients on the
phone and signpost them to other services if necessary so that their queries are addressed
in a timely manner. They also have the skills to recognise when to refar to the specialist
nurse for more specialist information and advice. This allows spacialist nurees the time and
opportunities to develop thelr services and provide more nurse led clinics so more patignts
have timely, individualised care alongside their treatment. It enablas the teams to better
collect data and demonstrates the benefit of a varled workforce.

Provision of more timely psychological support for patients and their families diagnosed with

and living with cancer

Anxiety and depression related to a diagnosis of cancer may impair adherence to anticancer
treatments and potentially reduce survival. It impedes a return to narmal living after effective
cancer treatment. It is therefare vital that there is good access to psychological support from
the appropriate professicnals. We are very proud of the service that patients and their
families can access here in Harrogate. The clinical psychologists based in Cancer Services
provide a comprehensive assessment of the psychological needs of patients andfor relatives
of patients with cancer, and will support them to work through their difficulties. With better
assessment of patients concems throughout their treatment pathway and beyond, the ¢linical
nurse specialists and other healthcare professionals are identifying more patients who would
benefit from this service. This inevitably means more referrals to the service with a finite
resource.

The faadback from patients tells us this is a valued and necessary service. Examples of
feadback from service useérs are:

» "It is such a relief to he able fo felf someone how yvour are reslly fealing, to be able to
describe your thoughts and emotions. 1t is good to fes! safe.”

« " Wked being able to tafk about my problems. Scmehow they don't feel koo
overwhelming when you fafk to someons about them.”

o "The discussions about finding out who [ really am. Talking about problems never
tiscussed with anyone before. The finding of having a heavy load lifted!”

s "Folt more able fo cope afterwards.”

When asked how they would rate the clinical psychologist the patients who ware surveyed
gave us this feedback below:
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Chart 1:
How would you rate your practitioners ability to-
Buildd & rrvaililair a Elierapenlic i peot with you ) . __N - 1L
showempathy = = =l : ==

Treat ywou with dignity and respeck : | : '

Clearly explain info, Regarding youn Lreatmenl ' B IR

provide you with resaurces useful to treatment | b ) 0 )

Understand the probleins you face | ; = : 7]

Fully listers (s what you have tosay | | |

Pravide suitable treatinents to help you cope with.., | ] TN |

Take on 3 positive approach toyour treatment | b ] | L]
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Devise a plars of actian with you |
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Figure 38: Feadback from patients with cancer abolt cfinical peychologists

We are aware that caring for patients with cancer is emctionally challenging work for the
nurses and other healthcare professionals. The need for clinical supervision offered by the
clinical psychologists is of paramount importance to ensure the emaotional wellbeing of the
staff caring for patients with cancer.

Following production of a robust business case and in partnership with Macmillan Cancer
Support we are in the process of recruiting another full time team member to join the Clinical
Psychology cancer service. This will enable us to continue to see all the patients and family
members who require support but in a more timely manner and continue to offer staff the
necessary clinical suparvigion that they require.

Continue to develop the Macmilian Patient Information and Health and Wellbeing Service

The Macmillan Patient Information and Health and Weallbaing Service offers a range of
multidisciplinary advisory, practical and self-management support services for both hospital
and community patients and carers who have been affected by a cancer diagnosis. The
service aims to provide the highest quality of support and information services in-line with the
Mational Cancer Survivorship Initiative {NCSI) to maximise wellbeing across all stages of the
patient pathway for patiants and carars. The Macmillan Patient Information and Health and
Wellbeing Sarvice provide a non-clinical, calm and relaxed environment.

Activity data is collected and submitted to Macmillan Cancer Support, although it has
becorme increasingly difficult to capture and record every activity or intervention due to
conflicting time pressures caused by the expansion and increasing demands of the Health
and Wellbeing services and lack of administrative support. Data is wosfully under recorded.

The total number of recorded patient contacts for the year was down from 361 to 207 in
2017.
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Information provision

The information service has crdered 2551 Macmillan leaflets and booklets, with additional
information booklats supplied by:

» Myeloma UK = Dying Matters

+ The Lymphoma Assaoclatlon » Carers Resource

=  Prostate UK = Age UK

» Breast Cancer Care v Harrogate Borough Council
[}

The Roy Castle Foundation

Patient infermation leaflets hava also been produced detailing the services provided within
the SROMC and HDFT, and provide anather source of information available to service users.

A library of cancer information books suitable for children was created in the final quarter of
2016. Mare books have been added to the stock during 2017 and this continues to be a well-
used resource.

The SROMC page an the Trust website has continued to be updated throughout the year
with the support of the Trust communications officer. All the patient information and health
and wellbeing services are now available at; hips:/fwww. hdft.nhs ukiservicesicancer-
services/srome/. SROMC information and support services are also accessible via the
website for Macmillan Cancer Suppot; www.macmillan.org and information is available via
the SROMC Facebook page hllpsfwww facebook com/SROMCHarronatel. This page is
also linked to the HDFT and Macmillan Cancer Support Twitter and Facebaok pages.

The SROMC Facebook pags has been really weli used during 2017 and has generated a lot
of interest and positivity for the Centre. It has been used to publicise services, fundraising,
celebrate staff and Trust achievements and to share valuable cancer information and ather
support resources across the region.

The Macmillan Welfare and Bengfits Service

The Macmillan Welfare Benefit Adviser continues to operate a high quality flexible and easily
accassible service, and has maintainad the provision of an invaluable source of support for
patients and carers affected by a cancer diagnosis living within the Harrogate and Rural
District community. The service has seen increases in both the number of referrals and
benefits income (sea table 47) and is at saturation lavel by way of capacity. One new reason
for this has been the impact of Universal Credit. Patients now require online assistance from
the Benefits Adviser in helping make their ¢laim as they feel overwhelmed by geing through
the onling instruction.

The service operatas Monday to Thursday. The greatest benefit of this service
is it's accessibility for patients to have contact with the adviscr, either face-to-
face, email or over the telephone. Due to increasing room capacity pressures
within the SROMC, the Macmillan Weltare Benefit Adviser began to work
remotely on Wednesdays at the end of 2017. Patient and user feedback has
not reflected any reduction in the quality of the service being pravided, but this
will continue to be manitorad in 2018,
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Service Activity Activity in 2015 Activity in 2016 Activity in 2017
Murncers af ncw relerra s 404 15 458

5 annualise £1,517 548 £1.404 215 £1,776,543

sacknaterd beaetit arrcars £67 024 £214.319 £206.608

of Rlcmillan grants olaimed £13,400 £16, 830 £19.825

Cilher chantakle grants £3,338 £4.250 £4,500

Table 48: Service achivity between 2015 and 2017

Numbers of refeirals

There are approximately 500 newly diagnosed cancer patients referred to the SROMC
chemotherapy unit each year. During 2017 96% of these newly dlagnosed palients were
referred to the Macmillan Welfare and Benefits Sarvice. It had previously been believed from
the demographic data that just under a fifth of afl new patients attending the unit from this
locality would not have any welfare benefit needs, however during 2017 that has changed
dramatically with only 7% not requiring referral to the service.

It should ba noted that only the numbers of new referrals are captured above. The lack of
any administrative support available to the service does reduce the capacity for data
collection to be undertaken. Many of tha referrals received from the previous three years stil
remain part of an active caseload and require regular intervention from the Macmillan
Welfare and Benefits Adviser. This remains additional activity which is not currantly captured.

Total annualised benefils

This is the actual total amount awarded to patients whe have accessed the SROMC
Macmillan Welfare and Benefits Service in 2017, unlike the predicted figures providad by the
Macmillan Cancer Support Line. Due fo service pressure it Is becoming insreasingly hard to
follow up benefit claims so these figures are at risk of being under reported in the future. This
difficulty is caused by the increasing workload demand being placed on the role of the
Macmillan Weliare ang Benefits post holder and the lack of administrative support available
to follow up and record successful claims. Volunigers have been able to provide some
support with this during 2017, but it has been proven not to be a robust approach.

Service development

In a move to a ‘paperlite’ approach to documentation in accordance with the Trust's
environmental policy, where possible at the and of a patient episode paper caseload noles
are now scanned and stored onto an electronic patient system. This provides not only a
solution to case note storage which has a financial benefit, but also enables other healthcare
professionals involved in a patient's care to access benefit and welfare records. Multi-
professional access to this patient information has prevented some repeat referrals and
enabled a greater approach to holistic care. However the lack of administrative support
avallable to the service, has prevented case noies being uploaded on to the electronic
systemn in a timely manner throughout the year
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The £ lemeantary Therapy Service

The Complementary Therapy Service has continued to operate under
increasing pressure as a result of increasing demand, due in part to its
fantastic reputation and the benefits of the interventions offered. During 20186
the average wait for the first treatment from referral was 61 days; this has
increased significantly in 2017 to 85, with a maximum wait of 422 days from
referral to the first treatment. At the close of 2017 there were 160 patients an
the waiting list, 80 of those were classified as urgent. To mitigate negative
fasdback due to the long waiting times being experienced by patients, the number of
traatments offered to patients has been reduced from six ta four in line with the number
offered to carers.

A volunteer theraplst has provided socme treatments with reflexclogy and massage during
2017, and this will be resuming again later in 2018. Careful recruitment, supervision and
planning is undartaken. A newly qualified therapist is now in post and auricular acupuncture
ig now available. This will enable up to ten patients to be treated during a morning sessian.
Provision of auricular acupuncture has been chosen specifically as there ig lots of svidence
to support its benefit for patients suffering from the effects of chemotherapy and hormone
treatments. It is particularly helpful in the management of hot flushes, periphearal nauropathy,
pain, nausea and ingomnia.

% difference between
2017 & 2015

2016 2017

Murniber of refzes: i 728
feoarnber of 1 502 704 838 +H30E
VI P ot | 82 85 127 +54%
! 17 13 16 -2%
32 23 53 +50%
176 +38%

The most common reason for treatment is stress, with pain and insomnia as other key
reasons.

‘:-'J‘ m Bowen Techrique

B m Daoyin Tao

[ © Reflexology

\ u Relkl

Y N » Massage
A y

Flgurs 40 Breakdown of the type of complamentary therapy
treatments givern

Reflexology continues to be the most common treatmeant glven. The reason for this is most
likely due to the benefit this treatment hag on a wide range of physical symptoms and side
effects experienced by patients undergeing cancer treatments. Reflexology is often
combined with guided visualisation, used to reduce anxiety. This salf-management practice
is particularly useful for those patients undergoing stressful procedures or scans ete.
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Figure 41: Cancer type ireated with complementary therapy

Breast cancer is the most common cancer type being treated in the chernotherapy unit and
so continues to generate the most referrals to the complementary therapy service.

Fundraising to sustain the service has grown through the efforts of staff within the unit. Two
avents were held specifically in ald of the complementary therapy charitable fund, and raised
& total of £18,000 towards the curment annual £30,000 cost. A single donation of £10,000
was also given to benafit the service in April 2017.

A commitment to explore options to facilitate future expansion of the service continues.

A business case has also been presented and agreed to develop the first NHS approved
Complementary Therapy Training School, Income generated form the training courses wili
be reinvested back into the complementary therapy service to enable sustainabllity and
further expansion. Students will be required to undertake 2 clinical pfacemant undar
supervision in an NHS healtheare setting. These placemeants can be uged to healp reducs
current waiting time demands and sxpand access to the service in other areas of the Trust.

The Hair Loss Support Sarvice

During 2017 the Macmillan Patient Information and Health and Wellbeing Manager
undartonk & comprahensive service review of the hair 105s support services provided through
the SROMC. Meetings and visits were held with stakeholdars, suppliers, staff and patients. A
new supplier of headwear was sourced to add to the collections already provided. Since the
introduction of this new range, sales have begun to increase again. A new ‘drop in’ session
started in January 2018 combined with beauty demonstrations, post-surgery bra ranges and
mini spa treatments. The changes made to the services provided by the SROMC were led
by the findings of the service review, and they will continue te be re-evaluated ragularly to
ensure they meat usar nead, offer value for meney and are efficient.
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Wig Fitling Service

Orthotics has continued to hold the wig fitting service within the SROMC 3
during 2017. A clinic is held fortnightly and wig fitting is provided by a
representative from "Hair Plus’ based in Leeds. The senvice is also accessad
by dermatolegy patients requiring wig fitting for alopecia,

During 2017 the Macmillan Patient Information Manager and a Chemotherapy Unit Sister
visited ‘Betty Brown' an alternative NHS wig fitting provider in York, Patients can now be
signposted here if it is logistically easiar for them ar they would like an alternative choics.

SASH (Silks and Scarves of Harrogate)

A review of the SASH sarvice was undertaken as it was becoming
increasingly quiet with very little stock being sold at the weekly
drop in sessions. The volunteers, many of whom had supported
the service for a significant period of time were also now struggling
to cover the rota due to changes in personal circumstances.
Attempts were made to improve the attendance of patients using a
range of approaches, from piloting sessions on other days, increased publiclty and moving a
display of headwear into the Macmillan Cancer Information and Support Service (MCISS).
Whilst headwaar sales increased slightly during the week from the MCISSE, the changes
made little difference to the number of people attending the sessions. Following consultation
with the volunteers It was agread to discontinue the Wednesday drop in session. The service
is funded through the SASH charitable fund and it continues to be sustainable through the
reinvestment of headwear sales and the charitable donations it receives.

2
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Yolunteer Hairdresser

Patients who have heen affected by hair Inss caused by their cancer
treatmant continue to be referred and signposted to the SROMC volunteer

=1 hairdrasser consultation sernvice. The consultation remaing a free service and
= e patient feedback continues to reflect a high quality service.

Boots 'Feel More Like You' Beauly Therapy Sessions

The partnership between the SROMC and Boots UK in Harrogate has
continued to grow and strengthen over the course of the year. The
programme of monthly beauty therapy sessions has remained a
popular and bensflcial service for women receiving cancer treatments.
It offers professional beauty advice on skincare, make-up, eye make-
up and nail cara.

Having dalivered the programme in the same way for the last three years, we were keen to
review the format with the Boeots No7 beauticians, From Januwary 2018 beauty
demanstrations by Boots No7 beauticians will be part of a 'One Stop, Beauty and Hair Loss
Session’ held fortnightly within the SROMEC, and run alongside hair loss support and mini spa
treatments.
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Rudding Spa and Jennifer Young

Tha SROMC health and wellbeing services were

invited to work Rudding Park Hetel and Spa to support 1'1'#"
the training and development of their Spa therapy 4
services in the hotel's brand new £8 million luxury spa. s S S

Dwring 2017 we have worked with the staff at Rudding Park and Jennifer
Young who has created 8 range of beauly therapy products safe for cancer patients to use
within a spa setting. Patients from the SROMC have been able to experience the treatments
while the therapists receive the training needed to practice. Jennifer has also been very
supportive in the plans for the SROMC Complementary Therapy Service to develop an NHS
approved complementary therapy training school. Rudding Park Hotel and Spa has
genemusly agreed to provide a spa therapist trained in these cancer treatments twice s
manth as part of our ‘One Stop, Beauty and Hair loss Session’.

The Oesophageal Patient Association (OPA) Suppart Group

This group has continued to meet once a month within the
SROMC throughout 2017. The OPA provide local support to @;21?{,4'%“'“
patients and carers affected by cancer of the vesophagus. The

group continued to go from strength to strength during 2017 with

the meetings attracting a good number of altendses throughout the three hour session. It is
particularly useful to patients from the Harrogate area, as it providas a local drop In facility for
patlents before or after their clinic appointments. The group is also supported by the
Coalorectal and Upper Gastrointestinal Cancer Care Co-Ordinator within the Trust.

TLC {Talking and Listening Club}

TLC s a patient led support group. It offers support sessions available to anyone
TLC affected by a cancer diegnosis and is held in the SROMC. The group mests

once a month and s supported by the Macmillan Patient Information and Health
and Wellbeing Manager and the Macmillan Health and Wellbeing Programme Manager. User
feadback is collected for evaluation and to identify topics of interest that may require a guest
speaker.

F P L STFT RN

Art Therapy

A new art therapy service was introduced during 2017. A qualified volunteer
art therapist has provided fortnightly sessions in the SROMC. Art therapy is
proven to be effective in helping patients and carers affected by a cancer
diagnosis. |t provides them with an alternative approach {o work through
emotional issues using a range of creative art technlques. This service is
directly linked to the Clinical Psychology Service, and referral is made by the c¢linlcal
psychologists. Some patients on the walting list to see a clinizal psychologist have been
aifered art therapy, and in some cases it has relieved prassurs from the clinlcal psychology
service. Each fortnight the art therapist is able offer three hour long sassions to individuals,
or one hour long group session for up to four people. The service i funded through
charitable funds donated to the SROMC. The testimanial below demonstrates the benefit of
this therapy;

“You really did make a huge difference af the hardest of imes, 50 very
grateft fo you®
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Citizen Advice Bureauy

The SROMC devaloped a new partnership with Citizens Advice Bureau (CAB})
in 2017 to pllot a satallite venue for an outreach CAB in the SROMC twice a
month. The clinic bagan in the last quarter of 2017 and offers help with:
+ Money and credit problems;
Employment;
Consumer rights,
Housing;
Neighbourhood disputes,
Education and healthcare;
Immigration and residency lssues;
Human rights;
Family and pérsonal issues.

To date six patients have received support and help, and the service is set to continue
through 2018.

SROMC Voluntears

The number of voluntzers supporting the services provided within the
SROMC has reduced in 2017 from 21 to 14 at the year end. This has been
in part dus to changes to the service delivery of SASH and changesIna
number of the voluntears’ personal circumstances. Five new volunteers
have joined the unit to previde suppertive roles. Volunteer roles in 2017.

Serving lunches and beverages to patients attending for cancer treatments;
Administration support to CNS, MCISS and the beneflt sarvice;

Patient information support;

Meeting and gresting patients;

Gardening,

Hair loss support services,

Beauty therapy;

Complementary therapy.

The added value and quality that the volunteers supporting the SROMC have provided to
both service provision and the patient experience across a wide range of roles throughout
2017 cannot be underestimated. New roles with spachic skill sets that would be beneficial to
support services within the SROMC are being explored for 2018/19.

Summary and next steps

The overarching aim for cancer services at HDFT is to provide individualised patient
treatment and care. We are passionate about providing services as close to home as
possible and continuzlly aspire to put the necessary rescurces into ensuring we can treat
and support an ever increasing number of patients in cur local hospital. We are keen to
ensure that patient feedback influences our services and that we listen to what our
community is telling us. Over the last year we have:!

= Achieved timely accass to services,
Recegnisad and implemented the varied levsls of suppor required by patients to live
with and beyond cancer;

¢ Recruited a number of skilled and experienced individuals to enhances our services to
the benefit of our patients;
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+ Continued to work pesitively with our partners across tha Yorkshire region.

For the future we need to be aware of the many new challenges we face locally and
nationally and recognise clearly what our plan will be. Key areas to focus on next vear are:

» Provision of a robust Acute Oncelogy Service with seven day cover;
« Holistic needs assessments by all cancer nursing teams for patients newly diagnosed
with cancer;
Stratifyving the follow up of patients who have undergone cancer treatment;
Offering trestment summaries to patients at the end of their treatment;
CObtaining timely patient feedback in more innovative ways,

4.8. DUTY OF CANDOUR

A statutory duty of candour was introduced by the CQC in March 2015 with detailed
guidanca for providers on how to meet the regulations. The aim of the duty of candour is to
ensura that providers are open and transparent with people who use services in relation to
care and treatment. There are specific requirements that providers must follow when things
go wrong with care and treatment, including informing people about the incident, providing
reasonable support, providing truthful information and an apology. The Trust promotes a
sulture that encourages candour, openngss and honasty at all levels, and a culture of safety
that supports organisational and persenal leaming,

This vear, the processes for duty of candour have continued to be further embedded
throughout the Trust. Wesekly monitering of cutstanding cases and quarterly assurance
monitoring continues to snsure that all relevant cases have the duty applied. This is reported
to the Improving Patiant Safaty Steering Group in the gquarterly patient safety report.

201718

total

Of those where Dol triggered;

Mumber where DoC cleardy applied

48

55

71

Number of moderate or above incidents Ga 88 21 122 347
Mumbar not triggering DoC (stafffnot HDFT) 23 16 35 42 116
Number ul:mare h‘igga_r unclear dus to lack of 0 0 0 1 1
confimation of severity

Mumbet whare DaC triggerad 45 50 58 79 230

218

f98%:} (96%) f95%) (90%} {94.8%)
Mumber where a decision has been made 1 2 1 7 1
NOT to apply DoC for documented reasons o 5 a
{e.g. patient lacks capacity, no Mok detalls} (2%) e (2%) o)) fted)
0 0 0 1 1
Murmnber whare DaC outstanding (%) (0% (0%) (1% (0.4%)

Table 50: HOFT Duly of Candour incident 2017/15 {Dala correct as at 25/04/2018)
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4.9. PUBLIC AND PATIENT PARTICIPATION STRATEGY

A guiding principle for HDFT is to put patients first;

You matter most

In support of this we seek to secure the involvement of the patients, service users, families
carers and the public in our work to deliver sxcellent healthcare.

What were we aiming to achieve?

Publlc and patlent participation is defined as Lhe aclive participalion of cilizens, palients and
carers and their representatives, and Foundation Trust members in the development of
health services and as partners in their own heaithcare. We have an aspiration to embed a
culture of genuine patient and public participation in the arganisation.

ot Fory, IS

’. PEAT raubh Farups prounb Humrogate and Dstrict
n ﬁ Ouyr Hopes For Healtheare gt
I Get frlh'ﬂfl?_ld - ! .
. yaur core "
— 1 I

What have we done?

During the year we have
commenced work on the
preparation of a Public and Patient
Faricipation Strategy for the period
2018 to 2021. The strategy will
in¢lude pledges to strengthen public
and patient participation over the
coming years. The strategy will

build on and seek to expand the . -':hﬁuuﬁn
many ways the Trust already seeks | " “.”"“_"-:"
participation from the public. § o ?

As reportad in detail in section 2.2
itemi 5 of this report, the HDFT
Youth Foruem are a group of young
pecple aged 1319 who are
passionate about giving young
pecple a voice in degision making
about the future of healthcare in this
aregd.

A Fudmgs

Over the past year, the HOFT Youth
Faram have worked hard to develop LR .
seven standards or ‘hopes’ by which Take contenl of your eattheart and join in the oo Gipn &

we 28 a Trust can assess Our S b bl e e capiligeess
services in providing child and  Figure 42; Youth Forum’s hoped for Healthcare af

young person centred care. The HOFT

document 'Our Hopes for

Healthcare at HOFT was a fully co-produced piece of work between the Youth Forum and
the Children's and County Wide Community Care Directorate.

[

LA

The Youth Forum is now consulting with other children and young people to see if the
‘hopes’ represent their views too. An onling survey, paper guestionnaires and discussion
groups will be used to reach out to children and young people from a range of backgrounds
and experisnces.
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The results and the final version of Qur Hopes for Healthcare at HDFT will be published in
summer 2018 and then the Youth Forum will work with HDFT staff to turn their hopes into
reality.

410. MENTAL HEALTH

The Mational Enquiry into Patient Qutcome and Death {NCEPOD} report, Mantal Health in
General Hospitals: Treat as One (2017) highlights the quality of mental health and physical
healthcare for patients aged 1B years or older with a significant mental disorder who are
admitted to a general hospital. The report takes a critical look at arsas where the care of
patients might have besan improved. The report states;

‘The integration of all healthcars
professionals to provide care as |
needed for each patient is a [*
crucial part of the solution to
praviding a higher quality of
care to ail patients’.

Treat as One
Key findings from the NCEPQD: Treat e e sl

as One report 2017 are;

»  118/175 {67.4%) hospitals with
an ED had a  specific
assessment room for mental
health patients;

« 185/230 (80.4%) hospitals had  Figure 43: NCEPOD study report info the treatment
a liaison psychiatry service with ~ ©f mental fiealih pafients in general hospitals: Treat
145/185 (78.4%) on-site; 83

» Self-harm patients were automatically referred to the liaigon psychiatry team in
122178 {68.5%) hospitals,

« There was a protocol for the treatment of patients with mental health conditions in
123/211 (58.3%) hospitals. This included details of mental capacity assessment in
106/121 (87 6%}, self-harm management in 917117 (77.8%) and 1:1 mental health
observations in B&M116 (75.9%);

» 217190 (11%) hospitals shared complete access to mental health community records;

« The discharge summary was routinely copied to the patient's mental health team (for
patients with mental health conditions} in 33/203 (16.3%) hospitals and to the
patient's named psychiatrist in 20/198 {10.1%) hospitals,

« Inadequate mental health history was taken in 101/471 (21.4%) patients at initial
assaessment and 208/424 {49.1%} during consultant review,

+ Mental health risk issues were recorded in 161/476 (33.8%}): of those not recorded
140/261 {53.6%) should have been.

There is also a national CQUIN indicator for 2017/18 to improve services for people with
mental health needs who present to emergancy departmenis. The NCEPOD report and the
COUIN indicator are to improve understanding and the response to paople with mental
health needs in general hospitals. As a result work is being promated nationally and
progressed locally to identify and support pecple who use emergency depariments
frequently to access mental healthcare during periods of ralapsa or distress. This may be an
appropriate way to access care but in some circumstances patients would be better servad
by a collaborative care planning approach which clearly states how the person presents
during periods of relapse, what the patient is likely to need and how best to access it before it
hecomes an emergency naead.
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What were we aiming to achieve?

Mental health and acute hospital providers aimed to work together with other parthers
{primary care, police, ambulance, substance misuse, social care, voluntary sector) to enslire
that pecple presenting at ED with mental health or psychosocial needs have these nesds
assessed, recorded and met mare effectively through improved collaborative warking.

We would llke to enable patients to access the most appropriate saervice for their needs
quickly and for all services to have access to relevant information to support that individual.

Patiants who have a frequant need for help and support and usually sttend the ED should
have a plan in place which has been agreed with the individual, their community warkers,
P, and family or carers where appropriate. The plan should be available to the patient and
to all professionals whe might need to support the patlent to access the right service at the
right time and shoufd include relevant history, risk and crisis plans.

Faor this to be effectively implemented services such as ED, mental health, social care and
other providers need to share plans and information so people do not have to tell their
information to many different professionals when thay nead help.

Regarding Treal as One, we aimed to review the repont, undertake a gap analysis and
develop an action plan to deliver improvement in the care of patients with a significant mental
disordar who are admitted to the acute general hospital.

What have we done?

ln order to measure the potentlal impact of this collaborative approach we have created a
method to identify an initial group of patients who frequently attend ED with mental health
needs. We have worked with our local mental health provider Tees, Esk and Wear Valleys
{TEWY) NHS Foundstion Trust te implement a process to ensure collaborative crisis plans
arg developed with the patient and their primary health worker and shared with the relevant
professicnals. These plans clearly state the actions prefarrad by the patient to meet their
needs Including who should be contacted, where the best place ig to get assistance and
what risks the patient might experience during a relapse.

We have raviewed how often this group of individuals attended ED, the reaseons for the
sttendances and whether a crisis care plan is in place which meets their needs.

HDFT and TEWY staff have worked together to raview the Treat as Gne report and we have
developed an action plan with named leads and timascalas for action.

What are the results?

In Decemnber 2017 the working group leading on the CQUIN reviewad the initial lIst of people
wheo frequently attended ED and confirmed that nine of the original cohort of 14 had attended
ED mora than ance since inltial Identification. The number of attendances for those patients
had almost all reduced and overall vislts to ED for this group had reduced by 36%. Local
mental health services were involved in the care of all 14 and plans were in place to support
them in the community. ED and the hospital based Mental Heazlth Lizison Service had
gccess to the plans and could refar to them in the event of the patient presenting.

The next cohort of patients has now been identified and discussed with our mental health

partners in order that they can create collaborative plans with patients who are developing an
ongolng need as early as possible. The process will be underaken monthly via a
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collaborative Safe Focus Mesting which will anable cross organisational planning for people
who frequently access services and nead support.

Summary and next steps

In summary, the initial phase cf the national CQUIN was very successiul and demaonstrated
the positive effect of coordinated, collaborative working for patients and their families. Access
to the relevant information to suppoert direct access to the most appropriate service for that
individual the first time is better for the patient, better for their families and carers and more
cost affectiva cverall.

We are still embedding the process and working with partner agencies to make further
impravements in how we share information and reduce delays and repetition for people
accessing services. We will be working on the NCEPQD: Meantal Health in General
Hospitals: Treat as One action plan in 201819 and we hope to bave further evidence of
impact later this year.

4.11. COMMUNITY TEAMS AND SUPPORTED DISCHARGE

In 2017, the Trust held a week-long initiative called "Every Haur Matters” in March. The week
focused on inpatient care with the aim of testing a number of ideas which would safely
reduce the amount of time patients spent in hospital. During this week community
occupational therapists and physlotherapists conducted two small tials to "reach Inte” the
acuta hospital setting. They tested whether community teams could support eariar discharge
home and perform functional agsessments in a patient’s hame environment. Following the
succass of these trials a pilot Supported Discharge Service [SDS) team was craated and
launchad in July 2017.

What were we aiming to achieva?

The aim of SDS is to reduce the length of stay in hospital by helping patients home after an
admission. The service camies out physiotherapy assessments and occupational therapy
assessments in the patient’s own home rather than the hospital environment. This can give a
more accurate picture of how the person will cope at home, as assessments which take
place in an unfamiliar environment such as hospital lead to poorer results, aspecially for
patients with cognitive deficits. The team also provide support visits providing rehabilitation
for up to 72 hours after discharge.

The cngeing development of the S0S service has been underpinned using the principles of
the growing body of evidence and geovernment inffiatives such as the NHS Five Year
Forward View (2014), and Quick Guide: Discharge to Assess: Transforming Urgent and
Emergency Care Services in England {2018). The discharge to assess guide and NICE
guidelines confirm that the transiton from the inpatient hospital setting to & community
setting is the ‘right thing to do'.

Patients who remain in hospital for periods of more than 24-48 hours axperisnce physical de-
conditioning and deterioration in thair function leading to poor outcomes. This is especially
relevant to frail elderly people and creates further health and social care needs which may be
avoided if early assessment and care is delivered in the patient's own, familiar anvironmant.
SDS intends to promote patient floww through hospital so that patients suffer fewer
complications from hospital admission,
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What have we done?

5085 is a small therapy led team consisting of physiotherapists, occupational therapists and
support workers. Since July 2017 they have supported over 350 patients home, saving
approximately 2-3 hospital bed days per patient. Community ready or madically fit patients
are assessed for their suitability for the service on the ward in collaboration with ward based
therapists. If suitable they are discharged home the same day. Assessments take place once
at home and the appropriate rehabilitation or support programme is put in place for the next
72 hours. If ongoing support is required patients are referred to an appropriate team or
sanvico.

Links have been developad and improved between community and hospital based therapies
by trialling ways of linking discharge pathways at the earliest opportunity. 5DS has also
reduced the number of referrals between services and avoided the delays that come with
multiple referrals to differant teams and agencies. They have also worked well with voluntary
services such as the Red Crosz and Age Concem. The service allows patients immediate
access to suppot in their own homes which enables timsly, safe discharge which benefits
both patient and the services supporting them.

During January and February 2018 to manage winter pressures the Trust opened additional
community beds in which patients have been case managed and provided with therapy
interventions by SDS. They have tested new ways of working and managing therapy
interventions in community beds together with colleagues from North Yorkshire County
Council.

What are the results?

SDS has demanstrated its success in promoting early discharge and improving flow through
the hospital. It has had a positive impact on patient experience and decreased the risk of
decenditioning. The patient and family are at the forefront of any decisions made about
discharge and feedback from them has been positive. Ward staff also feel the benefit and
they value the contribution their colleagues in SDS make on a daily basis
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Figure 34: Word cloud of patient and family feedback about the Supporfed
Discharge Service

123



Harmogate and District NHS Foundation Trust Quality Account 201718

Summary and next steps

Despita only functioning since July 2017 the team is fully operational between the hours of
Sam and 6pm and ready to operate beyond March 2018, We are currently working on a
business plan to secure the future of the 5D3 team on a permanent basis as its success has
been widely recognised.

The work it has done has informed the future development of discharge pathways, therapy
provision in hospitals and community and the management of community rehabilitation beds.
Its close work with other agencies has allowed further integration with other services such as
NYCC and the voluntary sector and will continue to develop cleser links between hospital
and community.

4.12. BEING READY FOR WINTER

The Trust proactively plans for periods of increased pressure. It is known that during the
wintar paeriod more patients attend ED and more patients are admitted to hospital. Therefora,
the Trust works with HaRD CCG and other partners to ensure we have plans in place to care
for mere patients.

This year as well as the usual winter planning, we analysed previcus winters and identified
the first week following the New Year bank holiday as heing a time when we might
expetiance the most severe pressures on the hospital. To minimise the impact of this we
planned a Breaking the Cycle week, a Mational initlatlve to shift the focus of the Trust to
acute flow gver planned wark. The Trust named its awn initlative, Every Hour Maiters week

What were we aiming to achieve?

During the winter pericd from December 2017 to March 2018, we aimed to reduce the
number of patients who were delayed transferring cut hospital te either their own home with
a package of care, or to a residential or nursing home. We also expected to see an increase
in the number of attendances to the EDC and the number of emergency admissions. A key
aim was to increase the number of clinical staff available to care for and treat more patients.

The main aim of this Every Hour Matters week was to ansure the wider health and social
care system supponed the hospital to recover after two long holidays at Christmas and New
Year. ¥e aimed to achieve a number of outcomas during the weeak:

Flo

=

» D0% bed occupancy by Sunday 7 January 2018;
v 9B8% of patients discharged from the ED within four hours of arrival;
v  Hemplty CATT beds at Bam each day.
Discharge
o 33% of all patients discharged to leave the wards by noon with the first discharge
going from the ward by 10am;
« Reduction in the number of patients in hospital seven days or longer;
» 20% of patients who have triggerad for Continuing Healthcare (CHC) assessmants to
be transferred to the community for Decision Suppart Tool (DST).
Cruality
= Mo operations cancelled due to lack of availability of a bed;
s No more than five medical patients oullying in surgical beds at any one time.
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What have we done?

Using additional money allocated by either the government or by the Trust itself we took the
following actions:

Urgent and Emergency Care

The ED was allocated an additional nurse and consultant in the evenings to help at busy
times in the department. An additional Emargency Nurse Practitioner was also allucated to
shifts to see and treat patients attending with minar injuries.

Additional nurses were allocated to CATT ward to support the expected increase in
emergency admissions o hospital. An additional acute physician was also recruited on a
temporary hasis to provide extra medical cover to CATT ward. It is known that at times of
extreme pressure, patients are not always able o be admitted to the specialty ward thay
require and may be admitted to an alternative ward. With this in mind, the Trust recruited a
doctar on a tempaorary basis to oversea tha care of patiants on alternative wards.

Wards

Over the wintar period an additional agency pharmacy technician was made available to the
wards to dispense discharge medications. The Trust alsc teck the decision to book bank and
agency nursing staff on the wards, and an additional locum registrar was appointed to
medical patients who, due to bed pressures, were placed on surgical wards. Additicnal
resource was placad in the Speech and Language Therapy (SALT) Team to support timely
assessment of patients on wards.

A transfer team was set up to suppor the movament of patients and preparation of bed
spacas. This team linked to the Clinical Site Management Team and focused predominately
on maintaining flow through CATT ward.

Discharge from the hospital

A number of actions were taken to support timely discharge home frem hospital over the
winter period.

» Extra support from the Red Cross to help transport patients home and undertake
small jobs such as shopping and making appaintments;

e Extra ambulances from Yorkehire Ambulance Service (YAS) were paid for to
transport patients to residential and nursing homes;

» Tha Trust Increzesed the number of community rehabilitation beds by opening eight
additional beds at Ripon Community Hospital and purchasing eight places at a local
nurasing home. To suppert more rehabilitation in the community, the Trust increased
the number of therapists in the Supported Discharge Service. This team alsc
supported the identification of patients to be managed in the additicnal beds and
supported their rehabilitation needs and discharge planning once they were moved
into the out of hospital beds;

v Additional staff were recruited to the Discharge Planning Team to help plan for and
organise the discharge home of patients;

= The CCG worked to improve the discharge process for patients who ara likely to
need long-term packages of care in their own home or require 24 hour care in nursing
or residantial home. A new pathway has been developed which means that patients
will no longer have their long-term needs assessed in hospital. Instead, patients will
be suppeorted to an interim care placement whilst haalth and social care work with the

125



Harrogate and Distdct MHS Foundatlon Trust Guallty Account 201718

patient and their family to assess what type of care will be most suitable in the longer-
term.

Every Hour Matters

For the duration of the first week of January 2018, HDFT cancelled all non-essential
meetings so all staff could be available to help the wards. Wards were supported by a ward
liaison officer each weekday from Sam until 5pm. This role was undertaken by matrons,
general managers and sarvice managers and they supported the wards with actions for
discharges and helped to resolve or escalate dalays In patient care. A number of staff from
non-clinlcal services also volunteerad for a2 couple of hours sach day to offer practical help
with activities such as handing out meals and drinks, helping to put stores away, filing
records and chatting with patients.

The Trust hosted a silver command with representatives from partner organisations including
NYCC, HaRD CCG and TEWY MNHS Foundation Trust. The silver command was based at
Harrogate District Hospital, with members making themselves available to resolve issues
ascalated via the ward liaison officers. They attended ward rounds and focused on helping to
safely but rapidly discharge patients who had been in hospital for more than seven days.

What are the results?

Overall, the Trust has seen a reduction in delayed transfers of care. Like many trusts across
England, HDFT had a surge of influenza cases in December 20117 which affected admissions
and discharges from the hospital. Tha hospital had an increase of approximately 4.95%
admissions in Decermnber compared to the same period in 2016, but approximataly 10%
fewer discharges.

Summary

The Trusts winter plans included additional staff allocated to the ED and wards. The Trust
has also used additional money provided by the Department of Health to fund extra
community rehatilitation beds and transport horme from hospital. Like other trusts locally and
nationally, HOFT has had a challenging winter pericd. However, we have maintained flow
through the hospital and have achieved 95% of patlents seen and treated or admitted within
4 hours for the whole year.

4.13. EQUALITY AND DIVERSITY QBJECTIVES

On 5 April 2011, the public sector equality duty (the equallty duty) came into force. The
equality duty was created under the Equality Act 2010. There iz an obligation on public
authoritias to positively promote eguality, not merely to avoid discrimination. Public sectar
arganisations are required to demonstrate that they are giving 'due regard’ to the needs of
pratected groups. This means that equality issues must be considered and evidenced in the
decision making process.

The refreshed Equality Delivery System for the NHS {(EDS2) was published in 2013 to help
lecal NHS organisations in discussion with local people, review performance for people with
characteristics protected by the Equality Act 2010 and improve performance for patients,
public and staff. At the heart of EDS2 are 4 goals and 18 cutcomes to assess and grade
against, asking the question:

"How well do people from protected groups fare compsared with people overall?”
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In addition, the Accessible Information Standard {AlS) was intraduced by the government in
2016 to make sure that people with a disability or sensory loss are given information in a way
they can understand. The Accessible Information Standard is based on the raguirement to
implement:

1. ldentification of neads: a consistent approach to identification of patients, carers

and parents infarmation and communication needs where they relate to a disability,

impairment or sensory loss.

Recording of needs: as part of patlent / service user records and systems.

Flagging of neads: cstablishing and uelng e-flage or alerts to indicats that an

individual has a recorded information and/or communication need and to prompt staff

to take appropriate action andfor trigger auto-genaration of information in an

accessible format.

4. Sharing of needs; inclusion of recorded data as part of existing data-sharing
processes and as routing part of referral, discharge and handover.

5. Mesting of needs; taking steps to ensure the individual receives infermation in an
accessible format and any communication support which they need.

L1 ra

It is now the law for the NHS and adult social care services to comply with the Accessible
infarmation Standard.

Peaple whose characteristicsare Other disadvantaged groups
protected by the Equzlity Act 2010: People who are homeless

A Peaple who live in poverty

» Disability People who are lorg-term unemployed

= Gender reassignment People i stigmatised occupations (such as
» Marriage and clvil partnership wormen and men invelved in prostitution)
*» Pregnancy and maternity People whe misuse drugs

= Race Including natlonality and ethnic origin People with limited family or social

» Religion or bellef hetwarks

» Sy People who are peographically isolated

» Sexual orlentation

Figure 44: Protected characteristics and disadvantaged groups as defined in EDSZ

What were we aiming to achieve?

At HDFT, we have been aiming to improve our understanding of how well psople from
protected groups fare compared with people overall in relation to the wide variety and
location of services and staff. Ye established equality objectives and have been progressing
a plan of work. Regarding the accessible information standard, we have focused initially on
patients with leamning disahilities (L) and were aiming to:

1. Ensure that people with learning disabilities’ hospital records are flagged to allow the
provision of appropriate communication support.

2. Ensure that easy read information is readily available to staff and patients to support
communication with those that would benefit from this format.

3. Provide easy read appointment letters for all patients flagged a5 having leaming
disabilities.
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What have we done?

Key areas of progress during 2017/18 have been:

Work to achieve better health outcomes for patients with learning disabilities with:

= Promotion of the LD flag on hospital records both intermally and extemally.
Flagging is prompted on the new 'Enhanced Admission Proforma for Patients with
Learning Disabilities’;

o Provision of LD community services for children in Harrogate and raiging
awareanass of LD flagging;

o Establishing a link to ‘easy health’ from the LD page on the Trust's website.

o The LD Ligison Nurse providing bespoke easy read information for individual
patlents and speciallst communication support where required;

o Involvement in the review of sample easy appointment letters. Feedback from the
LD limison nurse and the Trust's Symbolic Language Advisor has raised concerns
regarding their sultabillty, and there will be wider consultation, targeted
specifically at patients with learning disabilities that use easy read information;

YWorking with disadvantaged groups e.g. the Gypsy, Roma and Traveller

Communities in County Durham;

Highlighting to staff the resources available for people with hearing impairment;

Deveiopment of a systematic approach to full compliance with the Accessible

information Standard;

Dementia friandly signage on Jervaulx and Byland wards, and re-establishing

dementia training and a matron for patients with dementia;

Development of an equality impact assessment toolkit for all service improvemant,

transformation and coest improvement programmes;

The identification of a location that we hope will provide Changing Placas facilities

within working hours in the new Endoscopy Unit;

Engagement with a wide variety of local stakeholders via the Equaslity Stakeholder

Group;

The re-launsh of the Workforee Equality Sroup which now meets quartery with a

revised terme of reference;

Further implementation of the Armed Forces Covenant,

Informing the Board of Directors about the drivers for improving Impact assessments

and ensuring a focus on equality,

Incorporating equality inte our patient and public participation strategy work;

Promoting information abowut equality and diversity at our Annual Members Meeting.

What are the results?

i Y

)

YWe currently have 412 patient records that have a learning disabilities flag,

The link to easy read information on the website is active. This allows patients, their
families or their carars to access easy read resources.

Bespoke easy read information continues to be available from tha LD Liaisen Nurse,
The updated EDS2 self-assessment, which contains the eguallty objectives, is on the
Trust wabsite at hitps:/feww. hdit.nhs.ukiaboutieguality-and-diversity/;

HDFT has been recognised as one of the country's leading employers for their
support of Armed Forees personnel.
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Summary and next steps

Much of this work will continue during 2018/19 and we are progressing:

= A generic risk flag on electronic records to indicate an "accessible information need®.

» Linking thiz flag to a register of the patient's detailed information and communication
needs using a specific module within our appointment lettar softwars. This will anable
the recording of specific needs including:

o Specific contact method - to indicate alternative communication / confact
methods e.9. people who are d/Deaf may not be able to use a telephons to
book [/ amend appointments and altematives including email, text massaging,
telephone and text relay can be specified;

o Specific information format e.g. need to send correspondence or provide
information in an alternative, non-standard format;

o Communication professional needed: e.g. British sign language interpreter,
lipspeaker, interpreter for Deaffblind people;

o Communication support: use of aids or equipment e.g. hearing aids, hearing
loop etc;

o Altemative formats for informatlen for the patient and the carer.

The aim is to flag and ragister people we are already aware of and then start to identify
others with communication neads. Some technical work is required, and then we need to
establish a process to ask for this information, apply the flag and add the detail of information
needs. Once in place there will need to be a patient and staff awarenass ralsing campaign.

4.14, PRIORITY CLINICAL STANDARDS FOR SEVEN DAY HOSPITAL
SERVICES

The key drivers for seven day working were aimed at improving patients' experience and
addressing the Inequalities in outcomes based upon the day of the week that a patient was
admitted to hospital. The ten clinical standards for seven day services in hospitals were
devaloped in 2013, and founded on published evidence and on the position of the Academy
of Medical Royal Colleges {(AoMRC) on consultant-delivered acute care. These standards
define what seven day services should achieve, no matter when or where patients are
admitted.

With the support of the AoMRC, four of the ten clinical standards were identified as prioritias
an the basis of thefr potential to positively affect patient outcomes. These are:

Standard 2 — Time to first consuitant review

Standard 5 — Access to diagnostic tests

Standard 6 — Access to consultant-directed Interventions

Standard 8 — Ongoing review by consultant twice dally if high dependency patients,
daily for others

There is further information at Seven day services: clarificalion of the four priority clinical
standards | MHS Improvemani.

By March 2017 HDFT had already undertaken a significant amount of work to begin moving
towards the delivery of seven day services with:

» Ham to 8pm consultant acute physician presence on the acute medical wards

Monday to Friday;
» Morning and evening post-take medical rounds on Saturdays and Sundays;
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s Additional consultant physician ward presence on hase meadical wards for half day on
Saturdays and Sundays;

s Specific Stroke Unit ward cover 8am to 2pm on Saturdays and Sundays, with a
telemadicine stroke rota staffed by an alliance arrangement with neighbouring
organisations ensuring that any stroke patient admitted is seen by a stroke physician
at any time of day or night,

e Increased consultants in emergency medicine to ensure a consuitant presence in the
department seven days a week during the day and throughout the gvening {Monday
to Friday});

«  General surgical consultant of the week model, ensuring that thera ie dedicated acute
sonsultant cover seven days per week, with no elective commitments.

Audits for standards 2, 5, 6 and 8 were undertaken in 2016 and repeat audits were
undertaken in 2017.

2016 2017
Clinical HDFT HOFT HLFT HOFT

ST Target Weeakday Weekend @ Weekday Weekend

Standard
2 Consultant review wilhin

T BRI 14 hours of admission at

2017} hospital

Access to diagnostics —

5 immediate clinical need — | 90%

1 hour

Access ko diagnostics -

Lrgent clinical need — 12 90%

hours

24 hour access to

consultant directed 0%

interventions

Twice daily reviews by

appropriate member of 00%

tearmn {consultant or

delegate)

Daily review by

appropriate member of

team {consultant or 90%

| dEhEEtEﬁ I

Table 51; Resulls of audits of prionity cfinical standards 2016

Standard 5: Access to diagnostics

“Are the following diagnostic tests and reporting always or usually available on site or off site
by farmal network arrangements for patients admitted as an emergency with critical and
urgent clinical needs, in the appropriate timescales?”

Thase sfandards have
now changed and rely
oy seffdeniaration
from each Trust - see
below,

. Weekday Weekend
Searvice
March 2017 March 2017
)
Echocardiograph
Microbialogy
MR
Ultrascund
Upper G| Endisangy
Table 52: HOFT Standard & daclaration by senvice March 2017
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Standard G: & i entions

“Do inpatients have 24 hour access to consultant directed interventions 7 days a week, sither
on site or via formal network arrangements?”

Weekday Weekend

Intervention March Septemker Mareh March Septembear March
2016 2016 2017 2016 2016 2017

Tahla 53: HDFT Standard 6 declaration by service March 2017
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5. ANNEX ONE: STATEMENTS FROM STAKEHOLDERS

In sccordance with the NHS Quality Accounts Regulations, Harrogate and District NHS
Foundation Trust sent a copy of the draft Quality Account to lts lead Clinical Commissioning
Group, Harrogate and Rural District, Healthwatch North Yorkshire, Nerth Yorkshire County
Council Scrutiny of Health Committee, the Council of Governors and the Health and
Wellbalng Board for comment prior to publicatlon and received the following statements:
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HARROGATE AND RURAL DISTRICT CLINICAL COMMISSIONING GROUP QUALITY
ACCOUNT STATEMENT 201718

3 /lis
EeAREII o
. o Clinical Commissioning Group

Email: m% el ; and Rural District

Direct Tel: 01423 799334 Clinical issicning Group

Reference: HaRD .046-18 1 Grimbald Crag Court
5t James Business Park

LETTER SENT V1A EMAIL Knaresborough

HGE
Jill Foster
Chicf Nursa

Harrogate and District NHS Foundation Trust
Tel: 01423 799300

Fax: 01423 799301
Email; hardeeg enauinesfinhs. net
Web: www hamogatesndruraidestricioog nhs.uk

8 May 2018
Dear Jil

Quality Account for Harrogate and District NHS Foundation Trust for 2017-18,

Harrogate and Rural Disinet Clinical Commissioning Group (HARDCCG) welcomes the
opportunity to review and provids a statement for the Trust's Quality Accound for 201718
This Quahty Accounl has besn reviewed in accordance with the Department of Health and
Soctal Gare (uality Accounts} Amendment Regulations 2017,

Thas report has been shared with key individuals across HARDCCG and their views have
been collated into my response.

HARDCCG remamns committed lo ensuring, with i3 partner argamsatons, thal the services
it commissions provide the highest of sfandards in respect to clinical quality, safety and
patient experience.

It 15 recognised by the Commissioner thal the Trust and its staff demonstrate resilience
and dadication to ensure they deliver safie and effective sernces as referenced throughout
the OQualty Accounl ond we congratulste the Trust in consistently maintahing

improvemants in:

» Mortality performance and continuing 1o build on the lessons leamt from the Teviews
of deaths. It would be heipful to descnbe how leaming from all deaths and those
falling info the LeDeR process is captured.

+ Paricipation in research with an increase in the tolal number recruied lo dlimecal
rials and the use of Palient Research Ambassadors [PRAS) 1o enable a shiong
patient perspeclive 1o research, feanbility and quality assurance 1t would be

Ny MINDFUL
§ W(—r'"' EMPLOYER
> and s Dures Qs © e =
ot Hafope et s Cis o Ouaint

Chaf Officer- Agmaras Bloar
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heipful to see some examples of these research project findings and how they link
o quably improvements.

s Improvements mads throughout matermity services including effective smoking
e=santion in pregrancy and reduced smaoking rates at delivery

s Providing services thal effectively meet the nesds of our mosl vuinerable paople
ichudhing sy with learning disabilites and mental health probloms

« Imiproved sepsis management especially within the Emergency Usparment. The
Trust racogmses that thers 1s-further work e do on administration of anftibiotics and
soeening refevant inpatients, The Trust has recognised this as a quality prorty for
201819,

+ Readuction in medicing prescribing and administration armors including those causing
harm and the extensive: Hospital Pharmacy Transformation plan,

« Collaborative work with the voluntary sector, especially in cancer care and the
significant contnbution volunteers make to the patiznt expenence, particularty in the
inpatient areas. We would lie fo have seen more examples of where there =
gimitar work or developments in 2ommnnity.

« The number of local and national audits being camed ot n the Trust is
commendabile and it would be heipful to see more information with a focus on the
measurable improvement 33 3 resull of the audit recommendations and actions.

The Trust expenenced some challenges as referenced in their Quality Accourt due to a
high demand for healthcare over a profracted winter period. However the focus on flaw
through the hospdal was maintained and the Trusl achieved a year end position which
resulted in lass than 4% of patients wailing to be seen and admitted or discharged from
ALE Tr&sisaslrmggerhmance pasibon and demonsirates the impact of a focus on a
number of system wide improvements and success of the local mitinives ‘Every Hour
Matters’, work on discharge pathways inaluding Transfer to Access and the Supporied
Discharge Servica (SDS).

The Supported Discharge Service appears to have had an impact on reducing bed days
for the patients included in the pilat service and reducing length of stay ahead of the
planned discharge date. 1t would be helpful to see patient expenence data as pari of the
evaluabon and we would welcoms this approach as part of the Improving Discharge
Procasses guality priodty for 201819

The Dementia care sechon is clearly documented, although there seens o be more of 3
focus on what is going 1o be done to improve the axpenence of people with dementia in
this-settion &.4. ‘What have we done and whal were the results’ has no mention of any
results.
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HARDCCG believe ‘PJ Paralysis’ i a very real and important concept but 1t is not an
inifialive just targeted al people with dementia as it is applicable to all patients, particularty
tha frail elderly. The same applies to the Carer's Passport and as such it would have been
halpful to ses the results of how this initiative had an impact on patients and their carers.
The focus on delirum s really good to see and we look forward o finding out how the
planned training has improved patient car= at the end of 2016/19

The Trust appears to have a real commilment through this report 1o patient/senvice user
involvement  This is really ewdent in how the Trust are implemanting their overarching
strategy muumd Iwearnng the voice of children and young people and their commitment ‘o
prioritising this in the development of the: Youth Forum which is very welcome. This wil
enable us all to have a system view of young peoples’ ‘Hopes for Healthcare'.

‘Parinership working ts wvident throughout the report and some good examples of where
improverments have been made fo su patients and their carers. O parbcular nols
should be the work in cancer care care of the dying. This work demonstrates the
improvement in information sharmg and pathways, |t will have a positive impact on the
patient and relatives’ sxperience.

On ancther positive note, the Trust should be congratulated on their results from the NHS
Sialf Survey 2017. We look forward to the Trust's continued progress during 2018/19.

We acknowledge the work undertaken by the Trust i improve stroke care as a pnorty for
2017418, We also note reference to the Imited opporfunify for improvement and
sustainability of the local stroks service which is being considered with sysiem

and ihe West Yorkshire and Harmogate Health Care Partnership  We would have expetied
mﬁmhasﬂe&hmmﬁﬁmdm&hﬁdbrhaTﬁﬁthﬁnw

The Trust reported the progress on improving leaming fram the incidents, comiplaints and
good practice 2017/18 quality priority. We were pleased lo read about the number of
measures which have been put in place to improve reporting of ncidents. We would have
‘expacied more emphasis and progress on leaming the lessons from mcidents of
complaints and how these will be monitored across the Trust We recognise this prionty
will also ba 2 Tocus for 2018419 and look forward to seeing more signiiicant progress
particulary where there remains recurrent evidence of poor palient expenence.

The Trust reported a similar number of serious incidents causing severs harm or death as
reported in 2016/17. We would have liked to see more refarence 1o the leaming from these
included in the narrative of the Quality Account.

The key successes of the 2017/18 qualty prionies are clearly refleciad in the Quality
Account. We would ask the Trust to revisit the limiled reference to Pathology services and
Infection Prevention Control (IPC) in the report. The evidence of improvement in these
areas are limited and it would be helpful to see some additional namative of work across
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We welcome the opportunity lo review progress on the Trust's quality improvements and
hopa that our feedback is accepted as a fair reflection of the report and leok forward o
working alongside the Trust to achieve the objectives of the 2018/19 pricrties.

g 5

Joanne Crewe

Director of Quality and Governance/Executive Nurse
Harrogate and Rural District Clinlcal Commissioning Group
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LEEDS CLINICAL COMMISSIONING GROUP QUALITY ACCOUNT STATEMENT 2017/18

NHS!

Leeds

Clinical Commissioning Group

M Jil Foster

Chief Nurse

Harrogote and District NHS Foundation Trust
Lancaster Park Road

Harrogate

MNarth Yorkshire

HGZ 75X

19 Aprd 2016

Dresar Jill,

Thank for provwidi meo[;pcmmi lo feadback on the Quality Account for Hamogate
amDm?:;tN 5 Foundation Trust for 2017-18. o

This report hias been shared with key indnaduals across the newly formed Leads Clinical
Commissioning Group (formerly Leeds West CCG, North CCG and South & East CCG)
and this response is on behalf of the new organisation.

We acknowledge thal the repart you provided for review and comment is in draft form and
additional information will be added and amendments made befope final publication, so

please accept our cheervations on that hasis.

The report provides some interesting information acmss a wide rahge of activiies and
demonstrates sorme very positive innovations and thoughtful reflactions around the
organisation's agpiralions and challengas.

Il iz encouraging lo- see the organisabon move into the lop 25% of neporters for incidents
and the posiive focus on leaming from these.

The crganisation demonsirates commitment through this report lo paiient/senice user
invalvement and in particular the engagement woerk with young pecple The devalopment
of the Youth Forum 1= mpressive, weltomed and ta be commended. We would
encourage the organisation to cortinue bo listen to feedback and 1o leam any lassons
from this valuable work gaoing forward.

Partnership working is evideni in the report in relation o cancer care and we were
pleased 1o note the pasitive work on care of dying patients and suppart for their relatives,

The high take up of the benefits advizar within the Cancer team is positive, and we note:
your collaboration with the voluntary sector 1o support this work.

M Leaetls sl € cepn e G

'l Suites 7o, WIRA e, Wene® Park Ring Roar, | serls, 514 RER
* “~ T 0113 843 5470 W wwewleedscog nhs.uk O facebook . cominhslesds o Buhstieeds

137



Harregaty and Digtrict NHS Foundation Trust Stealily Acsount 201714

NHS

Leeds
Clinical Commissioning Group

These are some good examples grven of work that has shown a posiive impact on the
quality of senvices and care for patients such as enteria led discharge, the reduction in
Delayed Transfers of Care, the focus on medical oulliers and ensuring patients care and
trmtme-:un_ e 15 reviewed and the access to easy read matanal for people with a Leaming
1sability.

mmmmmmm&ymgﬁmmwdmammmme
demonstraling success especially within the Emergsncy Department. However there is
clear progress and the Trust acknowledges that there are further improvements lo be
made regarding the administrabion of antibiches We would also encourage the Trustio
fozus on aclions to improve s screening of relevant inpatienis, which shows a
comparatively lower perfformance of screening than the Emergency Department, and we
keak fordand to seeing the cortinued progresa.

It is good 1o see details of the cutcome and leaming from local audits ncluded in the
repon and there (s good evidence of data embedded within the repon which gives
assurance of the focus on evaluabon of the impacts of various innovations. We are also
pleased to see that the Trust iz committed to ressarch and development and has a lame
amcunt of clmical studies angaing. It would be helpful 1o see some examples of the
research projcts and how they ink to quality improvemenis,

The progress noted in the report relating 1o the medicines safety nitiative 1s impressive.
The work on reducing miszed doses of medication, patient identity erors and medicing
reconciimtion in 24 hours i welcomed and the Trust is 1o be commended on the
improvements made. In refation (o insulin errors; the report states the increase since
201314 is related to the proachive use of the insulin dashboard, but # is not clear how this
conclusion has been reached or why there has bezn a fall in the number of community

Bmars.

The work on reducing falis is also to be commended, Although the data from the Nationa|
Audit of Inpatient Falis indicales a reduction m comphance for some elements of falls sk
assessmenl, the overall impact that the work [s having is positive and fo be welcomed.

There is evidence of soma good work on Dementia care and the addition of dementia
consideralions info patent safety huddies is o be welcomed, along with the addition of a
carars passpor ko support caners.

We are pleased lo see some good work relating lo the improvement in quality in matemity
care Including mathers and parinars in the handover process during labour is 2 good
example of transparency in care and the collaborative working with pariners in matemity
is to be applawded. Although the national matemity implementation programme Belter
Births = referenced, the report doesn't detail the progress with this work. The opportunity

M5 | oeds Climeal © ome ssiging Draup
e = WIRA Huse, Wy Park Riteg B, Lertls, LS 16 61 R

T 0793 B43 5470 WY, wwnw leedscegnhsuk @ facebook cominhslesds W Enhsdeeds

»
¥ o
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NHS

Leeds
Clinical Commissioning Group

to mvest in raining clearly helped to support the deparimend and we hope that tha
benefits fram this work will continue to help ensuring safety within matermity.

The work undertaken on the review and leamning from deaths is welcomed, aithough the
mechanisms for reviewing could be made clearer and assurance grven thal leaming from
all deaths and thase falling into the LeDeR process is captured.

The Three Year Chinical Transformation Programme has had some successes and also
some delays but the proqramme appears W have momantum and the report deails the
attention to tha plans clearly. References io a shift in culture are present throughout the
report and it would be good to see some lessons from sustained cultural change as this is
particulary hard to achieve. We hoge the omanisation maintains the commitment and
resource o suppor such cultural changes.

The raport demonstrgles in various sectons, how the organisation has kstened and
leamed from others. Shanng and leaming from other projects across the losakty and
beyond is o be commended Being transparent about where ideas have come from and
applying them fo yvour own sedling is a very effective approach lo sustaining posifive
change which is 1o be encouraged.

Ya nate that the prionitiea qaing forward for 201819 are building on a kot of the good work
commenced in 2017/18 and hape fhat the Trust commils to the areas still requining
improvemenri and can demonsirate the same improvements in quality for next year.

We welcome the apporlunity 1o review the report and hope that this is accepted as a fair
reflection. Ye lock forward to seeing the prograss made over the coming year.

Yours sinteraty,
J-\‘HJ |. —
3D - L
g =
)
Dr Simon Stockill Ja Harding _
Medical Director Executive Director of Guality and Safety/Govemning Body Nurss

MHE Leeas Cliv o3l Conrpsazrg Croup
Sl F A OWTEA ey, Vet @ik Ring| B, L, 2516 6FR
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>
¥ wl

139



Hamoqpate and District MHS Foundation Trust Quelity Agcaunt 2017018

COUNCIL OF GOVERNORS QUALITY ACCOUNT STATEMENT 2017/18

The Council of Gavernors is delighted {o have the opportunity to comment on this detailed
and comprehansive Quality Account.

Again, the Trust can be justifiably proud of ite achlevements over the last year and the
Council of Governors recognise the commitment to deliver high quality care by all staff
across the organigation.

Governors, as in previous years, have been extensively consulied on the Trust's Operational
Plan, have contributed to the development of the quality pricrities for the coming year, and
have reviewed the Quality Account. Individual Governers sit on, and triangulate infarmation
from, the Learning from Patient Experience Group, departmental Quality of Care Teams, and
Patient Safety visits, all of which anable them to perscnally experience the challenges of
maintaining quality of care in different areas of the Trust's services.

Govemaors have indepth formal maetings with the Board of Directors twice a year and with
Mon-Executive Birectors three times a year. Both Executive and Non-Executive members of
the Board of Directors regularly attend the quarterly public Council of Covernors’ meetings.
In addition, Governors regularly attend as observers at Board of Directurs' meetings and
Board sub-committes meetings; in particular the Quality Committee, which has delegated
responsibility and oversight of the Trust’s progress towards achieving the quality priorities.

The Council of Govemors supports and fully endorses the 2017/18 Quality Account and the
quality pricrities selected for particular focus during 2018/19.

Pamela Allen
Deputy Chair of Governors/Lead Govemor
on behalf of the Council of Governors

NORTH YORKSHIRE SCRUTINY OF HEALTH COMMITTEE

{Cwver tha past 12 months, the North Yorkshire Scrutiny of Health Committes hag continued to
liise with Harrogate and District NHS Foundation Trust to better understand some of the
pregsures that they face.

It is recognised that staff shortages, particulady in emergency medicine, nursing and
anaesthesia can have a significant impact upon what services can be delivered from what
site and for how long.  The trust contributed to an in-depth Investigation inte health and
social care workforce pressures that was undertaken by the Scrutiny of Health Committes in
the autumn of 2017, The information, data and analysis provided helped the committee to
appreciate the issue across the whole system and the support of the trust was much
appraciated.

It is also recognised that the rural nature of the county and the length of time that it can take
to travel to and from appointments can have an impact upon how services are planned and
delivered. The commitiee, however, remains committed to ensuring that people are not
excluded from services based upon where they live. The presumption is that you should be
able to access the same type and guality of care no matter where you live in North Yorkshire.

The currant financial pressures within the health systern in North Yorkshire are of great

concern. Whilst there are doubis as to whether the funding formula for health is fair and
concarns that it disadvantage rural areas, we nasd to work together to find a way to make
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the money that we hava work the hardest and result in good outcomes across the health and
social care systam.

The Scrutiny of Health Committee remains commitied to a system-wide view of services that
helps to ensure that decisions on the planning and dellvery of health cars are not made in
isolation and that the key role that a bread base of community services have to play is not
averiookad. This will not be easy going forward as the health commissioners and providers
in the county are pulled in three different directions as the new NHS integrated systems for
planning and delivery in the Wast, South and North of the county are put in place.

County Councillor Jim Clark
MNorth Yorkshire Scrutiny of Health Committes
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6. ANNEX TWQ: STATEMENT OF DIRECTCRS’ RESPONSIBILITIES

The Directors are required under the Health Act 2009 and the National Health Service
{CQuality Accounts} Regulations to prepare Quality Accounts for each financial year.

NHS Improvement has Issued guidance to NHS Foundation Trust Beards on the form and
content of annual Quality Reports (which incorporate the above legal requirements) and on
the arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.

ln preparing lhe Quality Report, directors are required to take steps to setisfy themselves
that;

s the content of the Quality Report mests the requirements set out in the NHS
foundation trust annual reporting manual 2017118 and supporting guidance;

» the content of the Quality Report is not inconsistent with internal and external sources
of information including:

= Board minutes and papers for the pericd April 2017 to April 2018

= Papers relating to quality reported to the Board over the pericd April 2017 to
April 2018

o Feedback from the commissionears dated 08 May 2018

o Feedback from Governors dated 12 April 2018

o Feedback from Healthwaich North Yorkshire was requested 6 April but no
comment was received

o Feedback from North Yorkshire County Council Scrutiny of Health Committee
dated 15 May 2018

o The Trust's draft complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Requlations 2009 dated 16
May 2018

o The 2016 naticnal patient survay dated 20 July 2017

o The 2017 national staff survey dated 6 March 2018

o The Head of Internal Audits annual opinion over the Trust's control
environment dated April 2018

o CQGC inspection report dated 27 July 2016

« the Quallty Report preserts a balanced picture of the NHS foundation trust's
performanca over the period covered;
the performance infarmation reported in the Quallty Report is refiable and accurate;
thare are proper internal controls over the collection and reporting of the measures of
parformance included in the Quality Report, and these conirels are subject to review
to confirm that they are working effectively In practics;

+ the data underpinning the measures of parformance reported in the Quallty Report is
robust and rellable, conforms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review, and

» the Quality Report has been prapared in accordance with NHS improvements annual
reporting manual and supporting guidance (which incorporates the Quality Accounts
regulations) as well as the standards to support data quallty for the preparation of the
CQuality Report.
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The Directors confirm to the best of their knowledge and belief they have complied with the
above requirements in preparing the Quality Report.

By order of the Beard on 23 May 2018.

Mrs Angela Schofiakd
Chairman

............................................................

Dr Ras Tolchar
Chief Exacutive
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7. ANNEX THREE: NATIONAL CLINICAL AUDITS 2016/17

Acute Coronary Syndrome  or
Acuts  Myocardial  Infarction
{MINAP)
BAUS Urnlogy Audits: Femals Na 19 100%
stress urinary incontinence
Bowel Cancer (NBOCAP) Yes 145 117%
{Based on
This refates to dafa submitted for expected total of
2016/17. The Trust has nof yet 124}
submilted any patient data for
2017/18 as the deadiine for this
will he in Aprif 2015
Cardiac Rhythm Management Yes New PPM - 100%
130
PPM box
change - 23
CRT implant -
4
Reveal - 63

Case Mix Programme - Intensive MNo a1 100%
Care Mational Audit Research
Centre (ICNARC)
This figwe i3 for Aprl o
December 2017
Child Health Clinical Cutcome Yes .:L_' N =_ = *n'? e=s -
Review Programme = = LT R e ST

Young People's Mental Health = ) 5 100%

Cancer in Children, Teens and | - | Crganisational MAA

Young Adults questionnaire

I | returned

Flease note this sfudy is stif open )
and figures have not  been 1|
finafized h . [
Diabetes {Paediatric} (NPDA) Yes 39 100%
This figure s for the fatest round
of the audi which relates fo
pafients seen fram 1 Aprif 2016 to
31 March 2017
Elactive Surgery Mational PROMS Mo
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programme (2016/17)
Hip replacement 34 (pre-op) 105.7%
{provisional dala) 2568 {post-ot 77.9%
Knee replacement 440 (pre-op) 133.7%
{provisional data) 322 {post-op) 73.7%
Groin hemnia 262 {pre-op) BY 9%
{final data} 173 {past-op) £6.3%
Varicose vain NfA MNA
Elective surgery Naticnal PROMS No
programme  (April - September
Hip replacement Nct yat Not vet publishad
published
Knee replacement Not yet Mot yet published
published
{Groin hernia 134 {pre-op} 94.4%
29 (post-op} 40.8%
Varicose vein NiA N/A
9 Falls & Fraglity Fractures Audit |  Yes |7
Pragramme {FFFAP) A SIE S TS A M
National Audit of !npatient II!:_' ' | 30 100%
Fallz ==t
#-..l-; =
National Hip Fracture | 214 100%
Database ===
R =0
10 Fractured neck of fermur {CEM) Mo 50 100%
11 Inflammatory  Bowel Disease Mg 35 NfA,
(IBD} programme frolling database)
MNew pafients 01042017 to
31/03/2018
12 Learning Disability Mortality Yes 7 100%
Review Programme {LeDeR}
13 Major Trauma: The Trauma Audit Mo 187 Awsiting
& Ressarch Network [TARN) confirmation
14 Matemal, New-horn and Infant Yos Stillbirths = 7 100%
Outcome review Late
Programme {MBRREACE-UK) Miscamiages =
1
Termination of
pregnancy {for
severe fetal
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-abnormality) =
1
Maternal death
=1 (Patlent
died within first
year after
giving birth -
not post-
partum
relatad)

15 | Medical & Surgical Clinical Yes TR o e el
Outcome Review Programme, LR WA 'ﬁ' T -
Natfonai Confidential Enguiry into o n j;:.f - SO
Patent Qutcome & Death SRl . I fa e m i
(NCEPOD} e P O =
(i} _Chronic Neurodisability S 2 100%

{i} Acute Heart Failure =T 5 100%
{iiiy Perioperative Diabetes gl:: W P 4 100%
Please note this study is stiltopen |
and figures have naf been = ™
finalized i

16 National Audit of Breast Cancer in Yes 59 Mot stated
Older Patients {NABCOP)

Flease note that data for March
2018 is stil ta be submitted

17 National Audit of Dementia Yeas 20 +5 reliability 100%
{Dsliritm Spotlight Audit) cases

18 National Audit of Intermediate Mo CHd not Did not participate
Care partlclpate

19 National Audit of Rheumatecid and Yes Mo data No data collection
Early Inflammatory Arthritis collectlon during 2017/18

during 2017/18

20 Natfonal Audlt of Seizures and Yas Nao data Mo data collectlon
Epilepsies in Children and Young collection during 2017/18
People during 201718

21 Nationa! Cardiac Armest Audit Mo 48 100%
(NCAA)

Figuras are for Aprif o December
2017 (Q4 data not yet available)

22 National Chronic  Obstructive Yos - = =
Pulmonary Disease {COPD) Audit
Programme |
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Please note this is a conlinupus
audit which commeanced on |
February 2017. Data is baing
callecled retrospectively following
clinical coding.
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23

National Comparative Audit of
Blood Transfusion Programme

Mo

{} Re-Audit of Red Cell &
Platelet Transfusion in Adult
Haematology Patients

(i} Audit of the management of
patients at risk of Transfusion
Associated Circulatery
Overload (TACO)

24

National Diabetes Audit (Adults)

Yesz

Matlonal Footcare Audit

to  records submitted
042017 andd

Relates
betweearn
31032018

National Inpatient Audit (NADIA}

Natiohal Pregnancy in Diabetes
Audit

Secondary Care Audit

Audit period 1 January 2016 to 31
March 2017

25

National Emergency Laparotomy
Audit {NELA)

Dala refers to year 4 of the audit
(01/12/2016 to 30/11/2017)

Yes

227

35

99,6%

100%

40

476

100%

N/A
{rolling database)

33

100%

Did not
participate

Did not participate

1017

Mot stated

42

86%

26

Mational End of Life Care Audit

Yes

No data
collection
during 2017118

No data collection
during 201718

27

Mational Heart Failure Audit

Yeg

234

100%
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coding this is a preliminary fiqure
and additional patients may be
fdentified from March 2018
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28

Natienal Joint Registry (NJR)

Yes

1004

Mot stated

28

National Lung Cancer Audit
{NLCA}

Flease note that submission for
this audit  is tnhdertaken
refrospectively and data from July
2017 onwards has not yef been
validated

Yes

151

Mot statad

30

Mationa! Maternity and Perinatal
Audit

Flease note this refates to
2016517 dala

Yes

1,933

100%

31

Mational Meonatal Audit
Programme (NNAP - intensive
and special care)

Data for 2017

Yes

132

100%

32

National Ophthalmology Audit

Reporting period 01092016 to
31082017

Yes

1,450

100%

33

Oesophago-gastric cancer

{NAOGC)

This relates to data submitied for
2016/17. The Trust has nof yet
submitted any patient data for
2017418 as Ihe deadiine for this
wilf be Aprif 2018, therefore
reporting will always be one year
in arrears.

Yes

16

118%

{based on
expected total of
39)

34

Pain in Children (CEM)

No

35

100%

35

Procedural Sedation in  Adults
(care in emergency departments)

No

23

100%
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{(CEM)
36 Prostate Cancer Audit Yes 151 Not stated — case
ascertainment is
Finanwial year data up to end of not currently
February 2018 (28 Fabruary maasured for
2018) - cases from March prostate patients
onmwards stiff fo be validated and but will be in
registerad, future. The cancar
registry has run its
oWn anaiysis on
cur data and have
confirmad our
figures are as
expectad.
37 Senting! Stroke National Audit Yes 31 100%
Programme (SSNAP)
38 Serious Hazards of Transfusion No AntiD—2 100%
{SHCT}): UK National Transfusion
haemovigilance scheme reaction — 3
Storage — 2
39 UK Parkinscn's Audit No Neurology: 23 >100%
QT1:10 100%
Physic: 10 100%
SLT: 10 100%

For information, the Trust also participated in the following audits:

Breast & Cosmetic Implant Registry
11 Not stated
Pleass note HDFT only started submitting o this
Registry parl way through the year.
Matienal Audit of Cardiac Rehabilitation 168 100%,
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The following nine NCAPOP audits were not relevant to HDFT due to the Trust not providing
the service:

Adult Cardiac Surgery

Congenital Heart Disease {CHD)

Coronary Angioplasty/National Audit of PCI

Mental Health Clinical Outcome Review Programma/National Corfidential Inguiry into
Suicide and Homicide for people with Mental lliness {NCISH} {all work streams)
National Audit of Amaety and Depression

MNational Audit of Payshosis

National Clinical Audit of Specialist Rebabilitation for patlents with Complex needs
following major injury {NCASRI)

National Vascular Registry

Paediatric Intensive Care Audit Network (PICAN&t)

Furthermore, the Fracture Liaison Service Database {FLSD) slement of the Falls & Fragility
Fractures Audit Programme (FFFAP} is not relevant to the Trust as we do not have g
dedicated Fracture Liaison Service.,

The foliowing 10 non-NCAPOP audits were not relevant to HDFT due to the trust not
providing the service:

BAUS urology audits: Cystectomy

BAUS urology audits: Nephrectomy

BALUS urclogy audits: Percutaneous nephrolithotomy

BAUS urology audits: radical prostatectomy

BAUS urology audits: Urethroplasty

Endoctine & Thyroid National Audit

Head & Neck Cancer {HANA)

National Bariatric Surgery Registry (NBSR)

Neurosurgical Nationa! Audit Programme

Prescribing Observatory for Mental Health (POMH-UK) {all work streams)

Please note that the National Audit of Rheumatoid and Early Infiammatory Arthritis, National
Audit of Seizures and Epiiepsies in Children and Young People and the National End of Life
Care Audit which were ali included in the NHS England Quality Accounts List 2017/18 did not
have data collection during the 2017/18 financial year and therefore we are unable to report
on padicipation.
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8. ANNEX FOUR: GLOSSARY

AMU Acute Medical Unit

CAT Clinical Assessment Team R

CATT Clinical Azsessment, Triage & Treatment

CCG Clinical Commissioning Group

CEM Roval Collage of Emergency Medicine

CHC Continuing Healthcare

CNS Clinical Nurse Specialist )

COUIN Commissioning for Quality and Innovation

Dashhoard | Data visualisation tool that displays the current status of metrics and key
performance indicators

DST Declsion Support Tool

ED Emsargency Department

aPMA Electronic prescribing and medicings administration system

FFT Friands and Family Test

HaRD Harrogate and Rural District

HDFT Harrogate and District NHS Foundation Trust

HQIP Healthcare Quality Improvermnent Parthership

ICE Reguesting and reporting softwars

ITu Intansive Therapy Unit

KPI Key performance indicator

LD Leaming disabilities

MCA Mental Capacity Act

MDT Multidisciplinary team

NCDAH National Care of the Dying Audit of Hospitals

NCAPOP | Naticnal Clinical Audit and Patient Outcome Programme

NCEPQD | National Confidential Enguiry into Patlent Cutcome & Death

MHatSSIP Wational Safety Standards for Invasive Procedures

NEWS National Eary Wamning Score

NICE The Mational Institute for Health and Care Excellence

NIHF, Matianal Institute for Health Research

MELS National Reporting and Lgarning System

PVG Patient Voice Group

Ql Quuality indicator

RTT Raferral to treatment

SIRI Serlous incident requiring investigation

SSNAP Sentinel Stroke National Audit Programme

TTO To take out {medicines)

VP Vulnarable inpatient

WHC World Health Organisation
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INDEPENDENT AUDITOR'S REPORT TO THE COUNCIL OF GOVERNORS OF
HARROGATE AND DISTRICT NHS FOUNDATION TRUST ON THE QUALITY
REPORT

We have been engaged by the Councll of Governors of Harrogate and District NHS Foundation
Trust to perferm an independent assurance engagement in respect of Harrogate and District
NHS Foundation Trust's Quality Report for the year ended 31 March 2018 {the 'Quality Report’)
and certain performance indicators contained therein.

Scope and subject matter

The indicators for the year ended 31 March 2018 subject to limited assurance consist of the
following twa national priority indicators (the indicators):

* percentage of incomplete pathways within 18 weeks for patients on incomplete pathways
at the end of the reporting period; and

* ASE: maximum waiting time of four hours from arrival to admission, transfer or discharge
We refer to these national priority Indicators collectively as the 'indicators’.
Respective responsibilities of the directors and auditors

The directors are respensible for the content and the preparation of the Quality Report in
accordance with the criteria set out in the NHS Foundation Trust Annual Reparting Manual
issuad by NHS Improvement.

Our responsibility is to fonm a conclusion, based on limited assurance procedures, an whether
anything has come to our attention that causes us to believe that;

= the Quality Report is not prepared in all material respects in line with the criteria set out in
the NHS Foundation Trust Annual Reporting Manual and supporting guidance;

= the Quality Repart is not consistent in all material respects with the sources specified in the
Detailed requirements for qualily reports for foundation trusts 2017718 ('the Guldance'); and

« the indicators in the Quality Report identified as having been the subject of limited
assurance in the Quality Report are not reasonably stated in all material respects In
accordance with the NHS Foundation Trust Annual Reperting Manual and the six
dimensions of data quality set out in the Detalled Requirements for external assurance for
quality reports for foundation trusts 2017/18

We read the Quality Report and consider whether it addresses the content requirements of the
NHS Foundation Trust Annual Reporting Manual and consider the Implications for our report if
we become aware of any material omissions.

We read the other information contalned in the Quality Report and conslder whether It is
materially inconsistent with:

* Board minutes and papers for the pericd April 2017 to May 2018,

« papers relaling to quality reported to the board over the period April 2017 to May 2018
» feedback from commissioners, dated 08 May 2018,

« feedback from governors, dated 12 May 2018,

= feedback from Healthwatch Naorth Yorkshire, requested 6 April 2018

s feedback from Overview and Scrutiny Committee, requested 6 April 2018

= the Trust's complaints report published under regulation 18 of the Local Autharity Social
Services and NHS Complaints Regulations 2008,

« thae 2016 national patient survey, dated 20 July 2017,
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s the 2017 national staff survey, dated 8 March 2018,
e Care Quality Commission Inspection, dated 27 July 2018;

e the 2017118 Head of Intamal Audit's annual opinion over the trust's control anvirenment,
dated April 2018; and

» any other information included in our review

We consider the Implications for our report if we become aware of any apparent misstatements
or materdal inconsistencies with those documents (collectively, the 'documents’). Our
responsiblliies do nol extend to any othet information,

We are in compliance with the applicable independence and competency requirements of the
institute of Chartered Accountants In England and Wales (ICAEW) Code of Ethics, Our team
camprised assurance practitioners and relevant subject matter experts.

This report, including the conclusion, has been prepared solsly for the Council of Governors of
Harrogate and District NHS Foundation Trust as a body, to assist the Councll of Governors in
reporting the NHS Foundation Trust's quality agenda, performance and activities. We permit
the disclosure of this report within the Annual Report for the year ended 31 March 2018, to
enable the Council of Governors to demonstrate they have discharged their governance
responsibilities by commissioning an (ndependent assurance report in connection with the
indicator. To the fullest extent permitted by law, we do not accept or assume responsibility to
anyone other than the Council of Governors as a body and Harrogate and District NHS
Foundation Trust for our work or this report, except where terms are expressly agreed and with
our prior consent in writing,

Assurance work performed

We conducted this limited assurance engagement in accordance with International Standard
on Assurance Engagements 3000 (Revised) — ‘Assurance Engagements other than Audits or
Reviews of Historical Financial Information’, issued by the Intemational Auditing and Assurance
Standards Board (1SAE 3000°). Qur limited assurance praceduras included:

« evaluating the design and implementation of the key processes and controls for managing
and reporting the indicator,

« making enguiries of managament;
s lesting key management controls;

¢ |imited testing, on a selective basis, of the dala used to calculate the indicator back to
supporting documentation,

« comparing the content requirements of the NHS Foundation Trust ‘Annual Reporling
Manual to the categaries reported in the Quality Report; and

« reading the documents.

A limited assurance engagement |s smaller in scope than a reasonable assurance engagement.
The nature, timing and extent of procedures fot gathering sufficient appropriate evidence are
deliberately limited relative to a reasonable assurance engagement,

Limitations

Mon-financial performance information is subject to more inherent limitations than financial
information, given the characteristics of the subject matter and the methods used for
determining such information.

The absence of a significant body of established practice on which to draw allows for the
selection of different, bul acceptable measurement technigues which can resull in materially
different measurements and can affect comparabllity. The precision of different measurement
technlgques may also vary, Furthermore, the nalure and methods used o delermine such
information, as well as the measurement criterla and the pracision of these criteria, may change
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over time. It is important to read the quality report in the context of the oriteria set out in the
NHS Foundation Trust Annual Reporting Manual and supporting guidance.

The scope of our assurance work has not included govemance over quality or the non-
mandated indicator, which was determined locally by Harrogate and District NHS Foundation
Trusl

Conclusion

Based on the results of our procedures, nothing has come to our attention that causes us to
believe that, for the year ended 31 March 2018

« the Qualily Report is not prepared in all material respects in line with the criterla set out in
the NHS Faoundation Trust Annual Reporting Manual and supparling guidance,

« the Quality Report is not consistent in all materlal respects with the sources specified |n the
Guidance; and

» the indicators in the Quality Report subject to imited assurance has not been reasonably
stated In ail material respecls in accordance with the NHS Foundation Trust Annual
Reporting Marnual and the six dimensions of data qualily set out in the Guidance,

KPMG LL P

KPMG LLP

Chartered Accountants
1, Soversign Square
Sovereign Street
Leeds

L.S1 4DA

25 May 2018
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If you require this document in an alternative language or format (such as Braille,
audiotape or large print), please contact our Patient Experience Team:
thepatientexperienceteam@hdft.nhs.uk or 01423 555499,

Electronic copies of this Quality Account can be obtained from our website
(www.hdft.nihs.uk). If you have any feedback or suggestions on how we could
improve our Quality Account, please do let us know by emailing
bulletin@hdft.nhs.uk.

www.hdft.nhs.uk
T: @HarrogateNHSFT
F. www.facebook.com/HarrogateDistrictNHS

Harrogate and District NHS Foundation Trust
Harrogate District Hospital

Lancaster Park Road

Harrogate

North Yorkshire

HG2 75X

01423 885959
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FOREWORD TO THE ACCOUNTS

HARRQGATE AND DISTRICT NHS FOUNDATION TRUST

The accounts for the year ended 21 March 2018 are set aut on the fellowing pages and comprise the
Consclidated Statement of Comprehansive Income, the Consolidated Statement of Financial Position, the
Consolidoted Etotement of Changes in Tax Payers' Equity, the Sonsolidoted Stotement of Cosh Flaws and the
Metas to the Consalidated Aceonnts.

The accounts have baan prepared by lha Hanogale and Dislrict NHS Faundalion Trusl in accordance with
paragraphs 24 and 25 of schedule ¥, to the MNatichal Health Service Act 2006 in the form in which NHS
Improvement, in exercise of the powers canferred on Manitar, the Indspendant Regulatar of NHE Foundatlon
Trusts, has, with the approval of HM Treasury, dirscted.

) &) ,
Signed: ......... {w}j\{ "(" , Oy Ros Tolcher - Chief Executive

Crate: 23 May 2018.

T |
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STATEMENT QOF THE CHIEF EXECUTIVE'S RESPONSIEILITIES AS THE ACCOUNTING OFFICER COF THE
HARROGATE AND DISTRICT NHS FOUNDATICON TRUST

The Mational Health Sarvice Act 2008 (NHS Act 2006 states that the Chief Executiva is the Atcounting Cificer of
the MH3 foundation trust. The relevant responsikilitizs of the Accounting Cfficer, including their responsibility for the
prapriety and reqularity of public financas for which they are answerable, and for the keeping of preper accounts,
are sel aut in the NHE Foundation Trust Accaunting Officers” Memorandum issoed by NHS Improvement.

MHS Improvemant, in exercise of the powers conferred cn Monrtcr by the NHS Act 2004, has given Accounts
Oirecticns which raguire Harragate and District NH= Foundation Trust to prepare for each financlal year a
skatement of accounts in tha form and on the basis required by Lhose Direclions. The accounts gra prepared an an
accruals basis and must give a true and fair view of the state of =ffairs of Harregate and District NHS Foundation
Trust and of its income and expenditure, total recognised gains and losses and cash flows for the financial year.

In preparing the accounts, the Accounting Officer iz required to comply with the requirements of the Department of
Health Group Accounting Manual and the NHS Foundation Trust Annual Reporting Manual in particular to;

+ ohserve the Accounts Direction issued by NHS Improvement, including the relevant aceounting and diselosure
requiremends, and apply suilable secounting palicies on a consistent basis;

= make judgements and estimates on a reasenabls basis,

« state whether applicable accounting standards as set out in the NHE Foundation Trust Annual Reparting Manual
and the Department of HMealth Group Accounting Manual have been followed, and disclose and explain any
material departures in the financial statements,

* assess lhe Group and MHS foundatian trust's ability to continue as a going concern, disclosing, a5 applicable,
matters related to going conceam: and

* use the gaing concern basis of ascounting unless they have been infarmed by the relevant naticnal body of the
intention to dissalve the MHS foundation trust without the transfer of its senvices to another public sector entily.

The Accounling OlMficer is responsible far kesping proper accounting recards, which disclose with reasonable
accuracy at any time the finangial position of the NHS foundation trust and to enable them to ansure that the
accounts comply with requirements cutlined in the above mantioned Act. The Accounting Chficer is also responsible
for safequarding the assets of the NHS foundation trust and hence for taking reasonable steps for the prevention
ant deteslion af fraud and other irregularilies.

Ta the bast of my knowledge and belief, | have praperly discharged the responsibilities set aut inthe MHS
Foundation Trust Accounting CHficers' Memorandum.

-
o>
- i - 4 -
Signed: ... s & Or Raos Tolcher - Chief Executive

QUL D e S
Date: 232 May 2018

Mape 1
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Inde
audl
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to the Council of Governors of Harrogate and District

NHS Foundation Trust

REPORT ON THE AUDIT OF THE FINANCIAL
STATEMENTS

1. QOur opinicn is unmodified

We have audited the financial staternents of
Harrogate and District MHS Foundation Trust ("the
Trust™) for the yeer ended 31 March 2018 which
camprise the Group and Trust Statements of
Comprehensive Income, Consolidated and Trust
Stataments of Firancizl Position, Consolidated and
Trust Statermnernts of Changes i TasdpayErs” Eguity,
Consclidated Statement of Cash Fows, and the
related notes, including the accounting policies in
nota 1,

In owre cpinion:

— 1he linancial stalaments give & tree and fair
view of the state of the Group and the |rust’s
affairs s at 31 darch 202 and of the Groop
and Trust's incoeme and cxpenditure for the year
then ended: and

— *he Group and he Trost's firancial statemants
have: bean properly preparad in accordance with
the Accounts Direction izsued under paragraphs
24 and 25 of Schedule ¥ of the Metional Health
Sanvice Act 2006, the NHS Foundatizn Trust
Annual Recorting Manual 200 7/18 and the
Departrment of | lealth Group Accounting Menual
201718,

Basiz for opinion

Wa conducted our audil in accordance with
Internationa’ Standargs an Auditing (UK (Y1548
(LKD" and applicabls lew. Our responsibilities are
described belne, YWe have fulfilled cur etrcal
resporsibilities under, and &z indopendent of the
Group in accordance with, UK ethical requirements
including <he FRC Finical Standard, Wea balisve that
the audit cvidence we have abteined is a sufficient
and aznropriate basis for our opinicn. .

Overviaw

Materiality: F4.005mm (20 7:64.006m)
Group financa'
atatemants as |

1.8% (2017 1.8%; of total

whala IN&ams
Coverage 1009 (201 7:100%) of [group
INEoTIE|
Risks of material misstatement vs 2017
Recurring risks  Vauation of Land and -
Zuildings
Recegnition of MHS el
Incomnc and
Rrooivablias
*YAodium to long tarmr i
fimanzial sustainability
Event driven Mewy: Accouncing tor &

and related disclasures
as o result of
implocmenting the
Altornative Servca
Moliverne hindal



2. Key audit matters: pur assessment of rizks of material misstatement

fooy it meptters are ttoas rartors that, inooor prolessional oddonens, were ol imost signilicenoes in the sudic ot the financial
siatoonts and include tre most significan| assessed s ol matarial misszatemant whetnes of nat due o traud? idensiFied by
s, insluzting thass which had the grastsst gllecl orcthe sverag | augic stratedy the al ecation ot rezadrces in the audit; and
dirnesing o effarts of tho ongagemenl leam. Thzse malless wers addressad in the cortaxt of our audis af the tinanszizl
strtirnnnts as &8 whale, and in Jare o ou opinicn hes2on, ane we 9o not rov'de a se2argle cpinizn on these maters. In
arriving at oo sudit apicior anove, tho key audil mallers, indecreasing ooder of audit signiticance, wess as falows.

Al of s key andit nattors reate [o the Groop and (e parent Trust.

The risle Chur responss

Waluation of Land and Buildings  Subjective valuation: Cur procedurcs reladed

(£83.3 millign: 2317: £85.7 milien)  Land end buildings sre nitia by

: —  Assessing e valuer's credentials; -
recognised at cost, Man-spociahsad 4

Wim rrsasart the calmPRTENNCR,

Sexlar wo Mete 1.8 ocaunting propety agscts in opomotichal uso arm i A

, ; i i o 1 ! fily
proney! i Nale 8.7 (fnandiz subsequantly msasured at curent yplue i.?q?: Dllﬂué;-ﬁtifgfntlrl-ta'ﬂﬁat'a extengl
digidoaios) in exisking use (EUYY Soacialised dszets g iue oL ie =

waluer 1o esry oul the valsalion

tnuch as haspirals) where & market value ! ]
abjestively s conr peenthy

is nat readily sscadmneble, sre

stibscrucntly rnzasured st fre —  Data comparisons | Ve agreec the
deprec ated replocomant cost (DR of @ Flcrral on proviced 1o the valuer by
rccern equivalent azset thet hes the Lhe Trasl o oadesving ecords o Lhe
s&me sesvice potential a% the cxisting FHS Eslale belu by Loe Tr0sL Lo
Lropery. i axsisy whelhz sl lard sro bondings
TN . .
Triusts mre respansible for ensuring e et beeigealLsd,
land arnd buildings aqs hekd &l Gar vams, — Benchmarking assumptions: \We
Suidanze from DA has suggesies Lhat critizally assessac the valuatizn
Trusts waically achimes this by methos a-d ke ressonsb eness ot
aerforming an annual roviess for the assamptions vsed by tha valuer
imoairmeant, a periodiz dos< top to arrive a7 the Snel veluations,;

valuation (weaally cyory thren sl so
afull valuztion (usually in five yoary
rtervals), The asset valuation and
irtipairment raviewy proccsses both usc
estimates and assumptions and
1m&ratore present a sigrificant risk to tac

— Cur sevtor experience; Ve
inmoacled the va'uzlion rTepor:,
tornns of engagement of, ond the
insirustions issued 10 tre veluer to
conlirm consisler oy with Lhe

Fudit. requirsmnnrts of the Gakd;
Thora is signilicant judgementinvelveg  —  Test of detail: W agiead ihe

in dotermerning e spproprate bes's viluer's repoct 1 tho financiil
I:El_]"-.l" or DRC for each assat Hc.:_;:.rdir*g staterernis to 353255 whether

to the degroe of specialisalion, as well valaatiom rueeernealy #re applisd
5 ovir tho assurprians mads i cosronthy nothing fekil mne st an
arriving at tng waluwstios individual asset el

[0 20167, the valua o land and — Test of detail: We tested matera
Buildings i Lhe financia! statements was st Lons and dispusa s during e
£5E 7. This consigsnd l37d value of WOET 0 S Ling coc e alios:
£3.1m snd building valuatior of £82 3m. incluing invoices; and

— Figtslal sle a ] e assessen wikllig
the irparmants anc reveluations hao
beeqcarrecty accounted Tor 0 line
il agplicable aceodnling slandards
anc 1 GARN.

|~ ling with Gakd, the Trusl has
undertaken a dosktop valuation of ils
land anc balgings during 201 4118, The
Truat comimunisated with thair valazr
regard g scope and timing o this
valual'om, whizh was compalataed by 31
fwarot 2008,

kPG



Assessing transparency;

Wo assassed the adaguacy of the
diszlosures abkout the Key
judgemnants and degree of astimnation
invobvad in arriving at the valuatian
ard the resated sensitivities

Methodolegy choice: We citically
asgcessen (he valuations of fand and
buildings subject to lease
arrangermens as part of the
Alternative Service Delivery Modsl
irmglementation

Methodology choice: YWa assessed
the appropriateness af lknd and
busildings valuations nat of VAT and
Pzhiarspiu g aplication ol suh
valuations within the financial
Statements.

MHS Income and Receivablas

INHS Incorne £184.9 millign; 2017:
£180.5 milion

iNHS Aeceivables: £14.7 milion;
2017 €135 millicn?.

Reler to Note 1.3 (Foeounting
policyr and Mota 3.1 and 131
(financial disciosuras)

Subjectlve estimate

O the Group's reperted total income,
£184.2 milion 201677, £180.5 milion)
carme from the provision of healthcare
senvices to the public under contracts
wilh MHE commissioners. This
represents BR% (201617 83% | of
incomc from activitigs.

The Group participates in the national
Agraement of Balances (A0E) exercise
far the purpose of ensuring thatl intra-
HHE balances are elimingted on the
consslidation of the Departiment of
Hezlth's resgurca scoounts. The Ani
exeroise identifies mismaiches batwesn
receivable and payeble balances
recognised by the Group and its
enrnmissioners, which will be resolved
aftar the date of approval of these
financial staternants. Far these financial
staternents the Group identifies the
specific cause, ard acecunts far the
expected fuiure rasolution, of each
individual difference. Mistrmatches can
ocour for 2 number of ressons, but the
rmaost significant.arisc wherz ;

o Anivity levels arg higher or lower
than planned and the Group s in
discussion with its commissionars
owel contract varations:

+ the Grovp and commissionsrs recornd
different accruals for completed
spells of healthcare which hawe not
wel been invoiced:

+ income relating to partialy
oompletad spalls of healthcars is
apportionad across the financial
waars and the cormimissionars and
the Group make different
aaperfionrment assurnpllons

« hereis a lack of agreement over
proposed contract penalties for sub-
standard performrmance.

YWhare there is a lack of agreermeant, mis-
rmatches can a'so be classified as formal
disputas and reforred to MHE England
Area Teams for reso’ution

Qur pr
datail:

opedures incasded the fo lowing Tests of

W inspectrd the informatior providen
b the Trust as part of the 207 718
A0B exercise ko agree that *t is
congistent with the infosmationin the
accounts covering both MHS incame
erok MHS recoivaklas

We identified any mismatches both
income and recehabias) with
Commissioners and ablained
axplanations far the mismatches;

We sreed any disputed NHS income
or receivabics te docurmentation which
suppartcd the Trust's estimates,
including contract docurnantation and
gvidenca of the achieverment of
recuired activity levels ar paftormance
MERsUres;

W sssassad whother any odjustrents
te balances agrecd with other NHS
arganisations had bean appropristely
reflected in tha aocounts; and

We agreed ahy accrued or deferred
incorne balances to suppening
documentation to confirm they had
been recorded appropriatesy; and

We agreed the receipt tre 5T=
monies, including the basis for
agresrment o Quarter 4 funding based
an relevant fimancial anc perfcrmance
maasuras, and canfirrred the
treatrnant is i line with guidance
from MHS Imprevement



Accounting for and ralatad
dizclasures as a rasult of -
implementing the Alternative
Eervica Belivery Mgdet [ASDM}

(F2.0 mill'on; 2017 FGmillizn;
Agfar to Note 1.2 {aceaunting

nolizyl and Mote 71 financial
disclosyras)

Accounting treatment

In Koverber 2017, 1ne final business
case was aooroved by ha Baard of
Dréctars to create an ASOM far tha
dezlwery ol the Trust's estatas and
Tacililies services trorm 1 March 2018
and a sunsickary comoany was created
to underteke this role.

T leases lhat have baen agrasd
bietwesn the Trast end the newly
trearad subsidiary needed 12 ba
correetly o Rssified 25 operating leases
anel shen sppropriately seecunted for
Tre classificatizn of lgases can involve
soificant ,udgernent,

The gacass to transfar statf from the
Trusl 1o Lhe neswly crested subsidiany
recuires complefengss and ddouracy in
makinig changes Lo payrall systeris =
thore s = dak il this process s rot
cormplele and agourats, erors in the
fikantiol s fataments may be Inide.

Clur procedures includsad

Ascounting analysis: We critiza'ly
assessed theo classification of .eases
and agoounting treatmenl appaied Lo
the assats.

Tests of details: \We pgroed the
change i1 payral axpenaiture
resuling from the transTor of sta’f
frem the 1rust ta the newly created
subsidiany.

Aszessing fransparency:

We nmanasnd the adeguany of the
disclasurcs abous the trensaclions
dusotiglad with the ASDK.

3. Ouwr applicetion of materiality and

an overview of the scope of our audlt e Ly

£4.008m (2017 £4.005m)

Total ingome.
£216.8m (2017 £217.8m}

Fateriality for the Group finane al statemer1s as 2
wholqwas set at 14,005 million (207617 £4.008
milicny, detarminad with refemnee to a benchrmark of

total income (of which if represents approgirmately
1.8% (2016117 1.B%]). Wa corsidor total incorme Lo be
mzre stable than a surplas- or deficit- related
banchmark.

MWialerialily [ar Live parent Trust's fingnoial staterments

£4.005m

Whals firancial
atzternents mateia iy
2077 e1.008m)

f4 m

Sance af materal -y at 2
carmponents (L00Fm-FLn)
AT 007 moto £4m;

4% # while wassel gt rillion 20187 £4 nllian,
determined with reference to a benchimark of tatal
incarne {of which iL redresents approsimaely 1.8%
2OVEEERN T _

We agrasd to repert to the Audit Comimittes any
carrected and uncarrectnd identificd misstatements
excaeding £G 20025 milion (201617:(£0.2002%
rrillicn, in additios to other dantified misstatcments

| Total insome
EGoJap rrateriality

Lhat warranted feaarting oo qualitat™s grounds.,

4 tha Gralip's 3 (2017 25 reporting earmipionents, we
subjacted 2 (2017 2} to full sgope audiks For gradg
OUrNoses.

Tha rermaining one repating comporent, noneg of
which indivicualy regresantad mora than 0.5% of amy
of iolal group revenue, growp profit osfore tox or total
graun assals. For the residual componant, we
peilormed analysis atan aggregated gooup ievel to ro-
BRATING OUF assessTent that there wera no significant
risks of maters! rrsslaterent within this componant..

0.2 m
hisstztemants eoortes 7o tho
audit commitzee (2017 LO.2m)

kb



4. Ve have nothing to report on going eoncern

We are regaired to report o you if we have concluded Lhat
the use ol the going concern besis of gocountma is
inappronciEle or chereis an undiscosed materizl ancerlain Ly
that may casl significsnt doubt over the use of bal basis Tor
a pericd ol al least twelve manths from he dale of spprowval
af the Tinancial staterments. We bave nothing o reporlin
these respecis.

We hlave nothing tu reporl on the olhier information
the Annual Report

The girgctors o respons:bie far the other infermatian
proscnoed in the Annual Hepot together witk the finangial
staternents. Cur opinicn on the thancial statenents dogs
nat cover the ather informatian and, sceordingly, we do not
exprass an audil cpinion or, except 85 explicisly smataed
aelow, any form of assurance conclasicn thercen,

Cur raspansikility is ta read the other intarmation and, ia
doing =0, considarwhetner, based on our financizl
statements audit vk, the information therein is malesdaly
ruisstaied or incensistent with the financial statoments or
our audit knowledze, Basad salaly an that werk wea hove
nat identified matarial misstaternants in the other
informaticn.

In aur apinios the otber informatior. meluded in tho Annual
Repoart {or the financial year is consistant with the f nangial
statomons,

Remunaraticn report

I cear opinizn the part of the remuneration reper: to bo
auditcd has baan proparly prepared in accordance witk the
MHS Foundetion rust &nnugl Reporting ddanual 201718,

Corporate governance disclosures

We are required to repat to you i

— o have idermified matarial incansistensizs between the
knowledge we acquired during adr financial statemsnts
audit and the directors’ steternent that they consider
that the annual reporl gnd 7inancial slalements taken as
a whola is Teir, balanved ard underslandable and
provides Lhe inforrmation necessary for stakeholders 1o
a55e5s Lhe Group's position zno perforrmanoe, business
rrodel and srategy; or

— the soct'on of the snneal repom descriong the work of
the Audit Committes does not appoopriately addrass
mattars communicated by us to the Audit Committes;
o

— the Annugl Gowernanoe Slaternent does not rellecl Lhe
diselzsure reguiraraents set out in the NHA Foundatian
Trust Annual Reporting MManual 2017178, is mislesding
or s gt consistent with cur knowledne of the Group
and othar infornatiaon of which ws are aware from cur
audit of the finansial staternans.

We have nathing to repor in these respects,

Raspective respansibllities

Anuourting Officer’s responsibilites, As explained morz
fully inthe statorrent oo pege 2 the Accounting CHficor s
rosponsikle Tor; the preparaticon of financial staternents that
give a true and fair view: such internal control as they
claterming is necessery Lo enab'e the preoaration of
financia, statermenls thal sre Trea liom malerial
rmisstaternert, whelher dus Lo fraud or @rrar; assessing the
Group and parenl Trusl's abilfly Lo conlinue as a going
cancers, disclosing, as anplicsble, matlars relalad Lo geing
concern; and cEing Lhe going concem ozs's ol #eosuning
unless they bave beeqinformed by e ralevant natioral
body of the inlentizn

kb6

to dissolve the Graop and parent Trust without the ra-ster
ol ils services to ancther public sectar entty,

Anditor's responsibilitias

Qur chjcctives are to obtein regsorabls assurence about
winzther the financial staterments as a who-e are free trom
matarizl nisstatement, whether dug to raod or @rror, and
to issue cur apinion it an auditcr's e, Reasanatie
assJrance is a high level of assurance, bul doss nal
guarantes that sr audil condosen in sooordances vwilh 545
ED well alywayws delsecl a rmsteral misstatement when it
exisls. Misslalements csn anse fron fraud or error and arn
consinersd matenal if, indivicually orin agoregate, they
cauld reasorably be expected 1o irfuence the ecanomic
dacisicns o users taken an tha basis of the Yinansial
Statermeants.

Mo doseeipticn of our rozpansikilitios is providad ontho
FACs websto st wew o, oroukfauditorsrasoonshilities

REPORT ON OTHER LEGAL AND REGULATORY
MATTERS

We have nothing to report on the statutary reporting
matters

W gre requircd by Schodule 2 o the Code of Audit
Fractice issued oy the Comaotroller and Auditer General i'ths
Coda of Audit Prectice’l to repart to you il

— any repodds Lo e requlstior heve boon mado odor
Sehedule 1048 of the Mational Health Scrvics Act 200E.

— any matters hews bean reported in the public interast
under Schacluls 1203} of the Mational |ealth Service Act
2008 in the course of, ar ar the and of the audir.

W have nothing to reporl in Lhese respecls.

Wz have nothing to report in respect of our work on
the Trust’s arrangements for securlng economy,
efficiency and effectiven=ss in the use of resources

Undes the Code of Audit Prectics we are roquircd to reper
Lo sl if the Trust hes net rmace proper arangemeant for
senuring economy, ooicicney and erfectiveness in the Lse
af resnLregs.,

"“We heva nothing to reportin this resoest

Respective responsibilities in respact of our reviews of
arrangements for securing economy, efficiency and
cifoctivansss in the use of resources

The Truslis responstile for putting in place propor
arrangements for securing cconanmy, etfcigncy and
effectivenass 'nthe use o' resourcas. .

Under Section £201) ard Scheduls 10 paragraph 13, ef tho
Maticnal Health Service Act 2006 wi haveo @ nuty to satis™y

curselves ihat the Truss nas madc proper ar-angemants far
sacuring economy, cificiercy and effactivenass in tne use

of resoiurcos.

YWa ara ot reguined to considern, nor have we cansiderer!,
whather all aspects of the Trusl's arrangemenls lor
securing ecanamy, elfiziency and effective-ess in the uso
O resourees are oneialking effectivaly.

Wile hawer Lndertaken our revicw in accordance wizh t-o
Code af Audit Practics, having regarc w toe specified
criverion issLed oy the Comptrallar anc Auditer General
TC&AG)In Nowember 2017, ag to woather the [rust hed
proper grrangements to cnsuns it ook propery i forned
decisizns and dep'oyed roeources o ackicvo nlaneco acd
susta radle pueomes for taxpayors ard lacal poopls, Wie
plaanaed sur weerk in accordzres witt cbo Dode of Aoad't
Practice and realed quidanoe. Sased on ourr s<
BEEESSMANT, we underlook such work 85 we coensidsrsd

T tatal -1 1. 1



Repar: an our review of the adequacy of arrangements for securing conomy, efficiency and effectiveness in the wss of
FaLCLUTCes

W are reguired by ouidanea [ssued by the CEAS undsr Paragrsph 9 57 Sohedule B to the Loce Audit and Accountakelizy Act
2014 1 smpnn an fowy alr work addmssacd any dentifind sigmificant risks to owr conclusicn on tha adeguacy of the Trust's
arrmngemants to seoure séangmy, #ifitioncy ond eflectiveness in the use of résources, Thé 'risk’ ir this case is the Tisk that
we could carme to sn incomact conclusion in reepest of the Trust's arrengements, cather than the risk of the arengefnants
thamsalas belng madaquale.

W carmy out & risk assessment 1o determine the nature and extest of further wiark that may be required. Our risk assessmen:
includas considerat'on or the significence of bugiess ard aserational risks facing the Trust, insotar as they relale o 'prope;
ATEAGEr =0T THis incloges seeior gik Grodiisalion vl sk Jnd drdws or delgvanl tostand pecfarmance nlommalion gs
appropriste, as well as the resulls of eviews by inspactaraies, review agencies and other ralevant bod'as.

he significent risks identificd during cur risk asscssment aro sct out belew together viith the findings from the work wea
carried aut on-sach arga,

The risl Our rasponse and lindings
Medtum to long term financial sustainabifity: Our protedures inplided:

- There are a numabor of risks asscciatad with thersecior  — Critical assessmient.of how the Trust has engaged with
and Trust's financial postion, whish rrake medium to key stakeholdars: W critically assassad how this Tresl
ton tearns financial sustoinability @ risk for the Trust, warks with key stakeholdars te plan for medivim to lkng teom
Sproitizaly there are risks relating ts tha Trust's Tinancigl susteinailiiy

arrangemerts to; .
& — Gritical assessment of the Trust's Cost Improvement

- wiork wilh key stakeholders; and Programme: \We assessed the arrangements the Trust has in
place to identify, develop, manage, monitor and deliver
recurrent cost imarcvermneants which bave been ider tified and
incarporated into the finandial plans tor 201813,

- manage cost imEroverient prans.

Ouwr findings on this risk area:

Tha Trust iz now part of various regicnal grouaswhich aro
focused onworking In partnarship, The Trust's Strategic Plan
2014-18 provides datail of how the Trust will work with its
aartners to heip moat the sustainablity chalengos which the
Trust gand wider health economy faca, Furthermere, during the
vizar the Trust became a founding rmermbar of the Provider
Collanorative which includes representatives from relevant
rafional stakeholdars and is focusec on developing & new
co'laborative modal for cara,

The Trust has agrcd a plan surplus of £5.7m for the 2018015
financial voar, which includas £5.2m of STF income and is
pradicatod on the achisvernent of a challanging CIF target of
£10.2rmr, A further £0.5m is to be cdded to this target 95 0
racagnition of some of the planning pressures Seing faced in
201819, howsrver, this wili need 1o ba considered further
depanding on cost pressures and senvice developments. Whilst
thid ia chaellenging target, the Troat hes risk edjusted plars in
place.

The Trust works on delivaring these targots through its
goverrance end manttaring structures. Monitoring of
performance against thoso plans is undertaken as padt of the
mcnthly finance and astivity mestizgs with eash dirsctorate, The
Board glso receives a monthly report from the Financa Directar
oh fnancial performanca in its entirety supported by a quarterly
report specificelly an the schisvemant against the CIP.

The Trust's approach t CIF defivery is doivan by the Clirieal
Transtormarticn Beard (TR and Busness Cevalopment Stralegy
supporiing Girectorates 1o deliver Cost Irmpriovements [CIPs )

We cancluded that the Trust had sdeouals arrangements in place
o deliver meadium to leng 1esm Cnencia suslainability.
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THE PURPGSE OF QLR AUDIT WCRK AND TO WHOM
WE OWE OUR RESPONSIBILITIES

This report is made solely to the Council of Gowermars of
tha Trust, as & body, in accordance wilh Schedule 10 of the
MNational Health Service Agl 2008 and {he tarrs of our
angagement by tha Trusl, Our audit work has been
undertaken so that we might state to the Cowngil af
Gowernors of the Trust, as a body, thase matters we arc
required to state to therm in an auditor's report, and the
Turther mattors we are recuired to state to shamin
accordance with the terms agreed weith the Trust, and tor
na other purpase. Ta the fullest exlent permmitied by lawe,
wie do nat accept or assume respansibiliy 2o amyone other
than the Counell of Cavernors of the Trust, as a body, for
aur sudit werk, for this repom, or far the opiniors we have
farmed,

CERTIFICATE OF COMPLETION CF THE AUDIT

W'e cerify that we have completer the audit of the
aocounts of Flarrogale and District NI S Tourdation Trust in
aoccrdance with the requiraments of Schedula 10 of the
MNational Hzalth Service Act 2008 and the Code of Audit
Practice issued by the Mational Audit Office.

DhA,

Rashpal Khangura
for and on bahalf of KPMG LLP [Statutory Auditor)

Chartered Acoouniants
1, Bovereign Square
Saversgign Strect
Leeds )

L5171 404,

2h May 208
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Annual Governance Statement 2017113
Scopa of responsibility

&g Accounting Cfficer, | have respansibility for maintaining a sound system of internal caontrel that supparts the
achievement of the NHS Foundation Trust's policies, aims and objectives, whilst safeguarding the public funds
and depantmental asseta for which | am personally responsible, in accordance with the responsibilities assignad to
me. | am alza responsible lar ensuring that the NHS Foundation Trust is administered prudently and econamically
and that resources are applied llicienly and effectively. | also acknowledge my responsibilities as= set out intha
MHE Foundalion Tres! Accounting Officer Mamorandum

The purpose of the system of internal contrel

The system of internal contral is designed to manage risk ta a reasonable level ralher than 1o eliminale all risk of
failure to achieve policies, aims and obiactivas; it can lherefare anly provide reasanable and not absolute
assurance of effectiveness. The systam of intermal cantrol is based an an angeing process desighed to identify
and pricritise the risks to the achisvement of the policies, aims and objectives of Harrogate and District MHS
Foundation Trust, to evaluate the likelihood of those risks being realised and the impact should they be realisad,
and to manage them efficiently, affactively and ecanomically. The system af inkemal control has been in place in
Harrogate and District NHE Foundation Trust Tar the year ended 31 March 2018 and up to the date of approval of
the annual report and acoounts.

Capacity to handle risk

As Accounting Officer, supponed by Board members, | have responsibility for the integration of governance
systems, | have delegated executive lead Lo Ihe Chief Murse and Medical Director far the implementation of
integrated govarnance and risk management.

The Board of Directars reccgnises that sk managament is an integral part of good managemeant practice and to
be most effective should be par of the Trost’s colture. The Board is, therefore, committed to ensuring that risk
management forms an integral part of Its philosophy, practices and businezs plans rather than viswed or practised
a5 g separate pragramme and that responsibility for its implementation is accepted at all levels of the
prganisalian.

The Brard acknowledges that the provision of appropriale raining is central o the achisvernent of this aim. Staff
are appropriataly trained and supperted in incident repotting, carnying out risk assessmeants, mitigating risk and
maintaining risk ragisters. Directors and departmental managers ensure that all staff, including those promoted or
acting up. the Board Directors, contraclors, [oeum, aganey of bank staff, undergo corporate and specific local
inductian training appropriate Lo their area including risk managemsent, incident reparting and hazard recognition
training. An angaing lraining programme has been developed based on a training needs analysis of staff. The
pragramme inchudes Tormal lraining for:

*  Staff in dealing with specific everyday risks, e.g. basic risk management information including an overview of
patienl safety, incident reparting and investigation. complaints investigation and development of measures to
impraove patient experience, fire safety, infarmation governance, health and safety, moving and handling,
infaction carntrol, and secwity: and

*  Spacific staff involved in the maintenance of risk registers at directorate and department level, investigation
and rogt cause analysis, lhe investigation of serious incidents (S1s) and risk assessment for health and
safaly,

The Trust's human resources department manitors all mandatary and essential training and reports directly to the
Baoard of Directors. Completion of training i= included in staff pefarmance manitoring, appraisals and revalidation.
This process has baen strengthened by linking pay progression to the completion of essential and mandatary
raining.

Employess, contractars and agency staff are required 1o repart all incidents and cobcems and this is closely
manitared. The Trust supports an “open” culture, meaning thal we are apen with sarvice users, carers and staff
when things go wrong. A significant emphasis is placed upen ensuring that we comply with the reguirements of
the statutary duty of candour that came inte force on 27 Navember 2044, This follows the introduction of a number
af new standards that MHS boards need o comply with including not coly duty of candaur, but arsa the fit and
proper person's test and improving openness and transparency. The Board receives regular updates to ensure
compliancs in these areas.
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Guidanee on reporting incidenls on Datix, grading of incidents, risk assessment, risk registers, undertaking roat
tause analysis and statemeant writing, iz avaifahle far stall on the Trust intranet,

The Trust also supparts a ‘leaming” culture, Aand we share and embed [aarning from incidents followdng an
chjective investigation ar review. We recognise the importance of human facters prometing safety and in the
genesis of incidents. In addition, the Trust seaks to identify and share good praclice within Ihe grganisation. This
happens at Board and directarate levet through various mechanisms including feedback from patient safaty visits
and director inspections and maonthly "Making a Difference” awards far staff. Mational guidelines and standards
that relate to good practice are shared and there are processes in place te ensure action plans to implement
recommeandations are developed and monitered to completion.

The Trusl has appaintad 1 Freadom ta Speak Up Guardian whe repars to the Board on 2 six-monthly basis. This
pravidas the Board with an opportunity to reflact on themes and learning identifizd by the Guardian. During the
year Intemal Audit completed a review of the Trust's Freedom to Speak Up amangements and found significant
assurance lhat ellective processes are in place 1o enable =lafl ta ralse a cancern and whistte blow in accordance
with the findings of the 'Freedom to Speak Up' report.

A review of guality and equality impact assessments by Internal Audit during 2017/13 revealed weaknesses in the
qualily irmpacl assessmenl ol Cost mprovemsnl Progiaimes (CIPs) and Financial Recovery Plan {FRP)
schemes. The associaled risks have bean recognised on the corporate risk register and additional contrals ara
being established, It has been agreed that in future the Quality Committee will have increased scrutiny of the
quality impact assessment process.

The risk and control frameweork

The key objeclives regarding risk and control are o achigve:

Compliance with external reguiatory and other standards for quality, governance and risk including Care
Cuality Commission fundamental standards and regufations;

A culiure of effective risk management at all levels of the arganization;

*  Delivery of the Trust's strateqic aims and objectives; and

* A rabust framawork o ensdre all conlrels and mitigation of Fisks are in place and operating, and can provide
assurance to the Brard of Birectors on all areas of governance being;

- LCorporate governance.
Cluality governance,
Clinical governance,
- Financigf governance,
- Risk managemeant.
- Infarmation governance including data security
Reseaich governance.
Clinical effectiveness and audit.
- Porformance governancs,

The Trust has a syslerm of integrated govemance desoribed in the Risk Managemerd Palicy.

Risk identification and assessment is the procees that enables the Trust to understand the range of risks faced,
the level af ability 1o cantrod hese risks, their likeliheod of ceccurrence and their petential impacts, Risk assessment
t5 @ continuous process with risks assessed at ward, team and department leval in line with risk assessment
guidance. This is carrizd out proactively as part of the health and safety processes as well as reactively when risks
are identified from incidants, complaints, local reviews, patient feedback. eto.

Risks are scored bazed on the likelihood of the risk materialising (scare 1-5) multiplied by lhe impact ar
conscquonge of that risk [scorc 1-5). The risk searing matrix cvalustes the lovel of sk az low (1-3), madium {6-
10} or high (12-25), and therefors the prioty for action, and must be used far all risk scoring within the Trust in
order to ensure a consistent and standardized approach. This allows the crganisation to gain an appreciation of
the magnilude of each risk, settargets far improvement based an its risk appestite, and track progress against an
agresd, timed acticn plan. The Board of Directors decides whal level of risk is reparted ta tham, The threshold is a
risk scare of 12,
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Rizks ara recorded in lhae health and safety control books and in risk reqgisters. A risk register is a specific toal for
recording and managing risk in a standard format {0 allow comparison and aggragaticn. Taking cach risk in lurn,
the risk regisler records the centrols {the things we do to mitigate that risk} already in place, the ariginal risk score
aind the current risk score based an thase cenlrals. Gaps in controls can then be identified and actions agreed to
clase these gaps. Targets bazed an an acceptable fevel of risk can be agreed, and progresz towards achiaving Lhe
targct risk score can be tracked. Assurances (the evidence that contrals are effective} are also recarded.

The identification and management of risk as cemmunicated in risk registers aids decision-making and resource
pricritisation. It produces proper information by which the Trust can reassure the public, patienls and slakehaolders
that it is effeciive and effizient and delivering the objectives of the organisation.

Risk assessment and managamant is addressad using risk registers at four levels forass the Trust:
a. Departmental

Risk assessments are carfed cuk routinely as part of the health and safety process a5 well as ram ineldents,
complaints, local reviews, patient feedback and information contained in relevant quality, safaty, workforce and
financial dashboards, The departmental risk regisiers will reflect these rizk assessments, including all residual
medlurm and high risks fram the health and safety control baoks.

It is the responsihility of directorate leads for gavemance ta review and where appropriate, challenge scores applied
to risks on departmental registars at least guarterly. All rizks that are scored 9 ar above on departmental risk
registors are escalated to direclorale risk registers.

k. Directorate

The directarate risk registers and corperate functions nsk regislers are key management tools which are scrutinised
manthly wilhin management meetings te ensure effective ovarsight of sk management. Clinical Directers,
Operational Diractars, Corporate Directors and Deputy Directors are respensible for the risk registers,

The directorate risk register will reflect depatmental risk regislers where relevant by including risks that are scored
8 or above af farm a trend across more than one departmental registar, At this leval risk assessment is performed
alongside objactive setting and business planning.

Allrisks that are scored 12 or more will be dizcussed al the Corporale Rlsk Review Group, together with any ather
risks that the risk register owner is concerned about.

. Corporate

The corporate risk register is a live document, reviewsd and updated as circumstances change, new risks arise and
established risks are treated, Risks are escalated up io the corporate sk register, ar back down to clinical
diractorate or carporate functions risk reqisters, basad on the agreed thrashald of 12 for designating corparate risk.

[l therelare idenlifies key aorganisational risks. The corporate risk register is reviewed at the Corporate Risk Revicw
Group every month, with a focus an progress ol aclions to achieve the target risk score for existing risks. Risks
from clinical directorate and corporate functions risk registers are discussed and will be included an the carporate
risk register if the agreed risk score is 12 or more.

The Seniar Management Team, chaired by tha Chigf Executive Officer, reviews |he updaled carporale risk register
angd a reporn fram the Corporate Rizk Review Group every menth, The Audit Committee also receives an update
from the Corporate Risk Review Group at each mesting and the Board of Directars receive an update each month,
and a more detailed report together with the complete carporate risk registar on a quarterly hasis.

d. Board Assurance Frameweork

The Board Assurance Framewark {BAF) is an essenlial tool which brings together the key strategic objectives, the
requirements of licensing and regulatory bodies and provides detail and assurance on the systems of contral which
underpin delivery of the strategic abjectives. It offers visible assurance on the Board's overall governance
respansikillies.

[Heere 14



Harrogate and District MHS Foundalan Trusl - Consoiidated Financial Statements 31 March 2078

The BAF brings together all of the essential elements for achieving the Trusts geals and ambitions, and of
maintaining regulatory compliance and compliance with the Foundation Trust Licence. It systamatically evaluates
the risks to achieving thase. |t asks:

* What are the things we have agreed as strateqic priarities?

*  What ara the essential prerequisites to confidently malntaining regulatory cormpliancea?

*  What are the essential pierequisites for compliance with the terms of our Foundation Trust Licence?
*  Whal ara the risks to these prerequisites?

Taking sach rizk in turn, the BAF records the cantrols and the assurances already in place. Gaps in cantrals and
assurances can then be identilied and actions agreed o clese the gaps. By focusing on gaps in coentrels and
assurances, the Board can be confident that all necessary steps are being taken to assure delivery af the Trusl's
owvearall cbjectives and obligations ag above, and that resources can be allocatad in the right place. The BAF isa
ive document which is reviewed by Executive Directors on & manthly basis. The Audit Committee also receives
regular updates on the BAF and the Board of Directars receive an update each monlh, and a more detailed report
together with the complete BAF on a quarterly basis.

The risks on the corporale risk register for 201718 and going forward relate to the:

. Rizsk to the quality of zervice delivery in Medicine due to gaps in rotas following the Deanary allocation
FIFDE-ESE:

*  Rizk to service delivery dus o the lack of experienced registered nursez dues ta natianal lakour markat
shortage,

*  Capacity to suppart Uimely dischargs for community ready patients;

*  Risk of financial deficit and impact on service delivery due to failure o deliver the Trust's annual plan by
having excess expenditure or a shortfall in income:

*  Risk of patient harm az a result of being lost to follow-up 2= a result of current processes;

*  Risk of patient harm as a result of boing [ost to fallow-up a5 a result of historic pracesses;

. Risk to provision of service and not achieving naticnal standards in cardiclogy due to potential for laboratary
equipment breaking dawr,

*  Rizk to patient safety, quality, experience, reputatian, staff well-being due ta reduced capacity in the
Community care teams,

*  Rizk to quality of care due 1o lack of capacity in the acute and community servieas to meet anticipated
increased demand during winter manths;

) Risk of inadequate antenatal care and patients being lost to follow up due to inconsistent process for
monilaring attendance at routine antenatal appeintments in the community;

*  Rizk to servica dalivory dues (o faillure ta have sufficient cash ta suppord the capital programme including
replacerment of equiprment dug to delay in payment fram commissicners or shorfall in delivering the financial
planm,

*  Risk of harm to the quality of the service due te slaff shortages in ophthalmology elinics.

During 201718 the slralegie risks identified on the BAF included risk of:

= Lack of meadical, nursing and clinical staff;

*  High lgvels of fraity in local papulation,

*  Failure to learn from feedback and incidents;

- Standards of care and the organisation’'s reputation for quaiity fall because quality does not have a sufficient
pricrity in the Trust;

. Failure to deliver integrated maodels of care;

- Misatignment of slrategic plans,

- Zarvice sustainability;

- Failure to deliver the Cparational Plan;

*  DBreaching the terms of the Trust's Licence to operate from MHS Improvement,

- Exlarnal funding constraints,

. Lack of fit for purposs critical infrastruciure; and

. Insufficient senior leadership capacity.
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[n 201718 the Board of Directors ensured that detailed controls were in place to mitigate risks and support
assurance. The Board of Directors will ensure going forward that detailed controls will continue 10 be in place 10
supporl assurance and mitigate risks. All risks, miligallon and progress against aclions are monitored formally al
directarata, corporate and board level every manth,

The quality of performancs infermation is the respensibility of the Senier Infarmation Risk Cwnar (SHROY whao
chairs the Data and Informaticn Govemance Steering Group and advises the Board of Directars on the
effectiveness of information risk management across the organisation. In addition, the quality of performance
information is tested by both Internal and Exiernal Audit within their planned prograrmmes af wark.

The Trust has put in place due processes to ensure Information governance and daka security in accordanse with
natfonal recommendations led by the Senior Infarmation Risk Cwner at Board level. The Infarmation Governanca
Taslkil return is farmally appraved by the Baard of Directars prior io submisslon. During 2017/18 the Trust has
undertaken robust preparations for implementation af the new General Diata Protection Regulations from May
2018,

The Trust has an Integrated Board Report (IBR) which triangulates key information metrics covering quality,
warkforce, finance and efficiency and operational performance, presenting trends aver time to enable identification
al impravemenis and deletiarallons. The reporl cumrently includes 46 RAG {red, amber, gresn] rated Indlcalors of
which 17 relate to quality, 18 to finance and efficiency and 13 to operaticnal pefarmancea,

In additizn thera is a quality dashboard which has additional quality indicatars at Trust level and at ward level,

The IBR is available to each Board meealing and meelings of the Coundll of Governers, and Lhis and the qualily
dashhoard ara reviewed by the Guality Commitiea and are available to each of the steering groups respansible for
lzading work to ensure compliance with CQC standards,

In addition there are regular director inspections and patkent safety visits which provide assurance on quality and
compliance with CQC standards.

Internal Audit most recently assessed compliance with Moniter's Licence conditicns in Movember 2014 and with
COC fitness to reqister in 2018 and gave significant assurance for both. The Audit Committee reviews the
evidance far compliance with CQC registration reguirements annually.

Frincipal risks to compliance with the NHS Provider Licence Section & — MHS Foundation Trust Condition 4 [FT
governance) relats to

* Effectivenass of governance structures,

o Respansibilities of directors and subcormmillees,

Ll Repoarting lines and accountabilities betwesn the board, subcommitteas and executive team;

* Submission of timaly and aceurate information to assess risks to compliance with Trusts licence;
*  Degree and rigour of oversight the Baard has over Trusl performance.

There are na signiflicant risks thal have been identified o complianes with the NHS Foundation Trust Licence
Cendition 4 (FT governance). The Trust ensures compliance with the requiremsants of the Provider Licence in its
entirety via annual and in-year submissicn as required by NHS Improvement's Single Gversight Framewerk.
These submizsions include detailed information on financial performance, plans and forecasls, and third party
infarmation, in grder o assess the sk to continuity of services and gavernance.

Thiz Annual Govarmnance Statement alse provides an cutline of the structures and mechanisms that the Trust has
in place to maintain 8 sound system of governance and internal contral to meet the requirement of the Licence
Caonditicn 4, Sectich §. It takes assurance from these structures as well as feedback from Internal and External
Audit and alher inlemal and exlernal stakebalders regarding the robusthess of these govarnance structures.
These sams mechanizms are wsed by the Board 10 ensure the validity of the annual Corperate Govemanco
Staternent,

In arder to mitigate the risks to compliance with Monitor's Licence Condition 4, the Trust has in place a well
defined governance framawork with clear accountability and reporting to ensure integrated governance, to defiver
the Trusls objectives and to provide assurance to the Board of Directors.
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In 2015 staff from across the arganisation participated in a raptd process improvement review of guality
gavernance simcluras and praccsses. The outcome was a well-defined frameawork of commilizes and groups
with elear accountahbility and reparting to ensure integrated governance. to deliver the Trusts abjectives and e
provide assurance to the Board of Girectors, Quality of patient care is at the heart of this framewark,

Exacutive directors, non-executive directors, governors and othar stakeholders are key participators in many of
the Trust's committess.

Curing 2017418 the Board completed a self-assessment against MHS Improvement's well led framework far
govemance reviews. The self-assessment drew upen an independent review of the well led framework which was
cempletad in 2015, The independant {extainal) review noted 8 number of areas of strength and good practice
Including:

* A board which was composed of high calibre individuals from a broad spectrum of backgrounds which were
obzerved ta bring insightiut challenge and debate to all aspects of the Trust's business;

*  Clear processes for halding peaple to account for dalivery which were widely considorad by tha warkfarce fo
he effective in practice;

" Robust succession planning which iz in place several lers balow executive lavel: and

* The leslering of a posilive sullure within e Trusl, wilh yood gngagesrngnd oo Ue wider worklooeg in e
succass and sustainability of the arganisation.

Meither the self-assessment nor the external review highlighted any material aress of concern in relation to the
board and the governance arrangements in place at the Trust. Current areas identified for further progress and
impravement include:

*  Development of a Patient and Public Paticipation Strategy for the Trust;
*  Further work to cascade and embed Sirategic Key Performance Indicators wilhin direslorates.

Yi'ork has been underaken la address thess recommendations.

The Trust was hspected by the Care Quality Commizsion [CGC) as part of its routine programvme of inspections
in February 2016. The Trust and Hamogate District Hespital were given a rating of "good" overall. Harragate
District Hespital, Community Services and the Trust wers rated as "sutstanding” for the caring doemain, and four
individual services were rated as "ocutstanding”, Improvements identified by the COC formed the bazis of a trust-
wide action plan which is almost completa,

During 201718 the executive team completed a self-assessment against the CQC's well led framewark. This
identified all key lines of enquiry as 'outstanding' or 'good’, with ane aspect (are the people who use services, the
public, staff and external partners engaged and involved to suppart high-guality suslainable sarvices) assessed as
‘requires improvermnent’. Work is cngoing to further strengthen the Trust's arrangements for patient and public
participation.

The Board of Directors is responzible for exercising all of the powers of the Trust; however, it has the aptian to
delegate lhese powers la semiar managemeant and othar committees. Tha Board:

*  sels the strategle direction for the Trust,

*  allocates resowrces,

*  manitors performance against organisational objectives;

*  ansures that clinical services are safe, af a high gquality, patient-focused and affective,

*  ensures high standards of clinical and corporata governance; and

*  along with the Council af Governors, engages mambears and stakeholders to ensure effective dialogue with
the communities it serves.

The Board is also responsible for ensuring that the Trust exercises its functions effectively, efficiently and
econamically and that compliance with the Trust's Licence; and Censtitution are maintained.

Buring 201718 there have been five farmally canstituted committees of the Board; the Audit Committee, the
Cuality Commities, the Meminalion Committee, the Remuneration Committee and the Finance Committee.
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The Audit Conunittes

Four Moen-Executive Directors compnse the Auodil Commitiee, and ane of these is the Chair. The Deputy Chlaf
Execulive/Finance Director Deputy Directar of Governance and Company Secretary have a standing invitation to
meetings and lhe Chiel Executive attends cne meeting par year, when considearing the annual report and accounts
and annual govemance statement. Other Executive Directors attend mectings when the Commilles is discussing
areas of risk or operations that are the respansibility of those individual Chrectors,

The key responsibilities of the Audil Cammittee are to review the establishment and maintenance of an effective
system of integrated governance, risk managament and intarnal contral, across the whele of the organisation’s
aclivibas (ball chrical and non-clinical), that suppeotts the achisvement of the organisation's eblaatlves. The
Conmilles gnsures hat thers is an effective Intemal Audit fimection that meals mandalory NHE Internal Audit
Standards. Internal Audit's primary rale 1s ta provide an opinion and a=surance on the adequacy and effectiveness
of the systams of intermal control and provides appropriate indapendent assurance to the Audit Gommittes. Chief
Executive and Board. The Committee also reviews the work and findings of the Exlernal Auditors appaintad by the
Council of Governors and considers the implications and management's responses to their work. The Audit
Committes receives reports fram Internal and External Audit, the Quality Commitiee and the Corporate Risk
Review Group which enable it to provide independent assurance oh governance and contrels to the Board, This
also enables tiangulation of key issues to enhance the Board and Sommitico's oversight and assurance role, The
annual audit plans for Internal Audit are approved by the Audit Committee and are pricritised to focus on areas of
tisk and concern. Governor reprasentatives aitend the Audit Committes as chservers,

The Qwality Committes

The Quality Commiltes is the primary mechanism by which the Board gains assurance regarding the safety and
guality of servicas, It i= chaired by a Non-Executive Directar, and the Chairman {on an inlerim basls until a naw
Man-Executive Dircotor is appointed in May 2018) and ono cthor Mon-Executive Directer (whe is aleo a mamber of
the Audit Committes) are members. There is semor representation from the clinical directorates and corparate
furctions including the Chief Nurse, Director of Workforca and Organisational Develapment, Chief Operating
Officer, Clinical Directors, Deputy Medical Director, Deputy Director of Governance and Head al Risk
Managament. On behalf of the Beard, it seeks assurance on the systems and processzes in place ta deliver high
quality care and pravides scrutiny of the outcomes al these systems and processas in relation to guality, |t also
provides direclion regarding the delivery of the Trusts qualily improvement prisritizs and strategic objectives in
respact of quality, and provides oversight and seeks assurance on regulatory compliance. The annual clinical audit
nlans are approved and manitored by the Quality Committee. Governar raprescntatives attend the Cuality
Committes as obzervers,

The Finance Committes

During 2017118 the key respansibilities of the Finance Committes were Lo ansure appropriate oversight of strategic
financial planning by scrutinising the development of the Trust's financial and commercial strategy; the
assumptions and mathadology used in developing the strategy; recommending to the Board the five year financial
plar and two year operational financial plan; and snsuring appropriate dus diligence is undaraken in relation to
any significant transaclions. The Committes also provides assurance to the Beard an in-year financial
perfarmance, including budget setting and progress against cost improvement plans. The Cammittes s comprised
of three Mon-Exacotive Directors. one of whom is Ihe Chair. The Depoty Chief ExecutiveFinance Cirector, Chigf
Operating Oificer and Deputy Finance Director also attend 2ach mesting, and cthar Trust representatives may be
requestad to attend to discuss particular items. Governor representatives alland the Finance Committes as
abservers.

Thz Remunegration Committes

The key respansibilitizs of the Remuneration Cammilles is to make recommendations to the Board on the
remuncration, alowanees and terms of service for the Executive Direclors, to ensure that they are fairly rewarded
far their individual contributian 1o the arganisation, having proper regard e the organisalion's circumstances and
performance, as well as the naticnal positioh of the NHS az a whele. The Committes is comprized of the Trust's
Chairman and all other Mon-Executive Cirectars. The Chief Exacutive and Girector of Warkforce and
Orgamsational Developmeant attend far part of the meeting. by invitation and in an advisary capacily,
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The Momination Committes

The key responsibilitizs of the Nemination Committes is to review and apprave job descriptions and person
specifications [or each Executive Direclar, including consideration of lhe knowkedge, skills and experience
required far each post. taking into account the needs of the Board az a whale, Tha Committee approves tha
process and arrangements for the recruitment, selection and sppointment of the Executive Directars. The
Committee s comprised of the Chairman and all ather Non-Executive Directars for the purposes of the
appointmenl of \he Chief Executive. For Llhe purposes of the appeintmenl of other Execulive Directars, il is
camprised of the Chaimman, all the Non-Executive Directars and the Chisf Executive.

The Senior Managemenl Toam

The Seniar Management Team meeting is the principal forum for ensuring and assuring the delivery of the Trust's
business, including annual operating and financial plans. |t exists to ensure that the Trust's strategic and
operalionsl objectives are met. The group maintains ovarsight of operational perfarmance and management af
risk in 8 systematic and planned way. The group is the most senior executive decision making forum and receives
reparts and recommendations fram sub-groups and via the Chief Executive, reports to the Board of Directars.

The Senior Management Team iz supported by the ¢linlcal dirsclorates and & number of subgroups, wilh a
collective respansibility to drve and co-ordinate the Trust's abjectives. The key subgroups are the Leaming from
Patient Experience Steering Group, Improving Patient Safety Steering Group, Improving Fundamental Care
Steering Group, Supparting Yulnerable People Steering Group, Providing a Safe Enviranmenl Sleering Group,
Warkforce and Qrganisatiznal Development Slearing Groop, Oparalional Delivery Graup and Carporate Risk
Review Group. Thers is appropriate representation on these grougs from the clinical directorates and corporate
functions and they are chaired by Executive Directors, with the exception of the Corporate Risk Review Group
which is chaired by the Deputy Director of Sovernance.

The glinical directarates and the subgroups of the Senior Management Team ensure delivery of the Trust's
objectives through a broad framework of groups thal manage and daliver wark, for examgple: the Informatian
Technology Steering Group; End of Life Care Steering Group; Infectian Prevention and Control Committee.
Informaticn Governanece is managed by the Data and Information Governance Steering Group. The Complaints
and Rizk Management Group (CORM) comprising senior 2taff meets weekly e menitor and ensure active risk
managerment is in place. Concerns identified from incidents, claims, complaints and risk assessments ars
investigated to ensure that lessons are learnt.

Each Oirectorate Beard oversees guality and governance within the directorate, ensueres appropriatle
representatian an groups within fhe governances framework and reparts to Lhe Saniar Management Team, The
dircctorates waork within an accountability framework which ensures that the systems of contral are in place and
adhared to, The Executive Director Team regulardy review the work of the directorates against the accountability
framewark.

There iz a weekly meating of the Executive Directar Team where operational matters are discussed in detail and
aclioned.

Quality of Care Teams exist at ward, team and department leval to champion, manitor and pramaole gualily care
and report to the directorate guality and governanees groups. Public governors have been encouraged to farm
alliances with some of the teams.

There are regular meetings with Commissionars at the Contract Managoment Beard and cther mestings. and with
MHS England and Public Health Commissioners to review performance and quality.

The Trust has conducted a self-assassment against the conditicns ot cut in the NHS Provider License and was
deemed to be fully compliant. In addition it has also carried cut self-assessments against the updated MHS
Foundation Trust Code of Governance, as part of the Annual Reporting Frameawork. This process has ensured
that therg iz clarity rekating Lo rebust governance structures, respansiblliies, reparting lings and accountabilities
and the provision of timely and accurate performancs information to the Board.
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The Trust engages with patients, service users and stakeholders and has an effective structure for public
stakeholder involvemeant, predominantly through the Council of Governors and its sub-commiltess. Cansulaticns
wilh commissicnars on the wider aspoots of risk are undertaken Lhrough the monlhly centract managemeanl
mestings.

The Trust is fully compliant with the registration requiremeants of the Care Qluality Commission,

As an emplayer with staff entitled to membership of the NHS Pension Scheme, canlrol maasures are in place to
ensure all emplover obligations contained within the Scheme regulatians arc complied with. This inchudes ensuring
that deductions from salary, employer's contributions and payments into the Scheme are in accordance with the
Scheame rules, and that member Pension Scheme records are accurately updated in accordance with the
timescales detailed in the Regulaticns.

Contrel measures are in place to enzure that all the organisation's obligations under eguality, diversity and human
rights legislation are complied with.

The Foundation Trust has undertaken risk assessments and Carbon Beduction Delivery Plans are in placs in
aceordancs wilh emergency preparednass and civil cohtinganey requiremsants, as based on UKCIF 2009 weaather
projects, to ensure that this organisation's phligations under the Climate Change Act and the Adaptation Reparting
requirements are complied with,

Review of economy, efficiency and effectiveness of the use of resources

The Trust produces an annual Oparating Flan that is underpinned by delailed plans produced by the directarales.
The Chperating Plan details hiow the Trust will utilise its resources throughowt the yaar, identifies the principal risks
to the delivery of the Operating Plan and the mitigation and is supported by detailed financial forecasting. Each
directarate is required to deliver cost improvement plans in order [0 ensure economy, efficiency and effectiveness
af Ihe vse of rezsgurces, The cost improvemant plans are serutinised and appreved by the Medieal Director and
Chiaef Murse via the process of quality impact assessments to ensure the qualily of services is maintained,

The capilal pregramme and Lhe prierilisation of revenue resources to form the annual Operating Plan are infarmed
by the Trust's objectiva, quality improvement priorities and idenlified risks.

During 201718 the Trust continued to implemeant a carbaon efficiency scheme ta deliver reductions in carben
emiszicng and ta deliver significant enargy elficiency.

The annual Operating Plan is praduced in consultation with the Council of Governors and approved by the Board
of Directors.

Directarates wirk within the terms of an acceentability framewarlk and roeet redgularly with Execiiive Directors (o
ensure compliance, Thera is & manthly repert ta the Beard relaling la performance and finance against plans and
targets. The BAF serves as a monitaring decumant to ensura that appropriate action is baing taksen against the
principal risks of failing to deliver the bisiness plan.

There is monthly reporting to MHS Improvement relating to pedormance and finance against plans and targets,
and reference costs are subrnilted annually. The Trust reviews infarmation and feedback from regulators and
external agencies =.0. Care Quality Commission, Natichal Slalf Survey, Natiznal Palien| Surveys, to benchmark
performance against other arganisations and t9 improve ecanomy, efficicncy and effectivenass,

Infermation governance

Any potential information governance incidents are reported internally and reviewed by the Data and Information
Governance Stagring Graup, The Trust has reporled one Level 2 incidenl Lo the 10 during 20M 71 8. Thiz incident
was where information was shared with the wrong person. The 1C0 roviewed our investigation and closed it as it
did not meest the criteria set out in their Oata Protection Regulatory Action Policy necessitating further action by
them.
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Annual Quality Report

The directors are required under the Health Act 2002 and the Nalional Heallh Service (Quality Accounls)
Regulaticns 2010 {a= amended) to prepare Cuality Accounts far each financial year, MHS Improvement (in
exercise of the powers conferred on Monitor) has issued guidance to MHS foundation trust boards on the form and
cantenl af annual Quality Reparts which incorporate the sbova legal requirements in the MHS Foundafion Trost
Annual Reparting Maruaf,

The content of the Gluality Account has been preparad within the established governanes structures and
framework and in accordance with the Annusl Reporting Manual and other guidance from NHS Improvement.
Leadership comes from the Baard of Directors with clearly devolved respensibility and accountability for individual
qualty improvament prionties.

CQuality improvermnent pricties and associated quality metrics are established sach year based on cansultation with
stakeholders, and reflect the pricrities of the organisation. They are approved by the Seniar Management Team
and the Board of Directars. A framewark far reporting data and progress against local targets b the Guality
Committes is in place. This has enabled & regular and rauline review of the progress wilh qualily improvament
throughout the year.

The Chief Mursa is responsible far the preparation of the Gualily Account and for ensuring that this document
presents a batanced view of quality within the Trust. The Cluality Account is preparad with cantributions from all
responsible and accountable leads and drafted by the Deputy Director of Governance. The Quality Committae is
respansiole far appraving the report prior to submizsion with the Annual Report and Accounts to the Audit
Committes and then the Board of Diregtors. The MHS Foundalion Trust's External Auditars, KPMG, carry out 2
limited review of the arrangements araund the data quality and infarmation included in the Guality Accaunt and
assess whether 3 balanced view of quality is presented basad <n other infarmation.

Irdermal Audit provides further assurance regarding the systems in place ta ensure that the Quality Account is
compliant with national guidance and that adequate dala qualily conlrals are in place to ensure thal performance
data is accurate and complete, Internal Audit has found that robust processes are in place o collect, validate and
manitor performance data in relation to both the ASE four-hour wait and the 14-day cancer wait targets. Data
included In the Quallly Account for both targets was consistent with data reported internally and externally by MHS
England, An gpinien of high assurance has been given for the Quality Account 20171 E.

Review of effectiveness

Az Accaunting Oliicer, | have responsibility for reviewing the effectiveness of the system of internal control, My
revigw of the effectiveness of the system af inlernal eontral is infermed by the weork of tha internal auditors, clinical
audit and the executive managers and clinical lzads within the NHS Foundalion Truasl wha have responsibilily for
the development and maintenance of the internal contrel framowerk. | have drawn on the contant of the quality
reparl attached to this Annual report and ather performance informatian availakle ta me. My review is also
informed by comments made by the external auditers in their management letar and other reports. | have been
advised on the implications of the result of my revigw of Ihe efectiveness of \he system of internal control by the
Board, the Audit Committee and a plan to address weaknesses and ensure continuaus improvement of the
system is in place.

| have also reviewed the systems far writing and validating the Gualily Accounl and Tar lhe invclvement of
stakeholders thersin.

The Board of Directors has concluded that the systems of inlernal cantrol are effective, and evidenced by:

. The governance risk raling, 1ssued by NHS Improvemeant is graen,

*  The BAF and the Corporate Risk Register;

*  Presentalion of the Annual Governance Statement to the Audit Committes by the Accountable Cfficer;

*  The Audit Committee Annual Report, which includes Internal Audil and assurance relating to Carporate Risk
Faview Group;

T The Quality Commiltee Annual Report,

*  The Finance Committes Annual Repert;

M Annual repart from Senior Management Team and subgroups and directorates,

* Internal and Clinical Audit Plan, prioritised ob areas of risk and cohcerm;
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*  Clinleal Audit Annual Report;

- Internal Audit paricdic reports and follow up of Internal Audit recommendations;

- Internat Audit Annual Report and Head of Internal Audit apinicn;

*  IBAZED Audit Highlights Memorandum [Extarnal Audit Report);

- Independent review of gavernance against the well led framawork by Deloitte {2015) and self-assezsment by
the Board during early 2015,

| am assured adeguate and well-designed systems are in place, but there remain some controd weaknesses in the
aperational complianece with these systems, avidenced by Internal Audit and the Head of IMernal Aodit opirdan in
relation to:

*  intravanous cannula care;
*  safety netting for patients receiving fallvw-up appointmeants; antd
*  the Trust's gquality Impact Assessment process.

Il is pleasing that progress has been made during the year to address gaps in control identified regarding
intravenous cannula care and safety netting for patients receiving follow-up appointments. However waork is
ongoing to fully mitigate these gaps in control.

Following a new audit gaps in control were highlighted relating to the Trust's guality Impact Assessment
processes, as detailed earller in s staterment the associated risks have been recognised on the corporate risk

register and controls are being established.,

This iz an area of constant vigilance far myself as Accounting Oicer and ihe Board of Directors, and progress will
ke monitored and subject to further audit during 2015819,

Conclusion

In sumimary | am assured that the MHS Foundation Trust has a robust system of internal control in place, which is
designed to manage the kKey organisational objectives and minimise the NHS Foundalion Trust's exposure to risk.
The Board of Directors is committed to cantineous improwvement and enhancement of the systam of internal

cantrol,

~,0 )
Signed: ... p}}:ﬁ('ﬁ f

Date: 23 May 2018, e

Cr REos Talcher - Chief Executive
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CONSOLIDATED STATEMENT OF COMFREHENSIVE INCOME FOR THE YEAR ENDED
31 March 2018

Group GEroup
20MTME 21817
Neota Total Total
£000 £000
Operating income from continuing operations 2 216,761 217,782
Operating expenses of continuing operations 4 {213,083) {211,084}
OPERATING SURPLUS 3,662 5,688
FINANCE COSTS
Finance income £.1 81 G5
Finance expanse - financial liabilities 7 (253} (233
Finance expenss - unwlnding of discount on provisions 16.2 (&} {8y
Publie: Dividend Capital - dividends payable {2,721} (2,746}
MET FINANCE COSTS (2,895} (2,522
Logzes on disposal of assets (7}
Movement in fair value of investments 10 5 251
SURPLLS FOR THE YEAR 767 4,017
Other comprehensive income
Revaluations 9.1 &9.3 (4,701} 1,088
TOTAL COMPREHENSIVE INCOME FGQR THE YEAR (3,934} 5085

The notes on pages 31 to 62 form part of these financial stalemenis
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CONSOLIDATED STATEMENT OF FINAMCIAL POSITION

Mon-current as=ets
Intangible assels

Prapery, plant and equipment
Other Investments

Trarde and ather raceivahles
Total non-current assets

Current assats

Iventorias

Trado and alhor recoivables
Cash and eash equivalents
Total current assets

Currant liabilities

Trade and ather payablas
Borrwings

Provisions

Other liabilities

Total current liabilities

Total assets less currant liabilities

Mon-current labllities
Borrowings

Provisions

Total non-current liabilities

Total assets employed

Financed by taxpayers® eguity:
Public Dividend Capital
Revaluation reserve

Income and expendillre resens
HOFT charltable fund rezenses

Total taxpayers' equity (see paga 25)

as at 31 Margh 2018

The notas on pages 31 ta 52 form part ot these financial statements.

__r-
Signed FHT. [4

Date: 22 May 2018

25

Mote

10
131

121
13.1
14

15

18
16.1

17

18
161

25

DOr Baos Talcher - Chiet Executive
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Group
31 March 31 March
2013 2017
£000 EOGOD
277 412
101,511 0,440
1,805 1,308
2,273 5 254
105,966 102042
2,456 2427
21,635 18 032
5,441 4 E38
28,832 25,047
{18,005) {16,435)
{2,011]) (953
{118) (131)
{1,832) {2,142)
{21,968) ~ {18,787T)
113,532 109,322
{18,379 {10,776,
{184]) (235)
{16,563} (11,014
34,969 08,3408
50,263 796658
12,100 16,801
6497 (251)
1,509 2,093
24,969 95,308
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CONSOLIDATED STATEMENT OF CASH FLOWS FOR THE YEAR ENDED

31 March 2018

Cash flows from operating activities
Operating surplus from cantinuing operations

Non-gash income and cxpensc

Crepreciation and amo izalion

Impairments and reversals

Incraase in trade and other receivables

[IncreaselDecrease in invenlores

Decrease in trade and other payables

Decrease in other lishilitics

Decreaze in provisions

HOFT Charitable Funds - net adjustments for working capital
NET CASH GENERATED FROM OPERATIONS

Cash flovws from investing activities

lnterest received

Purchase of Intangible assets

Purchase of Froperty, Plant and Eguibment

HCFT Charitable funds - net cash flows from investing activilies
MNet cash used in investing aclivities

Cash flows from financing activities

Public dividend capital received

Leans received from the Departmant of Health
l.oans repaid to the Department of Health

Interest paid

PDC dwidend paid

Met cash generated/{used) in financing activities

Met increase/{decreass) in cash and cash equivalents
Cash and cash equivalents al 1 &pril 2017

Gash and cash equivalents at 31 March 2018

The notes on pages 21 w62 form part of these financial staterments.
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Group
204718 20BN 7
Note £000 £000
3,668 6,688
3,668 E.6EE
4.1 2,569 4 B57
8.1 208 {158
{4,486) {3,663}
12.1 {259 194
{1086) §70%
17 {310} {B65)
{73) {29}
107 {149]
1,548 5,895
21 17
B {7 {84)
{6,811) (4,828}
65 144
{6,732} (4 7E1)
293 200
18 9614 =
{%80) [T
[290) (234)
£3,023) (2,771
5,937 (2,014}
14 Th3 [Bac)
14 4,688 3,568
14 3,441 4,688
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FOUNDATION TRUST STATEMENT QF COMPREHENSIVE INCOME FOR THE YEAR ENDED

Dperating incame from continulng cperatichs
Operating expenszes of continuing operations

OFPERATING SURFLUS

FINANCE COSTS

Finanie invorrg

Finance expanse - financial liakilities

Finance expenges - unwinding of discount on provisions
Public Dividend Sapital - dividends payabla

MET FINANCE CO3TS

Losses on disposal of assets
SURPLUS FCGR THE YEAR

ther comprehensive income
Revaluations

TOTAL COMPREHENSIVE INCOME FOR THE YEAR

31 March 2018

The nates on pages 31 o 62 fornm part of thesa finanecial statements.

TPape 27

Mote

3

6.2

16.2

928493

Foundation Foundation
Trust Trusl
2oirie 201617
Total Total
£000 £000
216,595 M7 ABR
{212,E02) (210 728)
3,793 £.659
22 1G
{253) [233)
(6) {8)
(2,721) [2,748)
(2,958) {2 9¥1)
{7)
828 3,668
(4,701) 1,968
(3,273) 5,656
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FOUMDATION TRUST STATEMENT OF FINANGIAL POSITION

as at 31 March 2018

Note
Mon-current essets
Intangible assets B
Praperly, plant and equipment 9
[nvrstment in Bubsidiang 11
Loan o Subsidiary 11
Trade znd other receivables 13.1
Total noen-current assets
Currant assets
Imventories 121
Laan to Subsidiary 11
Trade and ather receivables 131
Cash and cash equivalents 14
Total current assets
Current tiahilities
Trade and othor payables 13
Bomowings 18
Provisions 161
Other lakilitics 17
Total current lianilities
Total assets less current liabilities
Maon-current lfabilities
Borrowings 18
Frrovisions 1651
Total non-current liakdilities
Total az=ets employed
Financed by taxpayers” ayguity:
Fuhblic Dividend Capital
Fewaluation resersa
Income and expenditure reservs
Total taxpayers' equity (see page 29}
The notes on pages 31 to B2 lorm part of these financial statements,

G
/ o ey
Signad: ., ... | “eh e L Or Ras Tolcher - Chief Executive
s

Crate; 23 May 2013,

Page 28

Foundation Trust

31 March 31 March
2018 2017
£000 ECC0

277 an2
100,519 100,440
1,000 -
00 -
2273 204
104,869 101,126
2,353 2427
200
21,589 18,603
4,995 4 b5
29,1_3? 25,785
[18,545) [16.420
(2,011} (998)
{118} (121)
1,832} {2,142%
[22,506) [19,692)
111,500 107 2249
[18,379) (10,776
(184} (238
[18,563) (11.014)
T 82037 95,215
ae,263 79 668
12,140 16,801
574 (251)
82 83T 86,215
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Harrogate and District MHS Foundation Trust - Consolidated Flnanclal Stataments 31 March 2018

FOUNDATICON TRUST STATEMENT QF CASH FLOWS FOR THE YEAR ENDED
31 March 2018

Foundation Trust

201718 20167
Note £000 £Q00

Cash flows from operating activities
Cperaling surplus from continuing opearalions 3,783 6,658
3,783 G659

Mon-cash income and expense

Depreciation and amaorisation 4.1 2,568 4667
Irmpasrmans and reversals L 2038 {153)
Increase in trade and cther receivatbles (4,452) (3.824)
MDacrease in inventories 121 EL! 164
Increase in trade and cther payvables 511 14
Decrease in olher Hahilitles 17 (310] {965]
Decrease in provisions {F3 (23]
NET CASH GENERATED FROM OPERATIONS 2,310 6,047

Cash flows from Investing activities
Inlerest recaivad 21 17
Furchase of Intangible assets & {71 £84)
Purchasa of Proparty, Plant and Equipmont (5,815} i4,828)
Acquisition of subsidiany {1,003) .
Froceeds from asset sales ta subsidiany B804 .
Met cash used in investing activitles (6,307 (<,8905)

Cash flows from financing activities
Public dividand capital recaived 595 8404
Loans received from the Departmant of Health 9,614 -
Loans repaid to the Department of Haalth [599) 1998)
Loan to subsidisny (1,00} -
Interost paid {250) §234)
FPDC dividend paid (3,023) 2771
Net cash generatedi{used) in financing activities 4,037 (3.014)
Met increasef{decrease) in cash and cash equivalents 14 440 {372)
Gaszh and cash equivalents at 1 Apdl 2017 14 4,555 5 G527
Cash and cash equivalents at 31 March 2018 t4 4,995 4 555

The notes on pages 31 to 62 form part of these financial slatements.
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1

1.1

1.2

1.3

1.4

GROUP ACCOUNTING POLICIES AND OTHER INFORMATION

MHS Imzrevement (MHS1), in cxercising the statutory functions conferred on Monitor, ie reaponsible fer igsuing an accaunts
direciion o MHS foundation trusts undes the NHS Act 2008, WHSI has directed that the finarcial salemenls of MHS
feuadation trusts shall neat the accounting requirements of the Dapartment of Heallth Grodp Accounting Mangal {DH GARY
which shall be agreed with the Secretary of Slale, Conseguenlly, the linancial siatements have bsen prepaned in
accordance with the DH GAM 201718 issued by ths Department of Heslth. The accouning policies contained in that
rmanual falkew Imernational Financial Repotting Standards [IFRS) and HiW Treasury's Financial Repoting Manual to the
gxtent hal they are meaningful and appropriata o the NHE foundation rusts. The aceouning palicies bave baen applied
consistently in dealing with ems cansidersd matzrlal in relation to the accounts,

Accounting convention

These acceunts have besn prepared under tha histarical cost canvention modifiad o aceount for the revalugtion of propse Ty
and invastinants,

Imternational Accouning Slandard JA5) 1 requires management i 85555, a5 pad of the acoeunls praparation process, the
MHS foundation trust's ability to conlnues as a going concarn, In accardance wilh the DH GAM the financial slatements
hawe been prepared on & going concem basis as the trust's management does not irtend to apply to the Secretary of State
for ihe dissglution of the MHS foundation trusl, nor hawve ranaggerment beeninformead by the relovant national body of the
intenticon of dissnlution.

Consclidation

The WHE foundation trust is the comporate trustes to the Harrogais and District MHS Foundation Trust Charitable Fund
fregistored charty numbsor 1050008). The MHS foundation {rust has assessed its relationship with the charitable fund and
determined it 1o be 2 subsidiary hecavsea the NHS foundation trust is cxposad to, or has righls 1o, vanable returms and other
benefits for itself, patients and stafl (ram s involvement with the charitable lund and bas the ability to affect those relurmns
and other benefits through ils power over 1he fund,

The charitable funds statutory accountz are prepared to 31 March in accordance with tho UK Chadties Stalement of
Recommended Practice (SORP) which is bagad on UK Financial Reporting Standand (FRS) 102, On consclidallon,
neceszany adjustments are mads to the charity's assets, liabikties and ransactions 1o;

* mecognise and measure them in accordance with the NHS fourdatian trust's acocounting poiicies; and
* gliminate intra-group transactions, balances, gains and losses,

The #HS foundation trust lsunched Harrogate Heallhcars Faalitiss Management Lid (HHF MG & whally cwned subsidiany
with effzct from the 1 March 2018 {registered company number 11048040}, The inccme, expenses, azscts, liabilities equity
and reserves of HIFIFM ane consalidated in full into the apprapriate financial statemert lings. The amaunts consolidated are
drawn [rom the rranagemenl sccounts of HHFM as the accounting vear end will not oe alipned o Whe parent organisalion
until 371 March 2018,

Income

Inceme in respect of services provided s recognieed when, and to the extent that, peformance occurs and is measured at
tha fair valug of the consideration receivable. The maia soarce of income for the NHS foundation trust is contracts with
cormmss. oners in respect of healthcare sanices.

VWhere income is received for & spacific activity which is 1 be deliversd in the following financial year, that income is
defamed.

|ncome from the sale of non-curert assets s recognised anly whan all maler &l conditions of sale have been met, and is
meazures as the sums due under the sale coniract.

Expendifure on employee benefits
Short term employee benefits
Salaries, wages and employment-related payreonts are recognisad in she oscriod inwhich the serice is received from

employees, The wesl al annual leave entithemert eamed bot not taken by emplopaes at the ens ol the peried is recognised
in the fimancial statements to the exlent thal Bmpioyess are permitted 0 cary-Toneand lzave inle e fallowing perdad.
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1.5

1.6

Expanditure on employes banafits {continuad)

Pansion costs - NH3 Pansion Scheme

Past and present emgloyess are covered by the provizions of the MHS Pension Scheme. The scheme is an unfunced,
defined hanefit scheme that covers NH3 employers, general practicas and otber bodies, alowed under the dirgction ol
Sacistany of Slate, in England and Wales. It is not possible fior ihe MHS foundation trust [consistent with all participating

rmembers of the scheme) to identify its share of the underlving scheme liabilties. Therefore, the scheme is actounted for
as a defined contribution scheme.

Ermpioycrs pensien cost contributions are changed to operating expenses a5 and when they becamdsa doa,
Additional pension liabilities arising from early retirements are not funded by the Scheme, except where the retirement is

due 1o il-health, The full amournt of the liabiity for the additicnal costs iz charged 1 the operating expenses at the timea the
WHE foundation trust cemmits itself to the retirement, regardless of the method of payment.

Pension ¢costs - National Employment Zavings Trust {NEST) Penzion Schame
The Ponsions Act 2008 requirsments created a duty for the MHS foundation trust to provide a pension scheme for
employees who are ingligible to join the MHS Pension Scheme, The MHS foundation trust selected NEST as it's partner

o meet this duty, The scheme cparated by NEST on the NHS foundation trust's behalf iz a defined contricution schama,
employers contributions are charged 1o operating expenses a5 gand when they become due.

Expenditura on other goods and services

Expenditure on goods and services is recognised whon, and to the extent that they have besn received, and is measured

at the fair value of those goods &nd services. Expenditure s recognised in operating expenses except where it results in

the craation of 2 non-carrant assat 2uch as property, plant and equipment.

Froperty, plant and equipment

Recognition

Freperty, glant and aquiprant is capitalised whers:

* it ig held for use in delivering senvices or for administrative purposes,

* it is prohable that future cconomic benefite wil flow to, or sendice potential be provided to, the MHES faundation tost;

* jtis expected to be used for more than one financial year;

* the cost of the item can be measured reliakly; and

* individually has a cost of at least £S5 000, or

* collectively has a cost of at least £5,000 and incividually has a cosi of mors thar, £252, where ‘he assets are
functionally intsrdepsncent, they had broadty simultanacus purchase dates, are anticipated o have simultansous

digpnsal dates and are under single managerial conirel; or

* farm part of the jnitial equipeing and satting-up cost of 8 new building, ward ar unit irmespoctive of thoir indrvidual ar
rollective cost.

Capitalised gt up costs and grouped assels are reviewed annually and if fully depreciated are rermoved from the Fixed
Assel Rengister and the Acoounts.

Where a large assct, for example @ building, incluces a numeer of compenents with significantly different asset Ives .q

plant and equipment, then thess componants & lrealed as separate assels and deprecialed aver their own useful
BCENCMIG e s.

Page 32



Harrogsie and Distric: MHS Foundatian 1rust - Consalidated Financial Slalements 31 harch 2018

1.8

Froperty, plant and equipment (cont|nued)
Yaluation

Land and buildings used fer the MHGS foundation truets services ar for administrative purposes are stated in ihe statemernt
of financia: pasilion at their revelued amounts, being the feir value al the dale of revaleation lzss any subssgaen
accumulaisd depreclation and impairment nsses. Revaluationz are pedfommad with sotficiend reguolarity io ensore that
carrying amounis are not materialy differert frern those that would 2e Zetermined at the slatement of financisl position
date, Fair values are delermined as follows:

Land and specialized buildings = deoreciated replacament cost
Men specialized buildings — axisting use value

Hi Trzazury has acopted a standard approach to depreciated replacement cost valuations based on modern equivalent
azsetz and, whers it would meet the locotion requiraments of the service heing provided, an allernative site can be vakued.
All valuations are carried out by professionally qualified valuers n accordance with the Royal Institute of Chartered
Surveyors (RICS). The MHE foundation trost had a full valugtion of its land and buildings carrisd cul s at 31 March 2017
based on an allemative site n-line with HM Treasurys acsproach. The MHS foundation frust's management having taken
advice fram professionally gua'ified valusrs, determined that a desktop valuation shoukd be carried out as at 31 March
2018 ensunng thal lsnd ard bulldings are hald at fair value. The desktop valuation was also hasad on an alternative site
irling wilh FIM Treasuny's approach, this revised valusiion has been ncerperated in the financial slatements,

Antem of property, plant and eguiprrent witich is serplug with no plan to bnng back into use g valued at fair value undaor
IFRS 13,

Freperties in the course of construction for service or administraton purpose s are carned at cost, lass any Impairment
loss, Costs nolude professinnal faes but not barrowing costs, which are recognised a= expenzes immediately, az allowed
by Internaticnal Accounting Standard [|AS) 23 for gssels held al fair valus, Assels are revalued and depreciation
commences when they are brought inte use.

Fintures and equipment are carried al depreciated historic cosl as & prowy for fair valle,

Revaluation gains are recognised in the revaluation regecve, axceplwhere, and 1o the axtant that, thay reverse 3
revaluation decrease ihat has praviouzly been recognised in operating expenses, in which case they are recognised in
operating income. Revaluation losses are charged 1o ihe revaluation reserve 1o the exlenl thal there is an gvailable
balance for the asset concerned, and trercaftor are chamged o operating expenses. Gains and losses recognised in the
rewaluation resenve are reported in the Salerrent of Comprehensiva Inceme ag an ilam of "Othar Comprahansive
Inearee”,

In accordance with the DoH GAM. impairrmens that arise from a clear consumption of econamig benafits or sarvice
potantial in the assct are charged to cperating expenses. A compensating transter is made from she revalugtion reserqe to
the incame and expenditure reserve ol an amount equal o the lower of (] tha imeairmeant charged o operating expanses,
and {ii) the Balance in the rovaluation reserve sciribdable to that asset before the imparment. Other impairments ars
treated a5 revalualion losses. Raversals ol olher impairmenls are treased as revaluation gains,

Animpairment that arises lrom & clear consumpdion of ecoramic benefit or senvice polontial is revorsed wihen, and to the
axtant that, the aircumstances that gave rise to ke ioss is reversed. Reversals are recognised in oparating expenditure be
the extert that the asset is restored 10 the carmying amount it weuld have had F the impairment had nover boecn
racogmigad. Any remaining reversal is recognised in the revaluation reserve. Whsre, at re lime of the original impairment,
& transfer was made from the revaluglion resamnes ta tna inceme and axpandit:re rezare, an ameunt is fransferrad back 1o
lhe revaluation reserve when tho impainment reversal is recognised.

Subsaguent cxpenditure

Subszequent expenditure relating te an iterm of propemy. plant and equipment is recognisad Az an Norease in the carrying
amuounl ol the asset when it iz probakle that additioeal future economic benetits or eevvice potential cariving from the cost
incurred te replace 8 comoonsnl of such ke awill Tlow 12 1he enlergrige and the cost of the ilem can be delemingd raligoly.

Wilhere a companant of ar asset is replaced, the cost of the replacerrant is capitalised if it mests the criteria fr recogeition
above. The sarying amount of the par replaces s de recogmsed. Olher expenditure that does rot generate additioral
fulure economic bensfits or senece potential, such as epairs and rma ngnacce, is charged o he Staterent of
Compresensive Incame nthe parios inwhich it iz iccured.
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1.7

Property, plant and equipment {continuecd)

Dapraciation

Hems of Propery, Plant and Equipmeant are depraciated awer their remaining useful ecencmic lives in a manner consistent
with the consumption of economic or sen'ce delivery hensfits, Freekald tard is considered to have an infinite life and is nol

depreciated.

Praperty, Plant and Equiprrent which has been reclassified as Held for Sale’ cesses o be depreciated upon the
reclassification. Assels Inthe courge of constniction are not deprecialed until 1he asset is brought into Lsa.

Plant and equipment assets are deprecisted on a strainht line basis over the following asset life ranges:

Years
Plant and machinery 514
Transport equipment 10
Information technology 510
Furniture and fittings 510
Buildings and Pwellings [Assessed by 5 RICS gualified valuer when a valuation takes place) 1-£0

Azzels intended for disposal arg recloseilod g Held Tor Sale coce wll of e tollowing el e nel

*  |he agset is availabia for immediate sale inits present condition subject only ko werms which are uswal and custormary
for such sales;

* thea sale must ba highly probable i

+ management iz commitied o 8 plan i sell the assat;
« anactive pregramms has begqun 1o [Ind & buyar and complate 1ha sale;
the assel is being aclively marketed &l 3 reasonahla price;
the sale is expected 1o be compleled witkin 12 maonths of the date of clagsification as 'Held for Sale’; and
the actions needed to complete the plan indlcale it is ardikaly tal the plan will be dropped or slgniflcant changes
macle,

Following raclassificatian, the azsets are measured &t the fower of their existing carrying 2rmount and their ‘fair value less
costs to sell'. Deorecialion ceases to be charged and tha assets are naot revaluad, except whare tha 'fair value less costs 1o
sall’ falls below the carrying amount. Aszsets are de-recognised when all matenal sale contract conditicns have been met,

Progerty, plant and equipment which is to ke scrapped or demolished doss not qualify for recognition as "Held for Sals'
and instead is retained as an operational asset and the asset's economic life s adjusted. The aszet is de-recoghised when
sorapping or demaolition oocurs.

Conated, gevernment grant and other grant funded assets

Donated and grant funded property, plant and egquipment assats ang capilalisad at thar far valle an recsipt. The
donatlenigrant is credited to income at the same time, unlzss the donor has imposed & candition that the fulure ecanomic
bpenefits embodied in the grant sre to be consurmed in a manner specified by the dongr, inwhich case, the donallondgrant
i5 deferrad wilhin liahilities and is carried ferward to future financisl years 1o the exient that the condition has not yet been
rnet.

The donated and grant funded assets are subsecosnlly accounted forin the same manner as ather ilems of Frapsrty,
plant and equipment.

Intangible assets
Intangible sssets are capialsed when they have a cost of at leasl E5.000, Intangible assets acquired separately g
imitially renognised A1 fair valua, The MHS foundation trusl does not recogniss any internal y generated assets and

associg'ed expsnditure is crarged to the statement of comprahansive income in the periog inwhich s incurred,
Expendilure gn resgarch activities is receqnised as an expense inthe period inwhich it is nourred.
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1.7

1.8

1.8

Intangible assats [continwad)

Follovwing initial racognition, ntangitle assets ara carried at amortised histeric cost as this & not consldenad 10 he
matarially differant from fsir walua. Anintangibla assat whizh is eurplug with no plan to bring it back into use is valued st
fair value under IFRS 13, The NHS foundation trust's intangibla fized aszats are wholly software llcences whilch ars
purchased ard are desmed to have a finite life determinsg by the licence agrsement. The MHS ‘sundation trust does not
ho'd a revaluation reserees for intangicle assets.

Leases
Finance Loases

Where substartially all nsks and rewards of ownership of 8 lzased asset are borne by the WHS foundation trust, the asset
Is recorded ag property, plant and equipment and a corresponding liakility is recorded, Tha valug at which boeth anse
recognized is the lower of the fair velue of the asset or ihe present value of the minimum lease payments, discounted
using 1he interast rate implicit in the laasza.

The asset and liakility are recognises at the commencemeant of the |zase. Thereafter the asset is acoounted for as an
ilerm of property, plam and eguipment.

The annual rental is split betwesn the repayment of the liability and a finance cost so as to achieve a constant rate of
Mnarce over the Ll of the lease, The annual finance oost s charged 1o Finance Cosls Inthe Slalsment of
Comprehensive Income. The lease liability is de-recognised when the liability is discharged, cancelled or expircs.

Qperating Leases

Ciher lzases are regarded as cperating leases and the renlals are charged o opersting expenses on a straight ine basis
over tha term of the leazo.

Leases of land and ulldings

Whers a lease is for lanwd and buildings, the land component is separated rom the building component and the
classification for each Is asseszed separstely.

Invantorias

Pharmacy Imventories are valued at weighted avarage hiswarical ggst. Other inventories are valued gl the lower of cost
and net reakizable vslue using the first in, first out methad,

Gash and cash equivalcnts

Cashis cashin hand and decosits wih any financial institution ropayabla without penalty on notice of nal more than 24
hours. Cash equwalents are invesimenis that maturs in hree months or less from the date of acquisition and that are
raadily convartible 0 known amausts of cash with inzignificant risk of changeo in vaile.

Provisions

The WHS faundation trust provides for legal or constructive abligations that are of uncertain timing ar amaount al the
Statement of Financial Position dabe an lhe basis of the bast eslimale of the expendilure required to ssttle the obligation.
Where the effect of the tine value of money is significant, the estimated risk-adjusted cash flows are discounted 21 &
discount rate of 2,9% in reyl tarms,

Glinical negligence costs

MHS Rasolution operates a sk pooling scheme under wiich the NHS foundalion trust cays an annual contribuion o
MHE Resolution which ic return settles all clnical segligencs claims, |he contribution is charged to operating sxpenses.
Although MHS Resolution is adr inistratively respansible for all clirical negligerce cases “he legal liability raraing with thi
MHS foundation trust. The total value of clinical neglasnce provisions carred by JH3 Resolulor on behalf of the NHS
fundation truzt is disclescd innole 16.3.
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1.14

117

Nor-clinlcal risk pooling

The WHS foundation trust participaies in ine Proporty Expensss Scherme and the Lisbililies 1o Third Parios Schame. Balh
arc rick pooling schemas under which the NHS foundation trust pays an annoal contrlbutlon to tha MHS Litgatian
Autharily ard, in retuin, recaives assistancea with the casts of claims arising. The annual mamboership cortributons, and
&My 2xceEs5es oayable in respect of partcular claimy ars charged o operallng expenses as and when they become due,

Contingencles

Conlingert assetls (that is, asse's ariging from past evonts whose exiztenco will only be confirmed by one or maorg future
events aol wholly wilhin the enbfly's conlroll e nol recennised @8 gesels, bol gre disclossd where an inflew of gccnoenic
benefits is prubable.

Contingent lisbililics ere not recogniscd, but arc disciosed in the financial statcrments, wnless the procekiily of a transfer
ol e Beewlits s et Conlingenl ligbililies @ defined qw.

*  possible abligatons ansiog from past evants whoso cxistenca wilk be confirmead anly by the ooourmence of ong ar more
uncertain future events not wholly within the entity's contral; ar

* presznl abligations arlsing rom past evsnts but for which it iz not probable that a tranafer of acanomic benefits will
arise or for which the amecunt of the obligation cannot be measured with sufficient reliability.

Yalue Added Tax

Maost of the actvilies ol the NHS loundation trust are cutsida the scope of WAT and, in ganaral, outpuat tax deas not apply
and input tax on purchases is not recoverabls. Irrecoverable WAT is charged to the relevant expenditure category or
included |nthe capilalised purchase cost of fixed assets. Where output tax iz charged o input YAT is recoverabls the
amounts are statec net of WAT.

Foreign currencies

Transaclions denominaied in a [wrelgn currancy are translated nto sterling at 1he axchange rate ruling on the dates of the
tranzactions. Resulting exchange profits and losses are takan to the Statement of Comprehensive Income. At the
Statement of Financiat Position date, monatary itams denominated in foreign curroncias ara ratranslatsd at the rates
prevailing.

Third party assets

assels belonging to third parties [such as money held or: behall of patienls) ars not recognised in the accounts since the
MHS foundation trust has ne bensficial interest in them. Deigils of third party assete are given in note 20 to the accounts.

Fuhlic Dividend Capital (PDC) and PDC dividend

Public Dividend Capital (FDCY s a type of public sector equity finance hased on the excess of assels over liahilities al lhe
tine of establishmen: of the predecessar MHS trest. HM Treasury has determined that POC is nat a financial inswrurnent
within the meaning of Intermational Accountng Standard {1A5) 32,

& charge, reflacting the cost of capital utilissd by the MHS loundaton irust, is payable as PDC dividend. The charge is
caloutaled at the rate sel by HMW Treasuny (currently 3.3%) an the averaga relevant net assois of the MHS foundation s
during the financisl year. Relevant ret assets ars calculaled a5 Ihe value ol all assets l&ss the value of all liabilities,
excepl for donated assets, cash hald with the Government Barking Service [GBS), excluding cash balances hald in GBS
accauntz that relate to 8 short term working capitar facility and any PLC dividend balance receivakls or payaile. In
accardance with 1he recuiramenis laid down by the Department of Health {as the izsuer of PDC), the dividend for tho year
iz celculated o the actual sverage nst assets as set out in the "pre-audil” version of tre annual accounts. The dividend
g0 calvulated is nol revised should any adjustmant 1o not assets occur a5 a result of the andit of the annual accgunts.
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1.18

120

1.21

Losses and Special Paymants
Losgas and spacial payments ang items that Parliament would not have contemplated when it agread ‘unds for the heallh
senvice or passed lagislation. By their nalure they are iterms that iceally should nat anse. They ane therafare ssbject 1o

spacial control procecuras compared wilh the generality of paymarts. Thay are divided into diftarant categories, which
govern the way each indivdueal case is handled,

Losses and special paymenls are charged to the ralevant functional haadings in the Statement of Comprehansive [noomea
M & accruals basis, including losses which would have been made geood threugh insurance cover had MHS trusts net
baen baaring their own rigks Mwith insurance pramiums then baing Included as normal revenue axpandilure), Howewvar,
the note on losses and special paymen:s is compiled dirsctly from ihe losses and compensations register which is
preparsd on & cash basis,

Corporation Tax

The MHE foundalion trust is 8 Health Service Body within the meaning of 5184 |[CTA 1988 and accordingly is exemct
from laxation in respect of income and capital gains within categodies coverad by this but the trust is potantialy within tha
scope of corporation tax in respect of activities where income is received frem a nen pubdic sector source.

The WHS foundation trust has detemnined that it has no sorporation tax liability, a5 all aclivilies are either ancillary 1o

healbcars or below the da minimus level of profit 2t which lax iz payable. However [Harrogate Healthoares Facilties
fanagemeant Ltd is a wholly owned subsdiany of WHS foundation trust and is subject to corperation tax on its profits.

Financial instruments and financial liabilities

Recognition

Financial assets and financial liabilities which anse from contracts for the purchase or sale of nonfinancial items {such as
gonds ar sorices), which arg ontercd into in acenrdonca with the MHS foundation trusts normal purchass, salo or uaEagn
requiremenis, are recognised when, and to the extent which, performance accurs ie. when receipt or delivery of 1he

ooods ar serices is mads.

Financial @ssets or financial ligbilities in respect of asssts acguired or disposed of through finance leases ars recognised
and measurad in actarlancs with the accounting pelicy for leases deacribed in nota 1.8 above.

Purchase or gales are recognised and derecognised, a5 applivable, using the trade date,

All othar finanoiai asssts and financial liabilities are recognised when the MHS foundatisn trust becomes pany to the
contractual orovisions of the instnrment.

De-recagnltion

All fimancial assels are de-recognised when the rights 0 recaive cash flows from the assels have edpired or lhe NHS
foungation trust has transferred substantially all the risks snd rewards of cwnership.

Fi~ancial iabilities ars de-recognised when the abligation 1s discharged, cancallad or expires,
Classification and measurameant
Financial assetls are calegorised ags 'nans and recoivablas.

Finarcial liabilites are classiiied as other financial liabilities.
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1.22

Financial Instruments and financial labilities [continuad}
Loans and receivabies

Loangs and receivables are non-darivative financial assets with fixed or determinable payments which are nol quoled in an
active maket. They are includea in current assets.

Tie MHS foundation tnest's inans and recaivaoles compriss: cash and cash squivalznis, MHS receivables ard othisr
recaivablos.

boans and recaivables are rsoognissd initlally at fale value, nel of ransaction costs, and are measured subsequently at
amorigad ocost, using tha affactive infarest mathod. The effective infarast rate ie the rate that diecounte axaclly esiimatad
future cash receipts through the expected life of the financial asset or, when appropriate, a shoner period, to the net
carnying amount of the financial azsar.

Imgrast on lgans and receivables is calsulatad using the effective intarast method and credited to the Statement of
Comprehensive Income. Loans from the Department of Health are not held for trading and are measured a: hisloric cost
with any unpaid intarast accnied saparataly.

Cter financial bahiities

All ather lInancial fiabilites are recognised initially at fair value, net of ransaclion costs ncuered, and messsred
subzequenly at amertised cost using the effective interest method. The effective interest rate is the rate that discounts
gxacly estimated futura cash payments through the expacted lifa of the financial liakblly or, when appropriate, & shorer
period, to the net carnying amaunt of the financisl liability.

They arg included in currant iakililies except fior amounts payable more than 12 monihs after the Statzmenl of Financial
Fosition date, which ars classified as long-term liabililies.

Intedest an financial liabilivies carried at amaortized cost is calculaicd using the effactive intarest method and charged o
Finance Costs, Interest on financial liabiliies taken oul 10 Tlnance propety, plant and equipment or inlangikle assels is not
capitaliznd as part of the cost of those assets.

Deotermination of fair value

Far financial assels and financial tabilities caried at fair value, the carmying amcurnits arc detemminad from discornted
zash flow snalysis.

tmpaimment of financial assets

A the Statement of Financial Position date, the NHS foundation trust assesses whether any financial asscts, other than
those held at 'fais value hrough noome and expenditure” are impaired, Financial assels are impaired and impairmen:
losses are recogrisaed if, and only if, there is objective evidence of impaiment as a result of one or rmore events which
ocuurred after the inilial recognilion of the asset and which has an impact an he estimaled future cash flows of e assat.
For financial assets carried at amortised cost, the ameunt of the impairment loss is measured as the diffarence betwean
the assets carmying amount and the presant valug of the revised fulure cash flows discounied at the assel’s origing!
effective interest rate. The loss is recognized in the Statement of Comprehensive Inceme and the camying ameunt of 1ro
asset iz reduced directly or through the use of & bad debi provision, Bad debt provisions are used when thers is some
uncartainty that the debt will be paid. Bad dehts are written off directly cnly when there is canainty that the Jabl will ron e
paid.

Critical accounting estimates and judgemeants
The preparalion of financial statements undar IFRS raquiras the trust e make estimates and assumplions shat aflect the
applicatio~ of policies snc reported ameounts. Estimates and judgements are continteally evaliated and arc based cn

historical experignce and oiter Tacters Lhat are consllered (0 be ratavant,

Rewisions 1o accounling estimates are recognised in the pericd that 1he estimate |5 revised i the ravision afects only that
peried, ar i~ the period of the revizgion and future periods if the revision affects both current and futere periods.
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122 Critical accounting estimates and judgemants {continued)

1.23

|24

Although the MHS found ation trust makes estimates within these financial statemenis such as incormplete patiznl spells.
acorigd inpome, annual leave accrual and provigions £.9. arly retirements, the amounts invoived would nal cause 2
material adjustrmeant ta the camying amounls of assets and liabilties wilthin the noxt financial year.

In =elation to incomplete pabent spalls the MHS foundation trust makes an assessment of activty for werk in grogress at
271 March, basee on bed oooupancy at midnight. The methodology used is to assess the value of incoms due, o be
acoounted for in the period pelwesn admission and monih gRd, based onan avarage daily price at speciality'point of
delivery, this is calzulated and used as the basis of Ine accroal.

I relalion to estmations for uncednd NHS income at the financial yearend, the MHS foundation trust runs & forecas) for
income felating to March bazed on the average income recaived by specialy and pnint nf delivary, allwhoodasd activity is
then priced using an awerage. This methodolagy s used threughout the year and has proven te be robust with only very
minar vaiancss shewing cnee the activity is coded and then costed.

In addition, & revaluation of the MHS foundation trust's lznd and buildings was underaken at a prospective date of 31
Warch 20%8, for the firgt fime this valualion excludes the cost of WAT. As during the financial vear the MHS foundallon
trust crerled A suhsidany company "Harrogate Heallhcars Facilities dManagemant Lid™, The subsidiay compaty became
regponglble for the provision of 2 Managed Healthoare Facility 1o the NHS foundathan trust, & consegquence of this was
thal WAT became recoverable under an MES altermative site valuation (sae 1.6). Tha WIS foundation frust relies on the
professional services of the Valuation Office for the accuracy of such valuations.

Mo current investmeants

Investments are staked al market valug as at the statement of financial position date. The statement of comprehensive
income includcs 1he net gaine and losses arising on revaluatlon and disposals lhroughout the year,

Accounting standards and ameadmenls el bhave Been bssoed Dul Bave ol pel e acdopie

The fallowing lakle presants a list of recently issued accounting standards and 2mendments which nave nol yel bean
aduplen wilhin HM Treasury's Firancial Reporting Manual {FReM), and are therafera not appicabla to Depantment of
Health group accounts [ 201718,

Change publishad

IFRS 2 Financial Instruments Application required for accounting penods beginving on
or aftar 1 January 2018, but not yot adopted by ihe FReM:
early adoption is not therefore permitted.

IFR% 14 Ragulalory Doferral Accounts Mot yet ELF endorsed, Apples to first time adoplers of
|FRS after 1 January 2016, Thorefore not applicakle to
Department of Health grous bodies,

IFRS 15 Rewvenue from contracts with customers Application regquired [or accounling sernds eginning an
or affer 1 January 2018, but rot yvet adopted by ihe FReM:
early adoptionis nol thersfome permitled.

IFES 16 Loases Mpplication reguired for accownling oenods begmsing an
or after 1 January 2018, but not wet adoptec by the FReM:
esrly adoption is not thersfore permilted

IFRS 17 Insurance Contracls Applicetion required for aceounting sermes Beginning an
or after 1 January 2027, but not yvet adopted by ihe FReM:
early adoption is not wersfors permilled

IFRIC 22 Forgign Cumcncy Transactions and Advance Appleation reguired Mor accounling per ods Deqimsing an
Consideration. ar after 1 January 2018,
IFRIC 23 Uncertainty over Income Tax Treatments Apolication reguired for agcounting oernds begineing an

or wliler 1 January 2019,

It iz not praclical to assess the 'mpact on the MHS Toundation trust of the above Accounting Standards and Amencments
uriil HE Treasury adops ther within the FR2M.
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2 Operating sagments

2.1 Group ocperating segments

The MHS foundation trust's management has reviewesd IFRS 8 {Operating Segments) and has dewermined that the consolidated
firancial staterments consist of two segments "Healthcare” and "Chanty”,

Qparating Surplus[Deflalt)

Met Financs [Cosisineome

Movemant in fair value of invasiranis

SLIRPLLISSDEFECIT) FOR THE YEAR

Mon-curent azsels
Curean | ghsets
Cumant liakilitles

Mon-curent lizbiliies

TOTAL ASSETE EMPLOYED

Flnanced by axpayers’ equlhy:
Public Dividend Capital
Fevaluation resenve

Incama and expendlivura rasarva
HOFT Chartable fund reserves

TOTAL TAXPAYERS' EQUITY

Bagre 40

Group Group
Healthears Charity healhcare Charity
2017118 2017118 2017 2016017
£000 £000 £000 £000
3,916 [248) &, 65D 29
{2,058 50 i2.971% 44
(1 5 251
951 184] 3RO 370
104,061 1,905 107,136 1906
28.491 41 05,785 Z62
(21.929) {Z7) (18,807 [75)
[1B.563) (11,074}
83,080 1,908 apeis FReEk!
20,262 - T4 BOE
12,100 16,801
Ba7 . (254 .
. 1,909 - 2.083
93,060 1,809 86,215 2.083
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3 Operating Income from continuing operations

3.1 Analysis of operating income

Incoma from activitias by classification:
Clectwea lncame
Mon elective income
Outpatient inceme
Follew up sutpatient inceme
Accicdent and Emergency :ncome
Hlgn sost drags noome fram commlsslonars
Otrer MHE clinical income
Conrranily sorvices incaie Ion COES g8 MHS England
Community Services incame fram clher sousces {2.0. local authorities)
Frivate patient income
Total income from activitias

Inearme rom activitias by soures:
MHS Foundaion Trsts
MHS Trusts
MHE England
lirical commissicning groups
Lacal Authetics
Drapartmert of Health
MHE Cthar
Man MHS: Private Patientz
Mon-WHS: Dverseas palients (chargeable 1o patant)
MHE injury scheme (58 below ™)
Man MHS: Cther

Total income from astivitios

Group other oparating income:
Rescarch and development
Education and training
cducation aad training - nobional incemes fram apprenticezhip fund
Man-gatlent Gare services o alher bodles
Sustainability and Transformation Fund income
Rental revanue from oporating loases (soe note 3.4)
Staff rechanges {(seoondmenis)
HOFT Charitanle Funds: 'ncoming Resources excluding investment income
Cihar {sea nota 3.2)
Group total other operating income

Group total cperating income

Foundation Trust & Group

2017118 2018M7
£000 £000
20,003 28,076
37,325 12,B66
12,404 11,220
14,218 15,583
6,770 5,708
7,380 7461
40,342 43 fIE
25443 27,571
25311 36,776
1437 1,243
190,637 700,310

Foundation Trust & Group

2017HE HARAT

E00D £000

495 546

50 99

19,518 20,074

151 B4 150.514

25,313 26,775

53 g

BE A0

1,437 1.243

68 T

496 811

260 3451

199 63T 200,310

Group

201718 20161F

£000D £0ad

1,172 1.922

G026 5147

3z .

2,435 2.431

3,528 +.48]

168 184

5041 G45

B T30
2,614 2956

17,124 17,472
216,765+ = 217,782

* MH3 imury scheme income s subject to & provigion for deotiul debls of 2284% (2017 22.84%:) (0 reflen) eepacted ralss of

crllaction.
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3.1 Analysis of operating income {continusd)
Foundation Trust

2MTME 2mMany
EQQO 00
Tatal ingome from activities 188,637 200,310
Faundation Frust other operating income:
Research and davalopmem 1,172 1,239
Education and training 6,026 5147
Education and [raining - notional neome from apprenticeship fund iz .
Recered from MHS charitics: Reccipt of qrants/donations for capital acoulgllaons 276 236
Mon-patient cars senvicss to other bodies 2439 2528
Sustainability and Transformeation Fund incoma 3,528 3,450
Renlal revenue from operating leases (see noie 3.4) 261 184
Siaff rochargaes (secandments] 1Ly | 645
Diher (see nole 3.2) 2,723 2 D56
Foundation Trust total elher operating |naorme 16,958 17,075
Foundation Trust total operating [ncome 216,505 217,385
3.2 Analysis of Other Operating Income: Cither
Group Foundallen Trust
201718 2016417 2017148 201817
£000 £004 £000 EOGD
ar Parking 749 7T 716 7T
Estales racharges | 4 3 B
Pharrmacy Soles 12 11 12 ™
Staff accommadatian rentals 91 124 aq 124
Clinical Tests 381 435 i 435
Catering 648 A5d ays 384
Property Rentals - 5 - &
Cither income* T30 1,212 D45 1,212
2,614 2,956 2723 2,958

MWH3 [mprovernsnt requires the MHS foundation trust 1o provide an analysis of other operating income using the caleoories aboee
[see note 310,

*Cther "Other” income includes for example Finance Staff Development levies (hosted service for 1he reqion), Morbuary fee
incorme and incore from the Trust's Staff Lottory,
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3.3 Analysis of income from activitias by Commissioner Requested Services [CR3) and Non-Commissioner Requested

Services (Non-GCR3).

Commizsinrer Requesied Somviges
Mon-Commissiorer Requested Services

Teotal

3.4 Operating |lease income and future annual lease receipts

Operating lease income

Future minirem lease receims due on buildings cxpiring
= not later than one year,

- later than ons year and not later than Tve years;

- later than flve yviears,

3.5 Dperating lease income and future annual lease receipts

Cparating lease incomsa

Future miremum lease receipts due on buildings expiring
- not [aler than one year:

- later than one yoar and not later thar five years,;

- lgter than five years.

3.6 - Overseas visitors (relating to patients charged directly by the foundation trust)

Foundation Trust & Group

2017118 BT
£000 £000
112,817 106,133
86,620 24187
198,637 200,310
Group
2Mie 201617
£000 foco
168 184
168 184
160 161
335 387
200 512
1315 1,161

Faundation Trust

2017118 20181y
£4000Q £000
261 184

T Za1 ) 184
1,270 161
4,476 357
22 285 g1z
28,040 1,160

Incoame recognised in year relating to overssas visiters was £68k (2017 £/ /) cash paymerss received in year (relating to
invoices raisad in current and previous years) was £98k (2016 £38k] and amodnts written 2f° in year (relating to invoices raised

in corrent ard previols years) was £0k {2017 £4k).
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4. Operating Expenses from centinuing aperations

4.1 Group gperating eXpenses comprise: Group

20178 201617

£000 £000

Purchase of healthcare from WMHS and GHSC bodiss 1,802 1,655
Purchaze of healthcare from nan-MHS and nen-0OHSC codies 61 14
Staff and executive directors cosis 156,320 141 867
Mon-gxecutive directars 180 152
Crug costs (s2e note 12.2) 14,316 14,061
Supplies and services - clinisal 16,174 17.584
Supplies and services - general 2,784 2664
Establighmeani 1.805 1 FED
Research and development 79 24
Transzor (including Patierds' raveal) 825 G
Premises - business rates payable to local authorities™ 821} &51
Premisas - other 8,201 ‘g,343
Increase in provisicn for irecoverable debls 197 143
Rentals under operating leases 714 2,700
Depreciation on property, plant and equipment {5es note 9.1 2,437 4,022
Amortization on intangitle assets {sea note &) 132 135
Impairments of property, plant and cquipment 208 (189}
ALl services- statutory audil AR BS
MHS Rescluticn contrbution - Clinical Megligenge 4,196 2907
Legal fees 197 111
Consultancy costs 437 430
Internal audit costs 166 166
Education and training T35 T
Edlucation and training - notional expenditure funded from asprenticeshiz fund 32 .
Redundancy - a1
Early retirements -
Hospitality 1 .
Insurance 273 20
Other senvices, =g external payroll - 14
Losges, ex gratia and special payments {see nole 20) 24 5
Other 41 42
HOFT Charitable furds; Other resources expended 464 68
Group total operating expenses 213,092 211,094

*Tha MHE foundation trust is part of a2 Group Action with a rumber of ather NHS argarisalions relating 1o ha ratcakle value of the
properlies Ltlised for the provision of healthcare. This aclinn anplies retrospectively and tharsfors the anicipated benefit has
resulted n regative sxsenditure duing 201718,

*The MHS foundation trusl became eligitle for a retrosgective WAT claim during 2017718 reating to VAT suffered on building

schemes. Accounting for this VAT claim quring the financial year Fas resulted i a ane off reduclion (£2.4m) to the anaual
deprecialion charge (also see note 3.7].
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4., Oparating Expenses from continuing operations (Centinued)

4.2 Foundation Trust operating cHpenscs comprisa: Feundation Trust
2017118 20161 T
£000 Fcog
Furchaze of healthcare fom MHS and DHEC bodies 1,882 1,655
Purchase of healthcare from nen-MIHE and non-DHSC boedies 61 14
Staff and executive directors costs 155,726 151,862
Mon-axecutive dirschors 150 182
Drug costs (sce nota 12.2) 14,316 14,061
Supplies and services - clinical 16,085 17,598
Supplies and services - general 3,509 2,684
Eslabdislaimnl 1,799 1,740
Fesearch and development 22 24
Transport (including Patients' travel) a2z ac
Fremizes - business rales payable to local authorities (921} BE1
Premizes - cthar 8,651 6,843
Increase in provision for inecoverakle debis 197 143
Rentals under opezrating lesses 134 2,708
Ceprociation on property, plant and eauipmeant (see role 917 2437 4 52%
Amortizgation on intangible assots (sae note &) 132 135
|mpairmeants of propery, plant and equipment 208 (1590
Audit sanvicas- statutory audit Lh &5
MHE Resoluticn conwibution - Slinical Megligencs 4,196 2997
Legal fees 196 111
Consultancy ¢osts 4315 430
Irtermal audit costa 164 165
Education and training 742 a9
Educatinn and training - naticnal espendilure funded from apprenticeship furd az
Redundancy - 31
Eardy retirements =
Hoapitality 1 .
Insurance 271 266
Cther semvices, eg external payroll - 18
Losses, cxgratia and special payvimeants (see nots 200 24 75
Cther 423 42
Foundation Trust total operating expenses 212,802 210,726

*The MHE foundaticn trast is part of a8 Group Acton witt & number of oaer MHS organisalions relating io the rateakle value of the
properies utilised for the provision of healthcarg. This action applies retrospectively and therefore the anticipated benefit has
resulted in nogative expenditure during 2017145,

~*The NHS foundation trust became eligible for & retrospective VAT cla m dudng 201718 relating to VAT suffered on building

schemes. Accounting for this WA claim during the tnaqocal year has resulted 10 a oneg off mduclion (E2 2m} ta the annual
depreciation charge [also see nome 9.1).
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4.3 Oparating leass expandlture and future annual leass paymenls

hlinimum lease paymants

Futuré minimum lease payments due expiring;
Within 1 vesr
Between 1 and 5 years

4.4 Limltation an external auditor's iabllity

Lirnltatien on et mial alditor's lability

5. Employee gosts and numbers

5.1 Employee costs

Selaries and wages

Social Security costs

Apprenticeship lewvy

Employer contdbutlons te MHS Panslans
Agenoy

Termination benefits

Aqencyicontract staff

Total ermplovee expensSes

Less costs capitalised as part of asssets
Total employee costs excluding capitalised
CLELS

Foundatlen Trust & Group

2017H48 201617
£0040 £000
7i4 2 708
T Z,708
1,817 1,860
344 337
2,161 2,197

Foundaticn Trust & Group

201THE 201617
£0104 £000
1,004 1,000
1,041 1,000
Group Graup
Permanentiy Pemanently
2MMTME  Employed Other 201BM ¥ Ernplayed Cihar
£000 E000 £000 EAF LY £00 000
125 446 122,936 2,514 12,458 124,135 2323
11,305 11,45 - 10,630 1{H6BL -
505 5o5 - - -
14,826 14,826 14,313 14,313
. - - 18 aB -
4,529 - 4,524 4,504 - 4,50
156,701 149,662 7038 152,083 145,165 5,917
(381} {381) - (183 (133}
156,320 149,281 74039 151, 2K 144,983 g.817
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% Employee costs and numbers [continued)

5.2 Employee costs

Foundallon Trusl Foundation Trust
Farmanchlly Permarently
P gy | Employed Other 28T Emplayed [ithar
£0400 £Q0Q EQR0 EQ0G FO50 000
Salaries and wages 124,970 122 480 2,511 122,458 120,135 2333
Sacial Security costs 11,270 11,270 . 10,G30 10680 .
Apprenticeship levy 502 5oz . N a =
Ernployer contributions to MH3S Mensions
Agency 14,774 14,774 . 14,212 14,211
Tarminatian banalils . - . 32 i -
Apancyivantract slalf 4,501 - 4,501 4,554 - 4594
Total employes oxpansss 156,107 149 086 T.011 182,033 145,166 5917
Less casts capitalized as panl of asscts [381} 13d1) {183 (133} -
Total emplayee caste excluding capitalised
fratls ] 155,726 148,715 7,011 181,900 144,883 5ty
8.3 Aversye pumber uf enployees (WTE basis)
Group Group
FParmanantly Pemnanently
2T HE Ernploved Othar 2B T Emplayed Cthar
MU bar Mumkber Mumkber Nurmber Murnber Mumber
Medical and dental a3 220 11 31 HE 36
Ambulance staff 2 2 2 2 2 -
Administration and estates B33 632 1 EZZ 615 T
Healthcare mesistante and other suppart staff 416 kit 48 2 are a3
Mursing. midwilary and haallh visiting slal 1,552 1,517 15 1,488 1,472 16
Murging, mildwilary and heallh vislivg lsarmars 21 21 - 22 22 -
Sclentllc, thetapeutic and tachnlcal siaff 4353 454 1 461 450 |
Healthcare science staft 24 a4 . g5 g5
Cither 5 3 - ) K] -
Tatal 3,459 3,413 7B 3,4EG 3,363 i
| ess capitalized employees (113 (11) . {8} 5] .
Talal excluting capitalized WTE 3.478 1,403 TH A 450 4,357 a3
5.4 Avaraga rumber of employess (WTE basis)
Foundation Trust Foundaticen Trust
Fermanently Parmanently
a01FHME Employed Qther IL1EM T Ermnplayad Oihat
HMumkber Mumber Mumber Mumber Mumber Mumbar
Medical and dental oy | 320 11 a5 A5 36
Ambulanca =laff 2 2 - 2 2 =
Adminislration ant sslales SO0 389 1 Ba2 G615 7
Healthcara assistants and other suppor staff 211 164 47 442 Jra a3
Murging, midwifary and health visiting staff 1.5 1,516 15 1,484 1,472 H:
Mursing, midwifery and health visiting leamers 21 21 - 22 22 -
Ecientific, therapeutic and technical sta” 455 454 1 461 450 1
Healthcare science staff 94 a4 . 55 a5 E
Ciher il 5 - k| 3 -
Total 3,240 1,165 75 4 .458 3560 a3
Lass gapitelised emplayees [11) 111}y - L)) (6] ~
Total axcludrmg capilallzed WTE 3,229 3,154 75 3,450 Al S

WTE = Whole Lime equivalants

Pitez 27



Harmpgate and Districl MHS Foundaticen Trus - Motes To Consolidated Financial Staterrents 31 March 2015

5.5 Panslons costs

Fazt and present erployess are ooverad by the provisions of the bwe WHS Pensions Schemes. Details of the benafits payable and
rules af 1he Schemes can be faund gn the MHS Fonsions webs'te &t www nhsbsa.nhs uk/pensions.

Both are unfunded defined bensfit schemes thal cover MHS employers, General Practices and other bodics, alowed urder the
direction of the Secretary of Sate, in England and Walss., They are nol deslgned 1o be ran in & way that would enable MHS bodigs
to identify their sharc of the underlying scheme assets and liabiities. Thersfore each scheme is acccunted far as if it were & defined
contribution scheme: the cost o the NHS Body of panicipating in each scherme is taken a= equal to the contributicns payatle to that
scheme for the aceaunting perios,

Inarder that the defined benefil obligations rsocgnissd in the financial statenenls do not difes matsrially fron those that sould be
detemningd at the reporting date oy a formal actuarial valuation, the Financial Reparting Marual (FReM) requires that “the period
betwaen formal vallations shall be four years, with approximate azsessments in intarvening yearas'. An culline of these follows:

a) Acsounting valuation

A valuation of 1he scherme liability iz caried out arnually oy the scheme actuary {curently the Government Actuary's Deparbment]
a% at the end of Ihe reporing period, This wtlises an actuarial assessment for the previous accounting period in conjunction with
updaled membership and loancal dala Ton e currenl reparting period. and is accepted as providing suitably rebust figures for
financial reporting purpescs. Tho valuation of the scheme liobility gs at 31 March 2018, i baged on valustion datg as 31 March
2017, updated to 31 March 2018 with summary global member and accounlting data, In undertaking this astuarial assessment, Lhe
mathodoleay prescibed in 1AS 18, relevant FReM interpretations, and the discount rate prescribed by HMW Treasury have also been
Lsed,

The latest essessment of the ligbilities of the schams ig somained inthe rapart of the scheme actuary, which forms part of the
annual MHS Pension Scheme (England and Wales) Pension Accounts, Thess accaunts can be viewed ¢n the NHS Pansions
wibsile and are publishad anruslly. Copies can also be obtained rom The Stationery Offlee,

b} Full actuarial {funding} valuation

The purpose of this valuation is 10 assess the level of liability in respect of the benefits due under the schemes (taking inla account
therir recent demographic experience), and 1o recommend the sentibutizn rates payablg by employens and employens. Tho last
auklished actuarial valuation undertaken for the HHS Pension Scheme was completad for the wear ending 31 March 2012,

The Echeme Regulations allow for ihe level of contribution rates to be changsd by the Secretary of State for Haalth, with the
congent of HM Treasuny, and coqsideration of she advice of the Scheme Actuary and employee and empioyer representatives as
deemad approoriate.

The next actuarial valaatior is 0 be carried oot as at 31 Mach 2016 2nd is corrently being prepared. The direcuon aszumptions are
publishied by HM Treasary which are usaed o complete the valuation caleulations, from which the final valuation ropert can be
signed off by the scheme actuary. T hiz will st the empioyer contibution rate payakle from April 20149 and will gonsidar the oest of
ne Scheme relative to the empoyer cast cap. There are prowsions in the Pubtic Service Persion Act 2013 o adjust member
bensfits or contribution rates if the cost of the Scheme changes by mare than 2% of pay, Subject to this "emplover cost cap”
a5EEsRMent, any required revisions o mermbor benelits or contricuion rates will be determined by the Secretary of State for Health
alter consullation with the reewant stakeholoans,

Mope 43



Harrogate ard District MHS Foundation Trust - Motes To Consolidated Financial Slalemenis 21 Margh 2018

4.6 Aetirements due to ill-health

During the year ended 21 March 2018 1here wina 2 {2017 8) early retirements from the MHS foundation trust agreed on the
graunds of lI-heglth. The sstimated additisnal peasian iability of the ill-health retiremant s £137,000 (2017 £G25,000). Tha cost

of i'-Realih retirements are berns by the MHS Business Servlces Autharty Pensions Division.

4.7 Staff exit costs

MHS Imanevement requires MHS faundatior. trusts 1o disclose summany information rsgadirg redundancy and muoldally agresdd
resignasion scheme (MARS) staff costs agreed in the financial year,

Foundation Trust & Group Faundation Trust & dsroup
Exit cozt band 2017048 Number | 201718 Number | 201617 Mumber | 201617 Mumber
of compulsory of MARS of compulsony af MARS
redundancies departures redundancies depatures
agreed agrocd
=E10,000 . -
E10,004% - £25,000 - i
Fidly U0 - £4b 000 - = 1
£50.001 - £100.000 - . =
00 00 - £+ 50,000 - = -
F153,001 - £200,000 - - =
=E200.000
Tolal nomber of axits by type - - 1
Tota: rosourcs oost il £0 £0 E31,000

3.8 Analysis of tarmination benefits

Foundation Trust & Group Foundation Trust & Group

2017TH 8 20178 HTEMT 201617
Number £000 Mumrber E0G0
Mo of Cases . B 1
Cost of Cages - . ) 21
= : 1 11

Pape %



Harrogale and Dislrict MHS Foundalion Trust - Motes To Consolidated Financial Staternaniz 31 March 2018

&. Finance revenue

6.1 Group finance revenue raceivad during the yaar is as follows:
Finance revenue received during the year g as follpws:

Interest income:

interest on bank accounts
HIFT Charitable funds; invesiment income

6.2 Foundation Trust finance revenue received during the year is as follows:

Firanca revenue recaived during the year iz as follows:

Intarest Income:
Imerest on bank accounts

7. Finance exponsas

Finance eipenses Mourred doring the vear are as follows:

Interest expansa:
Capital Loans from the Department of Health (formerly ITFF see nate 18)

Page 50

Group
2017118 20187
£000 £000
22 18
S0 LE:)
&1 Fis

Foundatlan Trust

2718 201817
£000 £004
22 1t

22 16

Foundation Trust & Group

2718 201817
£000 000
253 233
253 233




Harrogats and Dist-ict NHS Foundation Trust - Motes To Consolldaled Financial Statemenls 31 Marsh 2018

B Curmrent year intangible fixed assets

Gross cost &t 1 April 2017
Additiors - purchased
Dizpgsaly

Gross cost at 31 March 20138

Amaortigation at 1 Aol 2017
Provided duriag 1he year
Digposals

Amortisation at 31 March 2018

Het book value
- Purchased at 31 Ma:ch 2018
= Total at 31 March 2018

&.1 Prar year intangible fixed assets

Fross cost at 1 April 2018
Additione - purchased
Dispozale

Gross cost at 31 March 2017

Arnortisation al 1 April 2076
Prewided dudng the wear
Dizposals

Amortization at 31 March 2017

Net book valua

- Purchased at 31 March 2017
= Total at 31 March 2017

g 51

Foundation Trust & Group

Software Total
Licences

EQO0 E000

TED THG

T T

TET TET

LT 338

132 132

490 480

27F 277

277 27T

Foundatlon Trust & Group

Software Total
Licences

£000 EO00

GE1 31

o4 g4

{15] {15)

TR iy

238 238

135 135

114a) {15}

a9 358

402 402

402 4032
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Hamrngate and District MHS Foundztion Trust - Noles To Consolidated Financial Statemants 31 March 2018

10, Investments

Group

20178 201617

£000 £000

Carrying valle at 1 Apnl 2017 1,906 1.750
AMcquisitions in yesr - olher 08 266
Movesrnent in fair value of investrments 5 251
Digposals {314) (351
Zarrving valus at 31 March 2018 1,805 1,906

Ivestments held are wholly atdibutable 2 he Harrogate and Cigtdet MHES Feundation Trust Charitable Fund {registered charity
number 10500083, far further information please see he charity's Annual Repon and Accounts,

11. Subsidiary Undertaking - Harrogate Healthcare Facilities Management Lid.
Foundatlon Trust

2MTHE 201817
£000 £onG
Mon-current azsats
Shares in Subsidiany 1,008
Lo b Subsiciary a0d
1,800
Current assets
Loan to Subsidiany 200 -
2,000

The shares in the subsidiary company Harmgate Healthoare Facilities Management bid comarises a 100% holding of the share
capital.

The pringipal activity of Harrogate Healihcare Facilities Managemsent Ltd is o provide estate maragerent and facilties services

12, Inventories

12.1 Analysiz of inventories Group Foundation Trust
201TME 201617 201718 201817
£000 £ong £000 con0
Drugs 850 Tig 950 732
Consumabloz 1,606 1,688 1403 1,688
Total 2,456 2327 2,353 - 2A8T :
12.2 Inventaries resognised in expenses Foundsatian Trust & Group
201718 8T
£000 Fo00
Drug Inventories recognissd &5 an expanze in the year 4.6 14,061
Total 14,316 14,061

TPapge 55



Harrogate and District MHS Foundation Trust - Kotes To Consolidated Financial Stalements 31 March 2018

13. Trade and other racelvablies

12,1 Trada and olhar receivables arg made up of:

Grop

2017118 aManyT
Currant i) £Co0
MHS Trade receivables 14,707 14,651
POC Dividend receivable (Departmeant of Haallh) 355 53
Prewigion for the impairment of receivables (see note 13.2) (437 [532)
Interesl receivable 2 1
Frepayments 1,773 1,849
WAT receivables 491 aae
Other receivables (*See below and note 4.1) 4,794 2,524
Total 21,635 18,832

Foundation Trust

2017HE 201847
Current FO0d £400
MHS Trade rarsivahles 14,847 14 55%
FOC Dividend receivable (Desartment of Health) 355 B3
Prawisian for the impairment of receivablzs (see note 13.2) [4BT) [532)
Interast racaivabla 2 1
Prepayments 1,653 1,845
WAT recelvables G6a5 KL
Other recelvables ["See helow and note 4.2} 4.524 2.395
Total 21,585 18,803

*‘The increase in the MHS foundation trust's "Olher Raceivables” mainly refers to a Group Actien claim - sce note 4.1 & 4.2

Foundatlon Trust & Group

2047418 2Mag17
£000 £oon

Non-Current
Other receivablos 395 381
VAT receivablas 1,968 .
Frovision for the impairment of reccivabloz (5o note 13,20 {50) {87
Total 2,273 294

The rrajarity af the MRS foundation trust's trade is with Comnmiszicners for MHS paticnt cara sarvices which are funded by he
Gowvernment o buy MHS patient care servicce therofare no credit scoring for them s considerad necessary.

Foundation Trust & Group

13.2 Movements in Lhe provizsion for Impalrmants of reccivables 20MTMBE 201817

ETO0 E0QD
Balance at 1 April 2017 g19 1,073
Increase n provislon 197 143
Arnounts utilised [233) (287}
Balance at 31 karch 2008 afv £19

MHS Injury Benafit Scheme incoms is subject to 2 provisicn “or impairment of 22.84% (2017 22.84%] to reflecr cxpecied ratos of
coilection. Chther debls are assessec by management considering age of debt ard the probability of collection.

Mg 36



Harongate and Diztrict WIS FoLndation Trusl - Motes To Congo idated Financial Statemenss 31 March 2018

13. Trada and othar receivables jcontinued)

13.3 Ageing of the provision for impaired receivables

-30 Days
A0-60 Days
G0-80 Days
an0-180 Days
Cwer 180 Days

13.4 Ageing of non-impaired receivahles

0-30 Days
J0-60 Days
BO-00 Days
G0-130 Days
Dhyar 180 Days

14. Cash and cash equivalents

Balance at 1 April 2017
Met changs In year

Balance at 31 March 2018

Made up of;

Cash with Govemment Banking Service
Zash at commerciai banks and in hand
Cther currant Inmeastmenls

Cash and cash eguivalents

1%. Trade and cther payahles

Current

Facaipts in advance

MHE Trade pavakles

Other trade payables - capital
Social Security costs

Other tax payable

Other payables

Accrued interast on loans
Accruals

Total

Foundation Trust & Group

201718 201617
£000 £0C0
28 ]

12 ]

21 13

14 25

487 463
577 FRE]

Group Foundation Trust
201718 2076017 2017113 201617
£000 £0an £000 EQGOD
14,13% 12,642 14,063 12,525
328 b2g 329 224
143 454 143 454
649 715 649 715
2,597 2587 2,597 2,997
'1_?,35]" 16,937 17811 16,820

Group Foundation Trust
201718 2Man’y 2017138 20167
£000 £00GD £o00 £000
4 638 &SR8 4,555 5527
753 (380 440 {972

5447 4,688 4995  AL4h
4,893 4 5867 4978 4,543
433 12 17 12
13 o -

5,441 4 A58 4,945 4555
Group Foundation Trust
201718 201617 2017118 2016017

£000 Fcog £000 Eoag
15 20 15 20
4,742 B.E32 4 666 6,832
3,150 1,037 3,190 1,337
1,668 1631 1,603 1.831
1,468 1,358 1425 1,354
5,413 4,295 E,206 4 220
68 £l &8 63
1,481 757 1,323 a7
18,005 6,425 18,545 16,420
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Harrogats and Distrot MHE Foundation Trust - Metes To Cansaolidated Financial Statements 31 March 2018

18 Provisions

16.1 Frovisions cumment and non current

Foundatien Trust & Group Foundation Trust & Group
Current Mon current

2017118 20181 F 201THE 201817
£040 £000 £000 00D

Pensions relaling to the eady retiremert of staff zre
15495 kit 45 105 143
Lenal claims 60 BE - =
*Other 20 20 T4 L
113 131 184 238

*Oiher provisions total £99,000 (2017: £115,0C0) referring to the MBS Injury Benefit Scheme.

16.2 Provislons by categary

Fenzicns Legal claimsz Oher Foundation
relating o the Trust & Growp
eatly Tatal
rolinemcnt of
staff pre 19495
£000 £ong £o00 E000
M1 Aprl 2017 188 Ba 118 K1ii
Arlsing during 1he year 4 41 2 4G
Utilised during the vaar (43 [ {20} (67}
Mo longer required (107 (42] - (52}
mwinding of discount 4 : 2 G
At 31 March 2018 143 &0 L) 02

*Other provisions total £89,000 {2017 £115,000) referring ta the MHES Injury Benefit Schemes

16.2 Expected timing of cashilows by category;

Pernsinns Legal claims “Other Foundation
relating to the Trust & Sroup
early Total

retroment of
staff pre 1955

Enan E00 £000 £000
Within one yesar a8 B0 20 118
Between one and five years 7a . M4 140
Afler five years 27 - 17 44
143 [ilY} L 302

=]

£53 368,656 is ihcluded inhe provigions of NHS Resolution (farmerly the MHS Litigation Autharity) at 31 March 2018 in respect of
clnical negligence liahilities of the MHS fuundation trust (31 March 2017 - £55 401, 550). Flease see ncta 1.12.
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Harrogate and Digtrice MHE Foungation Trust - Notes Ta Consolisated Financial Staterments 3% March 2018

17. Other liabilitics
Foundation Trust & Group

2017118 201617
Cuarrent fonn PO
Dafered ingome 1,832 2,142
Total 1,832 2142

18. Barrowings
Feundation Trust & Group

2017118 201617
Current £000 £O005
Capital Inans from Nepartrmeant of Baalth formedy ITFEY* 201 fog
Total 2,011 EER
MNen-Current
Capital loans from Bepartrment of Haaslth (formedy ITFF* 18,379 10,776
Total 18,379 . 10,776

*Daring 201213, the Trust signed 3 10 year lnan agresmant far £3.4m fram the Independant Trust Financing Facility (TFF) ta fund
the provizion of additional theatre capacity, the loan was drawn down in full during the financial year, During 201314, the Trust
sighad an additional 10 year logn for £1.5m from the ITFF to fund the replacement af an MRI Scanner. The loan was drawn down in
full cluring the finangial year. During 207 415 the MHS fourdation trust did not undertake any additional borrowing. Cudng 201516
the Trust signed a 25 year loan agresment from the Department of Haalth for £7.5m to fund a Carbon Effictency capital echeme
and = 10 year loan agresnasal iam e Departmeant of Health for £1.5m o fund 192 purchase of & Mabile MR Scanner bath of
these loans were drawn down in full dudng the inancial year, The MHS loundation irust did not underaks any additional bormswing
during 2361 F. During 201718, Tne Trust sigred two loen agreements (both with 10 year terms). Replacemeant of automatic
endoscope reprmoeszos for £3.8m and a modular build endascopy suite for £6 9m.

The interest raies on the NHS foundation irust's loans ane:-

Additional thaatre capacity loan E3.4m iz fiked at 0.93% per annum {10 year term).

Replacement MR loan £1.5m is fixed 5l 1.75% perannum {10 year tarrm),

Carkon effigiency capital echeme lnan £7 Sm is fixed at 2.6% per annom (23 year tem).

Mokila MRl Scanner loan E1.5m is fixed at 0 80% per annum (10 year tem).

Replacement of Automated Endoscope Reprocessors scname loan £3.8m is Faed at 0.76% per annum (10 vear tsrm).
Modular Build Endoscapy Suite laan £6,9m ig fixed at 0 56% per annum {10 year term).

Interest accrued is paid avery six monihs see finance expenss nete 7

There hawve been no defaults or breaches ir relation 1o tne Depantment of Health farmedy ITFF! loans,

19. Finance laase obligations

The MHS foundaticn trust doss not have any fnances leases obligations silher a5 & lesses or fessor,
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Harrogate and District NHE Foundation Trusl - Noles To Consolidated Finsncial Statements 31 March 2014

20. Losses and special paymants

Losses:

Other loss of cash

Bad debts private patients

Bad debls aversess visitars

Bad debts other

Darnage to buildings, propsrly s es esuas
Tolal lesses

Epecial paymants:

Compensstion under legal abiigation

Ex gratla paymeant |loss of persanal effects
Ex aratia paymant other

Total special payments

Total los=es and spacial payments

21. Third Pary Assets

Faundation Trust & Group

201718 2MTHME 206 T 201817
Total Total valua Total numbar Total valug
number af of cases of cases of cases
CASES

£000 000

3 3 = -

17 & 518 ¥

2 - L 4

196 B 353 27

218 15 431 18

= - 3 32

G 1 10 ]

5 4 - -

1 5 13 KT

229 24 444 75

The NHS feundation trust held £3,4583 cash at kank and in hand at 31 March 2018 which related 19 monies held by the NHS
feundation truston behalf of patients (31 March 2017: £428).

22 Contractual Capital Commitments

Commiiments under capital expandiure contracts at 31 March 2018 were £2 955,000 (31 March 2017 £2 546,000,
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Harrogate and Districi MHS Foundation Trust - Motes To Consalidalsd Financial Statements 317 March 2015

23. Related Party Transactions

23.1 Tranzactions with key managemant personnal

185 24 requires disclosure of transaclions wilh key management parsonnel durlng the vear, Key maragement personnel is cefined
in |43 24 a5 "lhose persons having autherity and responsikilily for planning. directing ard contralling the zctivitizs of the entity,
directty or indirectly, including any director (whether executive ar otherwise) of that entity”. The Trust has desmed that its key
managemert peeonnel are the boand members [oting and non-voting dirsctors and non-esecitivg directors) of he MHS
faundation st

Howeaver tha OH GAM glates the raquiremant in 145 24 10 disclose the compensation paid b management, expenses allowancas
and similar tsms paie in the ordinary couse of an enlity's aperations will be satisfied with the disnlosures in the Remuneration
Reporl. There were no transactions with board members or parties related to them other than thoes from the ordinany ceurse 1he
I 15 faundatian truat'a aperations.

23.2 Tranzactions with other ralatad parties

The Deparment of Hea'th and Sccial Care 1s the parent department of Harrogate and Gistrict WHES Fourdation Trust, paragraph 25
of IAS 24 allows entiles which are related parties because they are under the sarme gesornrmant control 1o reduce the volime of
detailed disclesures.

The DH GAM intererats 1his as requiring the disclosura of the main aatities within the public sector wilh which thie NHS Toundalon
trist has had dealings, but no infarmation needs o be glven abaut these fransaslinns, These entities ars lsted below:-

County Durham Lnitany A thoriny
Darlington Bomugh Council

Deparment of Heallh (FDC dwvidend only)
Health Edugation England

HMRLC

Leecs Teaching Hospilas MHS Trust
Middlasbrugh Council

MHSE Airedale, Wihardale And Craven CCGE
MHS Engaand

MHS Hamblaton, Richmondshire And W hithy COG
MHS Hamogate and Rural Oistrict S5G
MHE Lesds Morh G

MHS Leeds Sauth And East ZCG

MHS Leeds West COG

MHS Resglution

MHZ Penzicn Schemo

MHS Frogerty Services

MHS Scarboraugu And Ryedale COG

MHE Wale Of York CCG

Marh Yorkshire County Council

Teas, Esk And Wear Valleys MHS Foundation Trust
Yore Hosp'tale MHS Foundation Trust
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Hamrogate and Districl MHS Foundation Trusl - MNaotes To Consolidated Financial Statements 31 Marca 2018

24. Flnancial instruments,

Group Foundation Trust
201718 201817 201713 20§81y
£000 £00U £000 £003
Financial assats
Loans and receivabies {(including cash and cash
equivalents} 24,044 20,875 23,406 20,875
Imvestments : 1915 1,906 1.000 | B0E
25,909 2273 24,406 22,741
Financial liabilities
Carer lnancial ikl lies 33,209 23,280 32862 24280

The MHS foundalion trust's financial liabilities all fall under the categany 'sther financial liabilities'

Management consicer that the carrying amouats of financial assete and financial Rakilities recorded at amaortised cost e the
financial statements approsimats (o their fair value.

The majerity af the NHS foundation trost's innnme 1= from NHS Sommizsinners of patient care saervices which arn funded by the
Govemment o purchasa MHS patient cane theregfore MHE foundation trusts are not exposed to 1ba degree of financial G5k faced
by business entities, Also financial instruments play @ much more limited rale in creating or changing risk han woold bs bypica
of lisled compariss, The MHS foundation trust has limited powsres 10 boerow or invest surplus funds and financial assets and
ligicilities are generated by day-lo-day operational activities rather than being hald to change the risks facing the NHS faundai o
trust inunderaking its activiies.

25, Charitable funds rescrva.

Unnestneted income funds comprige thase funds which the Trustes is free to use for any purpose in fartherance of the chantasle
nhjents. Unrestricted funds inclede designated funds, whers e donor has made known thesr non binding wishes o where thi

Comarate Trustes, &1 s discretion, has created a fund for a specific purpose.

Restricted funds are funds which arg i be used in accordance with specific restrictions imposed by the donor

The charity has ons permanent endowment fund. The income of the Elsie Sykes Endowment Fund can be used for medical
equipment or medical research [excluding trareplant or vivisection wark).

Group
20178 2008 T
£000 008G
Unresricted income funds 292 4435
Reslricted funds a7 4
Crictasw et furd 1,560 1,556
1,909 20503

26. Ultimate parent.

A5 an entity operating in the Mational Health Service in England, the ultimate carent holding is considered as 1he Depacment of
Health and Social Care.
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