
 

COUNCIL OF GOVERNORS MEETING 
Minutes of the Meeting held on Tuesday, 15th October 2019, from 14:00 to 16:45 hours 

In Lecture Theatre, Diana Princess of Wales Hospital (DPoW) 
 
 

In Attendance: 
Mrs Susan Barnett Improvement Consultant 
Mr Adrian Beddow  Associate Director of Communications 
Mrs Wendy Booth Trust Secretary 
Mr Tony Bramley Non-Executive Director 
Mr Lee Brown Interim Deputy Director of People & Organisational Effectiveness 
 (representing Claire Low) 
Mr James Hayburn Interim Director of Finance  
Mr Jug Johal Director of Estates & Facilities 
Mrs Alison Hurley Membership Manager & Assistant Trust Secretary 
Mr Jeff Ramseyer Non-Executive Director 
Dr Peter Reading Chief Executive 
Mr Shaun Stacey Chief Operating Officer 
Dr Kate Wood Medical Director 
 
Miss Serena Mumby Membership Officer (minutes) 
 
 

1. BUSINESS ITEMS 
 
1.1 CHAIR’S OPENING REMARKS 

Mrs Jackson opened the meeting by welcoming everyone to the Council of Governors 
(CoG) meeting.  She reminded everyone of the brief private CoG meeting due to be 
held after the public CoG meeting. 

 
 
1.2 APOLOGIES FOR ABSENCE 
 

Apologies were received from: 
Stakeholder Governors: Mr Eddie McCabe and Cllr Stan Shreeve 
Public Governors: Mr Tony Burndred and Mr Vince Garrington  

 
 
 
 
Apologies were also received from:  

Present:     
Mrs Linda Jackson Acting Trust Chair Mr Tim Mawson Staff Governor 
Mr John Balderson Public Governor Mr Brian Page Lead Governor 
Mr Jeremy Baskett Public Governor Mr Rob Pickersgill Public Governor 
Mrs Elaine Coghill Staff Governor Mr Ian Reekie Public Governor 
Mrs Maureen Dobson Public Governor Mr Jeff Shaw Public Governor 
Mrs Julie Grimmer Public Governor Mrs Liz Stones Public Governor 
Mr Paul Grinell Public Governor Dr Gorajala Vijay Public Governor 
Mr Andy Karvot Staff Governor   
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Executive Directors: Mrs Claire Low (Interim Director of People & Organisational 
Effectiveness – represented by Mr Lee Brown) and Mrs Ellie Monkhouse (Chief Nurse – 
represented by Mrs Elaine Coghill) 
Non-Executive Directors: Mrs Sandra Hills 

 
 
1.3. DECLARATION OF INTERESTS 
 

Mrs Jackson requested members of the Council to raise any conflicts of interest 
relating to specific agenda items or provide any updates to their annual declaration of 
interests.  None were received. 

 
 
1.4. TO APPROVE THE MINUTES AND DOCUMENTS OF THE PREVIOUS MEETINGS
   

1.4.1 Council of Governors Annual Review Meeting - 4th July 2019 
 
Mrs Jackson invited members to approve the minutes of the CoG Annual Review 
meeting held on the 4th July 2019.  The minutes were approved as a true and accurate 
record. 

  
Council of Governors Annual Review Framework Documents - 4th July 2019 
 
Mrs Jackson invited members to approve the framework documents of the CoG Annual 
Review meeting held on the 4th July 2019.  The framework documents were approved.  

Council of Governors Annual Review Action Plan - 4th July 2019 
 
Mrs Jackson invited members to approve the action plan from the CoG Annual Review 
meeting held on the 4th July 2019.  The action plan was approved.  

 
 

1.4.2 Council of Governors Business Meeting - 4th July 2019 

 
Mrs Jackson invited members to approve the minutes of the CoG Business meeting 
held on the 4th July 2019.  Following an amendment to the penultimate paragraph on 
page 5 regarding the site of a scanner, the minutes were approved as a true and 
accurate record. 
 
Council Decision: The Council received, noted and approved the minutes, action 
plans and framework documents 

 
Dr Wood arrived at 14:04 hours 

 
 

1.4.3 Council of Governors Annual Members’ Meeting - 6th September 2019 

 
Mrs Jackson invited members to approve the minutes of the CoG Business meeting 
held on the 6th September 2019.  Following an amendment to the Mr Bramley’s title 
within the attendance log, the minutes were approved as a true and accurate record. 

 
Council Decision: The Council received, noted and approved the minutes 

 
 
1.5 MATTERS ARISING 
 

Smoking Shelter 
Dr Reading explained that a temporary smoking shelter would be erected at DPoW 
following an agreement with Public Health within North East Lincolnshire Council, and 
this would be utilised as a vaping shelter for patients and members of the public in the 
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longer term.  Mr Johal confirmed that work would be completed on the shelter by 
24th October 2019.   
 
Dr Reading clarified that staff would not be able to utilise the shelter as the Trust would 
need to remain in compliance with the no-smoking policy of staff not being allowed to 
smoke on-site.  He added that the shelter would be near to the front entrance.  Mr 
Johal confirmed that updated signage for the Trust was in progress. 
 
Dr Wood reiterated that the Trust would continue to receive support from Public Health 
with smoking cessation for staff members.  She added that signage in the shelter 
would state it will be available for vaping only in 2020 following a transitional period.  Dr 
Reading added that the Trust was trying to align with peer Trusts. 
 
Mr Grinell queried the proximity to the front door, and Dr Reading stated that this had 
been a pragmatic decision to ensure it was used and there had been limited options for 
siting it where it was felt it would be utilised. 
 
A brief discussion ensued around the timescales of moving to vaping only and suitable 
signage. 
 
There were no other matters arising. 
 
Council Decision: The Council received and noted the matter arising and update 
provided 

 
 
1.5. COUNCIL OF GOVERNORS’ ACTION LOG      
     

The Action Log from the July and September 2019 CoG meetings were reviewed and a 
number of updates and closures were agreed. 
 
Council Decision:  The Council received and agreed updates to the CoG Action 
Log 

 
 
1.6. TRUST CHAIR’S REPORT         
        

1.6.1 Trust Chair’s Report            
  

Mrs Jackson explained that she had now been in the role of Acting Trust Chair for one 
month, and provided an overview of the key points within the Trust Chair’s Report and 
invited any comments or questions. 
 
Dr Reading responded to a query from Mr Baskett and confirmed that the Trust would be 
working with Hull University Teaching Hospitals NHS (HUTH) as part of the strategic 
partnership and work closely with United Lincolnshire Hospital Trust (ULHT) on an 
operational level.  He then provided a brief overview of the current status of the strategic 
partnership plans and the additional Lincolnshire postcodes to support patient flow at 
Pilgrim Hospital. 
 
Mr Baskett expressed concern regarding the flow of emergency and non-elective 
patients from the East Lindsey region. Dr Reading confirmed that patients arriving by 
ambulance continue to be from a significant distances which was due to operational 
pressures of nearby hospitals.   
 
A discussion ensued around staff recruitment and workforce competition in the area. 
 
Mrs Jackson invited any questions.  None were received. 
 
Council Decision:  The Council received and noted the Trust Chair’s Report 
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1.6.2 Board Highlights Report          
  

Mrs Jackson took the Board Highlights Report as read, and invited any comments or 
questions.  None were received. 
 
Council Decision:  The Council received and noted the Board Highlights Report 

 
 

1.6.3 Questions relating to the Board Highlights Report 
 

Mrs Jackson invited any comments or questions.  None were received. 
 

 
1.7. CHIEF EXECUTIVE’S REPORT  
 

1.7.1 Brief Verbal Feedback from the Care Quality Commission (CQC) 
Inspection Visit 
 
Dr Reading reported that the CQC arrived on site for an announced visit between 24th 
and 27th September.  He added that unannounced visits took place at both Scunthorpe 
General Hospital (SGH) and Diana, Princess of Wales Hospital (DPoW), Grimsby on 
Thursday, 10th October and a the Use of Resources visit had also been undertaken.  He 
confirmed that there would be a CQC internal ratings meeting on the 21st and 22nd 
November and added that the Trust would expect to receive a draft report in early 
December, which would be followed by the factual checking process.  The final version 
of the report was expected to be published before Christmas or very early January 2020.  
 
Peter Reading concluded by advising that no significant concerns were raised during the 
three day visit, though there was a mixed picture on staff morale.  
 
Council Decision: The Council received a verbal update from the CQC inspection 
visit 
 
 
1.7.2 Trust Progress against Priorities 
 
Mrs Jackson provided took members through the key points of the Trust Progress 
against Priorities report, confirming huge progress had been made although some areas 
required further improvement.  She invited any comments or questions. 

 
Mrs Barnett arrived at 14:46 hours 

 
Mr Mawson noted that the 15 Steps Challenge Reviews covered service areas as well 
as wards and confirmed these were very helpful for Governors to participate in. 
 
Mr Reekie confirmed he found the wealth of detail in the report very helpful and queried 
whether there were any quality issues with the diagnostic reporting with Everlight 
Radiology as concerns had been raised at the Clinical Commissioning Group (CCG).  Dr 
Wood explained she was not aware of any issues.  Dr Reading assured members of the 
quality governance considerations as part of the contract negotiations, which he 
confirmed were to the satisfaction of the radiologists.  Dr Wood agreed to contact the 
CCG to investigate any concerns and / or to provide any additional assurance as to the 
governance arrangements in place.  
 
In response to Mr Reekie’s about finances, Mrs Barnett confirmed additional mitigation 
was made up of collective drugs spend, Out of Area mental health placements, and 
overtrading between private sector providers.  Mr Hayburn explained the size of this 
challenge was recognised and confirmed the Trust would be working closely with CCGs 
to collectively manage this issue. 
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Mr Reekie queried whether there was agreement for the Urgent Treatment Centres 
(UTCs) to be fully integrated.  Dr Reading explained that there was an extremely 
complex organisational arrangement with GPs in North East Lincolnshire (NEL); and 
these complicated structures show a common interest to mobilise as many GPs as 
possible, including those outside of NEL. 
 
Mr Reekie queried why SGH was redeveloped prior to completion of the Humber Acute 
Services Review (HASR).   Dr Reading explained this had been a deliberate approach 
following the Prime Minister’s announcement.  It aimed to address the substantial 
rebuilding requirements for SGH on three fronts, which were political, the need to build 
the Trust’s own capital team who will prepare high quality business cases and capital 
development schemes; and the HASR with a coherent strategic plan for clinical services 
– and these needed to run in parallel.  He added that it was a deliberate attempt to start 
pushing on the political front. 
 
Mr Pickersgill queried whether the Trust could tap into the Integrated Care Services’ 
(ICS) accelerator programme.  Dr Reading provided a brief update on the programme, 
confirming it was a potential resource option for Trust and thanked Mr Pickersgill for 
drawing his attention to it.  A brief discussion ensued around the timescales of the 
scanner programme and how this would link into achievement of performance indicators. 
 
Mrs Jackson invited any further comments or questions.  None were received. 
 
Council Decision:  The Council received an update on Trust Progress against 
priorities 
 
Council Action: Dr Wood to contact NLCCG regarding the use of Everlight 
Radiology services 
 
 
1.7.3 EU Brexit Update 
 
Dr Reading provided a summary of the work the Trust was undertaking to mitigate the 
risks of a no deal Brexit.  He reported that if new checks were required at Grimsby port, 
delays and congestion would be expected which would impact upon staff members 
travelling to work and cause delays with medicine supplies. 
 
Dr Reading reported the Trust had obtained additional funding and seconded an 
emergency planner to work with a team to create detailed contingency plans. 
 
Mrs Jackson thanked Dr Reading for his comprehensive update. 

  
Council Decision:  The Council received a verbal update on EU Brexit 
 

Mr Beddow left the meeting at 15:09 hours 
 

2. COG ASSURANCE 
 

2.1 Board Assurance Framework (BAF) 
 
Mrs Booth explained there had been significant revisions to the report over the last year, 
and the iteration presented would be utilised going forward.  She explained it detailed 
the Trust’s strategic objectives, mitigation actions and provided assurance on the 13 
strategic risks (11 of which had been reviewed and updated).  She referred members to 
the movement in the month from July 2019 for finance from 10 to 15; and the increased 
position from 8 to 16 for the adverse impact of Britain’s exit from the European Union 
(EU). 
 
Questions or comments were invited.  None were received. 
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Council Decision:  The Council received the Board Assurance Framework 
Document 
 
 

3. STRATEGY AND PLANNING 
 
 3.1 Humber Acute Services Review (HASR) 

 
Mrs Barnett provided an overview of the key points within the HASR report.  She 
confirmed the Trust was considering a range of minor to radical options and was 
prepared to push boundaries if necessary. 
 
Mrs Barnett reported that a consultancy firm had been utilised to assist the Trust with 
the vast amount of activity data, workforce data and financial data.  She added that at 
present, the Trust did not have enough staff to run services in the way they are 
currently configured. 
 
Mrs Barnett invited questions. 
 

Mr Johal left the meeting at 15:25 hours and Mr Stacey arrived at 15:26 hours 
 
Mrs Grimmer queried whether telemedicine was being considered and Dr Wood 
confirmed these technological advances were necessary and would be included.  She 
explained the clinicians would meet the patient for their initial appointment and would 
then consult remotely by video for future appointments where appropriate.  Mrs 
Grimmer then asked if there is infrastructure to enable this and Mrs Barnett provided 
an overview of the strategic, operational and tactical levels being utilised.  She 
confirmed that investment in digital technology would be required at some stage. 
 
Mrs Jackson thanked Mrs Barnett for a really interesting overview and update, and 
invited any further comments or questions. 
 
Mr Baskett queried whether patient involvement would include any broader groups 
affected.  Mrs Barnett confirmed this was a very valid query and was being addressed 
by Mr Beddows and the broader HASR communication teams, and this will include 
hard-to-reach groups.  Mrs Jackson confirmed this had been discussed at the recent 
Board to Board meeting.  Mr Reekie advised he had attended a very effective public 
and patient involvement workshop the previous week. 
 
Council Decision:  The Council received the Humber Acute Services Review 
Document 

 
Mrs Barnett left the meeting at 15:31 hours  

 
4. STRATEGY AND PLANNING 
 
 4.1 Integrated Performance Report (IPR) 

  
Mr Stacey provided an overview of the IPR and highlighted that the Trust’s cancer 
performance was not where it needed to be, with access to diagnostics being a key 
factor.  He advised of the mitigation actions being taken.  He then invited any 
comments or questions. 

   
 Mr Page queried whether it was correct that only approximately 4% of undiagnosed 
patients would have a cancer diagnosis.  Mr Stacey confirmed this would apply to 4-8% 
of patients awaiting a diagnosis where cancer had not been identified at the initial 
diagnostic testing.  He clarified additional diagnostics were required to determine the 
cause.  He provided an overview of these processes and advised that clinicians were 
not keen to remove patients from the tracking system to ensure they were thoroughly 
monitored.   
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Mrs Grimmer noted the drop from March to present day performance on the 62 day 
wait and Mr Stacey confirmed this was due to a change in the way the performance 
outcomes were counted. He added that complex diagnostics such as a Magnetic 
Resonance Imaging (MRI) or Endobronchial Ultrasound (EBUS) were only available 
from Hull which continues to make achieving the 62-day national targets difficult. 

 
Mrs Jackson thanked Mr Stacey and invited further questions.  None were received. 
 
Council Decision:  The Council received the Integrated Performance Report  

 
The council took a small comfort break at 15:50 hour and reconvened at 15:55 hours 

 
 

5.      FINANCE & PERFORMANCE 
 
 5.1 Governor Assurance Group Highlight Report (GAG) 
   

Mr Page provided an overview of the key points within the highlight report and invited 
questions.  None were received. 
        
Council Decision:  The Council received the Governor Assurance Group 
Highlight Report  

 
 

5.1.2  Finance & Performance Committee Highlight Report (F&PC) 
 

Mrs Jackson drew the council’s attention to the key points within the highlight report 
and invited questions.   
 
Mrs Grimmer referred to the important role of the clinical coding team and queried 
whether the staff retention was improving generally. Dr Reading confirmed that he had 
not been informed of any staff turnover issues. 
 
Mrs Jackson invited further questions.  None were received. 
         
Council Decision:  The Council received the Finance & Performance Committee 
Highlight Report  

 
 

 5.2 Supporting Papers 
   

5.2.1  Finance Overview (Month 5 Position) 
  
 Mr Hayburn took the report as read and provided an overview of the key points.  He 
advised that the Trust would be holding discussions with the CCGs about the 
management of activity levels, and confirmed the CCGs were engaged.  He invited any 
comments or questions.   
 
 Mrs Stones highlighted that there was a significant overspend in nursing due to the use 
of agency staff and sought assurance that staffing levels remain safe.  Mrs Coghill 
explained the staffing methodology utilised to ensure the safety of patients, adding that 
recruitment and retention continues to be developed. 
 
 Mr Pickersgill queried departmental progress on the delegation of budgets.  Mr 
Hayburn explained that all budgets had been delegated to the divisions, where they will 
be managed through regular monthly meetings where they will be held to account on 
performance, quality and finance.  He added that this method had raised issues 
regarding the establishment and confirmed that work was still required to ensure 
staffing was correct and safe. 
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Council Decision:  The Council received the Month 5 Finance Overview 

 
 

6.      QUALITY & SAFTEY 
 
6.1    Quality Review Group Highlight Report (QRG) 

  
Mr Pickersgill provided an overview of the key points within the highlight report and 
expressed his thanks to Mrs Melanie Sharp for her support and updates with the 15 
Steps Reviews.  Mr Grinell informed members of a revisit to a ward previously rated 
‘requires intensive support’, advising that the ward had improved and was now rated as 
‘good’.  He added that the process is effective and demonstrates improvements made. 
 
Mr Pickersgill then thanked Mr Bramley very much for his support as the Chair of the 
aligned Quality and Safety Committee as the committee chair roles were now changing.   
 
Mr Pickersgill invited any comments or questions.  None were received. 
 
Council Decision: The Council received the Quality Review Group Highlight 
Report 

 
 

6.1.1  Quality and Safety Committee Highlight Report (QSC) 
 
Mr Bramley provided an overview of the key points within the highlight report and invited 
any comments or questions.   
 
Mr Grinell queried the cause of the technological system issue related to Serious 
Incidents (SIs).  Dr Wood explained that a number of SIs were due to incorrect coding / 
clock stops.  
 
Mr Bramley invited further questions.  None were received. 
 
Council Decision:  The Council received the Quality and Safety Committee 
Highlight Report 

 
 

6.2    Membership and Patient Engagement Group Highlight Report (MPEG) 
 

Mr Baskett provided an overview of the key points within the highlight report and 
confirmed that the next meeting was due the following week.  He then invited any 
comments or questions.   
 
Mr Shaw reported that Trust staff members had always been automatically signed up as 
Foundation Trust members.  Mrs Hurley explained that the Trust was no longer able to 
automatically sign up members following the new General Data Protection Regulations 
(GDPR).  She added that new starter information was received by the membership office 
but added that it was difficult to register members at the market place event at the 
corporate induction.   
 
Mr Baskett invited further questions.  None were received. 
 
Council Decision: The Council received the Membership and Patient Engagement 
Group Report 
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6.3   Supporting Papers 
 

6.3.1  Mortality 
 
Dr Wood reported that the Summary Hospital-level Mortality Indicator (SHMI) figures had 
increased further to 116.  She added that the end of life team had moved into the 
community and therapy team which was co-ordinated by Jenny Hinchliffe.  She informed 
members that a joint end of life commissioner had been appointed for Northern 
Lincolnshire, advising these developments were positive steps forward.  She then 
provided a brief overview of the appropriateness of hospital admissions for end of life 
patients and whether it was in the best interests of patients and their loved ones. 
 
Council Decision:  The Council received the Mortality Report 

 
 

7.      LEADERSHIP, ORGANISATIONAL DEVELOPMENT AND CULTURE 
 
7.1    Staff Governor Working Group Highlight Report (SGWG) 
 

Mr Mawson explained that there had been no meetings to report on since the last CoG 
meeting and confirmed the next SGWG meeting was scheduled for 21st November 2019. 

 
 
7.2 Appointments & Remuneration Committee Highlight Report (ARC) 
 

Mr Page provided an overview of the key points within the highlight report and drew the 
Council’s attention to the post meeting note.  He then invited any comments or 
questions.   
 
Mr Reekie queried the one year timescale stated in the post meeting notes in relation to 
appointing a second Non-Executive Director (NED) which he felt may result in limited 
interest.  Mrs Jackson confirmed the interest of three very experienced potential 
candidates.  Mrs Booth clarified the one year timescale was set to align with the period 
for appointing a substantive Trust Chair post.  She then advised the recommendations 
from the ARC required ratification by Governors and the recruitment team were awaiting 
the outcome from the CoG.  Governors ratified the ARC proposals detailed in the post 
meeting note in the report. 
 
Mr Page invited further questions.  None were received. 
 
Council Decisions:  

 The Council received the Appointments & Remuneration Highlight Report 

 Governors ratified the ARC proposals to co-opt Mr Gammon for one year 
(subject to the routine appointments process) and to go out to formal advert 
for a second NED for a one year term 

 
 
          7.2.1  Workforce Transformation Committee Highlight Report (WTC) 

 
Mrs Jackson took the report as read and invited any comments or questions.  None were 
received. 
 
Council Decision:  The Council received the Workforce Transformation Committee 
Highlight Report  

 
 
 
 
 
 



10 

 

8.      AUDIT, RISK & GOVERNANCE COMMITTEE 
 

8.1    Audit, Risk & Governance Committee (ARGC) Highlight Report  
   

Mr Bramley provided an overview of the key points within the highlight report and 
confirmed the next meeting was due to take place the following week.  He then invited 
any comments or questions.  None were received. 
 
Council Decision:  The Council received the Audit, Risk & Governance Committee 
Highlight Report  
 

 
9.      ITEMS TO NOTE 
 
         9.1    Governor Attendance at the CoG & Sub-groups 

 
Mrs Hurley took the report as read and invited any questions, none were received.  

 
Council Decision:  The Council received the Governor Attendance at the CoG & 
Sub-groups Report 

 
 
9.2   Attendance at Governor Briefings, Training and Development Opportunities 
 

Mrs Hurley took the report as read and invited any questions, none were received.  
 

Council Decision:  The Council received the Attendance at Governor Briefings, 
Training and Development Opportunities Report 
 
 

 10.    ITEMS FOR APPROVAL 
 
10.1   Conflicts of Interest Policy 

 
Mrs Hurley confirmed the Conflicts of Interest Policy updates related minor updates and 
additions, confirming the document had already been circulated electronically to 
Governors for comments and approval.   The Council ratified the amendments. 
 
Council Decision:  The Council ratified the Conflicts of Interest Policy 

 
 

11. QUESTIONS FROM GOVERNORS  

 
None were received. 
 
 

12. ITEMS FOR INFORMATION 
 
Mrs Jackson drew members’ attention to the documents listed in the Appendices section of 
the agenda.   
  

13. ANY OTHER URGENT BUSINESS 
 
Mrs Grimmer queried whether consideration could be given to the timing of all meetings 
attended by Governors due to car parking issues.  Mrs Hurley advised Governors would 
usually have attended an earlier briefing which would avoided the busy period referred to and 
referred to the previous conversations about the potential of holding CoG meetings off site.  Mr 
Shaw raised concerns regarding unnecessary cost and Mrs Hurley explained this was the 
down side unless free partner sites could be established, although community settings may 
encourage public members to attend. 
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Mrs Jackson invited members to raise any other urgent business they may have.  None were 
raised. 

 
 

14. QUESTIONS FROM THE PUBLIC 
 
There were no members of the public present during this item on the agenda.   
 
 

15. COUNCIL REFLECTION 
 
Mrs Jackson invited the Council to share their reflections on the format and content of the 
meeting.  No elements were raised.  
 

 
16. DATE AND TIME OF NEXT COUNCIL OF GOVERNORS MEETINGS AND BRIEFINGS  

 
Governor and NED Pre-CoG Briefing 
Date:   TBC January 2020   
Time:   12:45 - 13:45 hours          
Venue: TBC 
 
Council of Governors Business Meeting  
Date:   TBC January 2020  
Time:   14:00 - 17:00 hours          
Venue: TBC 
 
Please notify the Membership Office of any apologies for these events. 
 
 
PROTOCOL FOR CONDUCT OF COUNCIL OF GOVERNOR BUSINESS 
 

 In accordance with Standing Order 2.4.3 (at Annex 6 of the Trust Constitution), any Governor wishing to submit 
an agenda item must notify the Trust Chair’s Office in writing at least 10 clear days prior to the meeting at 
which it was to be considered. Requests made less than 10 clear days before a meeting may be included on 

the agenda at the discretion of the Trust Chair.  

 Governors were asked to raise any questions on which they require information or clarification in advance of 
meetings.  This would allow time for the information to be gathered and an appropriate response provided. 

 
Mrs Jackson thanked members for their attendance and contributions.  The meeting 
closed at 16:38 hours.  
 
 



CoG (01/20) Item 1.6

COUNCIL OF GOVERNORS

OUTSTANDING ACTION LOG
 2019-2020

(updated January 2020)



Log Item Action Contact Deadline Update

231 1.6 Membership Office to organise a radiology and pathology briefing at the next 

Governor & NED Briefing session

Membership COMPLETED
Addressed within November 2019 Bi-annual Briefing 

232 1.6.1 Membership Office to organise an urgent treatment centres briefing Membership COMPLETED Addressed within November 2019 Bi-annual Briefing 

234 4.2 Membership Office to invite Mrs Plant to provide a briefing on planned 

initiatives for improving financial and operating targets 

Membership ON TRACK Added to February 2020  Bi-annual Briefing agenda

240 8  Membership Office to liaise with Mr Bramley to arrange a Governor & NED 

briefing on Quality and Service Improvement Report (QSIR) later in the year 

Membership ON TRACK To be addressed within QRG &  QSC agenda

Log Item Action Contact Deadline Update

242 1.3 Add Smoking Shelter Update to the next CoG Agenda Membership COMPLETED Addressed within October CoG

244 1.5.1
Membership Office to invite Mrs Farquharson to provide a Pride & Respect 

briefing
Membership

COMPLETED
Addressed within November Bi-annual Briefing 

245 1.6
Membership Office to add Women and Children Services to Sheffield Hospital 

to a future CoG Agenda 
Membership

COMPLETED
Addressed within October CoG

249 9 Mrs Hurley to investigate potential sponsorship for IT tablets for Governors Mrs Hurley ON TRACK  Mrs Hurley in discussions

Log Item Action Contact Deadline Update

251 1.7.2 Dr Wood to contact NLCCG regarding the use of Everlight Radiology services
Dr Kate Wood

ON TRACK In progress

DATE OF MEETING: 15th October 2019

CoG ACTION LOG - OUTSTANDING ACTIONS

DATE OF MEETING: 16th April 2019

DATE OF MEETING: 4th July 2019



Log Item Action Contact Deadline Update

150 3.3 Mrs Hurley to seek a champion who can take the IT 

Tablets for Governors business case to the Charitable 

Funds Committee meeting on the 27th July 2017

Mrs Hurley CLOSED This is now closed.  As this was an ongoing item requiring futher exploration.  It was agreed to 

monitor this action through the Governor Assurance Group. Support has been received from 

the information team to produce specification for palmtops.  Previous sponsorship plans have 

not come to fruition.

154 5.1 Chairs of CoG Sub-Groups are to ensure their terms 

of reference reflect those of the Trust Board

CoG Sub-Group Chairs CLOSED CoG sub-groups are now aligned with TB sub-committeeswhich is reflected in their terms of 

reference.

166 9 Mrs Hurley to investigate the use of microphones for 

future CoG Meetings

Mrs Hurley CLOSED
This is now closed.  This will be reviewed dependant on the venue being used.  Equipment to 

be sourced from the Smile Foundation.  Mrs Hurley will contact the Health Tree Foundation as 

they are often able to bring equipment with them from Hull and return.

168 7.3 Mrs Greenbeck to provide article ideas to the 

Membership Office

Mrs Greenbeck CLOSED Mrs Hurley and Mrs Greenbeck wrote an article with Mrs Dobson on dementia and 

improvements for dementia patients and new staff. 

170 6 Membership Office to involve Dr Reading in the 

November briefing for the Improving Together 

Programme

Mrs Hurley CLOSED This was delivered as part of the Governor and NED briefings  held on 22nd February. 

172 10.3 Membership Office to add Draft Trust Strategy 2021 & 

Strategic Objectives to the January pre-CoG briefing

Mrs Hurley CLOSED This was delivered as part of the Governor and NED briefings  held on 22nd February. 

174 10.4.1 Membership Office to distribute late papers to 

attendees

Mrs Hurley CLOSED Papers distributed as actioned.

175 10.4.1 Membership Office to invite Mrs France to return in 

the autumn for a further progress report.

Mrs Hurley CLOSED Mrs France confirmed for providing an update at the July CoG.

176 11.2 Mrs Clipson to provide the governors with regular 

updates on the Humber Acute Service Progress 

Report.

Mrs Clipson CLOSED This is ongoing as a CoG agenda item.

177 8 Membership Office to amend the agenda for April 

CoG meeting to incorporate the Trust Board sub-

committee highlight reports in to the CoG sub-group 

highlight reports.

Mrs Hurley CLOSED This has been completed.

178 8.2 Membership Office to add RTT to the next QRG 

agenda for further discussion.

Mrs Hurley CLOSED RTT has been added to the May QRG agenda.

179 8.3 MWG to liaise with Mrs Clipson to discuss linking the 

group with service strategy.

Mrs Hurley CLOSED Mrs Sandra Hills now aligned with the MWG as the NED lead for service strategy.

180 8.3 Mrs Hurley to contact IT and the communications 

team regarding the feasibility of recording short You-

tube clips for the Trust website

Mrs Hurley CLOSED Communications team to consider utilisng You-tube for positive promotion of the Trust and its' 

services

181 8.4 Mr Grinell to take appraisals of the Non-Executive 

Directors (NED) and the Trust Chair back to ARC 

agenda for further consideration.

Mr Grinell CLOSED This will be discussed within the ARC meetings.  A response wil lbe provided at the July CoG.

182 8.5 Membership Office to distribute the Staff Governor 

Working Group terms of reference electronically for 

comments.

Mrs Hurley CLOSED Completed and added to the April CoG agenda for full CoG ratification

183 14.3 Mrs Shaw to address the potential conflict of interest 

outside of the meeting.

Mrs Shaw CLOSED This was addressed and resolved

184 17 Membership Office to invite Mrs Graves to the Quality 

Review Meeting in February to discuss the Ward 

Reviews.

Mrs Hurley CLOSED Mrs Filby attended the February QRG meeting and provided an update on the new ward 

review/SQAT process

185 4 Membership Office to update Action Log Membership CLOSED This has been completed.

186 11.3 Membership Office to invite Mr Currie to return in the 

autumn for a further progress report.

Mrs Hurley CLOSED Mrs Claire Low confirmed for providing an update at the July CoG.

187 11.3 Membership Office to invite governors on behalf of Mr 

Currie, to attend the Compassionate Leadership 

Confiernce on 17th May 2018

Membership CLOSED This has been completed. Mrs Bett attended conference.

188 9.1 Membership Office to invite Mr Daws to the next QRG 

Meeting

Membership CLOSED This has been completed.  Mr Daws attended June QRG Meeting.

189 9.3 Membership Office to arrange a briefing for Governors 

on Capital Funding

Membership Completed Delivered at the November Gov & NED Briefing

190 9.4 Mrs Jackson suggested Mrs Louise Glover could 

provide clarity around the clinical harm process for Mr 

Baskett

Membership Completed  Mrs Lousie Glover liaised with Mr Baskett around the clinical harm process

191 13.3 Membership Office to invite Mr Hemadri to present the 

National Guardians Report at the July CoG

Membership CLOSED Mr Hemadri invited to the July CoG to provide update on National Guardians Report

191 4.2 Mrs Hurley to discuss raising awareness of the SID 

role with Mrs Booth

Mrs Hurley Completed
To be incorporated within the review of the Trust Board sub-committees

192 6.1.1 Membership Office to move the CQC update briefing 

session to the CoG agenda and replace by a meet and 

greet session with the Chief Executive and Executive 

Directors.

Membership Completed July CoG

193 6.2.1 Mrs Hurley to add a simplified criteria column to the 

framework documents

Mrs Hurley Completed Completed for 2019

194 6.2.1 Membership Office to seek timelines for the release of 

the embargoed Annual Report and Account for the 

Governor Assurance Group

Membership Completed Annual Report circulated to Govenors before AMM

195 6.2.1 Governors to receive an STP update covering Trust 

representatives on all of the various work-streams

Membership Completed October CoG

196 3 Membership Office to add ‘during the day’ to clarify 

item 7 on page 5 of the minutes.

Membership Completed Membership Office amended minutes

197 4 Membership Office to update the Action Log. Membership Completed Membership Office updated

198 9.2 The Membership Office to ensure that the Improving 

Together Programme briefing is on the agenda for the 

November briefing session.

Membership Completed Added to the November briefing

199 9.4.1 To invite Mrs France to the October CoG meeting for 

a further Patient Administration Progress update

Membership Completed Update provided at the December briefing 

201 10.1  Membership Office to ensure STP update is on the 

next CoG agenda

Membership Completed Update provided at the October Pre-CoG briefing 

202 10.1 Membership Office to distribute update to be provided 

by Mrs Clipson

Membership Completed Update provided at the October Pre-CoG briefing 

203 10.2 Membership Office to ensure Humber Acute Services 

Review update is on the next CoG agenda

Membership Completed Update provided at the October Pre-CoG briefing 

204 10.2 Membership Office to distribute update to be provided 

by Mrs Clipson

Membership Completed Update provided at the October Pre-CoG briefing 

205 9.4.2 Mr Stacey agreed to establish whether local patients 

were presenting with early or late stage cancer

Mr Stacey Completed Update provided at the October CoG meeting

206 6 Update on restructuring and nursing due at the 

October CoG meeting

Membership Completed Update provided at the October CoG meeting

207 7 Membership Office to invite Mr Stacey to provide 

updates at future CoG meetings

Membership Completed Update provided at the October CoG meeting

208 8.4 The ARC are to amend the NED remuneration to 

reflect the NHS cost of living increase of 3% effective 

from 1st April 2018

ARC Completed Referred to ARC Meeting to address

209 9.1 Membership Office to ensure BAF is added to the next 

CoG agenda. 

Membership Completed Item 9.1 on the January CoG agenda

210 13.1 Membership Office to update the totals column on the 

Governor Attendance at CoG and Sub-groups 

document to reflect the rolling 12 month period

Membership Completed Totals column on spreadsheet amended

211 13.2 Membership Office to update the totals column on the 

Attendance at Governor Briefings and Training and 

Development Opportunities document to reflect the 

rolling 12 month period

Membership Completed Membership Office updated document

212 13.3 Membership Office to ensure the National NLaG 

Freedom to Speak Up Report is on the next CoG 

agenda

Membership Completed Item 12.3 on the January CoG agenda



213 13.3.1 Membership Office to ensure the National Guardians 

report on NLaG Procedures is on the next CoG 

agenda

Membership Completed Item 12.3.1 on the January CoG agenda

214 4 Membership Office to amend previous minutes to 

state Dr Reading throughout.

Membership Completed Membership Office amended minutes

217 3 Amend Item 4.1 in the Annual Review Meeting 

minutes from 12th June 2018

Membership Completed Minutes amended

218 4 Membership Office to update the Action Log, and 

completed actions will be moved and archived

Membership Completed Action log amended

219 9.4.1 Mrs France to provide a Patient Administration 

Progress update at the December Governor and NED 

briefing 

Mrs France Completed Delivered at the December briefing

200 11.1 Membership Office to ensure Pride and Respect 

is added to the agenda quarterly

Mrs Farquharson Completed To be delivered at the Governor and NED Briefing in February 2019 - Deliverd at the 

February Governor & NED Briefing sessioin 

216 6 Mr Stacey to provide an update at the next 

meeting on the Pain Management Service and 

use of St Hugh’s Hospital in Grimsby and 

InHealth services at Scunthorpe

Mr Stacey January 2019 

- completed

Agenda item 9.3.2 on January 2019 CoG agenda

220 10.1 & 

12.3.1

Mrs Farquharson to provide a Pride & Respect 

Programme update to the December Governor 

and NED briefing 

Mrs Farquharson Completed To be delivered at the Governor and NED Briefing in February 2019 (as above at item 

200)

221 11.2 Trust Constitution Updates to be presented to 

the Governor Assurance Group

Mrs Booth Completed Update to be provided at the January 2019 CoG meeting at 11.1 of the agenda

222 4 Membership Office to update the CoG action log Membership Completed Membership Office updated the action log

223 9.4 Dr Reading to contact Mr Reekie regarding 

timescales of coding issues

Membership Completed Mr Reekie was updated on the 22.03.19

224 8.1.1 Mr Jefferys to forward query regarding Goole 

patient receiving ophthalmology treatment to the 

Membership Office

Mrs Jeffreys Completed Mrs Jeffreys provided the membership office with the patient details and this action 

was resolved on 31.01.19

225 8.1.1 Mrs Capitani to forward names of Goole patients 

experiencing problmens regarding attendance to 

Mrs Hurley

Mrs Capitani Completed Mrs Capitani provided the membership office with the patient details and this action 

was resolved on 06.02.19

226 10.3.1 Mrs Adamson to circulate updated action plan 

from the National Guardian's Office

Mrs Adamson Completed No newer version available at present.  This will be added to a future CoG agenda 

when available

227 10.4 Trust Constitution to be added to the April CoG 

agenda

Membership Completed Agenda item 7.3 on April 2019 CoG agenda

228 10.5 Membership Office to add Terms of Reference 

for the ARC to the April CoG agenda

Membership Completed Agenda item 7.4 on April 2019 CoG agenda

229 1.4 Membership Office to update the Action Log 

including the archiving of completed actions

Membership CLOSED Completed 17/04/2019

230 1.6  Dr Reading to provide Mrs Jeffreys with 

feedback regarding the biometric machine for 

ophthalmology at GDH

Dr Reading CLOSED Completed 23/05/2019

233 4.1 Dr Reading to discuss externally procured coding 

with Mr Johal outside of the meeting to ascertain 

backlog and sustainability status

Dr Reading CLOSED Completed 23/05/2019

235 2.1 Membership Office to add IT Security to a future 

CoG agenda for Mr Johal to speak to

Membership CLOSED Added to July CoG agenda

236 3.1 Membership Office to invite Mr Stacey to discuss 

Winter Planning at a future CoG meeting

Membership CLOSED Added to July CoG agenda

237 5.1 Membership Office to circulate papers from the 

NHS Providers Regional Workshop for 

information

Membership CLOSED Completed 02/05/2019



CoG (01/20) Item 1.7.1 

DATE 14 January 2020 

REPORT FOR Council of Governors 

REPORT FROM Mrs Linda Jackson, Acting Trust Chair 

CONTACT OFFICER Mrs Linda Jackson, Acting Trust Chair 

SUBJECT Trust Chair Report 

BACKGROUND DOCUMENT 
(IF ANY) 

N/A 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

N/A 

COUNCIL ACTION REQUIRED The Council of Governors are asked to receive 
the report 



Report to the Council of Governors 
From the Acting Trust Chair at January 2020 Business Meeting 

 
Introduction 
 
In line with previous reports to the Council of Governors (CoG) this written report seeks to 
provide Governors with a summary of important discussions and changes taking place at the 
Trust Board as well as any relevant external discussions. 
 
 
CQC 
 
The draft CQC report arrived on 4th December 2019. A period of factual accuracy checking has 
taken place and the Trust’s response has been submitted. Our understanding is that there is a 
further ratings summit at the end of January. After this the report will be finalised and sent to the 
Trust for action 
 
NED Roles and Responsibilities 
 
In light of the changes within the NED team a review has taken place of the roles and 
responsibilities of the NEDs. This review takes account of the new NED appointments and was 
ratified in the Private trust Board in January  
 
NED Appointments 
 
Two Interim NED’s have now been appointed. 
 
 On 7th November Mr Neil Gammon was interviewed, offered the position and accepted and 
commenced back at the Trust on 18th November   
 
On 13th November there was a full day of interviews and Michael Whitworth was selected, 
offered and accepted the position and commenced on 8th January 2020. Michael has 25 years 
NHS experience and has a background in Finance where he was the Assistant Director of 
Finance for South Humber Health Authority before moving on to be the CEO for Scarborough, 
Whitby and Ryedale PCT for 7 years. Latterly, Michael has run his own consultancy focussing on 
projects in health and social care. 
 
Review of the effectiveness of the Trust Board Assurance Committees 
 
I have embarked with the Trust Secretary, CEO and the Chair and Exec Lead for each 
committee on a review of the Trust Board Assurance Committees. The intent of the review is to 
evaluate the effectiveness of each committee, ensure their agenda’s and work plans run in line 
with the key Trust risks and priorities and that the escalation through to the Trust Board is timely 
and appropriate. 
 
It is envisaged the review will conclude by the end of March and recommendations fully 
operationalised by the start of 2020. Running in tandem with this is a review of the Trust Board 
corporate calendar 
 
 
 
 
Linda Jackson 
Acting Trust Chair 
January 2020 
 
 



CoG (01/20) Item 1.7.2 

DATE 14 January 2020  

REPORT FOR Council of Governors  

REPORT FROM Mrs Linda Jackson, Acting Trust Chair 

CONTACT OFFICER Mrs Linda Jackson, Acting Trust Chair 

SUBJECT Board Highlights Report 

BACKGROUND DOCUMENT 
(IF ANY) 

N/A 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

Draws the Council of Governors attention to specific 
topics discussed by the Trust Board 

COUNCIL ACTION REQUIRED The Council of Governors are asked to receive 
the report 



Report to the Council of Governors 
From the Acting Trust Chair at January 2020 

Board Highlights Report 
 

 
The revised Council of Governors Engagement Policy includes further measures to strengthen the links 
between the Board and the Council of Governors, including the agreement by the Board of those issues, 
from each of its meetings, which it wants to specifically draw to the attention of the Council of Governors.  
The Board has agreed that these may be from both the public and private Board meetings. The Board 
Highlights Report may be read in association with the Board Minutes as well, and Governors may find that 
to do so expands their knowledgebase of current debates taking place at the Trust Board. This is in 
addition to the post Board meeting updates to Governors. 
 
This Highlights Report includes the public and private meetings of the Board from 3 September to 
1 October  
 
All Public meeting information is already accessible to Governors as well as a post meeting 
highlight note published immediate following public meetings 
 
 
At the Trust Board Public & Private meeting held on  Tuesday, 3 September 2019 
 
Strategic Capital Bids – NLG(19)238  
 
Sue Barnett advised the Trust had an allocation of £29.26 million for the initial bid of one acute 
assessment unit at each site with scanners (being Grimsby and Scunthorpe sites).  She informed 
members that the Trust had received £8.1 million of emergency capital for scanners, which would be 
deducted from the £29 million by the centre, although the Trust were endeavouring to retain these funds.  
Discussions had taken place with NHS England/Improvement (NHSE/I) regarding these finances, and at 
present no request had come from the centre to retrieve the £8.1 million funds.  She confirmed the Trust 
aimed to develop the two assessment units and a Magnetic Resonance Imaging (MRI) scanner at 
Scunthorpe General Hospital.   
 
Sue Barnett confirmed this was the largest capital programme in the history of the Trust and there would 
be considerable learning required, together with growth and development of current collaborative working 
arrangements. 
 
Waiting List Briefing – NLG(19)243  
 
Jackie France and Alex Bell shared the presentation with the Trust Board on the current waiting lists.  
They advised this information would be shared with the CQC during the inspection.  Following a 
discussion regarding the presentation, it was suggested it be shared at the Patient Safety Group meeting 
due within the month.  Wendy Booth agreed to add the presentation to the agenda for the meeting.   
 
Jug Johal thanked the team for the presentation and work completed to date. 
 
Peter Reading asked Steve Griffin to inform the Trust Board of the current Trust issues in relation to 
diagnostics.  Steve Griffin advised a new outsourcing contract had recently been agreed and the Trust 
was in the process of sending the first batch of cases during the week.  He advised the diagnostic 
reporting should be reduced to between five to seven days if all went to plan, which was currently taking 
41 days.  He added this should be effective as of the end of September 2019.   
 
Use of Emergency Powers:  Approval of Radiology Rep orting Outsourcing Contract – NLG(19)246  
 
Shaun Stacey advised the Trust Board that emergency approval had already been granted in order to 
rapidly progress to the use of radiology reporting outsourcing. .  The Trust Board endorsed the 
recommendations with the paper and the chair and chief emergency approval action. 
 
Trust Meeting Structure – NLG(19)206  
 
Wendy Booth shared the report with the Trust Board and referred to the final drafts of the meeting 
structures with requested amendments highlighted in red.  She explained that issues identified by the 
Performance Improvement Meetings (PIMs) would be escalated to the Trust Management Board (TMB) as 



required but that  support from the relevant sub-groups would be sought for detailed review and 
progression.   
 
Kate Wood confirmed this was a helpful refresh and queried how the new format of reporting is working for 
the F&PC.  Linda Jackson, as Chair of the committee, agreed to meet outside of the meeting to discuss 
this.   
 
Linda Jackson felt greater challenge would be required to ensure the Quality Governance Group (QGG) 
had increased focus on their requirements.   
 
Wendy Booth informed members it had been agreed to disband the Improving Together Board; confirming 
overarching oversight for the Improvement Programme would now sit with TMB.  Linda Jackson queried 
whether all workstreams had been allocated to directors and responsible officers.  Wendy Booth confirmed 
this had been addressed.   
 
Peter Reading noted the complex work undertaken by Wendy Booth in making a very difficult process look 
simple, commenting that this had been quite contentious at times and he thanked Wendy Booth for 
developing this.   
 
Progress Report on Communications since the appoint ment of the Associate Director of 
Communications – NLG(19)207  
 
Adrian Beddow shared the presentation with Trust Board members.  He explained that upon appointment 
to he had aimed to give the Communications Team some direction and debate over what work they should 
be achieving within the team.  The presentation illustrated some examples of the work the team had been 
involved in over the past year.   
 
Business Planning Framework Briefing – NLG(19)212  
 
Sue Barnett shared the paper with the Trust Board, and advised it sets out the business planning 
framework which supports the annual operational planning and contracting process for the Trust.  She 
referred to the executive summary which outlined the lessons learnt from the previous year and confirmed 
the Trust would utilise this learning and address the process earlier.  She advised income would be 
devolved further where practicably possible, and budgets would be rolled forward, although not on an 
outturn basis.  This presented a significant change for the Finance team.   
 
Tenders Briefing – NLG(19)213  
 
Sue Barnett took the report as read and advised the revised policy had been submitted earlier this year, 
and this report provided a quarterly update for the tender process.  She explained the Trust had been 
successful in collaborating with 3 other partners in relation to the MSK tender, and implementation was 
planned for 1 January 2020.   
 
Annual Review of Safe Staffing – NLG(19)216  
 
Ellie Monkhouse shared the report with the Trust Board and advised it provided the annual review of 
establishments and safe staffing.  She referred to the comprehensive discussion which had taken place at 
the Board development session and discussions at the TMB on 2 occasions in relation to sourcing 
financial support.  She confirmed costing had now been received which would be provided going forward.   
Following a clinical risk assessment to look at areas of concern, she confirmed recruitment was underway 
to address key areas identified.  As a result of some discussions regarding A&E over recent weeks, this 
had meant the senior role was now a greater risk and would hopefully be advertised for recruitment 
shortly.   
 
Linda Jackson requested an update be provided on the current status for the NED perspective, and 
referred to the current report seeking approval of the recommendations which had been updated from the 
previous Trust Board meeting.  Ellie Monkhouse advised the Board had approved in principle the 
recommendations at the previous meeting, and she had progressed this to source the funding with 
colleagues via TMB discussions.   Sandra Hills confirmed she thought there had been agreement to share 
the risk areas and mitigation in place.  Ellie Monkhouse agreed to share the paper that had gone to the 
previous TMB, and Peter Reading agreed with this. 
 
Peter Reading advised a further meeting regarding this issue was due to be held later in the week and a 
further paper would be provided at TMB on 16 September.  As there is no Trust Board meeting until 



November, he proposed sharing this outcome with the F&PC and Quality and Safety Committee (Q&SC) 
to highlight progress.  He confirmed that although Ellie Monkhouse was progressing with recruitment 
elements, she was not pre-empting financial support would be available.  
 
Medical Revalidation Annual Organisation Audit (AOA ) – NLG(19)217 
Annual Revalidation Report (Amended name)  
 
Kate Wood apologised for the agenda report title and confirmed the title of this paper was Annual 
Revalidation Report.  She took the report as read and advised the report was an annual statutory 
requirement of the Trust.  She advised she had met with NHSE/I who had provided some input and 
comments and approved the document.  Tony Bramley referred to the report being discussed at the 
Q&SC prior to the meeting with NHSE/I, therefore, it had not been signed off at that time but the Q&SC 
had made recommendations for it to be submitted to Trust Board.  He then queried whether any 
amendments had been made following the meeting with NHSE/I, and Kate Wood confirmed the 
amendments had been incorporated in the current report.  She advised the amendments had been in 
relation to standardising the terminology in the Trust report to that of other Trusts.  She then sought Trust 
Board approval to enable Peter Reading to sign this document as approved.  The Trust Board approved 
the report.   
 
CNST – NLG(19)218 
 
Ellie Monkhouse shared the report with the Trust Board and advised it had been ratified and signed off by 
Peter Reading; therefore, it was being shared for information only.   She confirmed that additional work 
had been undertaken following the initial review, which resulted in the Trust achieving 7 out of 10 actions, 
which was similar to other organisations.  She explained an improvement plan was being utilised to 
address the remaining 3 actions not achieved.  She confirmed additional work was being undertaken to 
apply for additional funding relating to training.   
 
Linda Jackson thanked Ellie Monkhouse and her team for the work undertaken and asked Ellie 
Monkhouse to ensure the required reporting through to the Trust Board was put in place for the next year. 
 
Leadership Development Strategy  
 
Peter Reading advised that work had commenced on developing the Leadership Development Strategy.  
The first draft of this had been received and version two was almost complete.  Once this was received it 
would be shared at the Executive Team meeting to request their input.  It was hoped it would then be 
shared more widely in October 2019.   
 
Ellie Monkhouse queried whether the nursing leader would be included within this draft; Peter Reading 
confirmed it would.   
 
Revision of the Standing Financial Instructions (SF Is) and Scheme of Delegation – NLG(19)223  
 
Richard Eley shared the report with the Trust Board and thanked Sally Stevenson, Wendy Booth and 
Peter Reading for their input into ensuring this extensively updated report was completed.   He advised 
extensive amendments had been made to the Standing Financial Instructions and the Scheme of 
Delegation had been slightly refined. 
 
Emergency Preparedness & Resilience Annual Report ( EPRR) – NLG(19)224 
 
Shaun Stacey shared the report with Trust Board and advised this was completed on an annual basis.  He 
confirmed the Trust continued to perform well and was still meeting training requirements.  
 
The Trust Board approved the document.   
 
At the Trust Board Extra-ordinary Private Meeting h eld on Tuesday, 17 September 2019 
 
Approval of Strategic Plan 2019 – 2024 – Paper: NLG (19)251 
 
Sue Barnett briefed the board on the background to the submission and shared the draft templates. 
She added that, in addition to the Board session that day, a check and challenge session in respect of 
the Trust submission was also planned with the STP as well as the Trust Board. 
 
4 papers submitted for discussion: 



 
• Draft Trust Strategic Plan 2019-24 narrative 
• Strategic Planning Template (5 year forecast for activity/workforce/finance) 
• Strategic Measures Tool 
• Presentation slides 
 
Sue Barnett presented the slides  narrating the sub-system overview and the challenges to achieve 
the required outputs and visibility across the sub-system. The triangulation has not been completed 
due to the speed of completion. The Board were asked to note this is first draft submission for 
September with 15 November as the submission deadline. 
 
15 Steps Challenge – Presentation  
 
Melanie Sharp, Assistant Chief Nurse, was in attendance to brief the board on the 15 steps challenge 
process and advised that her attendance was to provide a condensed version of the training. She 
then went on to describe the background to the introduction of 15 steps, which had originated from 
the parent of a child following their first impressions of a ward environment. She added that this was a 
supportive tool based on a CQC KLOEs. 
 
Melanie Sharp advised that Governors are fully engaged in the process which covers wards and 
departments including outpatients. She added that at the end of a review visit the wards are rated: 
‘outstanding’, ‘good’, ‘requires improvement’ or ‘requires intensive support’. She further explained that 
where a ward is rated ‘requires improvement’, a re-visit is undertaken within 6 months. Where the ward 
is rated ‘requires intensive support’, a re-visit is undertaken within 3 months, although clearly the 
ward is required to take action in response to issues identified before that timescale. 
 
Melanie Sharp also shared a summary of the outcome of the ward reviews completed to date. She 
added that the process had been welcomed by wards and departments and that the process had 
brought about noticeable improvements. 
 
WebV  Solutions  Board  –  Changes  to  Governance  Structure  –  Paper: NLG(19)252  
 
The board took receipt of a paper from Peter Reading in respect of the board structure of WebV 
Solutions Ltd. It was confirmed that Tony Bramley’s appointment as Chair of the Audit, Risk & 
Governance Committee including in relation to the conduct and affairs of WebV Solutions Ltd, created 
a clear conflict of interest and meant that he must also now step down from the WebV board 
leaving a gap in the board structure. Peter Reading explained that this issue was discussed at the WebV 
board on Thursday, 12 September 2019 and the following proposal was put forward: 
 
1. Pete Wisher to assume the role of Chair of the WebV board. Pete Wisher had previously 

advised of his intention to step down from the WebV Board from the end of September 2019, 
however, given his history with WebV and in order to mitigate the above risk, it is proposed 
that he should step into the role of Chair until the end of March 2020, ensuring both 
consistency and continuity). 

2. Peter Reading to remain on the WebV board until the end of March 2020, as 
previously agreed. 

3. Jug Johal to join the WebV Solutions board from 1 April 2020, as previously agreed. 
4. Another Non-Executive Director of the NLaG Trust Board to be identified to join the WebV 

Board. 
5. The issue of who chairs the WebV board from 1 April 2020 to be debated and agreed nearer 

the time. 
 

The Trust Board was asked to note and endorse the above proposal and nominate a Non-Executive 
Director to join the WebV Board. 
 
Peter Reading commented that he felt the proposal for Pete Wisher to assume the role of Chair until the 
end of March 2020 was a sensible approach. He explained that for those who do not know Pete 
Wisher, he had implemented WebV within the Trust and so understood the history. He was also a 
previous Executive Director and was the right person to take on this role in the short term. The Board 
endorsed the above proposal in respect of the request to nominate a Non- Executive Director to join the 
WebV board. However, given the current NED vacancy position, it was agreed to defer a decision 
on this until after the NED recruitment process had been completed. 



 
At the Trust Board Private Meeting held on Tuesday,  1 October 2019  
 
Capital  
 
The Board discussed the recent media coverage of the investment of further capital into the 
NHS.  It was noted that the 6 major schemes had been identified for receiving the capital, 
however, none was be forthcoming for this region.  Peter Reading felt that this the reinforced 
need for the Trust to progress with the outcome of the Humber Acute Services review and be 
ready to bid against future funding.   
 
 
 
 
Linda Jackson 
Acting Chair 
January 2020  
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Jeremy Daws, Head of Quality Assurance 
 

 
SUBJECT 

 
Board Assurance Framework (BAF) 
 

 

BACKGROUND DOCUMENT 
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strategic risks and revised approach to the Board 
Assurance Framework 

 
EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
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The report provides the Board Assurance Framework 
as at November 2019.  Highlights are outlined in the 
Trust Board front sheet overleaf 

COUNCIL ACTION REQUIRED The Council of Governors is asked to note the report 
 
 

 



 
NLG(19)257    

DATE OF MEETING 5 November 2019 

REPORT FOR Trust Board of Directors – Public 

REPORT FROM 
Wendy Booth, Trust Secretary 
 

CONTACT OFFICER Jeremy Daws, Head of Quality Assurance 

SUBJECT Board Assurance Framework – October 2019 

BACKGROUND DOCUMENT (IF ANY) 
Board briefing and approval of strategic objectives , strategic risks and 
revised approach to the Board Assurance Framework 

PURPOSE OF THE REPORT: For Assurance 

EXECUTIVE SUMMARY (PLEASE INCLUDE: A SUMMARY OF 
THE REPORT,  KEY POINTS & / OR ANY RISKS WHICH NEED  
TO BE BROUGHT TO THE ATTENTION OF THE TRUST 
BOARD AND ANY MITIGATING ACTIONS, WHERE 
APPROPRIATE)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The BAF format has been revised following the Board  discussion and 
approval of its new strategic objectives and risks to these earlier in 2019. 
The BAF has been refocused around the revised strat egic objectives and 
risks to these 
 
The BAF is a monthly document that provides the Boa rd and Board Sub-
Committees with assurance as to the actions being t aken to mitigate the 
risks to meeting the Trust strategic objectives and  is designed to provide 
an executive overview of achievements each month al ongside priorities 
for the forthcoming month 
 
The BAF, whilst providing assurance on how well the  Trust’s 13 strategic 
risks are being managed, also provides links and gr eater visibility of the 
risks that are being managed divisionally that unde rpin the work to 
mitigate against the related strategic risk. These are demonstrated 
pictorially in a Heatmap summary, grouped wherever possible to 
demonstrate relationships across divisions between similar or related 
risks 
 
The October 2019 edition continues to feature trend ing RAGs for each 
strategic risk to demonstrate, at a glance, how the  lead Director(s) sees 
the mitigation of the risk.  Also included for grea ter clarity is a key to 
better enable the reader to discern what the RAG ra tings mean 
 
Confirm and challenge in relation to the controls a nd assurances in place 
to mitigate the risk and in respect of the risks ra tings continues to occur 
through the Trust Management Board and the Board as surance sub-
committees 
 
As the framework is updated regularly, the risk rat ing trend diagrams will 
demonstrate performance against the management of t hese risks over 
time  
 
For October’s BAF, all 13 strategic risks have been  reviewed and updated. 
The highest rated strategic risks are: 
 

• Risk of non-delivery of constitutional performance – 20 
• Risk of failure of the Trust’s infrastructure: agei ng estate and 

equipment – 20  
• Risk of failure of the Trust’s infrastructure: long er term estate 

sustainability – 20  
• Adverse impact of Britain’s exit from the EU – 16  
• Risk of failure of the Trust’s infrastructure: IT /  Digital Strategy / 

Cyber Security – 16 
• Risk of non-delivery of agreed quality and clinical  

improvements – 15   
• Finance risk – 15 
• Lack of clear service strategy – 15 

 
Movement in month: 
 

• Risk of insufficient investment and development of the Trust’s 
leadership reduces from a risk rating of 16 down to  12. Whilst 
there have been significant changes in some senior leadership 
posts during the last two months, at the same time 36 Clinical 
Leads have now been appointed, alongside substantiv e 
appointments to the General Manager posts in the Di visions of 
Medicine and Women & Children 
 



________________________________________________________________________________________________________ 

    

• Inability to secure sufficient numbers of appropria tely trained 
staff in the short, medium and long term reduces fr om a risk 
rating of 15 to 10 as a result of improved medical vacancy 
position, high levels of retention and the deanery fill rate 
 

TRUST BOARD ACTION REQUIRED 

 
The Board is asked to note the contents of the assu rance framework and 
use the contents to challenge the risk ratings and to seek further 
assurances, as required, as part of the Trust’s ove rsight and assurance 
arrangements 
 

 



BOARD ASSURANCE FRAMEWORK (BAF)

October 2019

4 November 2019 Trust Management Board

5 November 2019 Trust Board
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RISK 

RATING

1

Risk of non-delivery of constitutional performance targets, specifically: 

(a) Cancer 62 day, 

(b) A&E, 

(c) RTT - 18 weeks,

(d) Diagnostics.

1. To give great care 20 20 20 20 20 20 8 Shaun Stacey

2
Risk of non-delivery of agreed quality and clinical improvements (includes the risk of non-delivery of a reduction in 

the mortality ratio)
1. To give great care 15 15 15 15 15 15 10 Kate Wood / Ellie Monkhouse

3 Adverse impact of Britain's exit from the European Union on business continuity and the delivery of safe care. 1. To give great care 16 16 16 16 8 8 8 Shaun Stacey

4 Inability to secure sufficient numbers of appropriately skilled staff in the short, medium and longer term. 2. To be a good employer 10 15 15 15 15 15 8 Jayne Adamson

5
Ineffective staff engagement and ownership of Trust agenda affects morale and failure to change and improve 

the culture.
2. To be a good employer 12 12 12 12 12 12 8 Jayne Adamson

6

Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the Trust and failure to achieve the 

overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced financial position, working in 

conjunction with everyone else to achieve a system balance.

3. To live within our means 15 15 15 15 15 10 10 James Hayburn

7a

Risk of failure of the Trust’s infrastructure; specifically:

(a) Ageing estate and equipment: the inability to maintain legislative compliant and improve the current estate 

and equipment due to a lack of capital and backlog maintenance (includes Legionella);

20 20 20 20 20 20 10 Jug Johal

7b

Risk of failure of the Trust’s infrastructure; specifically:

(b) Longer term estate sustainability: failure to secure a sustainable estate future for SGH (and to a lesser extent 

DPOWH) this may give rise to buildings or parts of buildings becoming unsafe to occupy;

20 20 20 20 20 20 10 Jug Johal

7c

Risk of failure of the Trust’s infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security: failure of the IT infrastructure and adverse impact on the delivery of the 

Digital Strategy and on business continuity and the delivery of safe care; and the lack of adequate controls to 

defend the Trust’s IT systems when a cyber-attack occurs.

16 16 16 16 16 16 12 Jug Johal

8 Inability to pursue a clear organisational strategy that staff and stakeholders are aware of and support. 4. To work more collaboratively 12 12 12 12 12 12 8 Peter Reading / Sue Barnett

9
Lack of a clear service strategy for the area to ensure long term service sustainability (includes the risk of not 

developing the required external relationships and linked to HASR).
4. To work more collaboratively 15 15 15 15 15 15 9

Sue Barnett / Kate Wood / Ellie 

Monkhouse

10 The risk of ineffective relationships with stakeholders. 4. To work more collaboratively 8 8 8 8 8 8 8 Peter Reading

11
Risk of insufficient investment and development of the Trust’s leadership (including clinical leadership) – capacity 

and capability.
5. To provide strong leadership 12 16 16 16 16 16 8 Peter Reading

·         Poor quality care / harm 

·         Damage to the Trust’s reputation

·         Lack of longer term sustainability

·         Further regulatory action and inability to exit quality and financial special measures

Strategic Risk 

Number
Linked to Strategic Objective Lead DirectorStrategic Risk Title

The potential impact of the above risks materialising include:

4. To work more collaboratively



Strategic Objective: 1. TO GIVE GREAT CARE

*

a)

b)

c)

d)

* Cancer 62 day: Increasing access to faster diagnostics and one stop services (Colorectal July 19, Lung Sept 19, Urology July 19)

* Cancer 62 day: Improved access to straight to test and stratified pathways for Colorectal and Lung.

* A&E: Implementation of UTC at both DPoW and SGH and implementation of new scoped medical workforce models.

* RTT: Urgent review of continued growth in ophthalmology new and follow up waiting lists. Agreed joint actions with CCGs to be implemented.

* Diagnostics: Review of demand and capacity demand models for MRI and focus on improving capacity in all areas of diagnostics.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

(a) Cancer 62 day target:

* 2448: Failure to reach cancer targets (risk rating: 12; C4xL3) 5 RTT: 1851 (opth) RTT: 2118 (col)

* 2160, 2261: Risks of non-delivery of constitutional performance: Histology (RR 15 & 12)

* 2008: Diagnostic PTLs meeting the cancer standards (risk rating: 12; C4xL3)

* 2244: Risk to Overall Performance: Cancer Performance Target 62 day (RR: 12; C3xL4)

* 2524: Delay of CT reports for oncology patients (risk rating: 9; C3xL3)

* *NEW* 2569: Failure to meet cancer targets [Medicine] (risk rating: 12; C3xL4) 4 Cancer: 2448 Cancer: 2601 Cancer: 2592

* *NEW* 2592: Cancer waiting / 62 day target [Surgery] (risk rating: 20; C4xL5) Cancer: 2008 RTT: 2046 (opd) Cancer: 2601

* *NEW* 2601: National Bowel Cancer Audit: 18 Month Stoma outlier (RR: 16; C4xL4) RTT: 2245 RTT: 2048 (ENT) Cancer: 2160

* Diagnostics: 2522 RTT: 2347 (F/U) Diagnostics: 1631

RTT: 2401 Diagnostics: 1800

A&E: 2562, 2564

(b) A&E target: 3 Cancer: 2524 Cancer: 2261; 2569; 2244Cancer: 2160

* *NEW* 2562: Failure to meet constitutional targets in A&E (Risk rating: 16; C4xL4) A&E: 2561 Diagnostics: 2307 A&E: 2576

* *NEW* 2564: Risk to A&E performance from UTC medical staffing gaps (RR: 16; C4xL4) Diagnostics: 2141 Diagnostics: 2499

* *NEW* 2561: Reduction in the average length of stay (Risk rating: 9; C3xL3) Diagnostics: 2210

* *NEW* 2576: Paediatric medical support pathway for ECC (Risk rating: 15; C3xL5)

2 RTT: 2583 RTT: 2400 (d&c)

(c) RTT - 18 weeks target:

* 1851: Shortfall in capacity with the Ophthalmology service (risk rating: 15; C5xL3)

* 2046: Out Patient Follow-up Appointments (Surgery and Medicine) (RR: 16; C4xL4)

* 2118: Overdue Follow Up Colorectal Patients (risk rating: 16; C4xL4)

* 2048: Instability of ENT service (risk rating: 16; C4xL4) 1

* 2347: Risk to Overall Performance: Overdue Follow-ups (RR: 16; C4xL4)

* 2400: Capacity & Demand (risk rating: 8; C4xL2) 

* 2401: Clinical Harm Review Process  (risk rating: 12; C4xL3)

* 2245: Non compliance with RTT incomplete target (risk rating: 12; C4xL3)

* *NEW* 2583: Risk to 18w target due to long waiters and overdue pt f/u (RR: 6; C2xL3) 1 2 3 4 5

*

High Risk Moderate Very Low

(d) Diagnostics:

* 2210: Failure to meet 6 week diagnostic target in CT & MRI (risk rating: 15; C3xL5)

* 1800, 2307 Shortage of Radiologists / Radiographers (RR: 20 & 12)

* 2499: SGH Main MRI Scanner Capacity and Waiting Lists (risk rating: 15; C3xL5)

* 2522: One CT Scanner at DPoW (risk rating: 12; C4xL3)

* 1631: MRI Equipment - Philips Intera 1.5T Achieva DPoW (risk rating: 20; C4xL5)

* 2141: Nuclear Medicine Reporting Software (risk rating: 12; C3 x L4)

(To be added: (1) Out-Patient Follow-Up - all divisions; (2) Chronic pain service in Surgery; (3) 

Failure to meeting constitutional targets: RTT in Medicine and Surgery); (4) Haematology RTT 

risk and emergency access to services (medicine); (5) Immunology RTT risk and emergency 

access to services (medicine); (6) Financial risk from diagnostics outsourcing contract (CSS).

Monthly Executive Highlight Report: Plans for next month:
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Likelihood (1-5)

Key: 15-25 8-12 4-6 Low 1-3 Very 

To be added: (1) Gaps in Oncology service provision due to staff absence; (2) Oncology 

capacity [Medicine and surgery]; (3) Cancer performance targets in diagnostics

Risk to Strategic 

Objective:

1) Risk of non-delivery of constitutional performance targets, 

specifically: (a) Cancer 62 day, (b) A&E, (c) RTT - 18 weeks, (d) 

Diagnostics.

Risk Description:

The risk is that the Trust fails to deliver or fails to demonstrate robust improvement plans in 

delivering constitutional performance targets which impairs the Trust's provision of quality 

services and adversely impacts on its reputation with service users and regulatory bodies.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 4: Likely

The Trust is currently unable to deliver these 4 performance targets due to demand and capacity constraints. 

An agreed trajectory for each to maintain delivery of care has been agreed.

Cancer 62 day target: Aim to meet national target in 2021. Current local agreed target 85%.

Performance during September: Trajectory: 71.0%. ACTUAL: 62.7%. 

A&E target: Aim to meet national target in 2021. Current local agreed target: 90%

Performance during September Trajectory: 88.3%. ACTUAL: 85.5%. 

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%

Performance during September: Trajectory: 78.4%. ACTUAL: 79.0%. 

6-week wait for diagnostics: Aim 1% of diagnostic requests breach the 6 week target. 

Performance during September: Trajectory: 6.8%. ACTUAL: 13.9% 
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

Capacity and demand. Delays in pathways.

Pathway breaches.

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Trend RAG Rating:

RED

Consequences of Risk 

Materialising:

* Impact on provision of quality services to our patients;

* Adverse impact on the Trust's reputation and its standing with patients and regulators; 

* Adverse impact on ability to exit quality and financial special measures or receiving needed support. 

Assurance that the issues impacting on this risk are being 

managed:

Actions required to 

improve:

Assurance / Oversight 

Group
Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

Deputy MD supporting 

engagement work, Mar 20.

Workshops looking at how 

services can be run 

differently as part of winter 

planning, ongoing. 

Flow challenges at both Trust 

sites resulting in capacity 

challenges for patient's needing 

to be admitted.

01-May-19

Oversight Group: Operational Management Group 21-Oct-19

Assurance Committee: Finance & Performance Committee
Risk to Strategic Objective:

1) Risk of non-delivery of constitutional performance targets, specifically: (a) Cancer 

62 day, (b) A&E, (c) RTT - 18 weeks, (d) Diagnostics.

Lead Executive: Shaun Stacey

Integrated Performance Report 

(IPR). 

Power BI reports updated on a 

daily basis.

Not meeting performance 

targets.

PRIM divisional update.

Positive results seen to date 

from the implementation of 

triage/straight to test in Lung 

and Urology.

Significant improvement seen 

in Pathology turnaround times.

Cancer weekly PTL and escalation process.

Cancer features as part of PIM meetings with divisions.

Central cancer team, with Cancer lead in post.

Cancer Board meeting overseeing; underpinned by individual 

tumour specific MDT Business Meetings.

Weekly Divisional General Manager Waiting List Assurance 

Meetings with all divisions.

Draft timed pathways in Lung / Urology.

Joint cancer board established between the Trust and Hull 

University Teaching Foundation Trust (HUFT) and terms of 

reference now agreed.

(a) Cancer

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Need a system wide 62 days 

improvement plan

Delays in developing faster 

diagnosis pathway in 

Colorectal.

Not meeting cancer 

performance targets.

Diagnostic delays and 

pathology turnaround times 

impact on pathway timescales.

Gaps in oncology due to staff 

absence / vacancy.

Cancer MDT Business meetings 

not quorate.

Clinicians not reviewing root 

causes for breaches monthly.

Cancer Board not meeting / not 

quorate.

National Peer Review Team 

visit to assess Lung Cancer 

services in Dec 19.

Quality Surveillance (QSIS) 

annual submission: no 

improvements recent years.

Single Lung Cancer MDT, Jul 19.

[Aim: Amber Assurance 

by Jan 20]

PRIM; Planned Care 

Board; Quality & Safety 

Committee

R

Recruitment underway for data 

validation team, to be in place 

by Jan 2020.

Short term: Outpatient 

transformation plan 

developed for each of the 7 

specialties. Ongoing. [Each 

plan has dedicated 

timescales] 18mths-2yrs.
Longer term: Development 

of a 5-year plan for these 

areas.

R

Cancer Board; Planned 

Care Board; Quality 

Governance Group

Improvement plan in place; 

Working to develop divisional 

dashboards to better track 

improvement.

Implement timed and faster 

pathways, starting first with 

4 national priorities, 

Quarter 3.

Improved processes in 

PathLinks, underway.

Developing plans for 

short/medium/long term with 

HUFT and Cancer Alliance for 

approval to TMB, 31 Oct 19.

Cancer Board to review quality 

performance of tumour sites, 

Sept 19. Meeting not quorate. 

A&E Delivery Board; 

Unplanned Care Board; 

Quality Governance 

Group

A

(c) RTT/18 weeks

Daily meetings to review long waiters pathways.

Weekly meetings held with specialty leads to review in detail 

pathways for longest waiting patients. Areas for escalation 

highlighted to COO and DGM.

Weekly escalation/assurance meeting with Chief Operating 

Officer to review individual patient pathways.

PRIM performance oversight meetings.

Chief Operating Officer weekly meeting within Divisional 

General Managers for oversight.

Fortnightly oversight meetings include CCGs.

Planned care board has system wide membership. 

Currently 8 52 week wait 

patients (Aim: 0).

Reduction in patients waiting 

more than 40 weeks (Aim: 0 by 

Mar 20).

IPR report going to F&P and 

Board. Data reviewed at PRIM.

RCA's completed for patients 

who wait > 52w for treatment 

to understand reasons and 

share lessons. Process to 

review RCAs for Harm and 

escalation to full clinical harm 

review and SI route if indicated.

Fragile services with significant 

mismatch between capacity 

and demand leading to long 

waiting times in 7 specialties 

(1) ENT; (2) Ophthalmology; (3) 

Colorectal Surgery; (4) 

Gastroenterology; (5) 

Cardiology; (6) Respiratory; (7) 

Urology.

Increased number of incidents 

and SIs in Ophthalmology; 

Gastroenterology and ENT 

relating to waiting times.

(d) Diagnostics A PRIM

Daily activity huddles for radiology.

Weekly activity PTL meetings.

Attend weekly Performance Standards Weekly Meeting.

Take part in Trust's weekly PTL.

Additional CT scanner now in place and operational.

Expanded remit for reporting radiographers which increases 

reporting capacity. 

Outsourcing contract with 3rd party provider now in place for 

reporting to mitigate delays between scan and reporting, 5 

year contract with guaranteed capacity.

Controls in place to escalate any scans not meeting internal 

KPIs to outsourced 3rd party for reporting (KPIs: suspected 

cancer, not reported same day - escalate to outsourced 3rd 

party; routine scans, not reported by day 21 - escalate to 

outsourced 3rd party).

Integrated Performance Report 

including the DMO1 position.

Demand & Capacity work 

completed for CT.

PRIM meetings review and 

escalation.

Backlog of unreported scans 

has reduced by 1/3 since mid-

August.

Power BI data monitored daily.

Working with CCGs re. 

mobile pads for mobile 

scanners in community and 

options for additional on 

Trust site. 

Demand management of MRI 

with CCGs.

Monitor and report on 

financial spend for 

outsourcing contract, Dec 

19

Financial spend on outsourcing 

contract not yet clear.

Weekly PTL escalation process 

(currently in draft).

Demand & Capacity not yet 

finalised for MRI.

Ongoing efforts to recruit 

Radiologists. Exploring 

Radiology fellows 

programme alongside 

Morecombe Bay following 

successful pilot. NLAG to 

join wave 2. Ongoing

Recruitment ongoing.

Diagnostic capacity

Due to expanded remit for 

reporting, shortage of 

radiographers identified.

(b) A&E

A&E Delivery Board and a system wide focus.

UTC focus on managing minors outside of the A&E/ECC 

department to free up capacity.

Development of winter plans.

Additional staff in A&E and UTC (medical and nursing) not 

previously fully established. Senior positions in the department 

extended (i.e. Consultant cover till midnight). Matron of the 

day present at Ops meetings to consider staffing.

Weekly MDT stranded walk around.

Acute Assessment Unit work and focus on ambulatory 

pathways to pull from A&E model. 

Symphony A&E system 

provides real-time 

performance.

Integrated Performance 

Report.

Bedstate / Sitrep reports.

A&E live dashboard pulls data 

and demonstrates live 

performance.

Additional staffing within the 

A&E/ECC that have been above 

previous establishment.

Escalation beds opened to 

mitigate, ongoing review.
Development work for 

Acute Assessment Unit to 

further develop zero day 

LOS/ambulatory pathways, 

ongoing.

Establishment review 

complete, additional 

establishment agreed, funding 

underway, update in Nov 19.

UTC gaps in GP rotas.

Trust to take on the 

commissiong of GPs to staff 

the UTC. Jan 2020.

Demand and capacity 

refresh of modelling.

Reporting capacity backlog, 

although evidence this is 

reducing (1/3 since August).

CT and MRI performance 

against DMO1 position; impact 

felt from priority focus on RTT 

improvement, results in DMO1 

performance due to re-

prioritisation.

Additional MRI capacity at both 

sites planned (DPoW capital 

allocated; SGH capital not yet 

allocated), Draft business case 

to be approved in October 

TMB. Additional CT Scanner 

funding approved and to be in 

place by Aug 2020.

Audit of business rules to be 

undertaken, Dec 19.

Data quality gaps have been 

identified in connection with 

'clock stops' resulting in 

incorrect waiting list 

categorisation in some 

instances.

Not fully assured that admin 

processes are compliant with 

operational processes.

Weekly Chief Operating Officer 

oversight meeting with 

Divisional General Managers.



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*

* Outcome of WebV solution for Sepsis data collection and reporting. 

* Update to Quality Governance Group in November on progress with SAFER.

* Planning for submission of evidence for QSIS Peer Review of the Lung Cancer service provision.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

(1). Quality Priority 1: 

* QP1a: 2418 Mortality Performance (risk rating: 20; C5xL4) 5 QP2: 2388; 2390 QP1: 2418

* QP1a: 2434 CQC Mortality Review: Heart Valve Disorders (risk rating 8; C4xL2) CSC: 1851

* *NEW* QP1b: 2598 Lack of mortality SJR reviews (risk rating: 12; C3xL4) QP5: 2401

*NEW* QP1a: 2597 NELA outlier alert for mortality (risk rating: 12; C4xL3)

*NEW* QP1a: 2602 NHFD outlier alert for mortality (risk rating: 12; C4xL3)

4 QP1a: 2597; 2602

(2). Quality Priority 2: QP1: 2434 QP2: 2308 QP2a: 2582 QP5: 1800

* QP2a: 2308, 2388, 2390, 2393, 2389 Deteriorating patient divisional risks QP3b: 2568 CSC: 2347

* *NEW* QP2a: 2582 Care of critically ill children (risk rating: 16; C4xL4) QP4b: 2566

* *NEW* QP2a: 2576 Paediatric medical support pathway to ECC (risk rating: 15; C3xL5) QP5: 2401

3 QP2: 2393 QP3a: 2600 QP1b: 2598 QP2a: 2576

(3). Quality Priority 3: QP3b: 2537 QP2: 2389 QP5: 2160; 2210

* *NEW* QP3a: 2600 Omitted doses (risk rating: 9; C3xL3) QP5: 2261; 2244

*NEW* QP3b: 2537 Diabetes Nurse Specialist vacancy (risk rating: 9; C3xL3) CSC: 2186

*NEW* QP3b: 2568 Safe and secure storage of medicines (risk rating: 12; C4xL3)

*NEW* QP3b: 2559 Medicine division: Secure storage of medicines (risk rating: 4; C2xL2) 2 QP3b: 2559

(4). Quality Priority 4:

* (To be added: Risk of not meeting 7 day service standards - all divisions)

*NEW* QP4: 2566 Surgery 7DS risk (risk rating: 12; C4xL3)

1

(5). Quality Priority 5:

* QP5: 2401 Delays in Cancer pathways (risk rating 12; C4xL3)

* QP5: 2244 Divisional delay in cancer pathways risk (risk rating: 12; C3xL4)

* QP5: 2261 Delays in biopsy reporting (risk rating 12; C3xL4)

* QP5: 2160 Delays in biopsy reporting (risk rating 15; C3xL5) 1 2 3 4 5

* QP5: 1800 Shortage in radiologists (risk rating 20; C4xL5) Likelihood (1-5)

* QP5: 2210 Failure to meet 6 week target for CT / MRI (risk rating 15; C3xL5)

Key:

(6). Clinical Service Concern (CSC): Ophthalmology: High Risk Moderate Low Very Low

* CSC: 1851 Shortfall in Ophthalmology (risk rating 15; C5xL3)

* CSC: 2347 Failure to review patients in specified timescales (risk rating 16; C4xL4)

* CSC: 2186 Space in Ophthalmology outpatients (risk rating 12; C3xL4)

15-25 8-12 4-6            1-3              

Monthly Executive Highlight Report: Plans for next month:
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Risk to Strategic 

Objective:

2) Risk of non-delivery of agreed quality and clinical 

improvements (includes the risk of non-delivery of a 

reduction in the mortality ratio)

Risk Description:
The risk is that the Trust could fail to deliver consistent levels of service quality which 

negatively impacts on the Trust's reputation with service users and regulatory bodies.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 3: Possible

Trust's SHMI increases to 118 (DPoW: 120; SGH: 115).

CQC inspection during October 2019.

Additional project management resource made available to support Trust's mortality improvement 

project work.

Electronic Prescription and Medicines Administration (EPMA) rollout commenced at Goole during 

October.

Completion of 7Day Service BAF dashboard for approval by Q&S committee and then submission in line 

with the national deadline at the end of October 2019.

External review of medication storage arrangements commenced during the month.
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

Capacity and demand. Delays in pathways.

Pathway breaches.

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Clinical Lead to review and 

develop plan, timescale TBC.

Weekly feedback from team 

meetings.

Validation of patients on PTL 

without a due date; these are 

being reviewed as part of the 

Clinical Harm process and 

based on risk/urgency, 

provided with an appointment.

Specialty Business and Governance Meeting.

New Clinical Lead appointed.

Weekly meetings with team members; team leaders and with 

service lead to focus on backlog waiting list and management 

of PTL (daily for RTT and weekly for Lucentis).

PTL identification of patient by condition, risk stratification 

employed to bring the patient forward based on risk/urgency.

Failsafe officers in post.

Steps taken to increase efficiency.

Clinical service concern (CSC): 

Ophthalmology
R

Quality & Safety 

Committee; Specialty 

Business & Governance 

Meeting.

MDT support for OCT capacity 

(shortage of medical 

photographers).

Older equipment coming to 

end of usable life.

Waiting list initiatives to 

manage, ongoing.

Reviewing clinical practice with 

Clinical Lead now in post, 

Ongoing.

High overdue follow up rate.

Contract 3rd party providers to 

see new patients, Ongoing.

High number of Serious 

Incidents relating to the 

service.

Current pathway does not 

allow for increased capacity.

Lack of system wide 

ophthalmology approach.

Medical Examiner (ME) model.
Business case for ME, 

timescale TBC.

Greater focus on shared 

learning following in/OOH 

death reviews, Nov 19.

Increasing SHMI statistic 

and high Out of Hospital 

(OOH) SHMI / HSMR.

Disparity between sites - 

statistical calculation of 

expected deaths.

Clinician validation of 

recording and coding pilot start 

in Nov 19.

Differences in palliative care 

provision between DPoW and 

SGH; impact on HSMR.

Embed NLCCG GP/Community 

mortality review process, Nov 

19.

Strengthened EOL strategy 

group to focus on EOL 

matters and palliative care 

input, Timescale TBC.

Different specialist palliative 

care arrangements at DPoW.

Divisional M&M arrangements 

not fully in place.

Medicine appointing divisional 

mortality lead clinician, Oct 19.

Surgery DCD review 

improvement plan, Nov 19.

Lack of divisionally owned 

improvement plans / learning 

lessons.Clinician time to review cases.

R

R

Ward areas reissued NEWS 

escalation toolkits containing 

guidance.

Mortality analyst post 

currently vacant.

Reduction in cardiac arrests at 

SGH correlates NEWS 

improvements; further 

understanding needed.

Review cardiac arrest data by 

location, Nov 2019.

A

Delivery of ward based 

education, Oct 19.

Update escalation policy to 

streamline and simplify, Dec 

19.

Work underway with WebV to 

refine data collection and 

enable reporting, end of Oct 

19.

Sepsis 6 performance not yet 

able to be monitored via 

WebV.

Concerns with clinician time, 

mortality lead review, Oct 19.

Policy for dealing with those 

bereaved not yet in place. 

Low number of NQB SJRs 

requested via complaints/PALS 

routes.

R

R

Monthly mini-audits being 

undertaken, to be 

confirmed following 

external review.

LOS data by ward not available 

to support ongoing project 

implementation

Need further data to support 

understanding of number of 

discharges before midday.

No impartial assurance data 

available: LOS data by ward / 

discharges before noon

Update on progress with 

SAFER to be provided to 

QGG in November 2019.

Medical job plans amended in 

some specialties to enable 

medical engagement, Ongoing.

Some job plans do not align 

themselves currently to daily 

board rounds by senior 

decision maker. 

Engagement in the initiative 

from some medical staff.

Lack of documentation to 

evidence compliance with 7 

day standards. 

Specific gaps in some 

specialties preventing the 

meeting of 7Day Service 

standards.

10% shortfall due to illegible 

and/or undated entries.

Task and Finish group 

established, led by Deputy MD 

to work with divisions to close 

gaps preventing the Trust from 

meeting 7DS, Ongoing from 

October 2019.

Quality Priority 5: Cancer

Cancer weekly PTL and escalation process.

Cancer features as part of PIM meetings with divisions.

Central cancer team, with Cancer lead in post.

Cancer Board meeting overseeing; underpinned by individual 

tumour specific MDT Business Meetings.

Weekly Divisional General Manager Waiting List Assurance 

Meetings with all divisions.

Draft timed pathways in Lung / Urology.

Integrated Performance 

Report (IPR). 

Power BI reports updated on a 

daily basis.

Not meeting performance 

targets.

PRIM divisional update.

Significant improvement seen 

in Pathology turnaround times.

Quality Priority: Positive results 

seen to date from the 

implementation of 

triage/straight to test in Lung 

and Urology.

Implement timed and faster 

pathways, starting first with 

4 national priorities, 

Quarter 3.

R

Cancer Board; Planned 

Care Board; Quality 

Governance Group

Delays in developing faster 

diagnosis pathway in 

Colorectal.

Not meeting cancer 

performance targets.

Diagnostic delays and 

pathology turnaround times 

impact on pathway timescales.

Outsourcing contract for 

diagnostics / improved 

processes in PathLinks.

Developing plans for 

short/medium/long term with 

HUFT and Cancer Alliance for 

approval to TMB, 31 Oct 19.

Gaps in oncology due to staff 

absence / vacancy.

Cancer MDT Business meetings 

not quorate. Quality Surveillance (QSIS) 

annual submission: no 

improvements recent years.

Cancer Board to review quality 

performance of tumour sites, 

Sept 19. Meeting not quorate. 
Clinicians not reviewing root 

causes for breaches monthly. Single Lung Cancer MDT, End 

of Q2.National Peer Review Team 

visit to assess Lung Cancer 

services in Dec 19.

Cancer Board not meeting / 

not quorate.

Deputy MD supporting 

engagement work, Mar 20.

Need a system wide 62 days 

improvement plan

QSIS improvement plans 

delivery; lack of assurance in 

monitoring of delivery.

Improvement plan in place; 

Working to develop divisional 

dashboards to better track 

improvement.

Risk to Strategic Objective:
2) Risk of non-delivery of agreed quality and clinical improvements (includes the risk 

of non-delivery of a reduction in the mortality ratio)

Lead Executive:

Consequences of Risk 

Materialising:

Issues:

E-NEWS on WebV.

Deteriorating patient and Sepsis working group.

Deteriorating patient policy.

Sepsis specialist nurse.

Work stream within Improving Together.

PowerBI dashboard.

Quality priority 2a: NEWS 

completed within timescales 

data available and showing 

positive trends.

Quality priority 2b: Audit 

action taken in response to 

NEWS demonstrate further 

work needed for escalation of 

NEWS < 7.

Quality priority 2c: No 

assurance presently. 

Central budget identified for 

replacement of hand-held 

devices and workstations on 

wheels.

Clinical audits completed in 

participating ward areas.

Verbal assurances from ward 

managers/matrons from ward 

performance review sessions.

Quality Priority 4a: Reducing 

medicine LOS (ward LOS data 

not available).

7Day Services (7DS) Board 

Assurance Framework.

Quality Priority 4b: Gaps in 

specific specialties preventing 

compliance with standards 2, 6 

and 8.

Part of NHSI Collaborative with Leeds; 4 wards have 

embedded the principles (2 at each site), another 2 ward 

areas are now going live.

Project is a part of the Improving Together Programme and 

supported by PMO and Operational Management team.

Other wards, not yet gone live, have picked up elements of 

SAFER.

Care Navigators in post from late 2018 and are supporting 

focus on flow and discharge and supporting ward/board 

rounds.

Bi-monthly performance reviews with medicine ward 

managers/matrons, where SAFER progress is reviewed.

Quality Priority 4: SAFER and 7 Day 

Service Standards (7DS)

Quality Priority 2: Deteriorating 

Patient & Sepsis

Gap in attendance from 

divisions at medication safety.

Quality Priority 1: Mortality

Mortality strategy agreed; review needed during November 

2019.

Site based mortality clinical leads in post.

Mortality Improvement Group oversees reporting to QGG.

Additional project management support from October 2019.

Mortality report containing 

Learning from Death KPIs.

Quality Priority 1a: Increase of 

SHMI to 118 (Jun 18 - May 19), 

driven by DPoW site SHMI & 

OOH SHMI.

Professor Mohammed 

Mohammed's report on 

mortality statistics.

Quality Priority 1b: Learning 

from deaths process: 

Improvements seen at SGH 

Gen Surg; gaps still in 

Medicine; T&O; Gen Surg at 

DPoW

Quality Priority 3: Medication Safety

Medication Safety Officer (MSO) in post.

0.2 Medicine Safety Pharmacy Technician supporting MSO.

Safety Medications Group considers the findings from the 

Safer Medicines dashboard.

Medicine management nurses / work with wards to 

understand ward level errors.

Some education and training / Induction sessions / Care Camp 

for medications safety and medical gasses.

Diabetes Nurse Specialist at DPoW working to share lessons 

learnt / raise awareness regarding insulins.

Central pharmacy audit 

programme.

Mandatory training medicines 

management - 89% (no 

renewal).

Safe use of insulin mandatory 

training - 71%.

Safer Medicines Dashboard 

feeding the Quality Section of 

the IPR to QGG / Q&S / Trust 

Board.

Quality Priority 3a: Omitted 

doses - no trend seen.

Quality Priority 3b: Insulin 

related incidents - no trend 

seen.

Safe and Secure pharmacy 

audit, reported to SMG.

Quality of training.

Gap in Diabetes CNS resource 

at SGH to support focus on 

insulin.

Lack of E-prescribing system, 

currently paper based.

Difficult to identify prescriber 

when errors to feedback to for 

learning.

Kate Wood / Ellie Monkhouse

GAPS in assurance:

01-May-19

Oversight Group: Quality Governance Group 14-Oct-19

Assurance Committee: Quality & Safety Committee

Actions required to 

improve:

Assurance / Oversight 

Group

Trend RAG Rating:

RED

Negative impact on the provision of quality services resulting in adverse affect on the Trust's reputation with 

service users and regulatory bodies.

Assurance that the issues impacting on this risk are being 

managed:

Controls: Assurance: GAPS in Controls:

Sepsis 6 performance not yet 

being reported.

Mortality Improvement 

Group;

Quality Governance 

Group;

Quality & Safety 

Committee.

Mortality analyst recruitment 

underway, Nov 19.

Quality & Safety 

Committee; 

Quality Governance 

Group;

Trust Board

Various methodologies to 

triangulate data to evidence 

action being taken, November 

19.

Limited audit evidence of 

action taken in response to 

NEWS scores.

Continue to monitor sepsis six 

using former CQUIN method, 

ongoing.

Gaps from audit in escalation 

when NEWS <7.

R

Deteriorating Patient 

Group reporting to 

Mortality Improvement 

Group

Process mapping of existing 

processes on wards, following 

external review.

Review and tightening of 

current Trust Policy, review 

following External review.

Lack of assurance medicines 

are stored securely in line with 

Medicines Code. 

Appointed Clinical Leads for 

Safer Medications Group to be 

confirmed to QGG, Nov 19

Scope out Datix configuration 

to improve feedback to 

individuals, Nov 19.

Suspected under reporting of 

incidents on Datix

Medicine division are 

mitigating, on local risk 

register.

EPMA rollout across the Trust, 

Mar/Apr 20 (Rollout started in 

Goole, Oct 19).

Divisional awareness / sharing 

to enable lessons learnt.

Medication Safety 

Group; 

Quality Governance 

GroupExternal medicines 

management review by 

Northumbria NHS Trust, w/c 

14 Oct 19.



Strategic Objective: 1. TO GIVE GREAT CARE

*

*

*

*

*

*

* Further meeting of the Brexit planning meeting to be held prior to the 31 October 2019.

* Continuing to work with Humber Wider Local Health Resilience Forum to plan contingencies.

* In the event of a 'no deal' Brexit, work with local/regional and national partners to implement Operation Wellington.

* Review risk rating again once clarification received from the centre regard preferred transport option to be initiatited in the event of a 'no deal' brexit.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* 330: Risk of lack of preparedness for coping with major incident (risk rating: 6; C3xL2) 5 2567 (Surgery)

* 2426: Business continuity (risk rating: 10; C5xL2)

*

4 2462 (Bus Cont)

* *NEW*: 2567 Brexit [Surgery] (risk rating: 20; C5xL4) 2579 (W&C)

* *NEW*: 2571 Transport arrangements linked to Brexit [Medicine] (RR: 12; C3xL4)

* *NEW*: 2579 Transport arrangements linked to Brexit [W&C] (RR: 12; C4xL3) 3 330 (Maj Inc)

* (To be added: CSS Division - transport arrangements linked to Brexit)

* (To be added: C&T Division - transport arrangements linked to Brexit) 2

1

1 2 3 4 5

High Risk Moderate Very Low

Monthly Executive Highlight Report: Plans for next month:

Low

C
o

n
se

q
u

e
n

ce
 (

1
-5

)

Likelihood (1-5)

Key: 15-25 8-12 4-6 Low 1-3 

2462: Supply of radiopharmaceuticals and nuclear medicine ‘cold kits’ (risk rating: 12, C4xL3)

2426 (Pharm 

supply)

2571 (Medicine)

Visit from the Department of Health Strategic Command to Humber Ports as part of the planning process.

Risk to Strategic 

Objective:

3) Adverse impact of Britain's exit from the European Union 

on business continuity and the delivery of safe care.
Risk Description:

Risks to the Trust following a ‘no-deal’ exit from the European Union (EU) in March 

2019 for access to medicines/medical devices, the workforce and access to some 

forms of diagnostics.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely

EU leaders have agreed a six-month extension until 31 October 2019. Greater clarity now available from 

Prime Minister that the UK will proceed to leave the EU on  the 31 October 2019.
Internal 'Brexit' project group has continued to meet and focus on management of risks associated with the 

UK leaving the EU on or before the 31 October. 
A detailed plan has been developed by the internal group following collaboration with key stakeholders. A 

'Brexit Clinical Group' has also been established to support clinical decision making as part of the planning 

process.

RTT - 18 weeks target: Aim to meet national target in 2021/22. Current local agreed trajectory: 92%

Performance during September: Trajectory: 77.1%. ACTUAL: 78%. 

Ongoing dialogue with the LRF and regional team regarding managing potential transport disruption, in the 

case of a 'No deal' Brexit. Plans in place at LRF level,  to manage any tailbacks in freight goods in the event 

of delays or refused crossings. The Trust's plans around transportation - both staff and goods - will alter 

accordingly, as will the risk rating to the Trust.
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STRATEGIC OBJECTIVE: 1. TO GIVE GREAT CARE

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

Consequences of Risk 

Materialising:

* Medicines and medical supplies with a short shelf life could become short in supply; 

* Shortage of radiopharmaceuticals would impact adversely on diagnostics and cancer care; 

* Shortages of over the counter medicines could lead to increased demand for urgent and emergency services.

Assurance that the issues impacting on this risk are being 

managed:

Local Brexit planning group.

Plans as part of Operation Wellington in place in 

collaboration with Local Resillience Forum.

Escalation mechanisms in place to trigger Trust Emergency 

Preparedness and Business Continuity arrangements.

Issue 1: Transport arrangements to 

the Trust's hospitals in the event of 

road closures in the local area for 

both staff and goods. Transport risk deemed to be 

low by the Department of 

Transport.

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Actions required to 

improve:
Assurance: GAPS in Controls: GAPS in assurance:

Local Brexit planning group.

Detailed risk analysis and review of contingency plans has 

been undertaken, working with regional and national 

partners, including a review of all medication and medical 

consumables contracts to identify those with additional risks.

Regular meetings of the Brexit Clinical Group to support 

clinical prioritisation of medicines and medical supplies in 

the event of shortages as a result of Britain's leaving the EU.

Regular collaborative planning 

with local and regional 

stakeholders, Ongoing.

RAG RATING KEY:

Trust Board

Issue 5: Financial risk from non-UK 

patients becoming chargeable as 

the Trust leaves the EU Single 

Market.

New process being developed 

to screen patients to ascertain 

their residency in the UK.
Development of necessary 

documentation and process in 

place to ascertain and 

investigate residency status, 

31 October 2019.

A

Issue 2: Impact on the timely access 

to medicines.

Reduced access to general sales 

medicines could increase patients 

accessing urgent care services for 

support with normally self-

managed conditions.

Issue 3: Impact on the timely access 

to medical devices.

01-May-19

Oversight Group: Trust Management Board 14-Oct-19

Lead Executive: Shaun Stacey

Risk to Strategic Objective:
3) Adverse impact of Britain's exit from the European Union on business continuity 

and the delivery of safe care. Assurance Committee: Audit, Risk and Governance / Quality & Safety 

Issues: Controls:

A

Regional EPRR scenarios to 

support planning exercises in 

preperation for 'Brexit' have 

been undertaken alongside 

regional and national 

partners, including local 

scenarios involving 

transportation, freight and 

traffic around docks at Goole 

and Immingham, with 

resulting action plan 

development - Operation 

Wellington.

A

Regular collaborative planning 

with local and regional 

stakeholders, Ongoing.

Local Trust plans to manage 

transport risks in the event of 

Operation Wellington, and 

staff briefings, Ongoing.

Uncertainty as to preferred 

transport option in the event 

of Operation Wellington 

becoming operational.

Uncertainty about the 

outcome of Brexit and if a 'No 

deal' exit will ensue.

Project groups in place and 

regular desktop planning 

exercices undertaken.

Local/Regional and national 

meetings in preperation for 

Operation Wellington.

Dependant on preferred 

transport options, consider if 

stock/activity to be relocated 

to Goole.

Staff briefings planned, 

Ongoing.

Issue 4: Impact on the timely access 

to non-medical consumables.

Local Brexit planning group.

Detailed risk analysis and review of contingency plans has 

been undertaken, working with regional and national 

partners.

Assurances received from 

Trust's main suppliers.

Plans in place for NLAG traffic 

to be prioritised.

Business continuity plans 

revised and updated in 

connection with 'Brexit'.

A

Uncertainty as to preferred 

transport option in the event 

of Operation Wellington 

becoming operational.

Regular collaborative planning 

with local and regional 

stakeholders, Ongoing.

Local Trust plans to manage 

transport risks in the event of 

Operation Wellington, and 

staff briefings, Ongoing.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

*

* Peer leader for retention of staff.

*

* Formal submission of 5 year plan to NHS Improvement.

* Roll out of Manger Self-Service in POE and Finance.

* TMB consideration of core mandatory training and PADR rates targets and setting.

* Deloittes creation of project plan in response to the findings of the deep dive.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

Medical Staffing Risks: 5 2421: Nurse staffing

* 2419: Medical staff Recruitment and retention (risk rating: 15; C3xL5)

* 2420: Medical staff job planning (risk rating: 12; C3xL4)

* 2018: Lack of substantive Acute Care Physicians Medicine (risk rating 10; C2xL5)

* 2359: Doctor vacancies in Medicine (risk rating 16; C5xL4)

* *NEW* 2564: Risk to A&E perf from UTC medical staffing gaps Medicine (RR: 16; C4xL4)

* 2279: Risk to Overall Performance: Medical Workforce in Surgery (RR: 16; C4xL4) 4 2490: Midwife staff 1800: Radiologist staff

* *NEW* 2596 Job plans in W&C (risk rating: 10; C2xL5) 2279: Med staff (Surg) 2140: Nurse (wd25/28)

* 2449: Paediatric staffing (not meeting national guidance) W&C (risk rating: 15; C3xL5) 2564: UTC staffing

* 2261: Histology Reporting due to staffing CSS (risk rating: 12; C3xL4) 2163: E&F workforce

* 1800: Shortage of Radiologists CSS (risk rating: 20; C4xL5) 2492: Labour wd staff

Nursing Staffing Risks: 2359: Med staff (Med)

* 2421: Nurse Staffing (risk rating: 25; C5xL5) 3 2423: Mand training 2261: Pathlinks staffing 2479: CNS staffing

* 2479: CNS Staffing Levels Medicine (risk rating: 15; C3xL5) 2572: OT D&C 2255: Therapies staffing 2449: Paediatric staff

* 2145: Nurse Staffing and Vacancy Position Medicine (risk rating: 12; C3xL4) 1775: Bank Mand train 2189: PRS Admin 2419: Medical R&R

* *NEW* 2537 Diabetes Nurse Specialist vacancy Medicine (risk rating: 9; C3xL3) 2537: Diabetes CNS 2166: PRS imaging

* 2100: Theatre staffing Surgery (risk rating: 6; C2xL3) 2580, 2581: W&C plan 2145: Nurse staff (Med)

* 2140: Registered Nurse Vacancy Position Ward 25 and 28 Surgery (RR: 20; C4xL5) 2356: C&T sickness

* 2490: Midwifery Staffing W&C (risk rating: 16; C4xL4) 2422: PADR

Other Staffing Risks: 2420: Medical Job plan

* 2189: Admin W/F in Pink Rose Suite Surgery (RR: 12; C3xL4) 2 2100: Theatre staffing 2018: Medical ACP

* 2166: Breast care: Imaging team W/F in Pink Rose Suite Surgery (RR: 12; C3xL4) 2397: C&T staffing 2553: Obstetric theatre

* *NEW* 2553 Obstetric theatre staffing model for mat services W&C (RR: 10; C2xL5) 2352: Therapy staffing 2596: Job plans W&C

* *NEW* 2580 Lack of divisional workforce plan in W&C (risk rating: 9; C3xL3) 2550: Pharmacy staff

* *NEW* 2581 Lack of leadership/succession plan in W&C (risk rating: 9; C3xL3)

* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4)

* 2492: 60 hour labour ward cover W&C (risk rating 16; C4xL4) 1

* 2352: Vacancies and Recruitment - Acute Therapy Staff NEL C&T (RR: 6; C2xL3)

* 2255: Staffing issues in Nutrition and Dietetics C&T (risk rating 12; C3xL4)

* 2397: Rehab Medicine staffing C&T (risk rating: 6; C2xL3)

* 2356: Community & Therapy staff sickness C&T (risk rating 12; C3xL4)

* *NEW* 2572 Occupational Therapy Capacity and Demand C&T (risk rating: 9; C3xL3)

* 2163: Estates Workforce Shortfall E&F (risk rating: 16; C4xL4) 1 2 3 4 5

* *NEW* 2550 Pharmacy staffing (risk rating: 10; C2xL5)

Training and Appraisals:

* 2422: Leadership & Management: Annual Appraisal (risk rating: 12; C3xL4)

* 2423: Leadership & Management: Mandatory Training (risk rating: 9; Cx3xL3) High Risk Moderate Very Low

* 1775: Bank Staff - Mandatory training (risk rating: 9; C3xL3)

* 2352: Vacancies and Recruitment - Acute Therapy Staff NEL C&T (RR: 6; C2xL3)

* 2255: Staffing issues in Nutrition and Dietetics C&T (risk rating 12; C3xL4)

* 2397: Rehab Medicine staffing C&T (risk rating: 6; C2xL3)

* 2356: Community & Therapy staff sickness C&T (risk rating 12; C3xL4)

* *NEW* 2572 Occupational Therapy Capacity and Demand C&T (risk rating: 9; C3xL3)

* 2356: Community & Therapy staff sickness C&T (risk rating 12; C3xL4)

* *NEW* 2572 Occupational Therapy Capacity and Demand C&T (risk rating: 9; C3xL3)

Low

Monthly Executive Highlight Report: Plans for next month:
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Risk to Strategic 

Objective:

4) Inability to secure sufficient numbers of appropriately 

skilled staff in the short, medium and longer term
Risk Description:

The risk of having insufficient staff or staff who are not suitably trained which could prevent the Trust providing care to its 

patients, lead to poor care outcomes which could adversely affect actual care quality as well as damage the Trust's 

reputation. 

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic consequence: 5 x 2: Unlikely

Improvements in medical vacancy position with reductions in middle grades and junior grades, consultant 

vacanacy position remains static and is the primary cause for bank and agency spend.

5 year plan submission for workforce requirements for strategic plan linking to the STP completed and 

submitted to STP lead for approval by Trust Board in September.

Deanery fill rate of 88% which is the highest for the Trust in the last 4 years.

Investment in international recruitment via Talent Acquisition team as demonstrated by 16 nurses from the 

Philipines, and zero vacancy rate for Radiographers.

In month progress has been made reducing the overall risk rating and rebasing the target risk rating being 

aimed for. 
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Inflexibility in supporting 

improved work life balance 

balanced against vacancies.

Roster system gaps.

Better understanding of future 

staffing needs for key posts.
Workforce Strategy drafted 

which includes talent 

management strategy to 

identify rising stars, TMB Oct 

2019. 

Bid submitted for 3 NHS 

graduates, outcome of bids 

due, March 2020.

Operational Deployment 

Centre business case to 

support implementation,  Oct 

19, to TMB.

Nursing Managment Teams 

approach to flexible working 

needs of staff to improve 

retention, Ongoing.

Employee Engagement 

Strategy to be reviewed 

during Q3, 2019/20.

HRBP to support divisions 

consideration of age profiles 

and planning succession plans, 

Q3 2019/20.

Trainining sessions for 

workforce planning within the 

Trust coordinated by 

workforce planner and 

training and development. 

Timescale TBC.

Deloittes work commecing 

October 2019.

Lack of capacity in workforce 

planning as well as wider POE 

team.

Monthly reporting to management teams (Triumvirates / 

Heads of dept. / HR Business Partners).

Access to e-learning and a standard PADR template.

Operational plan (5 year planning) includes workforce and 

outlines plan for transformational role development with 

STP.

POE central talent acquisition team in post and supporting 

with hard to recruit to vacancies.

HR Business Partners from central team supporting 

divisions/directorates.

Vacancy rates KPI.

External assurance from NHSI 

that time taken to recruit is 

good compared to peers.

Gaps in workforce planning 

skillset Trustwide.

Lack of integrated data 

systems to join up finance and 

recruitment approaches and 

workforce planning.

Consequences of Risk 

Materialising:

* Inability to safely provide services to the local population;

* Unable to cover key posts within the Trust due to a lack of succession planning / future talent identification;

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Review of the TRAC 

recruitment process.

ESR data cleanse needed to 

support, 3 years timescale 

linked to Manager self service.

Risk to Strategic Objective:
4) Inability to secure sufficient numbers of appropriately skilled staff in the short, 

medium and longer term

Lead Executive: Jayne Adamson / Claire Low

Target for mandatory training 

not clear and potentially too 

high. Proposal to TMB during 

September 2019 to move 

PADR to 85% by Mar 2020 and 

90% Core Mandatory Training 

by Mar 2020 and role specific 

80%.

01-May-19

Oversight Group: PIM / POE SMT 13-Sep-19

Assurance Committee: Workforce

Recruitment / Workforce Planning

A

Workforce Committee

Future Talent Management

Working with schools/local education regarding future 

employment options and supporting careers fairs.

Internal Transfer panel to support flexible internal 

movements to support retention (limited to nursing staff as a 

pilot).

Effective Roster Committee established to review system 

gaps and maximisation of system resource.

Operational Deployment Centre to improve flexibility of 

employment working with MD/CN and COO. Lead appointed, 

Sept 19

Assurance from retention 

reported as part of Use of 

Resources.

R

A

Employee benefits package better understood by workforce 

(Total Reward Statement).

Retention rates are market 

leading amongst peers and 

continue to improve.

Monthly staffing report to 

Workforce Committee.

Retention / Turnover G

Mandatory training & PADR

Manager self service project to 

improve manager oversight 

this wil include Electronic 

PADR form/process. Will also 

support core training 

completion prior to 

commencement leading to 

better experience. ESR data 

cleanse needed to support self 

service. Roll-out plan, 3 years 

from May 2019.

Releasing staff to attend 

mandatory training.

E-learning platform not user 

friendly.

Perception there is too much 

training.

Paper based PADR system.

PIM monitoring as part of 

Workforce focus.

Workforce committee reviews 

key performance data.

Benchmarking with support 

from NHSI has demonstrated 

Trust targets are too high.



Strategic Objective: 2. TO BE A GOOD EMPLOYER

*

*

*

* Pride and Respect and Freedom to Speak Up Long term plans September / October 2019

* Leadership development strategy comments to be received back and then seek wider consultation

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* 2353: Staff Morale - Community and Therapies Services (risk rating: 12; C3xL4) 5

*

4

3 2353

2

1

1 2 3 4 5

High Risk Moderate Very LowLow

Monthly Executive Highlight Report: Plans for next month:
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To be added: Staff morale risk for all divisions linked to Individual Engagement Action Plans 

following the Leadership Development Sessions which included outcomes from staff survey

Risk to Strategic 

Objective:

5) Ineffective staff engagement and ownership of Trust agenda 

affects morale and failure to change and improve the culture
Risk Description:

Ineffective staff engagement in the Trust's agenda risks delivery of the Trust's 

strategic objectives by adversely affecting the ability to retain staff, reduce sickness 

absences and improve morale. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) 4 x 3 Possible

2,000 staff completed Pride and Respect Training

3 new dates for Leadership Development Conference to include QI

ACP programme and steering group established.
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STRATEGIC OBJECTIVE: 2. TO BE A GOOD EMPLOYER 

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Higher fill rate from deanery.

100% staff accomodation fill 

rate.

A

G

2,000 staff have been through 

Pride and Respect Training in 

the last 8 months, positive 

evaluations of the training and 

content.

Deloittes review to be 

presented to Executive Team 

and action planned in 

response, Oct 19.

Lack of longterm vision for 

Pride and Respect  and 

Freedom To Speak Up

G

Trust shortlisted for a career 

confidence award and plans 

during 2019 to hold a career 

confidence conference for 

local youths to promote NHS / 

Trust careers.

Establishment control vacancy 

panels chaired by 

independent director to 

approve vacancy controls.

Ask Peter can be escalated to.

FTSUG role and process 

covered as part of P&Respect 

Training.

Increased takeup of the FTSUG 

role.

70 staff have had support 

from mediation service with 

90% success rate.

Gaps in not having a 

leadership development 

strategy in all bands.

Mandatory leadership 

qualification for new 

managers.

KPIs to support measuring 

progress during 2019/20.

Role conversion approach for 

difficult to recruit to vacancies 

(i.e. use of Physician Associate 

roles and associate Advanced 

Clinical Practitioners) not yet 

embedded approach. 

CONTROL with ACP Steering 

Group

Existing staff who have not 

yet had Pride and Respect 

training.

Talent management strategy.

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Consequences of Risk 

Materialising:

* Failure to retain staff;

* Higher sickness levels;

* Poor morale.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

01-May-19

Oversight Group: POE SMT / Workforce Committee 13-Sep-19

Assurance Committee: Workforce Committee
Risk to Strategic Objective:

5) Lack of staff engagement and ownership of Trust agenda affecting morale and 

failure to change and improve the culture

Lead Executive: Jayne Adamson / Claire Low

Directorate of POE vision

Perceptions that Trust policy 

regarding recruitment and selection 

not always followed / adhered to.

Apprenticeship Levy promoting training opportunities 

which the Trust has taken full advantage of meeting 

the target for apprenticeships.

Lack of staff training opportunities.

Medical engagement has been a 

challenge.

Uncertainty / apathy from staff 

resulting from poor consultations, 

pockets of bullying and  lack of 

speaking up arrangements in the 

past. Working to demonstrate 

improvements in the Trust's 

approach to these issues.

Reliance on interim / acting 

arrangements for senior leadership 

positions.

A part of the Improving Together programme, under the 

Leadership and Culture heading.

Improved communications from Senior Leadership 

Community.

Pride and Respect Programme focusses on anti-bullying and 

offers a mediation service. Dedicated lead/clinical lead for 

programme.

Vision and Values consulted upon by workforce and now 

agreed and shared.

Change in process meaning any staffing/workforce related 

consultations now go through PIM / Executive Team 

meetings to ensure oversight arrangements. 

FTSU Guardian in post.

HR Business Partners working with divisions to implement 

plans for further improvement on the back of the NHS Staff 

Survey and feeding back to the central team specific issues.

Board development sessions run by Deloittes and leadership 

development courses and conferences held, with more 

planned to support strengthening of leadership 

arrangements.

Appointment of substantive Medical Director and Chief 

Nurse.

Renumeration Conmmittee oversees recruitment process. 

Workforce Committee

A

Include within the Leadership 

Development Strategy, Sept 

19.

Review findings of the medical 

engagement survey, Oct 19.

Workforce Committee

Workforce Committee

Workforce Committee, 

POE SMT

Workforce Committee

Leadership Development 

Strategy, feedback due in 

October 19.

Inclusion of Pride and Respect 

into Junior Doctor induction, 

Sept 19.



Strategic Objective: 3. TO LIVE WITHIN OUR MEANS

*

*

*

*

*

*

*

* Unknown impact of CQUIN achievement for Quarter 1 2019/20.

* Greater CIP challenge with phasing throughout the rest of 19/20, starting in July.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* 2040: Delay in payment of invoices (risk rating: 16; C4xL4) 5

* 913: Late Submission of Termination of Employment Forms (risk rating: 12; C3xL4)

* 2534: Tender for new financial ledger (risk rating: 16; C4xL4)

*

4 2508: CIP (MD) 2040: Invoices

CIP Savings: 2543: CIP (CSS) 2534: Finance ledger

* 2508: Risk of not-achieving CIP (Medical Directors Office) (risk rating: 12; C3xL4) 2526: CIP (C&T)

* 2526: Delivery of 2019/20 CIP (Community & Therapies) (risk rating: 12; C4xL3) 2577: CIP (W&C)

* *NEW* 2577: Risk of not achieving CIP target of £1.8m (W&C) (RR: 16; C4xL4) 2535: NHSI deficit

* *NEW* 2543: Risk of not achieving CIP plan (CSS) (RR: 12; C4xL3) 3 2541: Fines (MD) 913: Employ forms

* *NEW* 2599: Unable to meet CIP deliver (Surgery) (RR: 16; C4xL4) 2560: CIP (Medicine)

* *NEW* 2560: Failure to meet the agreed CIP plan (Medicine) (RR: 12; C3xL4) 2599: CIP (Surgery)

CQUIN linked risks:

* *NEW* 2573: CQUIN Performance risk (Surgery) (RR: 6; C2xL3) 2 2573: CQUIN (Surg)

* (New to be added: CQUIN Performance risks: Medicine)

Other financial risks:

* *NEW* 2541: Risk if fines for non-disclosure (risk rating: 9; C3xL3)

(New to be added: Virtual ward / SPA funding is insufficient) 1

* (New to be added: Financial controls in surgery)

1 2 3 4 5

High Risk Moderate Very Low

Monthly Executive Highlight Report: Plans for next month:

Delivery of first quarter target and as a consequence, Trust is eligible for PSF/MSF monies.

Additional critical controls put in place during the last 2 months: (1) Business case review group with Executive 

lead and (2) NLAG CIP group. Continuing weekly reviews of CIP plans.

Risk to Strategic 

Objective:

Risk tracking trend over time: Catastrophic consequence: 5 x 3: PossibleMonthly Executive Highlight Report:

6) Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the 

Trust and failure to achieve the overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced 

financial position, working in conjunction with everyone else to achieve a 

system balance.

Risk Description:
Failure to deliver financial improvement plans, lack of support to the Trust and System and the risk of 

regulatory action and intervention.

Closer working relationship with CCGs, leading to agreement of a £2m CIP plan, on which collaborative work 

continues to deliver. Part of the programme at risk.

Increase in risk rating during the month as a result of the risks associated with CIP targets rising throughout the 

year and the lack of reserves available to the Trust.

Surgery & Critical Care overspent by £1.3m. Community overspent by £477k.

Particularly good performance in Pathology with CIP programme during month.

Impact of Ward Nursing Review £1.1m for high priority actions excluding any agency premium, Chief Nurse and Deputy Chief Nurse have been asked to produce savings plans to offset this cost.  Total cost of high 

priority and other actions was £2.3m excluding agency premium.

2535: Loss of income if Trust does not achieve the 2019/20 deficit as agreed with NHSI (risk 

rating: 16; C4xL4)

(New to be added: LOS in medicine and impact on CIP / Operational performance and medical 

outliers on surgical wards)

Low

Likelihood (1-5)
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STRATEGIC OBJECTIVE: 3. TO LIVE WITHIN OUR MEANS

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

(2) Market share (Longer term 

sustainability)

Workforce & Planning 

Committee

Longer term sustainability 

dealing with significant 

challenges: HASR; CIP Delivery 

and Estate.

5 year plan to focus on 

these challenges and 

delivery.

R
Trust Board, Finance 

Committee and TMB.

Surgery Divisional CIP 

Meeting and PIM.
R

KPIs determine if possible to 

provide above-planned 

activity (profit): Reducing LOS, 

Theatre efficiency, freeing up 

beds.

Above programme plans (if 

delivered) would support 

Trust's financial improvement.

Report performance and take 

stock, Aug 19.

Ward Nursing workforce 

establishment reviews need 

completing to understand 

financial implications.

Medical staff expenditure reviewed as part of Business as 

usual via PIM.

R
Divisional CIP meetings have been established with divisional 

leads and Improving Together which is reviewing bi-monthly 

CIP performance.

Financial improvement plan 

overprogrammed by £2.6m. Bi 

weekly meetings with 

Divisions re CIPs (risks of 

£2.75m against this 

programme)

Develop process for longer 

term CIP planning and 

development of CIP 

programmes, Aug 19 onwards, 

Improving Together and 

divisional business planning 

process.

(1) CIP / Financial Improvement 

Plan

(1) Assurance and oversight

Improving Together produced overall summary report with 

management accounts feed in.

Individual divisional plans (CIP) in place with divisional leads 

established.

Audit, Risk and Governance 

Committee (with feeds from 

Counter Fraud and Internal 

Audit plans).

Finance and Performance 

Committee, Board oversight.

Closer working with CCGs on 

programme plans.

Improved / redesigned service 

planning processes to support 

longer term control, templates 

in place, to be agreed, review 

Dec 19, Director of S&P. 

Business planning weaknesses 

& Significant cost pressures 

based on quality concerns. 5 

year plan still to be developed.

Finance and Performance 

Committee, Board oversight.

CIP meetings with divisions 

showing some gaps in CIP 

programme.

Existing scheme of delegation, 

linked to the wider executive/ 

governance restructuring. Sept 

2019.

Timeline for confirming 

scheme of delegation (delayed 

due to committee structure 

changes). 

(1) Financial controls

Delivery support and monitoring  of CIP through 

Improvement PMO Team and Improving Together plan.

(1) Improvement planning and 

support

(1) Performance

Corporate financial planning and budget setting process 

linked to the business cycle overseen by TMB.
(2) Long term planning

Business Case Review Group now established.

Clear system of finance performance reporting to 

management, Finance & Performance and Trust Board and 

PIM.

Oversight governance assurance through Audit, Risk & 

Governance backed up by internal audit and external audit.

System of financial governance controls including SFIs and 

scheme of delegation overseen by Audit, Risk and 

Governance Committee.

G

Workforce & Planning 

Committee, Trust 

Management Board

Finance & Performance Committee

Progress reports via PMO

GAPS in Controls:

Trend RAG Rating:

GREEN

Trust Board & Finance 

Committee
POD and Virtual ward in place 

but not funded by CCG. CQUIN 

Targets not being met. Nursing 

ward review estimated to cost 

between £0.8m and £2.3m in 

a full year, with no mitigation.

Plans required to turn around 

T&O and Ophthalmology 

position. A

G

Meeting the budgets - lack of 

sufficient plans to overcome 

financial challenges.

Use of intensive measures to 

assist, ongoing until evidence 

of improvement.

R

01-May-19

22-Oct-19

GAPS in assurance:
Actions required to 

improve:

Assurance / Oversight 

Group

Lead Executive:

Oversight Group:

* Potential lack of support to the system, regulatory action and inability to exit quality and financial special 

measures;

* Lack of longer term sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Assurance Committee:

James Hayburn

Performance Improvement Meeting (PIM), 

Finance Review Group (FRP)

Issues: Controls:

Risk to Strategic Objective:

Consequences of Risk 

Materialising:

6) Finance risk, specifically:

(a) Not achieving the control target total agreed with NHS Improvement for the 

Trust and failure to achieve the overall Northern Lincolnshire system target;

(b) Risk of non-delivery of the long term financial plan to produce a balanced 

financial position, working in conjunction with everyone else to achieve a system 

balance.

Assurance:



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain

*

*

*

* BLM and capital schemes continue for 2019/20

* Monthly estates assurance report is sent to F&P committee

* AE audits continue throughout 2019/20

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* 2425: Health & Safety Compliance: Water Safety Compliance (risk rating: 20; C5xL4) 5 1601 2374 2425 2377

* 2038: Fire Compliance (risk rating: 20; C5xL4) 2038

* 2293: Fire Ring Main Deadlegs and Condition Risk (risk rating: 20; C4xL5) 1620

* 1223: Replacement/Repairs of flat roof (risk rating: 16; C4xL4) 2281

* 2197: Scunthorpe Hospital Main Kitchen Steam Supply (risk rating: 16; C4xL4) 4 1223 1774 2383 2088

* 2200: Door entry/intercom system (risk rating: 16; C4xL4) 2197 2452 2481 2317

* 2212: Nurse Call System (risk rating: 16; C4xL4) 2200 2035 2614 2465 2293

* 1774: Poor condition of Fuel Oil Storage Tanks (SGH) (risk rating: 16; C4xL4) 2212 2381 2547 2539

* 2374: Medical Air Compressor Plant Replacement – SGH (RR:15; C5xL3) 3 2538

* 2452: Northside Buildings Roofs (risk rating: 16; C4xL4)

* 2088: Building Management Systems (BMS) Controller failure/upgrade (risk rating: 20; C4xL5)

* 2377: Sterile Pack Bulk Storeroom (risk rating: 20; C5xL4)

* 2317: SGH & Pathology Air Tube POD System (risk rating: 20; C4xL5) 2

* 1601: Clock Tower (Northside Development) (risk rating: 15; C5xL3)

* 1620: Medical Gas Pipeline System outlet and plant (risk rating: 20; C5xL4)

2281: Low Voltage Electrical Infrastructure (risk rating: 20; C5xL4)

2035: Equality Act 2010 compliance (risk rating: 16; C4xL4)

2538: Non Compliant with the Combustion Plant Directive (MCPD) (RR: 15; C3xL5)

Facilities Services risks: [Facilities Services = Yellow text] 1

* 2381: Scunthorpe Main Kitchen Dishwasher (risk rating: 16; C4xL4)

* 2383: Hand Wash Sink Configuration SGH Kitchen (risk rating: 16; C4xL4)

* 2481: Cleaning trolleys and equipment (risk rating 16; C4xL4)

* 2465: 6 x Baine Maries (catering hotplates) (risk rating: 16; C4xL4) 1 2 3 4 5

* 2539: Deterioration of the CCTV System leading to loss of functionality (RR 20; C4xL5)

* 2614: 1 x Pan Dishwasher (risk rating: 16; C4xL4)

* 2547: Multi-cook regen oven (GDH) (risk rating: 16; C4xL4)

High Risk Moderate Very Low

[Fire risks = Blue text]

The risk is the Trust will be unable to deliver care to patients and also lead to enforcement action 

by regulators. 

Monthly Executive Highlight Report: This month:

Risk to Strategic 

Objective:

7) Risk of failure of the Trust's infrastructure; specifically:

(a) Ageing estate and equipment.
Risk Description:

Estates Engineering risks:

BLM and capital schemes continue for 2019/20

Monthly estates assurance report is sent to F&P committee

Annual AE audits completed throughout the year on all specialist engineering services

Monthly Executive Highlight Report: Plans for next month:
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G

R

G

R

A

R

G

R

R

R

G

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:

01-May-19

Oversight Group: Estates & Facilities Governance Group 16-Oct-19

Assurance Committee: Finance & Performance Committee

Consequences of Risk 

Materialising:

* Risk of harm to staff, patients and visitors; 

* Regulatory action and adverse effect on Trust's reputation.

Assurance that the issues impacting on this risk are being 

managed:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(a) Ageing estate and equipment.

Lead Executive: Jug Johal

Audit, Risk and Governance Committee

Actions required to 

improve:

Assurance / Oversight 

Group

Trend RAG Rating:

AMBER

Secure funding to 

upgrade/replace 

infrastructure and equipment

E&F Governance 

group

Annual external AE audit.  

Policy, procedures and staff 

training in place.

None None None
E&F Governance 

group

Secure funding to 

upgrade/replace 

infrastructure and equipment.  

Update policy and procedures

E&F Governance 

group

Electrical services - High Voltage - 

Site capacity and ongoing 

investment

Monitoring of site usage.  Monitoring of infrastructure and 5 

yearly compliance maintenance completed.  Estates included 

in capital equipment projects.

Use electronic asbestos 

register

E&F Governance 

group

Lifts - critical lifts failing
Maintenance contract in place.  Reactionary adhoc repairs 

complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Insurance 

contract in place

No funding to replace 

infrastructure
None

Fire Compliance - All infrastructure 

and equipment in poor material 

state, including fire ring main, alarm 

system, detectors, 

compartmentation

Limited capital investment in detector head replacement and 

clinical schemes

External audit conducted by 

HFRS covering all sites on a 5 

year rolling programme.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Asbestos Remedial inspections carried out annually

External audit in June 18. 

Policy, procedures and staff 

training in place

No electronic asbestos register No external AE services

Secure funding to 

upgrade/replace 

infrastructure and equipment

E&F Governance 

group

Secure funding to 

upgrade/replace 

infrastructure and equipment

E&F Governance 

group

Pressure Systems - infrastructure 

and equipment is in poor material 

condition

Reactionary adhoc repairs complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Insurance 

contract in place

No funding to replace 

infrastructure

AE only in place one year, 

policy and procedures need 

updating

Medical Gas Piped Services - 

Infrastructure and equipment is 

aging and in poor material 

condition

Reactionary adhoc repairs complete

Annual external AE audit.  

Policy, procedures and staff 

training in place.  Full sites RA 

commissioned 2018 due to 

complete 2019 to identify 

capacity and plant issues

No funding to replace 

infrastructure
None

Adhoc repairs completed as required
Internal inspections 

completed

No funding to replace 

infrastructure or equipment. 
None

Secure funding to 

upgrade/replace 

infrastructure and equipment

E&F Governance 

group

Water systems - Infrastructure and 

associated equipment is in poor 

material condition

Flushing routine of LUO with electronic monitoring.  Random 

and planned water sampling.  Use of Silver/copper ionisation 

systems.  Adhoc remedial works as required

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Secure funding to 

upgrade/replace 

infrastructure and equipment

E&F Governance 

group

Heating Ventilation and Air 

Conditioning systems - majority of 

infrastructure in poor material state

Maintenance contract in place.  Reactionary adhoc repairs 

complete.  Annual inspection  and testing carried out on 

critical equipment including laminar flow

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Staff led individualised risk 

assessment of patient and 

environment risk, supported 

by Specialist Mental Health 

Practitioner, update to Q&S 

Nov 19.

E&F Governance 

group; Quality 

Governance Group

Electrical services - Low Voltage - 

Infrastructure is aging and in poor 

material condition

5 year fixed wiring and test in place.  Annual service contract 

in place for generators.  Thermal monitoring of switch gear.

Annual external AE audit.  

Policy, procedures and staff 

training in place

No funding to replace 

infrastructure
None

Secure funding to 

upgrade/replace 

infrastructure and equipment

E&F Governance 

group

Ligature risks posed from the 

estate (EFA Safety Alert).
No estates controls in place No estates assurance in place None None

Secure funding to upgrade 

infrastructure

E&F Governance 

group

Facilities infrastructure and 

equipment - ward kitchens 

domestic and fitted in 2010, they 

are in poor material condition and 

need replacement.  Facilities 

equipment needs replacing, 

including tugs, dishwashers and 

ovens

Capital equipment group replaces the most do equipment 

items on an annual basis.  Adhoc repairs and maintenance 

contracts on infrastructure and equipment

External inspections by EHO.  

Internal inspections by 

Facilities teams, IPC and 

environmental audits

No funding to replace 

infrastructure or equipment.  

No equipment replacement 

plan

None

Secure funding to 

upgrade/replace 

infrastructure and equipment.  

Create an equipment 

replacement plan

E&F Governance 

group

Building infrastructure - fabric of 

the  buildings is deteriorating 

affecting other engineering services 

(electrical supplies) with roofs 

collapsing/failing to cause damage 

and water ingress



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

Risk tracking trend over time: Severe (Major) consequence: 4 x 5: Certain

*

* Undertake 2019 6 Facet survey

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* 5 2429

*

* 4 1487

3

2

1

1 2 3 4 5

High Risk Moderate Very Low

The risk is that insufficient backlog maintenance funding will impact on the delivery 

of care to patients and also lead to enforcement. 

Monthly Executive Highlight Report: This month:

Low

Monthly Executive Highlight Report: Plans for next month:
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Key: 15-25 8-12 4-6 Low 1-3 

Assurance that the issues impacting on this risk are being 

managed:

2429: Premises and engineering services (risk rating: 20; C5xL4)

1487: Replacement of steam raising boiler SGH and replacement of heating system 

comprising coal fired boiler system GDH (risk rating: 12; C4xL3)

Risk to Strategic 

Objective:

7) Risk of failure of the Trust's infrastructure; specifically:

(b) Longer term estates sustainability.
Risk Description:

Continue to complete annual AE audits

All specialist engineering risk entered on the register are relevant to this risk
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G

R

A

R

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(b) Longer term estates sustainability.

Lead Executive: Jug Johal

Consequences of Risk 

Materialising:

* Risk of harm to staff, patients and visitors; 

* Regulatory action and adverse effect on Trust's reputation;

* Lack of longer term sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Level of BLM:  Statutory = £4.1m,  

Physical condition = £52.6m,  

Functional suitability = £17m,  

Space utilisation = £0.880m,  

Quality = £0.167m,  Environmental 

management = £0.021m.  Total = 

£74.768m (Year to review - 

numbers to be verified)

01-May-19

Oversight Group: Estates & Facilities Governance Group 16-Oct-19

Assurance Committee: Finance & Performance Committee

Trend RAG Rating:

AMBER

Assurance / Oversight 

Group

Audit, Risk and Governance Committee

To secure capital funds to 

reduce/eliminate risk

E&F Governance 

Group

E&F Governance 

Group

Sustainability of current estate

External AE audits.  HFRS inspections.  Policy and 

procedures.  Staff training.  Action plan monitoring.  

Insurance and external verification testing.

Model Hospital benchmark.  

ERIC.  PAM

Capital funding to 

reduce/eliminate risk
None

6 Facet survey, AE audits, Insurance and external verification 

testing

Model Hospital benchmark.  

ERIC.  PAM

Capital funding to 

reduce/eliminate risk
None

To secure capital funds to 

reduce/eliminate risk

Awaiting feasibility study from 

HUTH sustainability team.  

Complete detailed design on 

preferred replacement 

engineering solution and 

identify funding source

E&F Governance 

Group

Energy Centre at Goole - Coal fired 

boilers providing primary heat 

source on hospital site, failure 

would result in possible loss of heat 

source dependent on external 

temperatures, one gas fired boiler 

on site.

Extensive maintenance program and adhoc repairs
Monitoring by NLaG in-house 

engineering team

No engineering solution to 

replace steam boilers.  No 

funding source identified

None

Awaiting feasibility study from 

HUTH sustainability team.  

Complete detailed design on 

preferred replacement 

engineering solution and 

identify funding source

E&F Governance 

Group

Energy Centre at SGH - 25 year 

ESCO contract expired 2 years 

ago with ENGIE.  Primary heat 

source for the hospital, failure 

would result in loss of heating 

and hot water on entire site

ENGIE complete adhoc repairs, funded via the Trust.  Annual 

maintenance and insurance inspections.
Monitoring by ENGIE

No engineering solution to 

replace steam boilers.  No 

funding source identified

None



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

Risk tracking trend over time: Severe (Major) consequence: 4 x 4: Likely

*

*

*

*

* Digital Strategy Board Task and Finish Group review and development of a plan for roadmap of digitalisation.

* Business case to be submitted for qualified IT Security Officer. 

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

(a) Cyber Security:

* 2463: Cyber Security Risk - (Windows 10 Implementation) (risk rating: 15; C5xL3) 5 2516: Data Q 2463: Cyber

* 2408: Data & Cyber Security: (2) Cyber Infrastructure [Risk One] (risk rating: 16; C4xL4) 2515: Data Q

* 2409: Data & Cyber Security: (2) Cyber Infrastructure [Risk Two] (risk rating: 12; C4xL3)

* 2461: Need for qualified IT Security Officer for Data Security Toolkit (RR: 12; C4xL3)*

* 2369: Unsupported software, hardware and applications (risk rating: 12; C3xL4) 4 2409: Cyber 2408: Cyber 2433: IT Equip

[*Risk Rating to be confirmed and challenged at IT/Digital Governance] 2495: WebV

2461: Cyber

(b) Risks of non-compliance with the Data Protection Act: 2376: DPA

* 3 2440: Strategy 2369: Cyber 2501: Data Q

*

2 2084: DPA

(c) Shortage of IT Equipment:

* 2433: Switchboard (Management of on-call rotas for hospital services) (RR: 20; C4xL5)

(d) Strategic Direction: 1

* 2440: Development of the Digital 2020 Strategy (risk rating: 9; C3xL3)

e) WebV

* 2495: WebV Server Warranty Renewal (risk rating: 16; C4xL4) 1 2 3 4 5

(e) Trust's PAS and data Quality:

* 2515: Accuracy of Data of Business Decision Making (risk rating: 20; C5xL4)

* 2501: Delay in outpatient summary letters reaching recipient < 7 days (RR: 15; C3xL5) High Risk Moderate Very Low

* 2516: Delays sending letter incorrect functioning of the DictateIT system (RR: 10; C5xL2)

Low

Key: 15-25 8-12 4-6 Low 

Risk to Strategic 

Objective:

7) Risk of failure of the Trust's infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security.
Risk Description:

The risk of failure in the Trust's infrastructure would impact on the organisation's 

ability to undertake its business as usual resulting from a loss of access to digital 

information and also the risk to data security.

Monthly Executive Highlight Report: This month:

2376: The risk of breaching the Data Protection Regulation re. reporting serious data 

protection incidents to the Information Commissioners Office (ICO) (RR: 12; C4xL3)
2084: Management of A&E Notes inc Scanning; Destruction and Forwarding of paper records 

(risk rating: 8; C2xL4)

1-3 Very 

The TSSM NHS Digital action plan for Phase 2 has been approved at Trust Management Board on 7th 

October .

The Patching Policy is due to go to the IT Management Team on 13 November 2019 and if all agreed should 

be on the agenda for SMT on 26 November 19 for approval.

Data Security and Protection Toolkit submission at the end of October.

The Trust's Password Policy has now been approved.  

Monthly Executive Highlight Report: Plans for next month:
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

A

Finance & 

Performance 

Committee
Procurement of data 

warehouse tools or 

solutions will be 

undertaken in mid 

2019/20.

Trust's PAS system and data 

quality issues adversely 

impacting on business decision 

making.

Limited assurance 

reporting is available for 

some data sources .

A lack of strategic direction and 

engagement in digital projects 

resulting in a failure to deliver 

improved and innovative systems of 

care that could lead to patient 

safety and financial risks

Digital Strategy Board

Independent validation of 

data is not in place; 

Lack of integration on some 

systems effects data 

quality from being 

improved by single input 

source which prevents 

duplication;

True enterprise data 

management not available.

Business Case for third 

party data assurance being 

developed for RTT and PAS 

data.

Limited resource in IG central 

team.

Approval to recruit 

administrator post, Sept 19.

Risk on non-compliance with the 

Data Protection Act 2018

Data Security & Protection toolkit submissions; Substantive 

Data Protection Officer in post; IG Steering group oversees 

DSP toolkit improvement plan; Web V, IT & Information 

Governance Group.

DSP Toolkit submitted;

NHSD approved Trust DSP 

improvement plan;

Audit Yorkshire Internal Audit 

of DSP: Significant assurance.

Data Protection Officer gap 

due to sickness.

Temporary backfill 

arrangements in place, 

ongoing.

Shortage of IT equipment to 

support the Trust achieve its 

objectives

DSB inconsistent 

attendance/divisional 

representation which delays 

decision making;

Lack of clarity around the 

digital strategy and plan.

Inadequate resource available 

resulting in a shortfall of 

equipment; 

Trend RAG Rating:

AMBER

G

A

Undertake refreshed posture 

assessment once 

implementation of cyber 

procurement completed, 

2020/21.

Complete procurement of 

cyber security arrangements 

and implement, 2020/21.

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

Assurance / Oversight 

Group

Implementation of board 

approved cyber security 

procurement (ongoing).

IG Steering Group; 

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

A

Lack of adequate controls to defend 

against a cyber attack; risk of a 

cyber attack as a result of increased 

prevalence world-wide

Board approval of cyber security procurement; 

Anti-virus, malware scanners, firewalls etc. in place;

Cyber security incident management contract NCC; Business 

continuity plans in place.

Patching policy approved and now in place.

Continue to focus on 

mandatory training 

compliance 

Staff training not meeting 

national target (95%);

Lack of qualified IT Security 

Officer.

Submit business case to TMB 

for approval, Sept 19.

Refreshed posture assessment 

needed 

New DSP toolkit mapping of 

leads delivering and resource 

required into work 

programme.

Map new DSP requirements to 

work programme

Rationalising current available IT equipment to ensure 

shared out;

WebV, IT & 

Information 

Governance Group; 

Digital Strategy Board

NHSI support review of 

efficiency and CIP and review 

of the plan for the Digital 

Strategy Board/associated 

task and finish groups, 

ongoing.

A

3 task and finish groups in operation; Digital Strategy Board 

(DSB) in place; DSB approves requests for digital changes;

No task and finish groups yet 

established for key areas 

where input/engagement is 

needed i.e. Medicine;

Digital Delivery Plan vs. risks 

overseen by Digital Strategy 

Board with links to the 

forward capital plan and 

business planning 

arrangements, ongoing.

A

Engagement exercise 

underway with divisional 

triumvirates to focus on this 

area.

NLAG / NHSI and NHSD review 

to be undertaken following 

TMB agreement, Sept 19.

R

Audit, Risk and Governance Committee

Consequences of Risk 

Materialising:

Data security breaches, regulatory action and a loss of public confidence in the Trust damaging its reputation; 

Not meet national digital strategy timescales, risk of running dual paper and electronic systems and risks to 

patient safety and the Trust's sustainability.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Risk to Strategic Objective:
7) Risk of failure of the Trust's infrastructure; specifically:

(c) IT / Digital Strategy / Cyber Security.

Lead Executive: Jug Johal 01-May-19

Oversight Group: WebV, IT & Information Governance Group 22-Oct-19

Assurance Committee: Finance & Performance Committee



Strategic Objective: 5. TO PROVIDE STRONG LEADERSHIP

*

* Board sub-committee chairs re-allocated. New chair for Audit Risk and Governance appointed.

*

*

*

*

* Interim General Manager for Medicine in post from 1.10.19.  

* Interviews for substantive GMs in W&C and Medicine - 7th and 8th October.

* Proposals to be developed for the posts of Chief Information Officer, Chief Clinical Information Officer and Chief Nursing Information Officer.

* Plan to appoint two interim Non-Executive Directors (NED).

* Appointment of two replacement General Managers in Medicine and Women's & Children Divisions.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* To be added to divisional risk registers: 5

* People and Organisational Effectiveness: Stretched capacity at a senior level

* Divisions of Medicine and Women's & Children's: Interim management arrangements

4

3

2

1

1 2 3 4 5

High Risk Moderate Very Low

Second wave of leadership conferences has commenced, with the first being held on the 19 September and 

two more planned during October and November.

Monthly Executive Highlight Report: Plans for next month:

Risk to Strategic 

Objective:

8) Risk of insufficient investment and development of the 

Trust's leadership (including clinical leadership) - capacity and 

capability

Risk Description:

Effective leadership is fundamental for any organisation to achieve their strategic 

objectives. Inadequate leadership therefore puts at risk the delivery of the Trust's 

strategic objectives.

Monthly Executive Highlight Report: Risk tracking trend over time: Moderate Consequence: 3 x 4: Likely

Interim Trust Chair appointed following decision of substantive Chair to step down. Interim deputy Chair 

also appointed.

Replacement Interim Director of Finance in post replacing previous interim and Interim Deputy Director of 

People and Organisational Effectiveness appointed.

36 Clinical Leads appointed and investment in the clinical leadership development programmed confirmed.

Second draft of the Trust's Leadership Strategy circulated to Trust Board for comment.

Low
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STRATEGIC OBJECTIVE: 5. TO PROVIDE SKILLED LEADERSHIP

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Assurance / Oversight 

Group

There is a need for leaders to 

develop new leadership skills within 

an NHS that is now much more 

geared towards collaboration and 

working together.

There is a low level of medical 

engagement and there are 

opportunities for improved 

leadership within nursing, 

operational management and 

financial management.

Standing board agenda item dedicated to the board focus on 

leadership and organisational culture.

Significant investment in strengthened structures, specifically 

(a) Organisational structure, (b) Board structure, (c) a 

number of new senior leadership appointments.

Development programmes for clinical leaders, ward leaders 

and more programmes in development.

Increased focus on communication with the Trust's senior 

leaders to ensure they are aware of key developments and to 

support effective decision making and communication within 

their teams.

Informal leadership development strategy has resulted in 

strengthening of organisational structures.

NHSI Well Led Framework has been used to support the 

Trust reflect and self-assess. 

Deloitte's Board Leadership development sessions to refine 

leadership qualities at Board level.

Strengthening of PRIMS arrangements.

36 Clinical Leads appointed and in post.

Regular reporting to Trust 

Board.

Workforce committee has 

been re-established and is 

now meeting monthly.

Latest NHS Staff Survey 

demonstrated some 

improvements, whilst 

recognising further 

improvement work is 

underway still.

Medical engagement scale 

results available.

Continued transition from 

improvement to Business as 

Usual to develop and embed 

sustainable change, 3 years.

A Trust Board

No investment specifically for 

staff training / courses to 

support leaders work within a 

different context and to be 

effective in their roles as 

leaders within wider systems.

Include within the Leadership 

Development Strategy, 

November 2019.

A Workforce Committee

Formal leadership 

development strategy 

approved by Board.

PADR compliance shortfall of 

target set.

CQC Re-inspection of Well Led 

Framework and Trust ratings.

Trust remains in Quality 

Special Measures.

Financial improvements 

needed.

Consequences of Risk 

Materialising:

* Non-delivery of the Trust's strategic objectives;

* Continued quality/financial special measures status;

* CQC well-led domain remains 'inadequate'.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

G

Approval of a formal 

Leadership development 

strategy, November 2019.

Focus on PADR compliance 

levels via PRIM, ongoing.

Workforce Committee

Risk to Strategic Objective:
8) Risk of insufficient investment and development of the Trust's leadership 

(including clinical leadership) - capacity and capability

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 03-Oct-19

Assurance Committee: Workforce Committee

Trend RAG Rating:

GREEN

Evidence that Trust leadership 

arrangements have been 

insufficient to adequately manage 

quality and finance risks resulting in 

a CQC rating of inadequate for 'well 

led'  and the Trust being within 

both quality and finance special 

measures.



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

*

*

*

*

* Inaugural meeting of Humber Wide Cancer Board.

* Completion of aligned 5 year plan for quality, workforce, activity, performance and finance.

* Alignment to STP initiatives and programmes.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* There are no linked corporate or high level risks that underpin this strategic risk. 5

4

3

2

1

1 2 3 4 5

High Risk Moderate Very Low

Monthly Executive Highlight Report: Plans for next month:

Risk to Strategic 

Objective:

9) Inability to pursue a clear organisational strategy that staff 

and stakeholders are aware of an support
Risk Description:

The risk of not having a clear strategy for the Trust within the Northern 

Lincolnshire system and the HCVHCP that is known, understood and translated 

into day to day working practice and delivery of this is owned by staff. A clear 

strategy will enable the Trust and its staff to more effectively prioritise investment 

and facilitate more effective decision making.

Monthly Executive Highlight Report: Risk tracking trend over time: Severe (Major) 4 x 3 Possible

Strategies re-align to strategic framework in draft.

Second stocktake of strategic plan delivered in October

Roll out strategy meetings to core groups. 

Weekly joint action planning for strategic plan implemented.

Agreement of system approach to quality and service priorities

Low
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added: 

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Issues:

Transition within the NHS from 

competition to collaboration.

Effective management of stakeholder and partner 

relationships through: Joint planning meetings, Out of 

hospital transformation board, Planned and unplanned care 

boards, place boards.

CCGs moving away from 

tendering.

Organisational legislative 

framework not yet aligned to the 

transition from competition to 

collaboration.

Executive, NED and Board time to build relationships to 

encourage NHS Improvement / NHS England to foster 

alignment between the Trust and its system partners.

Support already received 

(financial and other) from 

regulators based on evidence 

of the systems collaborative 

working together and effective 

working relationships.

Controls: Assurance:

Collective system programme of work with one plan.

Delivery of individual underpinning 

strategies (i.e. Quality).

Risk to Strategic Objective:
9) Inability to pursue a clear organisational strategy that staff and stakeholders are 

aware of an support

Lead Executive: Peter Reading & Sue Barnett

* Ineffective decision making;

* Prevents changes being made aligned to 

organisational priorities;

* Undermines the confidence and morale of staff;

* Reduced ability to attract staff.
Consequences of Risk 

Materialising:

Assurance that the issues impacting on this risk are being 

managed:

Trend RAG Rating:

AMBER

Trust Board; Trust 

Management Board

Clear strategies to be 

developed, with formal sign 

off required for each Strategy.
Clarity on strategy contents 

and alignment.

Other priorities have taken 

precedence.
Trust Board

Demonstrate tangible 

improvements in outcomes: 

(a) Finance, (b) Performance, 

(c) Pathway redesign.

More aligned strategy for next 

5 years, Nov-19.

Clear direction and alignment 

across northern Lincolnshire.

NEL GPs withdrawal from the 

Integrated Care Partnership

A

Trust Board;

Trust Management 

Board

GAPS in Controls:
Actions required to 

improve:

Assurance / Oversight 

Group

01-May-19

Oversight Group: Trust Board; Trust Management Board 29-Oct-19

Assurance Committee: Trust Board - reporting on a 6-monthly basis

GAPS in assurance:

Review and refresh strategies each year.

The need to manage tensions 

between some of the Trust's 

strategies i.e. finance and 

quality

Current financial position.

Current operational 

performance outcomes.

A

Mutual development of 

Urgent Treatment Centres 

which demonstrates pathway 

redesign across hospital and 

community. Improved position 

in Model hospital and 

benchmarking. Progress to 

IPCP/ICS.

Not enough resource currently 

identified for Northern 

Lincolnshire system.

Agreed approach across 

HCVHCP

Clarity of plan for ICS 

development, Oct 19

Continue to work on strategic 

plan for the system, Nov 19

A

A

Draft strategies available for 

all supporting strategies.

Translation of strategies into 

action needed each year, 

which are aligned to strategic 

plan. 



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

* HASR monthly CEO oversight meeting and 2 weekly project delivery group meetings across Humber.

*

*

*

*

*

*

*

* Extended Clinical Design Group to view all combination of options at November session.

* Case for change - short case version completed for Executive oversight group signoff.

* Additional sessions to be held at each site to widen engagement in November.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* *NEW* 2563: Lack of divisional strategy [Medicine] (RR: 9; C3xL3) 5

* *NEW* 2565: Surgical Division 5 Year Strategy (RR: 12; C4xL3)

* *NEW* 2578: Risk of not having an agreed W&C division 5 year strategy (RR: 9; C3xL3)

4 2565: Surgery

* (NEW - to be added) No community and therapies strategy.

* (NEW - to be added) Refresh needed of radiology strategy.

* 3 2563: Medicine 

2578: W&C 

* (NEW - to be added) Sufficient capital to address ongoing estate concerns. 

2

1

1 2 3 4 5

High Risk Moderate Very LowLow

Monthly Executive Highlight Report: Plans for next month:
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Key: 15-25 8-12 4-6 Low 1-3 

(NEW - to be added) Ensuring external relationships across the Humber develop to enable 

the service changes proposed in HASR to be realised.

Monthly out of hospital transformation board with North Lincolnshire CCG.

Risk to Strategic 

Objective:

10) Lack of a clear service strategy for the area to ensure long 

term service sustainability (includes the risk of not developing 

the required external relationships and linked to HASR)

Risk Description:

The risk of not having a clear collaborative strategy for the Trust and the HASR that 

is known, understood and translated into day to day working practice and delivery 

of this is owned by staff. A clear strategy will enable the Trust and its staff to more 

effectively prioritise investment and facilitate more effective decision making.

Monthly Executive Highlight Report: Risk tracking trend over time: Catastrophic 5 x 3 Possible

Clear work programme for HASR to December 2019 agreed and resourced with external consultants 

(Deloittes) on board.

Second round of clinical and patient engagement workshops completed.

Design of combination of options in progress.

0

5

10

15

20

25
Current Initial Target (Dec 2019)



STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

* Ineffective decision making;

* Prevents changes being made aligned to 

organisational priorities;

* Undermines the confidence and morale of staff;

* Reduced ability to attract staff.

Assurance / Oversight 

Group

A
Trust Board; Trust 

Management Board
Clarity of plan for ICS 

development, Oct 19

Continue to work on strategic 

plan for the system, Nov 19

Agreed approach across 

HCVHCP

Assurance Committee:

GAPS in Controls: GAPS in assurance:
Actions required to 

improve:

Lead Executive: Sue Barnett / Kate Wood / Ellie Monkhouse 01-May-19

Oversight Group: 29-Oct-19

Issues: Controls: Assurance:

Risk to Strategic Objective:

10) Lack of a clear service strategy for the area to ensure long term service 

sustainability (includes the risk of not developing the required external 

relationships and linked to HASR)

Clear direction and alignment 

across northern Lincolnshire 

and HCVHCP.

Effective management of stakeholder and partner 

relationships through: Joint planning meetings, Out of 

hospital transformation board, Planned and unplanned care 

boards, place boards.

CCGs moving away from 

tendering.

Trend RAG Rating:

RED

Transition within the NHS from 

competition to collaboration.
Collective system programme of work with one plan.

Mutual development of 

Urgent Treatment Centres 

which demonstrates pathway 

redesign across hospital and 

community. Improved position 

in Model hospital and 

benchmarking. Progress to 

IPCP/ICS.

Not enough resource currently 

identified for Northern 

Lincolnshire system.

Current financial position.

Current operational 

performance outcomes.

Current workforce 

configuration.

Demonstrate tangible 

improvements in outcomes: 

(a) Finance, (b) Performance, 

(c) Pathway redesign.

A

Trust Board;

Trust Management 

Board

More aligned strategy for next 

5 years, Nov-19.

The need to manage tensions 

between some of the Trust's 

strategies i.e. finance and 

quality

Consequences of Risk 

Materialising:

Assurance that the issues impacting on this risk are being 

managed:

RAG RATING KEY:

Organisational legislative 

framework not yet aligned to the 

transition from competition to 

collaboration.

Executive, NED and Board time to build relationships to 

encourage NHS Improvement / NHS England to foster 

alignment between the Trust and its system partners.

Support already received 

(financial and other) from 

regulators based on evidence 

of the systems collaborative 

working together and effective 

working relationships.

NEL GPs withdrawal from the 

Integrated Care Partnership



Strategic Objective: 4. TO WORK MORE COLLABORATIVELY

*

* Second Board to Board with Hull University Foundation Trust.

*

*

* Senior liaison meeting with Health Education England.

*

* Presentations at NEL Health Scrutiny and two Accord stakeholder events.

* Full mobilisation of the Trust to meet 72 CQC inspectors during recent inspection.

* Participation in Operation Wellington planning for EU exit.

* First stage of stakeholder engagement map developed.

* Attendance at East Riding of Yorkshire Health Scrutiny Panel on the 15/10/2019.

* CEO continued attendance at STP Executive.

* Introductory visit by new CQC Deputy Chief Inspector of Hospitals.

* CEO 'top table' guest at NHS Providers Conference.

Linked Corporate or High Level Risks that underpin this STRATEGIC RISK: Linked Corporate or High Level Risk Rating HEATMAP:

* There are no linked corporate or high level risks that underpin this strategic risk. 5

4

3

2

1

1 2 3 4 5

High Risk Moderate Very Low

Risk to Strategic 

Objective:
11) The risk of ineffective relationships with stakeholders Risk Description:

As a public sector organisation, the Trust is accountable as an organisation to 

many different stakeholders, including the public. It is critical therefore to develop 

and maintain effective relationships with stakeholders. Failure to do so effectively 

results in the risk to the Trust's reputation and risks achievement of strategic 

objectives. 

Monthly Executive Highlight Report: Risk tracking trend over time: Severe Consequence: 4 x 2: Unlikely

Briefing to local MPs on capital requirements for the Trust leading to questions raised in House of 

Commons about the Trust's needs.

Continued senior interaction with Regional Director's Team, STP lead and other senior regulators. Ongoing 

Executive Team engagement with NHSE / NHSI at multiple meetings.

Weekly calls with HCVHCP CEOs and weekly meetings with CCGs and Councils. Weekly Executive Team 

meetings with CCGs on contracts and collaboration.

Continued CEO 1:1 meetings with CEOs/Accountable Officers of Partner NHS organisations. First of a 

regular series of Chair and CEO meetings with NEL Council Leader and CEO, and also Chair/Leader 1:1. 

Low

Monthly Executive Highlight Report: Plans for next month:
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STRATEGIC OBJECTIVE: 4. TO WORK MORE COLLABORATIVELY

Date added:

Last updated:

G Green: Fully assured that progress is being made in mitigating issues, impacting on strategic risk.

A Amber: Partially assured, progress is being made in mitigating the issues.

R Red: Not assured; limited signs of progress being made to mitigate issues leading to increased risk.

RAG RATING KEY:

Invitation to attend NEL Health Scrutiny Panel, September 

19.

Positive meeting held, regular 

meetings now planned with 

Leadership of NEL Council.

Opportunity for closer working 

relationships between the Trust 

and councillors in Local Authorities.

Continued evidence of 

effective relationships.
Close working relationships between Executive teams.

Sustained close collaboration with 

Northern Lincolnshire CCGs as 

operational pressures arise.

Trend RAG Rating:

GREEN

* Inability to work effectively with stakeholders as a system leading to a lack of progress against objectives;

* Failure to obtain support for key changes needed to ensure improvement or sustainability;

* Damage to the organisation's reputation, leading to reactive stakeholder management, impacts on the Trust's 

ability to attract staff and reassure service users.

Assurance that the issues impacting on this risk are being 

managed:

Issues: Controls: Assurance: GAPS in Controls: GAPS in assurance:
Assurance / Oversight 

Group

Consequences of Risk 

Materialising:

Actions required to 

improve:

Risk to Strategic Objective: 11) The risk of ineffective relationships with stakeholders

Lead Executive: Peter Reading 01-May-19

Oversight Group: Trust Board 03-Oct-19

Assurance Committee: Trust Board

Trust Board

Ensuring that the CEO, Executive 

and Non-Executive Directors have 

sufficient capacity to prioritise 

effective stakeholder relationship 

development.

Executive directors have structures in place to enable 

effective support arrangements in place to enable them to 

have capacity to perform their duties, including working 

collaboratively with stakeholders.

1:1 arrangements between Executive Directors and the CEO 

to identify any capacity challenges.

Absence of negative feedback 

regard the Trust's lack of 

engagement.

Commentaries received from 

stakeholders provides the 

Trust with assurance that 

effective relationships with 

stakeholders have been 

established.

There is a large number of 

stakeholders that NHS/Public 

organisations need to effectively 

work alongside and that hold to 

account the organisation.

There are currently no formal controls, however the CEO, 

Executive and Non-Executive Directors are working 

effectively to manage and build relationships with 

stakeholders, as a result the risk rating is low/meeting target 

set.

1:1 arrangements between Non-Executive Directors and the 

Chair to identify any capacity challenges.

There is no stakeholder matrix 

to support the Board focus on 

improving further critical 

relationships with 

stakeholders.

Development of stakeholder 

matrix and formal review of 

this by the Board and 

associated plans following this 

to strengthen. CEO/Associate 

Director of Communications, 

30 Sept 19

No formal board focus on 

stakeholder relationships

Need to establish closer links with 

new national leaders of NHS E / 

NHS I.

Opportunity for closer working 

relationships between the 

Trust and stakeholders in 

greater Lincolnshire.

Head of Contracting and Chief 

Operating Officer (COO) 

working with Lincolnshire. G



 
 
 
 
 

 
CoG (10/19) Item 3.1 

 
 
 

 
DATE 

 
15th October 2019 

 

REPORT FOR 
 

Council of Governors 

 

REPORT FROM 

 

Sue Barnett, Improvement Consultant  

Kate Wood, Medical Director 

 

 
 

CONTACT OFFICER 

 

Sue Barnett, Improvement Consultant  

Kate Wood, Medical Director 

 

 
 

SUBJECT 
 

Humber Acute Services Review (HASR) 

 
 

BACKGROUND DOCUMENT (IF ANY) 

 

N/A 

 
 
 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

 
 

 

 
 
 

COUNCIL ACTION REQUIRED 

 
 

Governors are requested to receive and consider this 
information 

 
 
 
 
 
 



Humber Acute Service 
Review (HASR) 

Council of Governors 
15th October 2019 



HASR – Next Phase 
Developing the case for change and potential options for 
the fundamental building blocks of acute hospital provision  
1. Urgent and emergency care, acute assessment, inpatient 

and critical care 
2. Maternity and paediatrics 
3. Planned care 

 



1. Clinical design  
2. Patient involvement 
3. Creating a model from our data - activity, costs, 

referrals, need 
 

How will options be designed and tested? 



Clinical Design Process 
• Options will be 

developed through 
a Clinical Design 
approach (refer to 
diagram) 

• Establish case for 
change 

• Supporting 
evidence 

• High level options 
• Assess feasibility 
• Impact 

assessments 
• Outputs / benefits 

 
 



Patient involvement Process 

Children, Young 
People and 
Families re. 

emergency care 
and paediatrics 

 

Maternity Voices 
Partnership 

Group (Humber 
reps) 

 

Workshop round 1 

Clinical Design  
Group 

 

Citizens Panel 
 

HASR  
PDG 

 

HASR  
EOG 

 

Workshop round 2 

Citizens Panel 
 

HASR  
PDG 

 

HASR  
EOG 

 

Pause 
 

Recommended 
Options for 

services - what 
will be delivered 
where and how 

Experience and Outcomes Views on High Level Options and ideas from Clinical 
Design Process 
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Adults re. 
unplanned care 

and planned care 
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Children, Young 
People and 
Families re. 

emergency care 
and paediatrics 

 

Adults re. 
unplanned care 

and planned care 
 

Clinical Design  
Group 

 

Maternity Voices 
Partnership 

Group (Humber 
reps) 

 



Data model 

Impact 

Activity 
Who goes where, for 

what, how and when do 
they get there? 

Source – HUTH & NLaG 
clinical information 

systems 

Hospital costs 
Fixed  and variable by cost 
type and cost centre  incl. 
capital charges & utilities - 

Source – HUTH & NLaG 
Ledger. Cost codes & cost 

centres mapped to services 
& sites by operational teams 

Commissioner costs  & 
assumptions 

Commissioned activity incl. 
what goes out of area 

Referral activity 
Planning assumptions linked 

to place plans and QIPP 

Population 
Demographics, disease 

prevalence compared to 
presentation, travel times 

car and public transport, car 
parking, roads and bus 

routes 

How will the options impact our sustainability criteria? 
How do they stand up to stress testing? 

Support 
recommendations 

for services and 
decision making 



HASR – DRAFT Evaluation Criteria 
• Decision making criteria agreed by steering group in 2018 
• Refined by Citizen’s Panel in 2019 

Theme  Criteria Key Questions 
Quality Clinical Outcomes Will the proposed scenario deliver acceptable clinical outcomes for patients? 

Patient Experience and 
satisfaction 

Will the proposed scenario deliver acceptable standards of access and experience 
for patients? 

Operational Delivery Clinical Interdependency 
and patient safety 

Will the proposed scenario maintain essential clinical service interdependencies and 
services are safe for patients? 

Performance Will the proposed scenario support delivery of acceptable performance against 
waiting time and other targets (including A&E)? 

Access and transport Will the proposed scenario be appropriate when considering the demographic of 
patients and transport links? 

Sustainability Workforce Availability Will we be able to attract, retain and deploy the skilled workforce required to 
operate the proposed scenario? 

Physical Resource 
Availability 

Will we be able to provide the buildings and equipment required to support the 
proposed scenario?  

Cost Effectiveness Will the proposed scenario be cost effective when compared with Reference Cost 
and Service Line Reporting norms? 



The questions don’t give sufficient detail to apply a consistent 
method of answering them…so we have identified the ‘key 
considerations’ based on what other acute service reviews have 
done 
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Criteria Question Example considerations (not exhaustive) 

Quality 

Clinical 
Outcomes 

Will the proposed scenario deliver acceptable 
clinical outcomes for patients? 

• Impact on clinical outcomes relevant to the service areas and population groups more likely to use services 
• Delivery of standards, national guidance and evidence-based practice applicable to service areas in hours / out 

of hours (recognising guidance is just that, and not a must-do) 

Patient 
Experience and 
satisfaction 

Will the proposed scenario deliver acceptable 
standards of access and experience for 
patients? 

• Impact on health inequalities (drawing upon public health outcomes) 
• Ability to deliver 7-day services and timely access to treatment   
• Reduces unnecessary hand offs between specialists, sites, organisations 

Operational delivery 

Clinical 
Interdependency 
and patient safety 

Will the proposed scenario maintain essential 
clinical service interdependencies and services 
are safe for patients? 

• Interdependent services which need to be provided onsite are available onsite 
• There are formal links to interdependent services that do not have to be provided onsite 
• Supports prevention of errors and adverse effects to patients 

Performance Will the proposed scenario support delivery of 
acceptable performance against waiting time 
and other targets (including A&E)? 

• The local health economy has the required capacity and capability to deliver the proposed change 
• Delivery of RTT, Cancer, 4-hour, DMO1 for diagnostics 
• Ability to achieve and/or maintain a good or better CQC ratings 

Access and 
transport 

Will the proposed scenario be appropriate 
when considering the demographic of patients 
and transport links? 

• Travel times by blue light and normal driving times, and public transport, for patients carers and relatives 
• Access to outpatient, ambulatory and day case activity  
• Access to technology-enabled care and care out of acute hospitals closer to home  

Sustainability 

Workforce 
Availability 

Will we be able to attract, retain and deploy the 
skilled workforce required to operate the 
proposed scenario? 

• Ability to employ the staff required to deliver the model, considering the likely available workforce 
• Impact on opportunities for training and skills development 
• Impact on reliance on temporary staff 

Physical 
Resource 
Availability 

Will we be able to provide the buildings and 
equipment required to support the proposed 
scenario?  

• Buildings and equipment are fit for purpose, well utilised and well maintained 
• Level of capital costs  not currently identified required by the option 

Cost 
Effectiveness 

Will the proposed scenario be cost effective 
when compared with Reference Cost and 
Service Line Reporting norms? 

• Running costs compared with current (HUTH and NLaG) 
• Net contribution  to closing the financial gap identified  (HUTH and NLaG)  
• Level of transition costs required by the option 

9 



HASR – DRAFT Evaluation Criteria 

Maternity 
and 

Paediatrics 
Options 

Development 
Consideration 

of viability 

Urgent and 
Emergency 

Care 
Options 

Development 
Consideration 

of viability 

Planned 
care 

Options 
Development 

Consideration 
of viability  

October 2019 

Re-
package 
options 

Potential 
option 1 

Clinical inter-
dependencies Evaluation  

Potential 
option 2 

Clinical inter-
dependencies Evaluation 

Potential 
option 3… 

Clinical inter-
dependencies Evaluation 

November 2019 

How we propose to apply the Review Criteria to each potential option 

The design and subsequent evaluation will result in a range of viable options which, based on the 
criteria set against the case for change, can reasonably be expected to deliver sustainable services 
for our local populations in the long term.   



Deloitte Confidential: Government & Public Services – For Approved External Use 

Using metrics to evaluate potential options against case for change criteria, through a 
combination of professional judgement and data modelling 
• The Clinical Design Group will apply professional judgement to consider each potential option 

 

• The rationale will be captured, including the basis for any differences in judgement 
 

• Each option will be given a traffic light indicating whether it is the same, better or worse than ‘doing 
nothing’* 
 

• The data modelling will be used to provide evidence to support judgements – in particular those relating to 
transport, workforce, physical resources and costs 

 

Operational delivery 1  
Do nothing 
plus 

2 3 4 5 

Performance 
within two 
years 

Will the proposed 
scenario support 
delivery of acceptable 
performance against 
waiting time and other 
targets? 

• The local health economy has the required capacity and 
capability to deliver the proposed change 

• Delivery of RTT, Cancer, 4-hour, DMO1 for diagnostics 
• Ability to achieve and/or maintain a good or better CQC 

rating overall and across the 5 domains, Safe, Effective, 
Caring, Responsive, Well-Led 

• Doing nothing is represented by option 1 and represents minimal change beyond internal 
improvements, efficiencies and confirmed capital investments 

• **The number of potential options is not yet known 

Potential Options** 

11 

HASR – Example 



Proposed summary using coloured dots and high level rationale to indicate how the 
potential options compare and help support EOG recommendations in Dec. 
 
This will also be shared with the Independent Clinical Panel to challenge our thinking – 
particularly where we have split opinions 
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Criteria 1 2 3 4 5 Rationale for potential option (set against case for change criteria) 

Quality 
Clinical Outcomes  

Patient Experience 
and satisfaction 

 

 

 

 

Delivery 
Clinical 
Interdependency and 
patient safety 

 

 

 
Performance  

 

 

 

Access and 
transport 

 

 

 

Sustainability 
Workforce 
Availability 

 

 

 
Physical Resource 
Availability 

 

 

 

 

Cost Effectiveness  

 

 

 



HASR – what next 
• Review all services at three levels: 

o Managed at a local level (our Trust) 
o Managed at Humber level (our Trust and Hull) 
o Managed at partnership level (our Trust, Hull and York, and 

possibly wider [Leeds or Sheffield]) 
• Workshops  

o First workshops complete for Urgent & Emergency Care, 
Maternity & Paediatrics and Planned Care (Aug & Sept 19) 

o Second workshops arranged for October 19 
• Timescales: 

o Case for change and baseline assessment: October 19 
o Clinical Service Strategy, models, evaluation: Oct – Dec 19 



 
 
 
 

CoG (01/20) Item 4.1 
 
 

 
 
DATE 

   
14th January 2020 

 

REPORT FOR 
 

Council of Governors 

 

REPORT FROM 
 

Jug Johal – Director of Estates & Facilities and Interim 
Director of IT, Information & WebV 

 
CONTACT OFFICER 

 
Alex Bell – Head of Information Services 
  

SUBJECT 
 
Integrated Performance Report 

 
BACKGROUND DOCUMENT 
(IF ANY) 

 
Appendix A – Integrated Performance Report 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 

 
COUNCIL ACTION REQUIRED 

 
The CoG is asked to note performance to date. 

 



 

Integrated Performance Report  

Performance for November-2019 

Contents –  

 Operational Performance 
o Planned Care (Pages 2-5) 
o Unplanned Care (Page 6) 

 Quality and Safety 
o Mortality Reduction (Pages 7-9) 
o Deteriorating Patients (Pages 10-11) 
o Medication Safety (Pages 12-13) 
o Patient Flow (Pages 14-15) 
o Cancer (Pages 16-17) 

 

 Appendix A – Integrated Performance Report Metric Pack 
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RTT Perf
Mean
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Trend
Trend
Trajectory

64%

69%

74%

79%

84%

Trajectory Actual
65%

70%

75%

80%

85%

90%

NLAG HUTH ULTH

D&B YTH

Taken in month 

 Reduction in all wait bands 

 Continued oversight of theatre booking – Goole particularly improved 
with average lists of 70 in 2017 to 98 in 2019 

 The Service has commenced (Mid sept) additional 4 lists per week.  
This will increase cataract & other daycase activity by approx.. 100 
cases per month. 

 No due date pts are reducing, and although tipping to overdue f/ups 
this is also reducing, demonstrating inroads to overall waiting lists 

 Good increase in use of virtual clinics in ENT and others, start in Oral 
Surgery 

 A&G within 48 hours continues, up 50% in 3 months (although only 
289 requests) – to continue to work up access with divisions 

 Light touch Ophthalmology commenced Dec 19.  300 pts contacted to 
be offered appointments with New Medica 

 
To do next month 

 Continued close monitoring of 52 week and 40 week patients (on-
going). 

 Outpatient transformation plans for 7 specialties have trajectories 
and new reporting format to take to planned care board in sep 2019 

 PSA monitoring via eRS to commence in November 2019 

 Continue to increase virtual clinics 

 To review ENT to one site due to issues from sept 19 

 Implement Ophthalmology Sub-contract 

 

 Continued 52 week waits due to patient choice or data quality – risk 

continues as work through data transparency 

 Constraints within Oral Surgery, Colorectal, ENT, Ophthalmology, 

Gastroenterology, Oncology and Respiratory. 

 ENT continue to have challenges with capacity 3/5 consultants in 

place (One – Long Term Sickness) , 2 out of 7 specialty drs in place- 

HUTH are supporting NLaG with 2 x Consultants providing regular 

additional IP and OP activity 

 The ENT sub-speciality Thyroid work is particularly challenging. of 

reviewing longer term plans at STP 

  Ophthalmology capacity pressures continue – mitigated by 

introduction of risk stratification / failsafe officers 

 Gastroenterology remains challenging, as of 18th Oct 2019 there are 5 

pts waiting more than 52 weeks in gastro which have dates booked 

 The team are working to understand the underlying themes and are 

addressing the level of risk adverseness of the clinicians involved 

 

 

Actions  Issues/Risk 

RTT 18 Week % Trajectory RTT Performance with Peers 

RTT – Incomplete 18 Week Performance 

Planned Care – Referral to Treatment  

Performance Summary  
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Planned Care – Outpatients 

Performance Summary  

Outpatients – Trend 

Outpatients – Method of Delivery 

0%

2%

4%

6%

8%

10%

12%

%
 S

ee
n

 n
o

n
-f

ac
e 

to
 f

ac
e

% of Review Outpatients seen non-face to face

The chart above shows the % of patients who are not seen face to face for an outpatient review appointment. This may be via telephone, or via 
a virtual clinic. 
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 SGH new CT scanner has snagging ongoing, not impacting on 

service 

 D&C been completed using the NHSI core capacity model and 

included in the business case 

 Joint OBC/FBC DPoW MRI going to Trust Board & Trust 

Management Board Dec 2019 

 Nov DM01 showed improved position for CT/NOUS and 

smaller diagnostics with overall improved bottom line.  No 

further deterioration MRI was experience. 

To do next month 

 Continue embedding of external reporting for MRI/CT; which 

continues to show improvements in times waited for a report 

 Continue focus on CT, NOUS & other smaller diagnostic 

services to further improve DM01 position as agreed with 

COO 

 

 

 Capacity for CT/MRI still challenging 

 Cancer diagnostics continue to be more than 7 day 

turnaround although improvement plans being 

developed around Rapid diagnostic centres 

 Supporting Trust with RTT position (long waiters) is 

impacting on ability to book diagnostics in 

chronological order. 

 Remains challenging for endoscopy rota management 

 

Actions  Issues/Risk 

Diagnostic Performance v Trajectory Diagnostic – Performance with Peers 

Planned Care – Diagnostics  

Performance Summary  

Diagnostic – 6 Week Performance Target  
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Planned Care – Cancer 

 Backlog reduction (63+days) reduced from 155 2/9 to 111 

(2/12) 

 Diagnostic (MRI/CT) turnaround reduced to 10 days (request 

to test) for requests marked 31/62.  

 Prostate pathway – 2-stop prostate diagnostic clinic in place 

(Sept 19).   Meeting between NLAG and HUTH to improve IPT 

compliance by Day 38 

 Timed cancer pathways (Lung, Prostate) for review/sign off by 
clinical teams; Colorectal in draft. 

 HCV CA oncology reconfiguration superseded TCSL project 
due to increased sickness – proposed single site for oncology 
consultant clinics discussed at TMB and Trust Board (Dec).  

 Haematology strategy developed with Hull 
To do next month 

 Development of steering group for faster diagnosis across STP 
to share learning/ideas  

 Joint Cancer Board between HUTH and NLAG – agreed 
stocktake for Prostate, Lung, Head & Neck, Upper GI pathways 

 Escalation and PTL management policy being updated 
 

 Growing 62 day backlog – backlog reduction trajectory 

agreed.  Risk for Colorectal of increased 2ww trends.  

 Colorectal PTL growth  

 ENT - 1 consultant LT sickness (1/3 of 2ww capacity).  

Support from HUTH 

 1st appointments booked by day 7 improving in Lung 

and Urology but challenged in other specialties.  

 Radiology and Pathology reporting delays 

 EBUS capacity – length of wait now to 21 days at HUTH. 

NLAG EBUS service anticipated to be operational in 

December 19.  

 Tertiary centre capacity (prostate surgery and Con 

Oncologist OPA – remains an issue 

 Diagnostic and pathology still a 14 day turnaround 

 PET scans still upto 20 day wait including reporting time 

 Tertiary diagnostics still 14 days plus reporting 

 

Actions  Issues/Risk 

Cancer 62 Day v Trajectory Cancer 62 day with Peers 

Performance Summary  

Cancer – Performance v Trajectory 
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50%

60%

70%

80%
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100%

England HUTH D&B

NLAG ULH

Completed in month 
 Strengthened medical staffing with third middle grade 

overnight 00:00-08:00, 7 days a week 

 Strengthened senior clinical leadership with Consultant cover 
08:00-00:00, 7 days a week 

 Improved use of 2 hourly board rounds with EPIC role and 
responsibilities relaunched 

 Improved monitoring with reaffirmation of 2 hours 
management plans and 3 hours treatment ambitions 

 ED Consultant leadership in the UTC on weekdays 

 Acute Assessment Unit phase 1 implemented at DPOWH and 
SGH 

 Surgery AAU SGH site now embedded – Urology commenced 
using AAU model SGH site Nov 19 
 

To do next month 

 Improve streaming and transfers between A&E and 
Acute services 

 Meet all 27 standards for UTC prior to UTC designation 

 Continue development of UTC SystmOne module to 
allow direct booking of appointments into UTC 

 Continue development of UTC SystmOne module to 
allow direct booking of appointments into UTC 

 

 Use of early supportive discharge to assess continues to 
be challenging – progressing discussions through 
A&EDB and planning meeting 

 Transfer of patients to Hull continues to be a challenge 
given their demand on service, particularly around 
vascular and neuro 

 Outlying medical patients still in place 

 Escalation beds at DPOWH remain open 

 Challenges for middle grade skill mix and cover 
particularly at DPOWH 

 GP skill mix in UTC and number of patients being seen 
remains a challenge  

 Exceptional demand in both A&E and admissions, 
against decrease in non-elective length of stay. Even 
with decrease in LOS, bed day usage up. 

 Increase in Paediatric attendances  
 

Actions  Issues/Risk 

A&E % v Trajectory A&E Performance with Peers 

Performance Summary  

A&E – Performance v Trajectory 

Unplanned Care – A&E 
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QP1: Mortality reduction (Clinical Effectiveness)  

Summary   

The mortality reduction priority is comprised of 3 key elements: 
 

1. Summary Hospital Mortality Indicator (SHMI). SHMI is not a measure of quality, but can identify differences in 
care provision and recording/coding. A review undertaken in 2019 identified some differences between the 
two main hospitals recording/coding processes. 

2. Learning from deaths review process. These are the processes that support clinicians reflect on and learn from 
the review of mortality cases for both care quality and quality of recording keeping, recording and coding.  

3. Patients at end of life stage being able to die in their preferred place of death.  
A summary of these key elements is presented on this and the following page. 

1a: SHMI Graph 
 Trust SHMI is 119 for the period of July 18-June 19; in the ‘higher than expected’ range. 

 SHMI includes deaths within 30 days of discharge; 36% of all deaths where following discharge, this is above the 
UK average of 30%. 

 The SHMI calculates observed vs. expected. The Trust’s recording and coding of risk factors (on which the SHMI 
statistically calculates the ‘expected’ number of deaths) has remained static. Peer comparators have increased 
their recording and coding of SHMI influencing risk factors, as illustrated below. 
 

 

SHMI Site details: 

 DPoW: 122; SGH: 127 
Recording of Risk: 

 Peer Trust (Bottom LHS) shows a reduction in 
zero rated risks (blue), an increase in risks 1-5 
(red) and 6+ (green). Peer SHMI reduced and 
normalised within the expected range. 

 NLAG (RHS chart) recording of risk shows 
static performance.  

  
 

Actions  Issues/Risk 

 Additional project management resource made 
available via the Improvement team to support 
delivery of mortality improvement plan. 

 Clinical validation (including retrospective additions 
to the clinical record to ensure risk is correctly coded) 
has been undertaken within Elderly Medicine, 
proposal to MIG to expand/increase the size of this 
pilot. 

 Work to update Charlson Co-morbidities clerking 
form and to add as an electronic document to Web-V 
to better record for future episodes patient risk. 

  Higher than UK average proportion of deaths (36%) 
occurring out of hospital following discharge. 

 Findings from the learning from death reviews 
identify a key theme of a lack of advance care 
planning leading to potentially avoidable 
admissions to hospital. 

 NEL Public Health report suggests that the area has 
a higher premature mortality rate (<65) and 
significant public health challenges and deprivation.  

 Risk of inflated SHMI score based on disparity 
between observed/expected deaths. 
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QP1: Mortality reduction (Clinical Effectiveness) 

1b: Learning from deaths process   

  
 
 
 
 
 
 
 
 
 
 
 
 
 

 Surgery & Critical Care:  

 SGH General Surgery weekly M&M and screening tool 
process has been successful, working to have the same 
process at DPoW. 

 M&M arrangements not effective within T&O, update 
regarding recovery plan provided at MIG in Nov 19. 

 

 Medicine:  

 Achieved the 20% target for reviews (when 
allowing for the 6-8 weeks for cases to be 
completed) 

 Medicine Mortality Clinical Lead and group Clinical 
Leads working to embed new M&M meeting 
structure.  

  

 National Quality Board:  

 Not all cases have been reviewed, with some historic 
cases still outstanding.  

 Work is underway within medicine and surgery to 
eradicate this backlog of reviews and to ensure these 
cases are reviewed more timely in line with revised 
M&M process/structure 

 Patients at EOL dying in preferred place of death:  

 From the audit and those on the ‘Last Days of Life’ 
document, for Q1, 55% and 53% in Q2 recorded 
their preferred place of death.  

 In Q1 27% and in Q2 30% of cases the preferred 
place of death was not discussed.  

 Preferred place of death was not achieved in 13% 
(Q1) and 17% (Q2) of deaths. 

 

 NLaG recording of risks that influence SHMI has not 
kept pace with improvements made at other peer 
comparator sites resulting in a disparity between 
observed deaths and those, according to the SHMI 
model, which are ‘expected’. 

 There is a risk to the organisation’s reputation. 

 Mortality performance is on the risk register with a 
risk rating of 20. 
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Actions  Issues/Risk 

 Backlog priority cases to be reviewed by Clinical 
Leads in Medicine and Surgery.  

 Medicine division have appointed a dedicated clinical 
lead to support the divisions focus on mortality, to 
support the clinical lead understand key issues 
affecting mortality. 

 Test the impact on the learning from deaths process 
from the medicine recovery plan. 

 Develop mortality screening tool and align with 
ongoing coding validation work. 

  Risk of non-conformance with learning from deaths 
guidance for Trusts, this is a part of the Trust’s risk 
register, risk rating of 20. 

 Issue around time to undertake mortality reviews in 
some specialties. 

 Mortality analyst now in post, in the intervening 
time whilst a vacancy, this has impacted on the 
ability to support reporting and analysis. 
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QP2: Deteriorating Patient (Patient Safety) 

Summary   

The deteriorating patient quality priority is comprised of two specific areas of focus: (1) the monitoring and action 
being taken in response to Early Warning Scores (EWS) and (2) compliance with the sepsis six care bundle. 
 

The Trust uses the National Early Warning Score or NEWS and records this electronically, using the Web-V system. The 
first element of this priority is to evidence improvement in the number of observations being recorded on time in line 
with the Trust’s policy. The second element is to begin to measure, for improvement purposes, the action being taken 
in response to NEWS observations, for those patients who exhibit signs of deterioration.  
 

The second part of this indicator deals with compliance against the sepsis six care bundle. Whilst this has been 
recorded electronically as part of Web-V, since November 2018, the information to measure compliance against this 
indicator is not yet fully available.  

2a: NEWS recorded on time 

 

 NEWS Recorded on time (including 30 mins grace period): 

 The chart demonstrates significant improvements in the number of NEWS observations recorded on time, in 
line with the policy, increasing to 88.8% in November (including 30 minutes grace period.  

 

2b: NEWS appropriate action taken in line with the policy 

  

 Action taken in line with Policy:   

 NB: The above data is based on a snapshot of manual case note reviews during Q1, looking at a sample of 44 
episodes of deterioration in patient records. The sample size is therefore very small compared to the number of 
NEWS observations recorded and the data should be used as an indication of current performance only. 

 Medium Risk (NEWS 5-6, 3 in one parameter): In 47% of cases the registered nurse informed the medical team 
caring for the patient. In 20% there was a plan or other actions were carried out. In 26% of cases there were no 
clear actions documented. 80% of patients had a plan for escalation of care. It was not able to be ascertained 
from the documentation whether actions/alerts were within 30 minutes as per the policy.   

 Patient at High Risk (NEWS 7 or more): 79% of patients had the medical team looking after them informed by 
ward staff. 7% were identified for ward based, 7% EoL and 7% for fast track.  All patients had a plan for 
escalation of care.    
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SGH:

 

DPoW:

 
The latest data from the National Cardiac Arrest Audit demonstrates a reduction in the rate of cardiac arrests per 1,000 
hospital admissions at SGH. This correlates to the faster rate of improvement in NEWS observations being recorded on 
time in line with the policy seen also at SGH. Peri-arrest calls are also used being used more on the SGH site than DPoW 
which demonstrate action being taken in response to deterioration.      
 

Actions  Issues/Risk 

 Critical Care outreach team to undertake further audit of action taken in 
response to NEWS prior to their assessing the patient (24 hours prior) to 
determine escalation action taken. This is to commenced during December.  

 During Q3 revamp escalation policy for NEWS and at the same ensure 
awareness of the revised oxygen policy and pathway working with clinical 
ward sisters and Sepsis Specialist Nurse. Draft escalation policy has been 
shared with nursing colleagues for consultation. Final approval to be 
confirmed following consultation. 

 Working with community teams to ensure policy/pathway for NEWS 
observations is appropriate. 

  Risk of non-escalation of 
care in line with the policy. 

 Limited assurance available 
regarding action taken in 
response to NEWS 
observations in line with 
the Trust’s policy. 

 

QP2: Deteriorating Patient (Patient Safety) 

2c: Sepsis Six Compliance 

 This data is not available for reporting purposes. 

Actions  Issues/Risk 

 A snapshot manual audit of sepsis screening was 
undertaken at DPoW showing sepsis screening rates 
of between 85%-97%. A further, larger, 1-day 
snapshot audit will be undertaken across the Trust on 
the 18 December to understand accurately screening 
and sepsis-six bundle compliance. 

 A review of WebV data demonstrates that data being 
returned is accurate based on patients meeting the 
criteria for sepsis screening to be considered (a NEWS 
of >5). What is not being accurately captured at 
present is from this, the number of patients requiring 
a sepsis screen following the ward staff clinical 
validation of the WebV prompt. As a result there is 
inaccurate reporting of how many patients actually 
required screening/sepsis-6 bundle. 

  Risk is that the Trust is unable to gauge, at this time, 
what performance against the Sepsis Six bundle is 
across all areas of the Trust.  
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QP3: Medication Safety (Patient Safety)  

Summary   

During 2018/19 the Trust were unable to obtain satisfactory assurances regarding medication safety in two specific areas, 
specifically (1) omitted medication doses, identified from audit work undertaken and reported to the Trust’s Quality & 
Safety committee and (2) errors involving insulin medications, as identified from incident reporting. The Trust has 
therefore included these areas within the Trust’s quality priorities for 2019/20. 

3a: Reduction in omitted doses 

  

 An increase is seen during November, at both sites, within medicine, surgery and clinical support services, driven 
mainly by omission of antibacterial medicines.  

 The majority of omissions occur when the dose is available, but not given (38%) followed by the dose not being 
available in 23% of occasions. 

 The majority of omitted doses result in no harm to the patient (~70%), with low harm recorded in ~20% of 
incidents. In October moderate harm was recorded for <5% of incidents. 
 

Actions  Issues/Risk 

 New clinical leads have been appointed and have been 
invited to attend Safer Medications Group. 

 EPMA will be used to produce missed dose reports 
more quickly and accurately, starting with Goole who 
are the first site to roll out EPMA. 

 Baseline data to be obtained from EPMA roll out at 
Goole to get more accurate incidence information.   

  Lack of assurance at Safer Medications Group 
that action is being taken at divisional level (poor 
attendance from all divisions/not all represented 
at present). 

 This data is Incident data, therefore may not be 
fully representative of all omissions/insulin 
errors, only those reported via DATIX. The Trust 
encourages a high incident reporting, so 
therefore any improvements need to be viewed 
in the context of reducing the severity of risk, 
not reducing the overall number of incidents. 

 The number of missed doses will increase 
significantly when EPMA goes live as we will 
have access to real time data for all medicine 
charts and we currently just look at a sample 
from each ward. 
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QP3: Medication Safety (Patient Safety) 

3b: Reduction in errors involving insulins 

  

 

 The number of incidents reported involving 
insulins has fluctuated each month, with DPoW 
having the highest level of reported insulin 
incidents. Insulin incidents equate to 8% of all 
medication incidents. 

 The majority of insulin incidents relate to 
failure to administer, followed by incorrect 
medication followed by incorrect dose. 

 The majority of incidents result in low harm. 
 

 
 

 

Actions  Issues/Risk 

 Improve compliance with safer use of insulin 
mandatory training. 

 Prescribing and dispensing of insulin within EPMA has 
been agreed and policies to be amended to update 
these changes. 

 Datix involving insulin at DPOW are currently 
investigated and followed up by the diabetes 
specialist nurse. 

 Safer Medications Group to review the availability 
and quality of insulin training available. 

  There is a risk from incidents reported that insulins 
are not always available and the errors often relate 
to incorrect dosages.  

 There is a risk that insulin mandatory training may 
not be appropriate and that the correct staff may 
not be attending.  

 Safer use of insulin mandatory training compliance 
for the trust in September 2019 is 78%.   

 Implementation of EPMA may create additional 
risks in the dispensing of insulins from pharmacy. 
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QP4: Patient Flow (Patient Experience) 

Summary  

The Trust recognises that efficient patient flow around its acute hospitals is an important element in ensuring high quality 
care is provided. To support this focus, the Trust are currently working to embed a number of initiatives around this area 
including (1) the SAFER patient flow bundle (a series of work programmes to support efficient flow and early discharge, 
developed by NHS Improvement) and (2) meet the requirements for seven day services, specifically, compliance with 4 
priority standards, that all NHS Acute Trusts are working on to meet the governments ambition that seven day services 
will be available to all patients by 2020. The Trust has recently submitted the findings of its most recent 7DS audit during 
October 2019, this latest data is included here. The following summarises compliance with these indicators. 
 

4a: Embedding the use of SAFER bundle to improve flow 

 SAFER focus within the Trust has been focussed on 4 wards (2 at each site). 

 Priority is to focus on 4 key principles: (1) discharge by 12 midday, (2) EDD for every patient, (3) safety huddle by 
2pm and (4) education. 

 At present there is a gap in the availability of information for ward level LOS, therefore the data presented as follows 
is Medicine LOS. 
 

 

Actions  Issues/Risk 

 Support clinician attendance through job planning. 
To support better understanding of the impact of this 
to include discharges before midday data for 
November reporting and review data available for 
consultant job plans.  

 Acute Assessment Unit development and focus on 
zero LOS ambulatory pathways to enable patients to 
be moved to appropriate specialty bed bases and to 
pull patients from A&E to mitigate D&C pressures. 

 NHSI funding for 6 months for senior project 
management role to embed principles for SAFER and 
Red to Green. 

 Consultant of the week model adopted within 
Cardiology is supporting delivery of SAFER principles. 

  Difficulty in obtaining data to fully support 
understanding of the impact of SAFER interventions, 
specifically: Length of Stay information at ward level 
and discharge before noon data by ward. 

 Engagement in the initiative from some medical 
staff and the difficulties of job plans not aligning to 
daily board rounds by senior decision maker. 
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QP4: Patient Flow (Patient Experience) 

4b: Improved performance against the priority 4 standards for seven day services 

 Clinical Standard 2: Emergency Admissions seen and thorough 
assessment by consultant within 14 hours of admission to 
hospital. 
 

 Weekday Weekend Overall 

April 2019 
>90% Not 
achieved 

>90% Not 
achieved 

Not met 

September 19 
>90% Not 
achieved 

>90% Not 
achieved 

Not met 

 

 Deterioration from previous report (Apr 19, 74%) to 68%. 

 Site breakdown: 60% at DPoW vs. 76% at SGH. 

 No obvious weekend effect was seen; rather less likely to be 
seen within 14 hours if admitted late afternoon / early 
evening. 

 Surgery & Critical Care model does not have consultant cover 
till 8pm; Paediatrics model of care is also not set up to deliver 
7DS standard 2 or ‘Facing the Future’ standard. 

 

 Clinical Standard 5: Inpatients must have scheduled 7-
day access to diagnostic services and be available within 
1 hour for critical and 12 hours for urgent patients. 

Diagnostics Weekday Weekend Overall 

Microbiology Achieved Achieved 

Standard 
Met 

 
(same as  

April 2019) 

CT Achieved Achieved 

Ultrasound Achieved Achieved 

Echocardiography Achieved 
Not  

Achieved 

MRI Achieved Achieved 

Upper GI endoscopy Achieved Achieved 

 Echocardiography is the only diagnostic test not available 
over the weekend, as a result of establishment issues; this 
appears to be a national problem due to a lack of cardiac 
physiologists. 

 Clinical Standard 6: Inpatients have access to 24/7 to key 
consultant directed interventions. 

Diagnostics Weekday Weekend Overall 

Critical Care 
Yes – available on 

site 
Yes – available on 

site 

Standard 
Not Met 

Interventional Radiology 
Yes – Mix – on site 

and off site 
Not available 

Interventional 
Endoscopy 

Yes – available on 
site 

Yes – available on 
site 

Emergency Surgery 
Yes – available on 

site 
Yes – available on 

site 

Emergency Renal 
Replacement Therapy 

Yes – available on 
site 

Yes – available on 
site 

Urgent Radiotherapy 
Available off site – 

formal 
arrangement 

Available off site 
– formal 

arrangement 

Stroke Thrombolysis 
Yes – available on 

site 
Yes – available on 

site 

Percutaneous Coronary 
Intervention 

Yes – available on 
site 

Available off site 
– formal 

arrangement 

Cardiac Pacing 
Yes – available on 

site 
Not available 

 Interventional radiology was submitted as not being available 
out of hours and that such cases would need referral to Hull. 
From further exploration, NHSE have confirmed that because 
we have formal arrangements with Hull, this should be 
declared as compliant in future submissions. A similar question 
has been asked and awaiting feedback from medicine re. 
Cardiac pacing. 

 Cardiac pacing options at the weekend are being explored by 
Medicine with the potential to have a cardiology ODN in place. 

 

 Clinical Standard 8: Patients with high dependency 
needs should be seen and reviewed twice daily. Once a 
clear pathway in place, patients should receive 
consultant review at least once every 24 hours, 7-days a 
week (unless determined that this would not affect 
patient’s pathway). 

 Weekday Weekend Overall 

Apr 19: Once daily  
>90% Not 
achieved 

>90% Not 
achieved Standard 

Not Met 
Apr 19: Twice daily 

>90% Not 
achieved 

>90% Not 
achieved 

Sept 19:  Once daily 
>90% Not 
achieved 

>90% Not 
achieved Standard 

Not Met 
Sept 19:  Twice daily 

>90% Not 
achieved 

>90% Not 
achieved 

 Overall compliance from the September 2019 review 
was 56% a deterioration from the previous submission 
where the Trust was 62%. 

 In a number of cases daily ward rounds were undertaken 
by Senior Registrars rather than the consultant. In some 
areas there is a good handover process in place where 
the care is delegated to the registrar over the 
weekday/weekend. 

 NHSI visits identified good practice at handover within 
one of the divisions. 

Actions  Issues/Risk 
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QP5: Cancer Pathways (Patient Experience) 

Summary   

The Trust aspires to provide high quality cancer services which meet the national performance targets. These targets 
have been included as part of the quality priorities for 2019/20. These include faster access to diagnostics (straight to 
test) which is designed to streamline pathways for investigating and confirming cancer, to ensure faster treatment. The 
second element of the quality priority is the greater specification of target timescales to be attained for specific elements 
of the pathway of care for patients with colorectal, lung or urological cancers. These three pathways represent the bulk 
of patients with cancer that the Trust cares for and therefore the biggest scope for improvements in process and 
outcomes of care.  
 

5a: Straight to test for cancer diagnostics 

 It is not possible to measure the proportion of patients receiving straight to test. As a proxy indicator, however, the 
Trust uses the proportion of patients (%) diagnosed within 28 days to understand delays to diagnosis and uses this 
as focal point to increase the use of straight to test to expedite pathways. 

 For the month of October 2019, the overall Trust performance with this was 58.6%. The following chart focusses 
performance on 4 key cancer pathways and shows trend over time.  

 

 WebV amending the handover sheet to include additional 
evidence to support measurement of standard 8. To roll-out 
in Paediatrics who use this function the most. 

 Deputy MD raising awareness and focussing with clinical 
teams on standards 5 & 6 in detail. 

  Documentation of evidence to enable retrospective 
audit and assurance work is resulting in a 10% 
shortfall of performance due to illegible and/or 
undated entries.  

 Risk of not meeting national timescales for 7DS. 
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5b: Progress with timed cancer pathways 
 Lung cancer by 30 September 2019 [AMBER] Draft 

timed pathway out for comment. Implementation of 
new pathway which includes triage of 2ww referrals 
within 1 working day commenced which has helped 
improvement in November to 64.6% from 45%.  

 Urology (Prostate) by 30 September 2019 [AMBER] 
Draft timed pathway developed. Two stop diagnosis 
pathway implemented mid-September. Closest to 
straight to test possible for Prostate. November data 
shows improvement to 68.1% from 47%.   

 Colorectal by 30 September 2019 [RED]. Meeting 
with clinicians has taken place and draft pathway 
produced – out for consultation with clinical team. 28 
day definitive diagnosis at 11.4% during November. 
Patients being seen by CNS (SGH) / Registrar (DPoW) 
to triage/vet 2ww referrals, appropriate tests 
requested at this appointment. Does not meet 
national definition of STT for Colorectal (as a face-to-
face OPA with CNS/Registrar involved).   

Actions  Issues/Risk 

 A ‘system’ wide 62 day improvement plan has been 
agreed. Working to determine a methodology for 
developing PowerBI to report progress against 
improvement plan for key specialties.  

 Cancer 62 day been placed into internal special 
measures. Currently working with divisions to 
develop more intense improvements. 

 Developed backlog reduction in PowerBI to reduce 
volume of patients over 42 days without a diagnosis. 
(Showing favourable improvement for Colorectal -88 
patients at 2/12) compared to backlog 2/9.) 

 Fully develop cancer dashboard on DATIX to see 
more clearly cancer risks. 

 2-stop prostate diagnostic clinic implemented in Sept 
19 with dedicated MRI slots has improved pathway.  
Further work to be done on reducing time from 
request to TRUS biopsy. 

  Straight to test is a critical component of the Trust 
being able to achieve the new national cancer 
targets which will come into effect during April 
2020, with the target of 95%. At present Breast are 
closest to meeting this at 94.9% in October. 

 Oncology provision gaps due to sickness and 
vacancies in HUFT. National problem. HCV 
reconfiguration of how oncology provided – longer 
term. 
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Integrated Performance Report - Appendix A

Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Activity vs Plan
 Actual 6,478 5,203 6,211 5,835 6,481 5,759 6,425 5,812 6,626 5,638 5,901 6,357 6,212

Plan 5,622 5,902 5,621 6,464 5,902 5,902 6,464 5,902
Comments:

 Actual 6,469 5,173 6,258 5,473 5,785 5,646 6,196 5,182 6,351 5,618 5,882 6,152 6,522

Plan 4,619 4,850 4,619 5,311 4,850 4,850 5,311 4,850
Comments:

Actual 13,430 10,498 12,678 11,398 12,275 11,405 12,621 10,994 12,977 11,256 11,783 12,509 12,734

Plan 11,441 10,952 11,105 10,252 11,791 10,241 10,752 10,240 11,775 10,752 10,752 11,775 10,752
Comments:

 Actual 11,558    9,309      10,969    9,997      10,736    10,109    10,791      10,140      12,051      9,770        10,873      11,754      10,561      

Plan 4,057     4,073     4,287     3,680     4,207     10,323   10,838     10,323     11,871     10,838     10,838     11,871     10,838     
Comments:

 Actual 23,395    17,871    22,709    20,783    21,990    21,117    21,770      21,426      24,293      20,370      22,561      24,047      22,349      

Plan 24,191   19,814   23,610   22,446   23,318   20,198   21,207     20,197     23,227     21,207     21,207     23,227     21,207     
Comments:

 Actual 34,953 27,180 33,678 30,780 32,726 31,226 32,561 31,566 36,344 30,140 33,434 35,801 32,910

Plan 28,248 23,887 27,897 26,126 27,525 30,521 32,045 30,520 35,098 32,045 32,045 35,098 32,045
Comments:

 Actual 6,588 5,216 6,519 6,238 6,555 5,486 5,721 5,722 6,296 4,985 6,097 6,143 5,620

Plan 5,559 5,835 5,559 6,391 5,835 5,835 6,391 5,835
Comments:

 Actual 4,700 3,820 4,639 4,119 4,550 4,371 4,674 4,424 4,756 4,453 4,387 4,781 4,359

Plan 5,127 4,166 4,702 4,638 4,884 4,231 4,444 4,231 4,869 4,444 4,444 4,869 4,444
Comments:

Actual 694 558 551 538 651 548 581 574 624 574 527 598 547

Plan 694 506 453 487 475 512 538 512 590 538 538 590 538
Comments:

Actual 5,394      4,378      5,190      4,657      5,201      4,919      5,255        4,998        5,380        5,027        4,914        5,379        4,906        

Plan 5,821     4,672     5,155     5,125     5,359     4,743     4,982       4,743       5,459       4,982       4,982       5,459       4,982       
Comments:

Elective Admissions - Ordinary

Total Elective Admissions

Total Consultant Led Outpatient 

Attendances

Total Outpatient Appointments with 

Procedures

Elective Admissions - Day Case

Total Referrals (General and Acute)

Consultant Led First Outpatient 

Attendances

Consultant Led Follow-Up Outpatient 

Attendances

Other Referrals (General and Acute)

Activity vs Plan

GP Referrals (General and Acute)

Information Services 1 of 15 Activity



IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Activity vs Plan

 Actual 1,083      1,002      1,047      973         1,011      1,032      1,130        1,083        1,124        1,133        1,069        1,194        1,215        

Plan 1,170     1,192 1,165 1,220 1,185 1,177 1,192 1,180
Comments:

 Actual 3,401      3,354      3,426      3,161      3,317      3,180      3,344 3,026 3,373 3,355 3,170 3,404 3,286

Plan 3,269     3,238 3,170 3,315 3,222 3,201 3,241 3,211
Comments:

 Actual 4,484      4,356      4,473      4,134      4,328      4,212      4,474        4,109        4,497        4,488        4,239        4,598        4,501        

Plan 4,057     4,073     4,287     3,680     4,207     4,439     4,430       4,335       4,535       4,407       4,378       4,433       4,391       
Comments:

 Actual 745         727         718         692         716         699         696 679 679 677 684 682 684

Plan 714        710 698 728 702 701 728 706
Comments:

Actual 12,087    12,023    12,436    11,226    12,823    12,549    13,039 12,541 13,579 12,665 12,448 12,793 12,660

Plan 11,441   10,952   11,105   10,252   11,791   12,583   13,547 13,462 14,123 13,155 12,768 12,504 11,911
Comments:

Actual 12,087    12,023    12,436    11,226    12,823    12,549    13,039      12,541      13,579      12,665      12,448      12,793      12,660      

Plan 11,441   10,952   11,105   10,252   11,791   12,583   13,547 13,462 14,123 13,155 12,768 12,504 11,911
Comments:

Total A&E Attendances excluding 

Planned Follow Ups

Non-Elective Admissions - 0 LoS

Non-Elective Admissions - +1 LoS

Total Non-Elective Admissions

Average Number of G&A Beds open per 

day (average open at midday)

Type 1 A&E Attendances excluding 

Planned Follow Ups

Information Services 2 of 15 Activity
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Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Accident and Emergency
> 95% Actual 86.8% 85.1% 80.5% 77.6% 82.2% 80.0% 81.4% 80.9% 78.5% 83.0% 85.5% 78.7% 73.4%

Plan 89.2% 88.7% 87.1% 84.2% 83.5% 85.2% 86.6% 86.8% 83.3% 86.8% 88.3% 87.2% 87.8%
Comments:

 Actual 977 1,103 1,153 986 1,099 1,037 998 968 1,049 1,056 991 1,106 1,055

Plan 1,123 1,195 1,184 1,239 1,131 1,094 1,068 1,030
Comments:

Actual 504         606         683         544         463         453          380         353         401         330         298         361         427         

Plan 614          696         654         668         622         591         559         536         
Comments:

 Actual 69           160         216         188         80           171          72            63            96            82            84            119         155         

Plan 131          137         130         129         113         103         95           75           
Comments:

Diagnostic Test Waiting Times
 Actual 12,711    11,213    11,768    12,442    13,249    11,966     11,627    11,472    11,305    10,685    10,817    10,716    11,556    

Plan 11,809    11,783   11,779   11,473   11,189   11,373   11,307   11,501   
Comments:

 Actual 13,862 12,874 13,373 13,451 14,787 13,914 13,411 13,181 13,125 12,452 12,568 12,826 13,135

Plan 12,978 12,920 12,850 12,430 11,987 12,200 12,065 12,259
Comments:

< 1% Actual 8.3% 12.9% 12.0% 7.5% 10.4% 14.0% 13.3% 13.0% 13.9% 14.2% 13.9% 15.0% 12.0%

Plan 9.0% 8.8% 8.3% 7.7% 6.7% 6.8% 6.6% 6.2%
Comments:

Count of Ambulance handover delays 15-

30 mins

Performance vs Trajectory

Accident and Emergency - Performance 

%

Count of Ambulance handover delays 30-

60 mins

Count of Ambulance handover delays 

60+ mins

Number Waiting < 6 Weeks

Total Number Waiting

DM01 Performance %
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Performance vs Trajectory

Referral to Treatment
 Actual 20,764 20,361 19,995 20,363 20,495 20,614 20,808 20,176 20,231 19,941 19,635 19,926 20,153

Plan 19,939 19,952 20,009 20,247 19,762 19,947 19,942 20,121
Comments:

Actual 1,014 1,021 809 782 612 472 431 366 411 428 324 275 262

Plan

Comments:

Actual 28,551    28,015    27,043    27,020    29,906    26,838     26,635    26,068    25,847    25,578    24,859    24,878    25,179    

Plan 30,109   29,789   29,899   30,025   30,118   26,226    26,071 25,942 25,902 25,588 25,433 25,234 25,080
Comments:

> 92% Actual 72.7% 72.7% 73.9% 75.4% 76.1% 76.7% 77.8% 77.4% 78.3% 78.0% 79.0% 80.0% 80.4%

Plan 73.9% 74.2% 73.0% 72.8% 72.6% 76.0% 76.5% 77.1% 77.3% 77.2% 78.4% 79.0% 80.2%
Comments:

 Actual 169 144 96 110 29 6 10 9 5 6 10 5 9

Plan 187 140 85 43 0 0 0 0 0 0 0 0 0
Comments:

 Actual 2,059 1,585 2,070 1,751 1,847 1,762 1,793 1,747 1,938 1,731 1,735 1,860 1,684

Plan 2,005 1,460 1,359 1,456 1,700 1,757 1,845 1,757 2,020 1,845 1,845 2,020 1,845
Comments:

 Actual 8,594 6,911 8,661 7,463 8,217 7,531 8,109 7,747 8,778 7,362 7,918 8,286 7,586

Plan 7,007 5,371 7,091 6,491 6,447 7,068 7,422 7,068 8,126 7,422 7,422 8,126 7,422
Comments:

Actual 10,621 8,372 10,115 9,326 10,170 9,446 10,225 9,261 10,947 9,157 9,540 10,619 9,950

Plan 9,964 7,561 9,247 8,646 9,410 8,807 9,247 8,806 10,127 9,247 9,247 10,127 9,247
Comments:

Actual 31,116 32,858 33,143 32,106 32,015 33,225 33,673 33,759 33,439 33,687 32,450 31,432 30,248

Plan

Comments:

Actual 7,189 7,312 7,520 7,640 7,213 7,160 7,441 6,179 5,865 5,170 5,294 3,455 2,941

Plan

Comments:

Actual 38,305 40,170 40,663 39,746 39,228 40,385 41,114 39,938 39,304 38,857 37,744 34,887 33,189

Plan

Comments:

Number of incomplete RTT pathways <= 

18 weeks

Number of incomplete RTT pathways > 

40 Weeks

Number of incomplete RTT pathways 

Total

Referral to Treatment Incompletes - 

Performance %

Number of Incomplete RTT pathways > 

52 weeks

Number of completed admitted RTT 

pathways

Number of completed non-admitted 

RTT pathways

Number of New RTT pathways

Number of Overdue Outpatient Review 

Appointments

Number of Outpatient Review 

Appointments with No Due Date

Number of Overdue Outpatient Review 

Appointments + No Due Dates
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Performance vs Trajectory

Cancer
> 93% Actual 96.3% 97.7% 97.8% 96.9% 96.1% 96.6% 97.5% 97.3% 97.7% 98.0% 98.4% 97.3% 97.4%

Plan 95.2% 95.3% 95.7% 95.8% 95.9% 96.2% 96.3% 95.1%
Comments:

> 93% Actual 97.5% 89.4% 97.0% 92.6% 92.4% 92.1% 95.7% 93.2% 97.8% 98.9% 96.5% 93.5% 90.5%

Plan 91.9% 95.1% 96.7% 94.7% 96.7% 95.8% 96.8% 96.3%
Comments:

> 96% Actual 100.0% 100.0% 97.8% 100.0% 97.0% 98.6% 92.9% 99.2% 96.5% 98.6% 95.6% 98.5% 95.8%

Plan 99.0% 99.0% 98.9% 99.0% 100.0% 98.2% 99.1% 99.6%
Comments:

> 94% Actual 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 94.4% 100.0% 90.0% 100.0% 100.0% 100.0%

Plan 100.0% 93.8% 100.0% 100.0% 100.0% 96.7% 100.0% 94.2%
Comments:

> 98% Actual 100.0% 100.0% 100.0% 100.0% 100.0% 97.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Plan 98.6% 98.9% 100.0% 100.0% 100.0% 100.0% 100.0% 98.8%
Comments:

> 94% Actual N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Plan N/A N/A N/A N/A N/A N/A N/A N/A
Comments:

> 85% Actual 75.0% 79.2% 71.1% 73.2% 80.0% 74.6% 67.1% 67.1% 70.4% 70.3% 61.7% 66.1% 69.1%

Plan 79.3% 79.3% 80.0% 80.3% 81.1% 73.3% 75.7% 72.0% 73.0% 73.4% 71.0% 69.7% 72.8%
Comments:

> 85% Actual 70.9% 63.2% 63.1% 67.5% 67.3% 58.7% 63.3% 65.5%

Plan 79.3% 79.3% 80.0% 80.3% 81.1% 73.3% 75.7% 72.0% 73.0% 73.4% 71.0% 69.7% 72.8%
Comments:

> 90% Actual 92.3% 100.0% 81.8% 100.0% 100.0% 92.3% 66.7% 77.8% 66.7% 85.7% 100.0% 88.9% 75.0%

Plan 88.9% 100.0% 92.3% 90.0% 100.0% 91.7% 88.9% 85.7%
Comments:

 Actual 100.0% 42.9% 80.0% 72.7% 83.3% 80.0% 71.4% 100.0% 90.9% 100.0% 50.0% 100.0% 75.0%

Plan 100.0% 80.0% 100.0% 100.0% 80.0% 100.0% 75.0% 100.0%
Comments:

Other
> 1 Actual 89.8% 87.7% 89.7% 92.5% 89.0% 85.2% 92.2% 91.9% 91.4% 92.3% 91.6% 92.4% 92.7%

Plan

Comments:

 Actual 2 7 3 2

Plan

Comments: Not due to be submitted until end of the month

Cancer Waiting Times - 62 Day 

Screening

Cancer Waiting Times - 62 Day GP 

Referral - reallocation

Cancer Waiting Times - 2 Week Wait

Cancer Waiting Times - 2 Week Wait 

(Breast Symptoms)

Cancelled Patients not offered another 

date within 28 days

Cancer Waiting Times - 62 Day Upgrade

Cancer Waiting Times - 31 Day First 

Treatment

Cancer Waiting Times - 31 Day Surgery

Cancer Waiting Times - 31 Day Drugs

Dementia assessment and referral: 

appropriately assess

Cancer Waiting Tmes - 31 Day 

Radiotherapy

Cancer Waiting Times - 62 Day GP 

Referral
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Unplanned Care
< 5 Actual 4.01 4.39 4.31 4.60 4.54 4.30 4.20 4.30 4.30 4.20 4.20 4.10 4.20

Plan

Comments:

< 4.1 Actual 4.35 4.66 4.57 4.85 4.86 4.64 4.40 4.60 4.60 4.30 4.40 4.30 4.40

Plan

Comments:

< 2.4 Actual 1.80 2.33 2.23 2.63 2.40 2.60 2.80 2.50 2.30 3.10 2.70 2.30 2.20

Plan

Comments:

 Actual 87.0% 91.0% 96.0% 95.0% 94.0% 94.0% 93.0% 95.0% 95.0% 92.0% 93.0% 94.0% 95.0%

Plan

Comments:

 Actual 83.0% 86.0% 91.0% 89.0% 91.4% 93.7% 92.1% 95.2% 94.0% 91.8% 92.5% 93.0% 94.0%

Plan

Comments:

 Actual 268 286 312 282 292 298 289 306 274 266 280 279 295

Plan

Comments:

< 78 Actual 74 75 90 82 81 78 82 84 76 61 73 70 76

Plan

Comments:

< 8.3% Actual 7.1% 7.7% 7.2% 6.9% 7.1% 6.6% 7.2% 7.3% 7.1% 7.6% 6.8% 7.4%

Plan

Comments:

Overall Non-Elective Length of Stay

Efficiency and Flow

Overall Average Length of Stay

Overall Elective Length of Stay

Bed Occupancy Midday

Bed Occupancy Midnight

Number of Stranded Patients (9am 

Position at Month End) - 7+ Days

Number of Super Stranded Patients 

(9am Position at Month End) - 21+ Days

30 day emergency readmissions rate
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Efficiency and Flow

Planned Care
Actual 92.6% 90.5% 91.1% 92.0% 93.3% 92.5% 93.5% 94.0% 94.4% 93.9% 89.3% 92.0% 90.4%

Plan

Comments:

< 8% Actual 7.8% 8.4% 7.8% 7.0% 6.9% 7.3% 8.0% 7.6% 7.8% 8.0% 8.1% 7.0% 7.1%

Plan

Comments:

< 2 Actual 2.0 1.9 2.1 2.1 2.1 2.0 2.0 2.1 2.0 2.0 2.0 2.0 2.1

Plan

Comments:

Actual 75.4% 71.8% 72.9% 74.0% 75.6% 77.7% 77.2% 78.4% 77.8% 77.5% 76.8% 77.8% 75.6%

Plan

Comments:

> 85.2% Actual 87.4% 87.3% 89.4% 88.4% 87.5% 88.9% 88.9% 88.5% 88.3% 88.6% 89.2% 88.8% 88.9%

Plan

Comments:

% of Elective Care Delivered via Day 

Case

Outpatient New to Review Ratio

Outpatient Utilisation Rate

Elective Theatre Utilisation Rate

Outpatient Did Not Attend Rate
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Performance

 0 Trust 0 0 0 0 0 0 1 0 0 0 0 0 0 0

Trajectory

Comments:

 0 Trust 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Trajectory

Comments:

 Trust 102 130 132 136 124 117 138 101 123 100 138 138 125

Trajectory

Comments:

 80 Trust 68 88 91 99 74 79 92 61 83 76 94 98 92

Trajectory

Comments:

 40 Trust 31 40 41 36 48 37 44 36 40 21 43 38 31

Trajectory

Comments:

 0 Trust 2 2 0 0 2 0 0 1 0 1 1 1 1

Trajectory

Comments:

 0 Trust 1 0 0 1 0 1 2 3 0 2 0 1 1

Trajectory

Comments:

0 Trust 5.0 6.4 6.4 6.3 6.3 5.6 6.7 4.9 6.1 4.8 6.1 6.2 6.1

Trajectory

Comments:

 30 Trust 32 19 22 47 40 35 34 37 46 44 40 59 62 75

Trajectory

Comments:

 6 Trust 1 3 3 10 15 9 6 19 9 8 5 3 8 9

Trajectory

Comments:

 0 Trust 1 0 0 0 0 0 0 0 0 0 0 0 0 0

Trajectory

Comments:

Pressure Ulcers Grade 3

Safer

MRSA (hospital acquired)

Full ward closure due to outbreak

Patients Falls - All

Patient Falls - No Harm

Patient Falls - Minor Harm

Patient Falls - Moderate Harm

Patient Falls - Major or Catastrophic Harm

Patient Falls for thousand bed days

Pressure Ulcers (Grade 2 only)

Pressure Ulcers Grade 4
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Safer

# Trust 1.66 1.08 1.22 2.64 2.80 2.10 1.94 2.69 2.71 2.50 2.30 2.57 2.78 2.82

Trajectory

Comments:

 Trust 20 29 8 14 9 10 6 13 7 15 18 18 10 16

Trajectory

Comments:

 95.0% Trust 93.6% 94.3% 92.6% 93.3% 92.6% 93.7% 92.7% 92.8% 92.4% 94.0% 93.3% 94.5% 92.8% 92.0%

Trajectory

Comments:

 0 Trust 10 3 11 5 3 2 5 5 2 2 1 2 1 0

Trajectory

Comments:

 0 Trust 1 0 0 0 0 0 0 0 0 0 0 0 1 0

Trajectory

Comments:

36 Trust 6.0 3.0 1.0 5.0 5.0 4.0 1.0

Trajectory

Comments:

 Trust 54 42 39 40 40 38 18 33 26 36 40 42 45

Trajectory

Comments:

0 Trust 114 114 115 115 115 116 117

Trajectory

Comments:

 100 Trust 109 109 109 109 110 113 115 115 117

Trajectory

Comments:

 95.0% Trust 91.6% 94.1% 90.6% 89.7% 91.0% 92.4% 92.4% 89.8% 91.3% 90.0% 91.8% 91.6% 91.6% 90.6%

Trajectory

Comments:

 95.0% Trust 92.3% 91.8% 92.9% 94.5% 91.7% 94.6% 93.6% 93.5% 94.8% 91.9% 94.4% 94.7% 97.8% 94.9%

Trajectory

Comments:

 TBD Trust 7 2 10 4 6 3 6 5 2 6 5 6 9

Trajectory

Comments:

 TBD Trust 274 345 315 384 297 243 300 210 223 280 268 174 242 271

Trajectory

Comments:

Complaints Received in Month

Pressure Ulcers per thousand bed days 

(acute - non-validated)

Serious Incidents - Raised in Month

VTE %

Catheter Associated UTI

Number of Never Events

Trust Attributed C. Diff

Medical Outliers

SHMI - Rolling 12 Month

HSMR - Rolling 12 Month

Safety Thermometer - Acute

Safety Thermometer - Community

Gram Negative blood stream infections
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oc-19 Nov-19

Performance
 Trust 95.0% 92.3% 91.9% 95.4% 95.0% 97.0% 95.0% 91.0% 94.0% 93.0% 93.0% 96.0% 94.0%

Trajectory

Comments:

 0 Trust 4 0 19 4 36 0 0 0 0 0 0 0 0 0

Trajectory

Comments:

 Trust 87.0% 87.0% 85.0% 89.0% 85.0% 89.0% 89.0% 90.0% 90.0% 90.0% 89.0% 91.0% 89.0%

Trajectory

Comments:

 Trust 84.0% 83.0% 87.0% 84.0% 87.0% 84.0% 85.0% 86.0% 86.0% 87.0% 88.0% 89.0% 88.0%

Trajectory

Comments:

 95.0% Trust 80.5% 74.1% 78.8% 75.9% 73.0% 75.2% 74.7% 73.3% 76.0% 76.2% 78.0% 79.4% 77.0% 76.1%

Trajectory

Comments:

 Trust 6.8% 6.1% 5.1% 4.6% 5.2% 5.7% 8.0% 6.2% 6.5% 6.9% 6.9% 6.4% 6.9% 7.4%

Trajectory

Comments:

 95.0% Trust 80.8% 81.9% 66.7% 84.8% 100.0% 93.1% 88.5% 92.9% 95.6% 88.9% 93.9% 92.4% 91.8% 94.0%

Trajectory

Comments:

 Trust 0.2% 0.2% 0.1% 0.1% 0.2% 0.4% 0.3% 0.6% 1.8% 0.7% 1.7% 1.1% 0.5% 0.8%

Trajectory

Comments:

 95.0% Trust 97.6% 98.2% 97.6% 97.5% 99.3% 99.0% 97.3% 96.8% 97.6% 97.6% 97.9% 98.0% 98.3% 97.9%

Trajectory

Comments:

 Trust 19.0% 19.6% 15.0% 13.6% 16.8% 18.1% 16.5% 23.1% 32.4% 27.6% 31.9% 28.1% 22.2% 24.5%

Trajectory

Comments:

 95.0% Trust 100.0% 96.3% 100.0% 100.0% 100.0% 100.0% 97.3% 98.8% 100.0% 99.0% 99.2% 100.0% 98.8% 98.9%

Trajectory

Comments:

 Trust 22.4% 16.3% 20.6% 16.4% 18.9% 21.4% 23.1% 26.1% 23.6% 27.5% 33.9% 19.5% 27.0% 28.8%

Trajectory

Comments:

FFT - Recommendation Rate - Inpatients

Caring

Hand Hygiene Audit - Nursing

Mixed Sex Accomodation Breaches

Safeguarding Level 1 Training (trust)

Safeguarding Level 2 Training (trust)

FFT - Recommendation Rate - A&E

FFT - Response Rate - A&E

FFT - Recommendation Rate - Outpatients

FFT - Response Rate - Outpatients

FFT - Response Rate - Inpatients

FFT - Recommendation Rate - Maternity

FFT - Response Rate - Maternity
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oc-19 Nov-19

Caring

 95.0% Trust 98.9% 99.2% 100.0% 98.2% 98.2% 99.2% 99.4% 97.2% 98.7% 99.4% 99.4% 97.8% 99.5%

Trajectory

Comments:

 Trust 1.4% 2.0% 1.3% 1.3% 1.4% 3.9% 2.8% 5.0% 5.1% 5.3% 4.9% 3.6% 5.6%

Trajectory

Comments:

FFT - Recommendation Rate - Community

FFT - Response Rate - Community
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Key Performance Indicator Current 

Target

Group by Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Clinical Effectiveness
Trust 93.6% 94.6% 93.6% 90.1% 90.1% 81.1% 86.5%  86.9%  87.0% 87.9%  87.4%  87.2% 85.1%  83.8% 

Trajectory

Comments:

Trust 89.9% 88.3% 88.7% 89.5% 89.5% 86.9% 86.9%  87.4% 87.5% 87.9% 87.6%  86.9%  87.6%  88.7%

Trajectory

Comments:

Trust 100.0% 100.0% 100.0% 100.0% 100.0% 98.0% 97.0%  98.0%  95.0% 96.2%   97.5%  96.2% 96.7%

Trajectory

Comments:

Trust 100.0% 100.0% 100.0% 100.0% 100.0% 82.0% 85.0%  82%  94.0%  85.0%  94.4% 100.0%   100.0% 

Trajectory

Comments:

Trust 81.0% 75.0% 75.0% 75.0% 83.0% 62.0% 85%  82.0% 75.0%  73.9%  81.8% 92.8%  80.0% 

Trajectory

Comments:

Governance

Adherence to NICE guidance (exc. 

Quality Standards)

Documents in compliance within 

document control system

Quality Accounts and National Clinical Audit 

and Patient Outcome Programme (NCAPOP) 

national audits are on target for completion 

within timescales

Quality Accounts and National Clinical Audit 

and Patient Outcome Programme (NCAPOP) 

national audits are on target to have an 

action plan developed and agreed at 

Governance

Following approval at governance, Quality 

Accounts and National Clinical Audit and 

Patient Outcome Programme (NCAPOP) 

national audits are on target to have action 

plans completed
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Key Performance Indicator Current 

Target

Group by Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Governance

Patient Safety
Trust 100.0% 100.0% 100.0% 88.0% 88.0% 88.0% 88.0%  88.0%   88.0%   88.0%    88.0%   88.0%    88.0%      88.0%   

Trajectory

Comments:

Trust 56.3% 43.0% 0.0% 0.0% 17.0% 55.0% 27%   40% 32%   58%  55% 29%   30%  28%

Trajectory

Comments:

Trust 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%  100%  100% 100%   100% 100%   100%  22%  0%

Trajectory

Comments:

Trust 100.0% 60.0% 62.5% 37.0% 56.0% 100.0% 100%   100%  100%  100%  100% 100%  50%   40%

Trajectory

Comments:

Trust 100.0% 93.0% 100.0% 100.0% 80.0% 77.0% 83%  92%  100%  100%   100%  100% 100%  100% 

Trajectory

Comments:

Trust 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100%  100%   100%  100%  100%  100%  100%  100%

Trajectory

Comments:

Patient Safety Alerts to be actioned by 

the specified deadlines

CCG incidents responded to within 20 

working days

SI responded to within the required 12 

week timescale

SI responded to within the re-

negotiated timescale

Duty of candour met in line with Trust 

policy (SIs)

SIs reported to commissioners within 48 

hours of SI being confirmed
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IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Sep-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

Performance
 80.0% Trust 94.8% 99.0% 95.8% 97.2% 96.5% 97.6% 97.6% 96.8% 96.9% 96.1% 96.2% 95.8% 94.9% 96.3%

Trajectory

Comments:

 80.0% Trust 86.4% 97.6% 97.3% 97.8% 99.0% 100.6% 100.9% 100.3% 99.9% 99.3% 99.8% 98.5% 94.2% 95.7%

Trajectory

Comments:

 7.3 Trust 7.9 7.9 7.6 7.6 7.3 7.6 7.5 7.6 7.4 7.7 7.9 7.5 7.7 7.5

Trajectory

Comments:

 Trust 34.5 45.5 34.3 29.4 30.5 33.5 33.5 33.8 32.6 32.9 39.8 45.3 32.6 32.9

Trajectory

Comments:

 0.8% Trust 0.8% 0.9% 0.7% 0.6% 0.6% 0.7% 0.7% 0.7% 0.6% 0.7% 0.8% 0.9% 0.6% 0.6%

Trajectory

Comments:

 Trust 8.0% 6.5% 6.9% 6.5% 6.2% 6.2% 7.0% 7.0% 6.8% 7.2% 6.9% 6.5% 6.4% 6.8%

Trajectory

Comments:

< 15.0% Trust 16.1% 16.9% 15.9% 14.8% 14.0% 14.5% 15.9% 15.5% 14.4% 16.7% 12.5% 13.7% 14.7% 14.1%

Trajectory

Comments:

< 6.0% Trust 11.9% 7.4% 8.4% 8.6% 8.4% 8.6% 9.8% 10.0% 10.3% 10.0% 10.7% 9.5% 8.5% 7.8%

Trajectory

Comments:

< 2.0% Trust 2.9% 3.8% 3.9% 2.5% 1.8% 1.5% 2.3% 2.0% 1.3% 2.0% 1.8% -1.9% -1.2% 3.2%

Trajectory

Comments:

 Trust £2,148 £1,896 £1,928 £1,817 £1,577 £1,085 £1,525 £1,527 £1,411 £1,581 £1,555 £1,483 £1,565 £1,614

Trajectory

Comments:

< 4.1% Trust 4.2% 4.1% 4.0% 4.7% 4.8% 4.4% 4.3% 4.4% 4.7% 4.8% 4.4% 4.6% 5.0%

Trajectory

Comments:

 Trust 8.3% 8.9% 8.4% 8.7% 8.7% 8.8% 8.7% 8.6% 8.3% 8.4% 8.0% 8.5%

Trajectory

Comments:

Total Agency expenditure (£000)

People

Safer Staffing fill rate - Registered Staff

Safer Staffing fill rate - Carer Staff

Care Hours per Patient per Day  

(CHPPD)

Staff Turnover FTE

% Turnover rate

% Vacancy factor

Medical staff vacancy

Nursing staff vacancy - Registered

Nursing staff vacancy - Unregistered

Sickness levels

Proportion of temporary staff

Information Services 14 of 15 People



IPRSep-19Working

Key Performance Indicator Current 

Target

Group by Sep-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19

People

> 85.0% Trust 81.0% 76.0% 77.0% 79.0% 80.0% 80.0% 81.0% 82.0% 83.0% 86.0% 86.0% 86.0% 90.0% 89.0%

Trajectory

Comments:

> 95.0% Trust 76.0% 69.0% 67.0% 72.0% 75.0% 74.0% 75.0% 76.0% 76.0% 81.0% 80.0% 82.0% 81.0% 78.0%

Trajectory

Comments:

% Trust wide mandatory training 

compliance

PADR rate

Information Services 15 of 15 People
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SUBJECT Finance & Performance Committee Highlight Report 
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(IF ANY) - 

EXECUTIVE COMMENT 
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NEED TO BE MADE AWARE OF) 

The attached highlight report summarises the key issues 
presented to, and discussed by, the Finance & 
Performance Committee at its meetings on 30 October 
and 27 November, 2019.

COUNCIL ACTION REQUIRED To note the contents of the report. 
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As the highlights from the F&P Committee for October and November 2019 will not be 
reviewed until the January 2020 meeting of the Council of Governors they contain no 
reference to the financial and performance issues relating to month 07. At the Business 
meeting of the COG January a more up to date position will be shared as part of the agenda. 

 
Highlights from the Finance and performance Committee held on 30th October 2019 

 
OPD Transformation Project  
 

The committee were updated on the OPD transformation project and were encouraged with 
the progress to date. The committee noted the work still to do on this project and the possibility 
of bringing the completion of the project forward following the CQC inspection. The committee 
wanted to flag to the Trust Board that a review of the resourcing of this project is needed to 
ensure the trust can meet the deadlines set 

 
Surgery and Critical Care Attendance  
 

The committee asked the S&CC Division to attend the meeting to update on their progress on 
exiting special measures. The division is running a deficit of (1,069m) at the end of M06 and 
has a full year forecast of (808m). The forecast is based on getting additional income which 
may not be realistic if this causes the system to overtrade which presents a risk.  
 
The committee did not feel assured there was sufficient focus on labour cost reduction, 
implementation of the new anaesthetic rotas and filling vacancies to enable a reduction of the 
labour cost base, which is the key overspend areas. 
 
 A further review following the meeting was to be undertaken to try and focus the division on 
the key deliverables that will make the biggest in year difference and see what additional 
support was required. The performance of this division is critical for the Trust to be able to 
meet the 19/20 control total 
 

Forecasting  
 

The committee felt that there needed to be greater transparency on the forecasting of the year 
end out turn each month to be able to gain sufficient assurance in this area. This in turn would 
require the forecasting model to be made more robust than at present. 

 
5 year Trust Strategy 
 

The committee took receipt of the 5 year Trust strategy prior to the submission to the STP on 
1st November. 
 

Capital Schemes 
 

The committee reviewed and supported the capital schemes for SGH MRI, DPOW CT 
relocatable option and Ward 29 FBC prior to submission to the Trust Board 

  

_______________________________________________________________________________________ 
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Highlights from the Finance and performance Committee held on 27th November 2019 
 
Medicine Division Attendance 
 
Abdi Abalfazl, Divisional Manager; Anne-Marie Hall, Divisional Head of Nursing, Medicine; Darren 
Marshall, Divisional Finance Manager attended the meeting  for the purpose of giving assurance 
on the forecast outturn financial position which was showing a significant deterioration in 
performance and the associated recovery actions being taken. The month 07 position was showing 
a forecast year end deficit of £1.78m against a year to date performance of being ahead of plan by 
423k. The division’s recovery plan was tabled and talked through in some detail. If fully 
implemented would achieve a 1.74m recovery leaving a gap of 47k at the year end. The committee 
felt that the Division presented well and that it gained a level of assurance that there was a plan in 
place to address the forecast outturn position. 
 
As part of the briefing Anne-Marie Hall highlighted the real pressure being experienced on the 
medical wards at that time. Nursing staffing difficulties were being experiences across the 
directorate with high levels of vacancies and high sickness levels. Along with this the committee 
were informed that there was also increased pressure on the wards due to increased patient acuity 
and case mix, increase in patients with mental health issues that required  one on one care along 
with increased urgent and emergency care demand. The division gave assurance that they were 
managing the situation currently but things were extremely difficult. 
 
The committee fully appreciated the hard work the division were putting in to cope with the 
demands on them and wanted to ensure the Trust Board were sighted on the concerns. 
 
Workforce Resource Centre 
 
The committee received an update report on the progress to date of the workforce resource centre 
which detailed the benefits of the WRC, transformational projects planned, financial implications, 
progress to date and next steps. 
   
A senior manager has been appointed to develop and establish the WRC with reporting structure, 
project structure terms of reference and board meetings arranged. In the next update there will be 
draft KPI’s included for 20/21 to demonstrate a return on investment made. A key enabler to the 
work being carried out is the colocation of the team where a solution is still being sought. 
 
It was agreed that after the next update to the committee the review of the WRC will transfer to the 
Workforce Committee to be reviewed due to the level of workforce related items being moved 
forward. The agreed KPI’s will be managed through the improvement team via the CIP reporting 
structure. 
 
The committee also took receipt and discussed the following papers 
 

• Trust 5 year strategy  prior to final agreement at the December Trust Board 
• DPOW MRI Business case prior to being submitted to the December Trust Board  for 

approval so MRI building works can commence 
• Significant balance sheet variances from quarter 2 
• Update on the Trust’s revenue loans 
 

 
Linda Jackson 
Acting Trust Chair / Chair of Finance & Performance Committee 
 
 
_______________________________________________________________________________________ 
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DATE   

14 January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Jim Hayburn, Interim Director of Finance 
 

 
CONTACT OFFICER 

 
Matt Clements, Assistant Director of Finance, 
Management Accounts 
  

SUBJECT 
 

 
Finance Overview – Month 8 position 

 
BACKGROUND DOCUMENT 
(IF ANY) 

 
 
- 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 
The report outlines the reported financial position at M08 
of the 2019/20 reporting period.  
 

 
COUNCIL ACTION REQUIRED 

 
To note the contents of the report 

 



Finance Report Month 8  

November - 2019/20 
 



Executive Summary Month 8 2019/20 
• The Trust’s financial position was £56k favourable in the month of November against its NHSI plan, and £173k favourable 

year-to-date.  
• The trust is considerably over-performing on its income targets. This is primarily as a result of an increase in activity - non-

elective, outpatients, A&E and direct access. In addition the acuity of patients is increasing, resulting in additional costs 
within the Trust e.g. the number of 1:1 nursing requirements. This additional income will be key if the Trust is to deliver its 
control total. 

• PSF, MRET and FRF funding of £14.9m is deemed to have been achieved year-to-date. Cash payments are made quarterly in 
arrears dependent on year-to-date financial performance compared to plan.  

• Cash management remains extremely difficult. The Trust remains reliant on central cash support. A bid for a working capital 
loan has been drafted. 

• The trust is planning to deliver its control total. It still faces a challenging end to the financial year, with efforts being 
focussed on reducing expenditure. 
 

The key variances in the month are described below:   
• Income was £1.3m above plan, of which clinical income was £1.2m above plan mostly due to non-elective, outpatient and 

A&E activity. The over-performance trend on non-elective, day cases and outpatients from previous months is continuing. 
• Pay continues to be an issue (£0.98m overspent). Medical staffing was £0.3m overspent, mainly due to medical and surgical 

agency costs covering vacancies and sickness. Nursing staffing was £0.41m overspent due to unbudgeted additional A&E 
shifts and escalation beds, and additional nursing WTE on wards not yet offset by efficiencies identified in September’s 
nursing paper. Total nursing spend was £0.29m higher than prior month averages. There was also a £0.26m overspend on 
other staff due to unidentified CIP in the Medicine and Women and Children divisions.  

• Non-Pay was £0.47m overspent. Clinical non-pay was £0.2m overspent due to clinical supplies and services mainly across 
Surgery, Medicine and Clinical Support. Other non-pay was £0.26m overspent, primarily because of £0.2m overspends on 
external diagnostic services.  

• CIPs were £76k below plan in month, predominantly due to access and flow (theatre/outpatient productivity, length of stay), 
procurement and unidentified schemes. Fortnightly meetings are occurring with all divisions to ensure the full delivery of 
the £20m plus £2m target. 
 

 



Income & Expenditure to 30th November 2019 
Income & Expenditure Annual 

Plan Plan Actual Variance Plan Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000 £'000

Clinical Income 331,625 27,575 28,783 1,209 221,218 224,937 3,719
Other Income 34,435 2,870 3,007 138 22,957 23,952 995
Total Operating Income 366,060 30,444 31,790 1,346 244,175 248,889 4,714

Clinical Pay (215,441) (17,817) (18,358) (540) (143,609) (147,485) (3,876)
Other Pay (58,732) (4,878) (5,318) (441) (39,156) (40,442) (1,286)
Total Pay (274,173) (22,695) (23,676) (981) (182,765) (187,926) (5,161)

Clinical Non Pay (64,898) (5,711) (5,916) (205) (43,612) (43,908) (296)
Other Non Pay (60,419) (5,075) (5,339) (264) (40,119) (39,926) 193
Total Non Pay (125,317) (10,786) (11,255) (469) (83,731) (83,834) (103)
Operating Expenditure (399,490) (33,481) (34,931) (1,450) (266,496) (271,760) (5,264)

EBITDA (33,431) (3,037) (3,141) (104) (22,320) (22,871) (551)
Depreciation - Purchased Assets (10,462) (886) (738) 148 (6,846) (5,937) 910
Depreciation - Donated Assets (307) (27) (22) 4 (203) (175) 28
Depreciation - Assets Under Finance Leases (48) (4) (1) 3 (32) (11) 21
Interest Expenses (7,270) (610) (621) (11) (4,765) (4,887) (122)
Other Financing Costs (14) (1) (1) (0) (9) (9) (0)
Gains/(Losses) On Asset Disposal (36) (3) 3 6 (24) 2 26
Dividend 0 0 0 0 0 0 0
Interest Receivable 136 12 17 5 90 119 29
Total Post EBITDA Items (18,002) (1,520) (1,364) 156 (11,790) (10,898) 892
Remove Capital Donated I&E Impact 207 18 22 4 136 (31) (168)
I&E Surplus/ (Deficit) excluding PSF/MRET and FRF (51,225) (4,538) (4,482) 56 (33,974) (33,801) 173

PSF/MRET and FRF 26,042 2,519 2,519 0 14,861 14,861 0
I&E Surplus/ (Deficit) including PSF/MRET and FRF (25,183) (2,019) (1,963) 56 (19,113) (18,940) 173
Remove impact of prior year PSF post accounts reallocation (234) 0 0 0 (234) (234) 0
NHSi Control Total (25,417) (2,019) (1,963) 56 (19,347) (19,174) 173

Current Month Year to Date



Division & Corporate Function Positions 

Income

Expenditure 
(Pay + Non-pay 

+ EBITDA) Total Budget Actual Variance Budget Actual Variance Budget Actual Variance
£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

CLINICAL DIVISIONS
Surgery & Critical Care 90,326 (75,796) 14,530 60,424 60,973 549 (50,637) (52,665) (2,028) 9,787 8,308 (1,479)
Medicine 134,921 (100,969) 33,953 89,835 92,461 2,625 (68,088) (69,579) (1,491) 21,747 22,881 1,134
Women & Childrens Services 43,155 (36,577) 6,577 28,620 29,748 1,128 (24,475) (25,253) (778) 4,145 4,495 350
Therapy & Community Services 28,874 (29,086) (212) 19,250 19,300 49 (19,453) (20,215) (762) (203) (915) (713)
Clinical Support Services 45,331 (66,891) (21,560) 30,315 31,350 1,035 (44,881) (46,044) (1,163) (14,566) (14,695) (128)

CORPORATE FUNCTIONS
Trust Management 10 (2,705) (2,695) 10 10 0 (1,957) (2,099) (143) (1,947) (2,089) (143)
Medical Directors Office 90 (6,024) (5,933) 60 52 (8) (4,138) (4,100) 38 (4,078) (4,048) 29
Chief Nurses Office 679 (4,809) (4,130) 455 386 (69) (3,258) (3,014) 244 (2,803) (2,628) 175
Strategy & Planning 219 (9,650) (9,432) 137 174 37 (6,444) (6,264) 180 (6,307) (6,090) 217
People & Organisational Effectiveness 371 (4,483) (4,112) 345 349 4 (3,096) (3,082) 13 (2,750) (2,733) 17
Directorate of Finance 169 (4,577) (4,409) 113 110 (3) (3,083) (3,029) 54 (2,970) (2,919) 51
Operations Directorate 0 (5,482) (5,482) 0 5 5 (3,637) (3,598) 40 (3,637) (3,593) 45
Estates and Facilities 4,586 (31,242) (26,656) 3,050 3,230 180 (20,754) (20,554) 200 (17,704) (17,324) 380

Central Income 16,189 16,189 11,186 9,033 (2,153) 0 11,186 9,033 (2,153)
Corporate & Capital Charges 1,960 (36,335) (34,375) 1,382 1,709 327 (23,967) (23,161) 805 (22,584) (21,452) 1,132
Budget Phasing Variances to NHSI Plan (819) (2,866) (3,685) (1,009) 1,009 (418) 418 (1,426) 1,426

Total 366,060 (417,492) (51,432) 244,175 248,889 4,714 (278,286) (282,658) (4,372) (34,111) (33,769) 342

Remove Capital Donated I&E Impact (100) 307 207 (67) (206) (139) 203 175 (28) 136 (31) (168)
PSF/MRET and FRF 26,042 26,042 14,861 14,861 0 0 14,861 14,861 0
Remove impact of prior year PSF (234) (234) (234) (234) 0 0 (234) (234) 0

NHSI Control Total 391,768 (417,185) (25,417) 258,735 263,310 4,575 (278,083) (282,483) (4,400) (19,347) (19,174) 173

YEAR-TO-DATE

Annual Budget INCOME
Expenditure 

(Pay + Non-pay + EBITDA) NET POSITION



Clinical Income to 30th November 2019 
INCOME

Annual Plan 
£'000 Plan £'000 Actual £'000 Var £'000 Plan £'000 Actual £'000 Var £'000 Comments

Elective 16,842 1,434 1,504 70 11,591 11,547 (44)
Underperformances in Trauma & Orthopaedics (£248k) and Cardiology (£191k), mitigated 
by over performances in Colorectal Surgery £172k and Gynaecology £246k

Day Cases 26,385 2,182 2,380 198 17,661 18,944 1,283

Expected over performance is showing on Pain Management £202k due to non recurrent 
demand.  Underperformance on Ophthalmology (£747k), mitigated by over performances in 
Cardiology £536k, Colorectal Surgery £393k, Oral Surgery £223k, Urology £183k, 
Gastroenterology £160k and Upper GI £356k.

Non Elective 98,062 8,117 9,748 1,631 65,136 68,247 3,111

Underperformances on General Surgery (£315k), Cardiology (£174k) and Urology (£219k) 
mitigated by over performances on General Medicine £964k, Respiratory Medicine £1,320k, 
Gastroenterology £283k, Upper GI Surg £144k, Oncology £193k, Paediatrics £272k, Trauma 
& Orthopaedics £180k and Obstetrics £353k.

Ambulatory Assessments 2,301 192 233 41 1,534 1,443 (91) Underperformance is due to Ambulatory unit at SGH (£119k)

Outpatients 39,409 3,260 3,513 253 26,378 28,105 1,727
Outpatients are over performing in most areas, the exceptions to this are Clinical 
Haematology (£69k) and Cardiology (£117k)

A&E 22,358 1,745 1,996 251 15,212 15,596 384
Seasonal profil ing has weighted planned activity into earlier months, contrary to 2018/19 
trends.  Therefore, the previous adverse variance is beginning to reverse as the year 
progresses.  Over performance is due to both sites DPOW £141k and SGH £120k

Critical Care 17,018 1,408 1,345 (63) 11,301 10,975 (326)
Adult critical care underperformance (£605k) mitigated by over performance in Paeds 
critical care of £279k

Direct Access 38,559 3,190 3,312 122 25,805 27,039 1,234
Mainly related to Pathology over performance, £1,289 with a corresponding reduction in the 
block reprice value.  Audiology showing underperformance of (£23k)

High Cost Drugs & Devices 25,455 2,110 1,932 (178) 17,020 16,847 (173)
Underperformances for Hep C and high cost drugs mitigated by overperformances in high 
cost devices and cancer drug fund income

Maternity Pathways 8,127 677 639 (38) 5,418 5,349 (69) In the main, due to underperformance in maternity antenatal pathways

Other 26,011 2,171 2,074 (97) 17,354 16,739 (615)
  Reduction to Pathology repricing (£415k), 1819 freeze reconcil iation (£612k), mitigated by 
£303k pay award funding  

CIP 5,238 590 (360) (950) 2,879 778 (2,101)   (£1,546K) due to NHSI plan CIP profil ing and (£556k) due to additional systems savings. 

CQUIN 3,557 294 268 (26) 2,380 2,022 (358)
 CQUIN has been reduced to take account of the year to date under-achievement for 
associate CCGs 

Private Patient 1,090 97 148 51 733 666 (67)   Plan for both private patients and overseas visitors set too high.    

Other Clinical Income 1,213 108 51 (57) 816 640 (176)  Reduction in new claims and increase withdrawals during September 

TOTAL 331,625 27,575 28,783 1,209 221,218 224,937 3,719

CURRENT MONTH YEAR TO DATE



Temporary Staffing Costs 
Temporary Staffing (Locum, Bank & Agency):   
• Expenditure on temporary staffing for the month of November totalled 

£3.57m, which represents an decrease of £79K from the levels seen in October 
(£3.65m). 

• Agency spend was £1.51m in November, compared to £1.53m in October. 
Nursing in-month spend decreased by £20k to £598k, though it was still £11k 
higher than monthly YTD averages. Medical spend decreased by £5k to £823k. 

• Locum expenditure decreased by £81K in November to £1.06m. The decrease 
was due to lower spend on locum consultants. 

• Bank spend increased by £29k to £1.01m in November, compared to a monthly 
average spend of £935k April to October. The increase was mainly due to both 
qualified nursing bank spend (£38k higher versus April-October monthly 
averages) and unqualified nursing bank spend (£37k higher versus April-
October monthly averages). 

 



Capital & Cash 
Capital Programme 2019/20 

 
• Capital spend at 30th November was £1.58m behind plan. 
• IM&T and Facilities are now in line with plan. 
• Equipment spend continues to be behind plan, orders have been 

placed, we are waiting delivery. 
• Contracts have now been awarded for Ward 29 at SGH and the 

tenders for the MRI scheme at DPOW are due back early December. 
• The Trust received funding of £1m for UEC, orders have been placed 

for the £1m, £0.53m of equipment have arrived on site. 
• Donated capital spend is  above it’s full year target. 

Cash 
 

• The cash balance at 30th November was  £11.06m, an in month 
increase of £1.34m. 

• The cash balance is to support payments to be made in December 
and slippage in the capital plan. 

• The Trust also received quarter 2 FRF funding. 
• The draw down request for December has been agreed by NHSi 

and DHSC, this is for deficit funding  only. 

NHSI Plan YTD Plan YTD Actual YTD Variance
£mil £mil £mil £mil

Major Schemes

Major Equipment Replacement 1.95 0.45 0.52 0.07
DPoW Reconfiguration Programme 0.66 0.66 0.42 (0.23)
SGH & GDH Reconfiguration Programme 2.17 2.05 0.14 (1.91)
UEC £1m central funding 0.00 0.00 0.53 0.53
Planning and Feasibility Fees 0.06 0.03 0.00 (0.03)

Facilities Maintenance Programme 1.84 1.35 1.38 0.03
IM&T Programme 1.92 1.44 1.41 (0.02)
Equipment Renewal Programme 1.54 1.29 1.00 (0.29)

Discretionary Funding 0.00 0.00 0.00 0.00

Donated 0.10 0.05 0.31 0.26

Capital Programme Total 10.24 7.31 5.73 (1.58)



Balance Sheet as at 30th November 2019 

• Debtors has reduced this month, £5.88m of the balances relates to PSF and FRF income due for 2019/20.  
• Stock has reduced by £0.27m during November, £0.19m of this relates to pathology stock. 
• Revenue creditors and accruals in total have reduced by £0.5m in month. 
• The reduction in deferred income is the release of November’s MRET funding. 
• The Trust has made capital loan repayments due November of £0.66m therefore reducing the loan balance less than 

1 year. The loan balances also include the interest accrual £1.76m.  

Last Month This Month Year end Plan Variance From 
Plan

£mil £mil £mil £mil
Total Fixed Assets 173.11 173.45 176.21 (3.57)

Stocks & WIP 3.46 3.19 2.88 0.31
Debtors  26.15 24.98 16.45 8.66
Prepayments 6.01 6.04 3.33 (0.03)
Cash 9.73 11.06 1.90 9.17
Total Current Assets 45.34 45.27 24.56 18.10
Creditors : Revenue 31.03 32.45 26.28 4.03
Creditors : Capital 2.16 2.54 1.70 (0.04)
Accruals 14.62 12.71 11.97 (0.58)
Deferred Income 1.02 0.71 0.22 0.50
Finance Lease Obligations 0.00 0.00 0.00 (0.01)
Loans < 1 year 16.58 15.86 28.57 1.76
Provisions 0.75 0.76 1.24 (0.01)
Total Current Liabilities 66.16 65.03 69.98 5.65

Net Current Assets/(Liabilities) (20.82) (19.76) (45.42) 12.46

Debtors Due > 1 Year 0.00 0.00 0.00 0.00
Creditors Due > 1 Year 0.00 0.00 0.00 0.00
Loans > 1 Year 196.62 200.01 184.54 8.17
Finance Lease Obligations > 1 Year 0.01 0.01 0.00 0.01
Provisions - Non Current 4.47 4.47 3.56 0.34
TOTAL ASSETS/(LIABILITIES) (48.82) (50.80) (57.31) 0.36
TOTAL CAPITAL & RESERVES (48.82) (50.80) (57.31) 0.36



Cost Improvement Plans 



Cost Improvement Plans 



Risks 
• Cost Drift/Developments – This continues to be the most significant risk given the previous year`s performance. The level of cases has 

reduced following  the introduction of the Business Case Review Group. There are some potentially significant costs pressures. ward 
staffing, medical winter pressures and consultant tax issues from the pension scheme, in addition to a number of smaller pressures. 
 

• CIPs – The level of CIP continues to be challenging for the Trust given it`s previous year`s achievements. There is still a shortfall in the 
level of schemes required to achieve the £20m plus £2m, but divisions are continuing to fill the gaps in the schedules. The overall 
programme is ahead of target YTD. 
 

• Estate – The Estate is a major risk. This is not just from the costs of repair but particularly from the loss of capacity. Estates continue to 
carefully manage the position but there remain significant problems that could emerge at any time.    
 

• Impairments - the current forecast excludes any asset revaluation impacts (impairments or impairment reversals); these are also 
excluded when comparing performance to control totals. There is a planned revaluation on 31st March 2020, with a valuation review 
commencing in January.  

 
• Income – the Trust remains committed to delivering the system control total and is working with the CCGs to confirm income levels for 

the Trust. 
 
• Specific Budgets – The specific budget currently causing concern is Surgery. As a consequence it was put into Internal special measures 

to improve its financial position. There is a smaller problem in the Community budget. 
 

• MSF/PSF – Not delivering the agreed control total of £25.4m deficit, will mean the loss of part of the £22.1m of MSF/PSF. Part of this 
funding has been obtained  for the first two quarters, thus mitigating the overall risk.  The risks to non achievement lie in many of the 
above risks not being mitigated.  The plan is, set  very tight in order to achieve the Control Total and thus there is little to compensate if 
plans deviate adversely.  
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Dr Kate Wood 

 
SUBJECT 

 
Quality & Safety Committee Highlight Report for 
December 2019 

  

BACKGROUND DOCUMENT 
(IF ANY) 

 
 Monthly Mortality Report – December 2019 

 Serious Paediatric Incidents at SGH – Assurance Report 

 Surgery and Critical Care Assurance Report (Nov 2019) 

 Integrated Performance Report (IPR) – Quality Priority 
Focus (Dec 2019) 

 Patient Safety Strategy – Version 1 

 
 EXECUTIVE COMMENT 

(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 

1. Summary Hospital-level Mortality Indicator (SHMI) and Board 
Assurance Framework (BAF) Risk Rating – in depth review of 
current position and amendments to Draft Mortality Strategy 
to reflect findings. 

2. Assurance regarding care of children in Emergency 
Departments – update on actions being put in place and 
arrangements for review. 

3. Surgical and Critical Care Update to Committee – Noting 
actions, evidence of improvement and agreed future review 
dates. 

4. Quality Priorities for 2020 – Agreed priorities and 
recommendation to Trust Board to endorse. 

5. Patient Safety Strategy – approved by QSC on behalf of 
Trust Board. 

 
.  

COUNCIL ACTION REQUIRED 

The COG is asked to: 

 note matters arising from the  Q&S Committee that 
have been escalated to Trust Board to note or for 
endorsement and determine any actions for COG. 

 
. 

 

 

 

 

 



 
Quality & Safety Committee - Public 

 
Council of Governors Highlight Report and Board Challenge - December 2019 

 

Report for Council of Governors   

Meeting  on: 

Tuesday 14th January 2020 

 

Report From: Sandra Hills, NED Quality & Safety Committee Meeting on Friday 20th 
December  2019 

 

The Quality and Safety Assurance Committee wish to highlight the following: 

6. Summary Hospital-level Mortality Indicator (SHMI) and Board Assurance Framework 
(BAF) Risk Rating 

The committee discussed in detail the Trust’s deteriorating SHMI (119) for the period of May 2018 
to June 2019. Dr Kate Wood reported that detailed interrogation of the SHMI has identified the 
following key drivers: 

 Significant disparity between the observed deaths and the ‘expected’ death. From 
retrospective validation of recent deaths and other data (i.e. NEL Public Health review) the 
recording and coding of the patient’s primary diagnosis and key morbidities (Charleson 
index) is not fully capturing and representing the patient’s risk factors leading to an inflated 
SHMI Score calculation (observed vs statistically calculated ‘expected’ deaths). 

 The Trust’s recording of risk factors has remained static when compared to other Trust’s 
whose SHMI scores have improved significantly. As other Trusts have improved the 
accuracy of recording and coding of key Charlson co-morbidities that form the basis of 
calculated risk factors, the Trust’s static performance has resulted in a gradual 
deterioration in the SHMI indicators as other Trusts improve. 

 From recent validation reviews in some instances, the primary diagnosis as documented or 
coded has reflected the management of symptoms as the primary condition being treated 
and has not fully captured the underlying condition being treated, again resulting in a lower 
recording of risk than would be appropriate to the underlying condition. 

 Whilst not affecting SHMI, an adverse indicator for the Hospital Standardised Mortality 
Ratios(HSMR) is a lower rate of palliative care coding, due to the different levels of 
consultant led specialist palliative care arrangements across the two sites. 

In addition: 

 The Trust’s increasing SHMI score driven by the disparity in ‘expected’ deaths, has 
resulted in the Trust receiving a new Dr Foster Unit outlier alert for ‘liver disease – alcohol 
related’.  There is a risk of further external to the Trust identified outlier alerts also linked to 
the disparity in the recording of risk factors which calculates the ‘expected’ deaths used as 
the denominator for the SHMI calculation. The Trust has identified a number of outlier 
alerts which will be shared with divisions to enable relevant investigative actions to be 
considered and taken to review quality and coding depth. 

 The Trust’s crude mortality, whilst raised above peer and UK average, has remained 
beneath the mean average, currently at 1.42%. Crude mortality at each site illustrates 
expected peaks during winter. 

 Key themes emerging from ‘learning from death’ reviews during Q1 and Q2 have related 
predominantly to a lack of advanced planning for patients nearing end of life and some 
potentially avoidable hospital admissions. 

 

 

The committee noted the Draft Mortality Improvement Strategy which outlines a comprehensive 
approach within the Trust to improvement of the Trust’s position. Dr Kate Wood advised that End 
of Life (EoL) care and Coding with an emphasis on the coding of of key Charlson co-morbidities 
have been added to the strategy. Dr Colin Farhquarson is leading the working on the coding of co-



morbidities and the EoL teams have now been transferred to the Community and Therapies 
Division.  In addition to ensure focus Kate now Chairs the Mortality Improvement Group and Peter 
Reading CEO attends all meetings. 

The committee concluded that Mortality should be a standing item for Q&S until such time 
as evidence of improvements in SHMI have been secured.  The BAF risk rating should be 
amended from a score of 15 to 20 to reflect the current position and should be expanded to 
include End of Life.  

 

7. Assurance regarding care of children in Emergency Departments 

The Committee received a report on the progress with actions to address concerns regarding 
paediatric patient safety in the Emergency Department following two serious incidents. While 
some progress was noted, concern was expressed about the pace in regard to training. The paper 
will be updated for Trust Board and a further update  brought to Quality and Safety Committee in 
February 2020. 
 
The committee acknowledged the changes made and support the actions. 

 

8. Surgical and Critical Care Update to Committee 

Points highlighted included: 

 Success in a recent bid for capital for supporting equipment to enable flow (e.g. chairs for 
ambulatory care, bladder scanners, ENT room for DPoW, Urology equipment. 

 Colorectal Cancer position continues to be challenging, improvements have been made 
but a significant increase in 2 ww referrals have resulted in a worsening position.   

 Ophthalmology – an update on the additional capacity that has been secured by the trust 
to address the current deficits in provision.  This includes improved utilisation of Goole 
Ophthalmology theatres to provide for an extra 100 cases being treated per month and 
additional capacity from the independent sector to support first and follow up 
appointments. 

 

The committee noted the updates and progress to date but indicated they wish to see more 
pace within the work to address the Colorectal and Ophthalmology position.  The 
committee has scheduled a further review of Colorectal for its March meeting.  

 

9. Quality Priorities for 2020 

The Quality & Safety Committee considered the proposal for the Quality Priorities for 2020 to 
2021, which had been consulted internally and discussed with Commissioners at the Quality 
Review Meeting. The following priorities were agreed: 

- Patient Experience and Waiting Lists (to include the timeliness of complaint responses) 
- Mortality & End of Life (including the deteriorating patient / sepsis) 
- Improved Management of Diabetes 
- Improved Patient Experience and Effectiveness of Cancer Pathways 
- Improved Quality and Timeliness of safe flow and discharge 

The committee decided to pause the priority on Medication Safety to allow a baseline to be 
established on data on EPMA for a more effective improvement trajectory the following year.  
The committee considered that there was currently insufficient information on the issue of Mental 
Health in the organisation to pursue as a priority at this juncture, but asked for a report on the 
issue to better understand the issues and concerns. 
The committee welcomed the proposed work on embedding learning, recognising that the work 
would proceed regardless, and that given the lack of measurable KPIs, this was not suitable as a 
Quality Priority for the organisation. 
 
The committee recommend Trust Board approval of the proposed quality priorities agreed 
at Quality and Safety Committee.   

 

10. Patient Safety Strategy 

The committee received and considered the Patient Safety Strategy.   



The committee approved the strategy on behalf of the Trust Board. 

 

 

 

Items to  

 

 

 

 

 

 

 

 

 

 

 

Action Required by the Council of Governors: 

 
The Council of Governors is asked to note issues arising from the Quality & Safety Committee and 
agree  any required actions as indicated.  
 

 
Name: Sandra Hills, Non-Executive Director,  Chair of Quality & Safety Committee 
   

 
Date:  31st December 2019 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

 

 

CoG (01/20) Item 6.1 
 
 

 
DATE    14th January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Quality Review Group 
 

 
CONTACT OFFICER 

 
Robert Pickersgill 
 
 

 
SUBJECT 

 
Quality Review Group Highlight Report 
 

 

BACKGROUND DOCUMENT 
(IF ANY) 

 
N/A 
 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 

 
COUNCIL ACTION REQUIRED 

 
Governors to note report 
 

 

 

 



 
 

COUNCIL OF GOVERNORS 

SUB-COMMITTEE REPORT FOR QUALITY REVIEW GROUP  

Report for Council of Governors Meeting on: 14th January 2020 

Report From: Quality Review Group 
Rob Pickersgill 

Progress Report: 

QRG Highlight Report 6th November 2019  
 

15 Steps Ward Assurance Process – Cumulative Reporting and Monitoring 
The Group continued to be pleased with the introduction and progression of the 15 steps system and 
asked whether reporting mechanisms could now be developed to show activity to date and evidence of 
improvement where required. The Assistant Director of Nursing agreed that this should be possible as 
relevant data accumulated, and the QRG Chair would arrange to meet her to discuss the development of 
reporting for Governors in this area. 
 

Action Log - Community Nursing  
The Group noted that copies of the Community Nursing report, presented verbally to the Group on 
August 7th 2019 by Jenny Hinchliffe, Divisional Head of Nursing, Community and Therapies, had still not 
been circulated. 
 

Action Log – Activity by Site  
Governors continued to seek information on activity and KPI performance by site but reporting had been 
slow to develop, apart from a “one off” report on activity at Goole District Hospital provided by Tony 
Bramley to the August 7th QRG.  Members of the Group were grateful to Sandra Hills for agreeing to 
progress KPI and activity reporting on a site-by-site basis for QSC and Governors.    
 

Quarterly Benchmarking Report. 
Poor RTT and cancer waiting times continued to overshadow other indicators, although the Group noted 
that capital bids for 3 MRI scanners and 1 CT scanner had recently been successful.  Deterioration of the 
KPI for cancer 2 week waits had been exacerbated by involvement with HRI, where the KPI was no better 
than NLaG’s. 
 

RTT by Clinical Speciality 
Members of the Group were aware that the QSC was investigating RTT root causes and asked whether 
reporting by Clinical Speciality could be developed and provided for the Group to consider. Mrs Hills 
informed the Group that this was already being progressed within QSC. 
Integrated Performance Report 
The Group questioned the use of proxy data for end of life admissions. Mrs Hills advised that alternatives 
were being considered by the Trust.   
Electronic Prescribing Medicines Administration (EPMA) 
Following discussion as an agenda item, in view of the significance and potential of this initiative, the 
Group agreed to ask Membership Office to include EPMA in a future Governor and NED briefing session. 
QSC Update 
Members of the Group were grateful to Mrs Hills for an update on Quality areas under consideration by 
QSC including Mortality, progression to 7 day services and the Clinical Negligence scheme.    
QRG 2020 Meeting Dates 
To be circulated asap. 
 

 

Action Required by the Council of Governors: 

To note the report. 

 



 

                         

 

 

 

 

CoG (01/20) Item 6.2 
 
 

 
DATE  14th January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Membership and Patient Engagement Group (MPEG) 

 
CONTACT OFFICER 

 
Jeremy Baskett, Group Chair 
 
 

 
SUBJECT 

 
Membership and Patient Engagement Group 
Highlight Report  
 

 

BACKGROUND DOCUMENT 
(IF ANY) 

 
N/A 
 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 

 

 

 
COUNCIL ACTION REQUIRED 

 
Governors to note report. 

 
 
 

 



Page 2 of 3 

 
 

COUNCIL OF GOVERNORS  
SUB-COMMITTEE REPORT FOR STEERING GROUP 

 

Report for Council of Governors Meeting on: 14th  January 2020 

Report From: Jeremy Baskett, Group Chair 

Membership & Patient Engagement Group                                
Membership Report 

 Membership team recruited 172 new members following recruitment at school career 
events. 

 
Membership Trends Report 

 The Membership Team have increased membership by over 1,000 members during the last 
year due to recruiting at careers events.   
 

Membership Champion Volunteer Role 

 Mrs Hurley liaising with Mrs Jolie Dobbs, Voluntary manager in order to recruit a volunteer 
to support the membership team at engagement/recruitment events.  An excellent 
opportunity for the post holder to gain experience in events management, engagement and 
find out more about the NHS etc.   

     
Engagement Events 

 The Trust continues to partnership work with North East Lincolnshire Clinical 
Commissioning Group (CCG) on joint engagement events, and work is ongoing to 
potentially such events with East Riding and North Lincolnshire CCGs.    

 
Engagement Support for Governors  

 An adaptable presentation was circulated for consideration, which could be utilised by 
Governors when engaging with their constituents and discharging this statutory duty.  Slides 
could be removed as necessary to suit the intended audience and the Membership Team 
could assist with modifying the presentation and producing printed handouts if required.   
 
An article had been published for the Staff and Members’ magazine by Mr Reekie asking if 
‘groups’ would like governors to visit them, in an aim to address hard to reach communities 
or specialist groups etc.  
 
It was agreed that it would be helpful for a projector to be made available from the 
Membership Office for Governors wishing to deliver the slides as a presentation.  

 
Amendments To Friends And Family Test (FFT)) 

 Mrs Loughborough provided an overview of the changes that NHS England have made to 
the FFT and outlined what this meant for the Trust.   The FFT now had simplified questions 
and a scoring system in response to public consultation, the deadline date had been 
removed and the barometer had been simplified.   

 
Members’ Portal Overview And Update - Reporting, Querying, Database Management 

 An overview of the Membership report was presented highlighting there were no areas of 
concern and confirming the Trust was achieving the target for representative Membership. 

 It was reported that e-mails sent to governors containing intranet links could not be 
accessed by Governors.  Mrs Hurley continues to try to secure sponsorship for IT 
equipment for Governor use, and encouraged Governors to utilise their NHS e-mail address 
which can help to address these issues. 

 
Staff And Members’ Magazine 

 Mrs Webster provided an overview on the new design of the magazine and positive 
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feedback received, and confirmed she had worked with Mrs Hurley to produce Governor 
articles for the next magazine.  Please would governors kindly complete the magazine 
article and photo template. 

 
Humber Acute Services Review (HASR) Engagement/Consultation Next Steps 

 It was reported workshops had been held throughout October and November encouraging 
views to be shared, and local General Practitioners (GPs) present had discussed the issues 
and options. The review had approximately 1,600 options at present which would need 
narrowing down to 3 or 4 options by early February 2020.  Governors continued to receive 
updates from the Membership Office and website links in their weekly Governor updates. 
 

Goole Drop In Sessions        

 Mr Burndred suggested moving the Goole Governor Drop In sessions to the ‘Men in Sheds’ 
venue from Goole Hospital due to poor attendance.  It was agreed to trial this with e-mails to 
members, posters and an article in the Staff and Members’ magazine to advertise these 
changes.   

 

Action Required by the Council of Governors: 

To note the report. 

 
  

 



CoG (01/20) Item 6.3.1 

DATE  14th January 2020 

REPORT FOR Council of Governors 

REPORT FROM Dr Kate Wood, Medical Director 

CONTACT OFFICER Jeremy Daws, Head of Quality Assurance 

SUBJECT Monthly Mortality Report 

BACKGROUND DOCUMENT 
(IF ANY) 

None 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

The Trust’s SHMI has reduced slightly to 118 for the 
period of August 2018 - July 2019. The Trust’s HSMR 
score is 117 for the same period. 
For a more detailed summary of key points – see page 1 
and 2 of the attached report.  
Key drivers: 

• Disparity between the observed deaths and the
‘expected’ deaths.

• The Trust’s recording of risk factors has remained
static when compared to a local peer comparator.

• Work is underway to clinically validate coded
details and, where needed, retrospectively clarify
clinical documentation.

COUNCIL ACTION REQUIRED Note the contents of the report. 



 

  

Item 7.1 

 
DATE OF MEETING 

 
10 January 2020 

 
REPORT FORM 

 

Mortality Improvement Group 

 
REPORT FROM 

 
Jeremy Daws, Head of Quality Assurance 

 
SUBJECT 

 

Monthly Mortality Report- January 2020 

 
CONTACT OFFICERS 

 
Jeremy Daws, Head of Quality Assurance 

 
OTHER GROUPS WHO HAVE 

CONSIDERED PAPER (Where 

applicable) 

 
None 

 
EXECUTIVE SUMMARY 

 What are the key points for 
the group’s awareness? 

 
Mortality Statistics: 

 The Trust’s SHMI has reduced slightly to 118 for the period of 
August 2018 - July 2019. The Trust’s HSMR score is 117 for 
the same period. 
 

 From further detailed interrogation of the Trust’s SHMI the 
following have been identified as the key drivers: 

 

o There is a significant disparity between the observed 
deaths and the ‘expected’ deaths – see page 7. The 
recording and coding of the patient’s primary diagnosis 
and key co-morbidities (Charlson index) is not fully 
capturing the patient’s risk factors, leading to an 
inflated SHMI score calculation (observed vs. 
statistically calculated ‘expected’ deaths). 
 

o DPoW trend for SHMI, observed deaths and expected 
deaths has remained static with the largest disparity 
between the observed and expected deaths. DPoW is 
currently an outlier, with SGH being ‘as expected’, 
however, there are signs that the number of 
statistically calculated expected deaths is also 
reducing from 92 in October to 90 in December. The 
(SMR) observed number of deaths has remained 
constant at both sites. 
 

o The Trust’s recording of risk factors has remained 
static (see page 11) when compared to a local peer 
comparator. As other Trusts improve the accuracy of 



 
recording and coding (of key Charlson co-morbidities 
that form the basis of calculated risk factors), the 
Trust’s static performance has resulted in a gradual 
deterioration in the SHMI indicator, as other Trusts 
improve.  
 

o From recent validation reviews, in some instances, the 
primary diagnosis as documented or coded has 
reflected the management of symptoms as the primary 
condition being treated and had not fully captured the 
underlying condition being treated, again resulting in a 
lower recording of risk. Work is underway to clinically 
validate these details and, where needed, 
retrospectively clarify clinical documentation for the 
benefit of the Trust’s clinical coders.  
 

o Whilst not affecting SHMI, an adverse indicator for the 
HSMR is a lower rate of palliative care coding, due to 
the different levels of consultant led specialist palliative 
care arrangements across the two sites (see page 12). 

 

 The Trust’s outlying status for SHMI, driven by the disparity in 
‘expected’ deaths, has resulted in the Trust receiving a 
number of internal outlier alerts – see page 6. These will be 
shared with divisions to enable relevant investigative actions 
to be considered and taken to review quality and coding. 
= 

 The Trust’s non-elective crude mortality at DPoW 
demonstrates a statistically significant run of 7 data points all 
beneath the mean showing a lower crude mortality % 
compared to previous time periods, SGH too shows positive 
reductions, currently a run of 5 data points. 
 

 
Mortality KPIs – Learning from Deaths: 

 6 deaths during 2019/20 (to date) have been recorded as 
having been potentially avoidable deaths (a score of < 3). 5 
cases have had a 2nd review post concerns raised by original 
reviewer and 1 case was identified as a potential SI following 
an independent coding investigation.   

o 5 cases did not meet the SI criteria (See page 2- 3) 
 

 Key themes emerging from learning from death reviews during 
Q1 and Q2 have related predominantly to a lack of advanced 
planning for patients nearing end of life and some potentially 
avoidable hospital admissions.   

 
 
 
 
 
 
 
 
 



 

 
WHAT ARE THE KEY THEMES 

THAT AFFECT MORTALITY? 

 Are these PROCESS i.e. 
review of cases, 
engagement with clinical 
colleagues Or 

 Are these themes affecting 
QUALITY of care? 

 

 
Disparity between observed and ‘expected deaths’ driven by: 

 Weaknesses in the process for capturing and coding 
accurate primary diagnosis and Charlson co-morbidity risk 
factors (other peers have improved, NLAG have remained 
static). 

 

 

 
WHAT ARE THE RISKS TO 

QUALITY GOVERNANCE? 

 What is the risk?  

 Is the risk captured on the 
relevant risk register? 

 How are the risks being 
mitigated at present?  

 

 

 Risk of increased externally generated mortality outlier 
alerts, based on deteriorating performance with headline 
SHMI figure, and deteriorating performance with coding 
of ‘expected’ deaths. 
 

 Risk of adverse publicity and impact on Trust reputation.  

 
WHAT ACTION IS NEEDED 

FROM THE MORTALITY 

IMPROVEMENT GROUP OR 

ITS MEMBERSHIP? 

 

 

 

 
The Mortality Improvement Group is asked to: 

 Note the key points from the mortality report  

 Understand the relevance between the clinician led 
validation work, the Trust’s ongoing work with Grant 
Thornton CDIP project and the links to the Trust’s 
SHMI improvement work. 

 

 



 

 

 
 

 

 

 

 

 

 

 

 

  MORTALITY SUMMARY 
 

Medical Director’s Office 
 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

Mortality summary highlighting key statistics and Learning from 
Deaths progress and actions. 
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1.0 Executive Summary 

 

Mortality Statistics: 

 The Trust’s SHMI has reduced slightly to 118 for the period of August 2018 - July 2019. The Trust’s 
HSMR score is 117 for the same period. 
 

 Key drivers to the Trust’s SHMI position: 
 
o There is a significant disparity between the observed deaths and the ‘expected’ deaths – 

see page 7. The recording and coding of the patient’s primary diagnosis and key co-
morbidities (Charlson index) is not fully capturing the patient’s risk factors, leading to an 
inflated SHMI score calculation (observed vs. statistically calculated ‘expected’ deaths). 
 

o DPoW trend for SHMI, observed deaths and expected deaths has remained static with the 
largest disparity between the observed and expected deaths. DPoW is currently an outlier, 
with SGH being ‘as expected’, however, there are signs that the number of statistically 
calculated expected deaths is also reducing from 92 in October to 90 in December. The 
(SMR) observed number of deaths has remained constant at both sites. 
 

o The Trust’s recording of risk factors has remained static (see page 11) when compared to a 
local peer comparator. As other Trusts improve the accuracy of recording and coding (of key 
Charlson co-morbidities that form the basis of calculated risk factors), the Trust’s static 
performance has resulted in a gradual deterioration in the SHMI indicator, as other Trusts 
improve.  
 

o From recent validation reviews, in some instances, the primary diagnosis as documented or 
coded has reflected the management of symptoms as the primary condition being treated 
and had not fully captured the underlying condition being treated, again resulting in a lower 
recording of risk. Work is underway to clinically validate these details and, where needed, 
retrospectively clarify clinical documentation for the benefit of the Trust’s clinical coders.  
 

o Whilst not affecting SHMI, an adverse indicator for the HSMR is a lower rate of palliative 
care coding, due to the different levels of consultant led specialist palliative care 
arrangements across the two sites (see page 12). 
 

 The Trust’s outlying status for SHMI, driven by the disparity in ‘expected’ deaths, has resulted in the 
Trust receiving a number of internal outlier alerts – see page 6. These will be shared with divisions 
to enable relevant investigative actions to be considered and taken to review quality and coding. 
 

 The Trust’s non-elective crude mortality at DPoW demonstrates a statistically significant run of 7 
data points all beneath the mean showing a lower crude mortality % compared to previous time 
periods, SGH too shows positive reductions, currently a run of 5 data points. 
 

Mortality KPIs – Learning from Deaths: 

 6 deaths during 2019/20 (to date) have been recorded as having been potentially avoidable deaths 
(a score of < 3). 5 cases have had a 2nd review post concerns raised by original reviewer and 1 
case was identified as a potential SI following an independent coding investigation.   
 

 All Cases were referred to the Serious Incident Panel for review with the following outcome: 
 

o 5 cases did not meet the criteria for an SI: 
 

 #1: Concerns were raised that no ceiling of care had been agreed or documented 
and DNAR was not in place. This was agreed not to be reported as an SI as all 
appropriate care was given with no major lapses in care. 
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 #2: Concerns raised around the process and timeliness of tissue biopsies. This was 
agreed not to be reported as an SI as the biopsies were undertaken in a timely 
manner, and no errors found. This case was also a part of a coroner inquest 
investigation.  
 

 #3: Concerns raised around refusal to accept a transfer to tertiary centre which was 
felt to potentially be contributory to death. This was agreed not to be an SI as it was 
clear that the patient was not fit for transfer and was discussed with cardiology team 
and then discussed with the tertiary centre resulting in appropriate conservative 
management. 

 
 #4: Concerns raised regarding a period of the episode where there were no 

assessments or treatments provided. This was agreed not to be reported as an SI 
but a concise investigation would be undertaken instead. The SI panel agreed there 
was no documentation to evidence review or assessment.  
 

 #5: Concerns raised regarding the need for earlier intervention for a deteriorating 
patient. This was agreed not to be reported as an SI as there were no reversible 
medical causes found leading to the patient’s deterioration. Care was appropriately 
provided to the patient with clear documentation throughout and a clear plan of care 
agreed.  

 

 Key themes emerging from learning from death reviews during Q1 and Q2 have related 
predominantly to a lack of advanced planning for patients nearing end of life and some potentially 
avoidable hospital admissions.   
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This section… 
 

  2.0 Mortality Statistics 
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2.1 Standardised Mortality Indicator Dashboards:  

Mortality Indicator/ Alert Summary: 

MORTALITY INDICATOR SUMMARY 

NLAG 
Performance: 

118 
() 

118 
() 

107 
(+ 2) 

143 
(+ 4)  

117 
() 

1.43%  
(+ 1%) 

0.96% 
(+ 2%) 

5.5 
() 

4.9 
() 

10.5% 
() 

1.0% 
() 

1.1% 
(1%) 

National Average 
Benchmark/Target: 100 100 100 100 100 1.14% 0.57% 4.7 5.8 11.3% 1.2% 1.4% 

Indicator: 
 
 
 
 

Latest 12 
months to: 

Official SHMI 
(NHS Digital) 

 
 

July 2019 
“Higher than 

expected” 

SHMI (HED): 
 
 
 

July 2019 
“Higher than 

expected” 

In Hospital: 
 
 

July 2019 
 

Out of 
Hospital: 

 
 

July 2019 

HSMR: 
 
 

Aug 2019 
“Higher than 

expected” 

Crude 
Mortality: 

 
November 

2019 

Out of 
Hospital: 

 
November 

2019 
 

Depth 
Coding: 

 
August 

2019 
 

Charlson 
Score: 

 
August 

2019 
 

Signs & 
Symptoms: 

 
August 

2019 
 

Palliative 
Care: 

 
August 

2019 
 

Sepsis 
Coding: 

 
August 

2019 
 

 

SHMI Funnel Plots- Rolling 12 months Charts (i.e: Moving Annual Totals): 
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Latest Mortality Alerts: 
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Full SHMI Dashboard: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SHMI Dashboard

SHMI - DPW Mean 123 116 Mean SHMI - SGH

Special cause:  OUTLIER = a point outside the process limits, TREND = run of 7 or more increasing or decreasing sequential points, SHIFT = run of 7 or more sequential points above or below the mean.

SHMI Observed Deaths - DPW Mean 104 104 Mean SHMI Observed Deaths - SGH

SHMI Expected Deaths - DPW Mean 85 90 Mean SHMI Expected Deaths - SGH
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Full HSMR Dashboard: 
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In Hospital- SHMI Dashboard: 
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Out of Hospital- SHMI Dashboard: 
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2.2 Clinical Coding Dashboard: 

 

Coding Dashboard

National Average 5.5 Depth of Coding - DPW Mean 5.7 5.1 Mean Depth of Coding - SGH Orientation:  Higher is better

National Average 4.5 Charlson Score - DPW Mean 5.1 4.8 Mean Charlson Score - SGH Orientation:  Higher is better

Special cause:  OUTLIER = a point outside the process limits, TREND = run of 7 or more increasing or decreasing sequential points, SHIFT = run of 7 or more sequential points above or below the mean.

Peer Comparator 61.6% SHMI Charlson Zero Score - DPW Mean 60.3% 59.4% Mean SHMI Charlson Zero Score - SGH
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2.2 Clinical Coding Dashboard: (Continued) 
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2.3 In-Hospital Crude Mortality Dashboard: 
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2.3 In-Hospital Crude Mortality Dashboard: (Continued) 
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2.3  In-Hospital Crude Mortality Dashboard: (Continued) 
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2.4 Out-of-Hospital Crude Mortality Dashboard:  
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2.4 Out-of-Hospital Crude Mortality Dashboard: (Continued) 
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2.5 Non Elective Profile Dashboard (All Admissions):  
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2.5 Non Elective Profile Dashboard (All Admissions): (Continued) 
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2.6 Mortality Contextual Data: (Focus on Flow, Admissions, Discharges & Mortality Outcomes) 
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This section… 

 

 3.0 Learning from Deaths (LFD) 
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3.1 Learning from Deaths Dashboard: 
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3.1 Learning from Deaths Dashboard: (Continued) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

This Month 0 0.0% This Month 0 0.0% This Month 0 - 0.0% This Month 0 0.0% This Month 0 0.0% This Month 1 100.0%

This Quarter 0 0.0% This Quarter 0 0.0% This Quarter 2 - 5.1% This Quarter 1 2.6% This Quarter 1 2.6% This Quarter 35 89.7%
-

This Year 0 0.0% This Year 0 0.0% This Year 5 - 1.9% This Year 8 3.0% This Year 16 5.9% This Year 241 89.3%

Strong evidence of Avoidability Probably Avoidable (>50:50) Probably Avoidable (<50:50) Slight evidence of Avoidability Definitely not Avoidable

Avoidable deaths data: This is an assessment of whether the death was felt to be avoidable or not, using a Likert-type 6 factor scale. This is the initial reviewer’s assessment from the retrospective assessment of the medical record. Any case reviews 

completed that identify that further understanding is needed is reviewed a second time by another clinician. This process links into the Trust’s Serious Incident Framework if necessary. It should be stressed that this data is not a reliable measure of 

deaths that were avoidable, rather it is designed as an indicator to support local review and learning processes with the aim of helping improve quality of care.

Score 1

Total Deaths Reviewed by RCP Methodology Score:
Score 2 Score 3 Score 4 Score 5 Score 6

Definitely Avoidable

2019-20 Q4
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3.1 Learning from Deaths Dashboard: (Continued) 
 

Total Deaths: Since Dec-18 to current

Below are the Key Performance Targets that have to be adhered to by relevant groups:

1.KPI 1: 95% of all deaths of babies suitable for review using the Perinatal Mortality Review Tool (PMRT) 

occuring from Wednesday 12th December 2018 to have been started within four months of each death.

2. KPI 2: : 50% of all deaths of babies who were born and died in the trust (including any home births where  

baby died) occuring from Wednesday 12th December 2018 to be reviewed by an MDT team and a draft 

report  generated within 4 months of each death.

3. KPI 3: 95% of all deaths of babies who were born and died in the trust (including any home births where 

the baby died) occuring from Wednesday 12th December 2018, the parents were told that a review of their 

baby’s death will take place and their perspectives and any concerns about their care and that about their 

baby have been sought.

4. KPI 4: Quarterly reports to be submitted to the trust Board that include consequent action plans.

Previous Month: (Nov-19)Current Month: (Dec-19)

20

Previous Quarter:Current Quarter:

23

Previous Financial Year:

136

Current Financial Year:

6 13

The Trust and partners including local CCGs and other secondary providers work collaboratively to identify patients with Learning Disabilities who have died within local 

services. Since November 2016, the Trust has reviewed 3 cases using the LEDER methodology. Work is ongoing with the national programme to finalise the number of cases 

reviewed by other local partners to ensure complete reporting in the future.

Current Month: (Dec-19) Previous Month: (Nov-19)

Current Quarter: Previous Quarter:

Current Financial Year: Previous Financial Year:

0 2

Total Deaths Reviewed: Since Dec-18 to current

Total Number of Deaths using Perinatal Mortality Review Tool (PMRT):

3 2

 Perinatal Mortality Review Tool (PMRT) Mortality KPI Standards:
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3.2 Learning from Deaths- Key Performance Indicators: 
The following LFD Key Performance Indicators have been produced to outline essential targets 
that are expected to be met by divisional groups across NLaG in order to support the mortality 
outlook.  
 

No: KPI Indicator: Target: Outline: Lead: 
1 Surgery Mortality ALL Completion of SJR Mortality reviews for 

ALL Surgery recorded deaths across 
NLaG.  
All deaths with recorded last specialty of 
Surgery at death. 
 
 
 

Surgery Divisional Clinical 
Director:   
Mr K. Sasapu 
 
NLaG Mortality Leads: 
DPOW- S. Kamath 
SGH- P. Balchandra 
 

2 Medicine 
Mortality 

20 cases 
Per 
Month 

Completion of 20 Medicine SJR Mortality 
cases across NLaG: 10% Per Site, Per 
Month. 
 
This also coincides with a completion 
rate of 20 cases per month across NLaG  
(10 per site) 
 
 
 
 

Medicine Divisional 
Clinical Director:  
Dr S. Thackray 
 
NLaG Mortality Leads: 
DPOW- S. Kamath 
SGH- P. Balchandra 
 
 

3 National Quality 
Indicator (NQB) 
Mortality Cases 

ALL Completion of SJR Mortality reviews for 
ALL cases that fall under the stated NQB 
Categories as below: 
1. Learning Disability 
2. Severe Mental Health 
3. <18 Mortality- PMRT/ CDOP Review 
4. Stillbirths, Maternal/ Perinatal 
Mortality- PMRT Review 
5. PALS/ Complaint Cases 
6. Elective Mortality 
7. Unexpected Deaths (Via Datix) 
8. Dr Foster/ CQC/ HED Outlier Alerts 
9. Serious Investigations 
10. Cases where care delivery can 
improve eg: EOL, Sepsis, etc) 
 
 
 
 
 

Divisional Clinical 
Directors: 
Surgery- Mr Sasapu 
Medicine- Dr S. Thackray 
 
 
Specialty Clinical Leads 
 
NLaG Mortality Leads: 
DPOW- S. Kamath 
SGH- P. Balchandra 
 
NLaG Mortality Team: 
Responsible for case 
identification/allocation/ 
distribution 
 

4 Mortality & 
Morbidity (M&M) 
Groups/ Actions 

KEY 
GROUPS- 
See table 
below. 

Establishment of dedicated M&M 
meetings within local specialty groups.  
 

Group –level learning to implemented in 
order to drive discussion and identify 
necessary quality improvement actions 
required to act upon care gaps identified.   

Divisional Clinical 
Directors: 
Surgery- Mr Sasapu 
Medicine- Dr S. Thackray 
 
Specialty Clinical Leads: 
Local Specialty lead 
responsible for each area 
 
NLaG Mortality Leads: 
DPOW- S. Kamath 
SGH- P. Balchandra 
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Learning from Deaths: KPI Performance: 
Please see table below for latest KPI Performance stats across NLaG: (Period: Jan19 – Nov19): 
** NQB Cases include: LD, SMH, <=18 Deaths, Neonatal/Maternal/Perinatal, PALS, Unexpected, Elective, Dr Foster or CQC Alert, SI or cases where learning will improve delivery, eg: EOL) 

 

NLAG Surgery SGH:* (Excl. Critical Care Deaths- Location based) 

 
 

 

NLAG Surgery DPOW:* (Excl. Critical Care Deaths- Location based)  

 
*New Process- it has been illustrated on the chart above the number of cases where review has happened via the ‘traditional’ SJR approach as well as those where 
reviews have happened during the new specific M&M meetings using the new Mortality Screening Tool.  
 

NB- IT SHOULD BE NOTED: Recent cases from November/December will be still out for review by clinicians and therefore will appear to be not yet completed / reviewed 
in the above chart. This does not demonstrate non-compliance with the review process rather that the reviews is still needed and is with the allocated clinician for 
review.  
 

Measure: Count: % Value:
Deaths 40

SJR Reviewed 11 28%

Screening Reviewed 13 33%

Rejected 6 15%

In Progress 10 25%

Total: 40 100%

SGH  SURGERY FY SUMMARY:

Measure: Count: % Value:

Deaths 47

SJR Reviewed 19 40%

Screening Reviewed 8 17%

Rejected 7 15%

In Progress 8 17%

Not Required 1 2%

To be sent out 4 9%

Total: 47 100%

DPOW  SURGERY FY SUMMARY:

NB: Please note where both a screening 
tool and Full SJR has been undertaken 
this would be recorded just under ‘SJR 

reviewed’ only. 

NB: Please note where both a screening 
tool and Full SJR has been undertaken this 

would be recorded just under ‘SJR 
reviewed’ only. 
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Surgery LFD M&M Summary: 

M&M KPI Standard: Established M&M: 
(Using Screening Tool) 

Cases Presented: Group Action Plan: Themes Shared: 
Specialty Group: 

General Surgery SGH Yes Yes No No 

General Surgery DPOW No No No No 

Trauma & Orthopaedics No No No No 

Urology No No No No 

ENT No No No No 
 

NLAG Critical Care: DPOW: 

 
NLAG Critical Care: SGH:  

 

Measure: Count: % Value:

Deaths 68

SJR Reviewed 9 13%

Screening Reviewed 2 3%

Rejected 3 4%

In Progress 7 10%

Not Required 41 60%

To be sent out 6 9%

Total: 68 100%

DPOW  CRITICAL CARE- FY SUMMARY:

NB: Please note where both a screening 
tool and Full SJR has been undertaken this 

would be recorded just under ‘SJR 

reviewed’ only. 

Measure: Count: % Value:

Deaths 56

SJR Reviewed 17 30%

Screening Reviewed 2 4%

Rejected 0 0%

In Progress 2 4%

Not Required 28 50%

To be sent out 7 13%

Total: 56 100%

SGH  CRITICAL CARE- FY SUMMARY:

NB: Please note where both a screening 
tool and Full SJR has been undertaken this 

would be recorded just under ‘SJR 

reviewed’ only. 
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NLAG Medicine- SGH: 

 
 
NLAG Medicine- DPOW: 

 
NB- IT SHOULD BE NOTED: Recent cases from November/ December will be still out for review by clinicians and therefore will appear to be not yet completed / 
reviewed in the above chart. This does not demonstrate non-compliance with the review process rather that the reviews is still needed and is with the allocated clinician 
for review.  
 

Measure: Count: % Value:

Deaths 405

SJR Reviewed 118 29%

Screening Reviewed 0 0%

Rejected 56 14%

In Progress 22 5%

Not Required 0 0%

Not Distributed 209 52%

Total: 405 100%

SGH  MEDICINE- FY SUMMARY:

NB: Please note where both a screening 
tool and Full SJR has been undertaken this 

would be recorded just under ‘SJR 
reviewed’ only. 

Measure: Count: % Value:

Deaths 452

SJR Reviewed 77 17%

Screening Reviewed 0 0%

Rejected 117 26%

In Progress 37 8%

Not Required 0 0%

Not Distributed 221 49%

Total: 452 100%

DPOW  MEDICINE- FY SUMMARY:

NB: Please note where both a screening 
tool and Full SJR has been undertaken this 

would be recorded just under ‘SJR 

reviewed’ only. 
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Medicine LFD M&M Summary: 

M&M KPI Standard: Established M&M: 
(Using Screening Tool) 

Cases Presented: Group Action Plan: Themes Shared: 
Specialty Group: 

Cardiology Yes Yes Yes Yes 

Gastroenterology Yes Yes No No 

Respiratory Medicine No No No No 

Acute Care  Yes Yes Yes Yes 

Stroke Yes Yes No No 

Diabetes/ Endocrinology DPOW No No No No 

Diabetes/ Endocrinology SGH No No No No 

Haematology/ Oncology Yes Yes No No 

Accident & Emergency DPOW No No No No 

Accident & Emergency SGH Yes Yes No Yes 
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3.3  Structured Judgement Review (SJR) Performance:  
Period: Jan19 –Dec 19 (Note: Stats up-to-date as at 29/12/2019) 
 

The following charts below illustrate the total number of SJR’s completed, returned incomplete and 
currently in progress status’s since Jan-19 to date by site-split: 
 

Please Note: In Progress Status for recent cases allocated to medical reviewers. This could also indicate priority cases 
that were distributed and not completed within timeframe and re-allocated to another reviewer.  
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1. NLaG Mortality SJR Performance by Divisional Groups: 
The following data below presents SJR’s completed by each divisional group against their 
recorded deaths. (Timeframe: Jan-19 – Dec 19) 

 
 

2. National Quality Board (NQB) Mortality SJR Summary:  
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3.4 Mortality themes: 
Thematic Analysis – Quarter 2 2019/20 

From completed SJR forms as at the 06 November 2019, the following charts demonstrates the high level 
themes presented in ‘chapters’ to provide an overview of the key themes emerging from the completed 
reviews completed within the period of April – June 2019 (quarter 1) and those completed to date within the 
period of July – September 2019 (quarter 2).  

Quarter 1: (April – June 2019): 136 reviews 

 

Quarter 2: (July – September 2019): 113 reviews (to date) 

 

Top themes: 

Main themes from the completed SJR reviews in quarter 2 relate to the following chapters: 

 End of life (encompassing themes such as “No advanced plan, admission potentially avoidable” and 

“DNaCPR could have been commenced sooner”)  

 Communication (i.e. “excellent communication with family” and “poor documentation”) 

 Planning (“failed discharge – readmitted within 48 hours” and “no prophylaxis for VTE”) 

 Waiting (“delay in a bed becoming available”, “ delay in referring for surgical review” and “delay in 

procedure being undertaken”) 

 Deteriorating patient (“concern patient not seen by clinical team”, “Escalation actions for 

deteriorating patient not undertaken” and “late escalation”) 

 Fluid management (includes “fluid balance not monitored”, “lack of fluids given” and fluid 

management issues when patient in AKI). 

 Outside hospital (“Admitted to NLAG following MI in need of PCI - ?ambulance should have gone 

directly to Castle Hill” and “pressure ulcer from community”) 
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 Good practice (including themes such as “excellent care” and “good care provision”) features as 

second highest themed chapter. 

 

2019/20 Year to Date (April – September 2019) 

 

Top themes – year to date: 

Main themes from the completed SJR reviews during 2019/20 to date relate to the following chapters: 

 End of life (encompassing themes such as “No advanced plan, admission potentially avoidable” and 

“DNaCPR could have been commenced sooner”)  

 Communication (i.e. “excellent communication with family” and “poor documentation” feature 

prominently) 

 Oxygen use is a theme from Q1 (including: “oxygen administered but not prescribed”, “no alters test 

prior to ABGs being taken” and “oxygen not monitored appropriately”) 

 Planning (“failed discharge – readmitted within 48 hours” and “no prophylaxis for VTE”) 

 Waiting (“delay in a bed becoming available”, “ delay in referring for surgical review” and “delay in 

procedure being undertaken”) 

 Deteriorating patient (“concern patient not seen by clinical team”, “Escalation actions for 

deteriorating patient not undertaken” and “late escalation”) 

 Fluid management (includes “fluid balance not monitored”, “lack of fluids given” and fluid 

management issues when patient in AKI). 
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Perinatal Mortality Theme: 

 
 

Theme: Rationale: 

Routine serial 
scans for IVF 
pregnancies 

Reviewing guidelines to include this, no national guidance to adopt  however 
research indicates IVF is a risk factor 

Improve 
communication 
with patients 

PMRT letter has been reviewed, rather than a printed template letter midwives to 
have it on their desktop so they can personalise it more 

Improve 
communication 
between providers 

To liaise with Lincoln Community midwives to ensure they are aware of NLAG 
processes and to offer training if required 

Gather information 
about The 
Manchester 
Placenta Clinic 

The Manchester Placenta Clinic is one of several specialist antenatal clinics held at 
Saint Mary’s Hospital for pregnant women who have, or are at risk of having, babies 
with Fetal Growth Restriction and may be helpful for some of our patients. 
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3.5 Action being taken in response: 

The Trust’s Mortality Improvement Group (MIG) oversee the themes emerging from case note 
reviews and seeks assurance that specialty groups are acting in response to these themes. A high 
level summary of some of the actions taken, in response to emerging themes from mortality 
reviews is provided as follows: 
 

Community/ Primary Care Themes: 
 

 Bi-Monthly Community Collaborative Alliance:  
Closer collaborative case note review processes with GP and community partners to 
understand further detail regarding patients deemed to have had an inappropriate hospital 
admission to support the need for further action in response. 

  

Admission/ Waiting Time/ Transfer Themes: 

 Patient Access & Flow: 
Continued focus on the medical model (access and flow indicators) to monitor and improve 
patient flow through the Trust's hospitals (reduced A&E waits, reduced length of stay, 
reduced number of medical outliers), as part of the Trust’s Improving Together Programme. 

 

Fluid & Electrolyte Themes: 

 Improved Fluid Balance Surveillance Tool: 
Refreshed bedside documentation which includes fluid balance documentation to improve 
ownership and accountability along with supporting escalation where necessary 

 Staffing Availability: 
Business case for increased staffing resource at SGH to support placement of NG tubes 
when needed to ensure equitable services 

 

EOL Themes: 

 EOL Strategy Group: 
Sharing of EOL related themes with the Trust's EOL and the inclusion of findings within the 
development of revised strategies across the system. 

 Heart Value Clinic: 
Developed protocol and bespoke heart valve clinic to enable more continuity of care for 
patients with heart valve disorders to support timely intervention and advanced care 
planning, within the Trust and with tertiary services.  

 

Medical Pathways/ Care Bundle Themes: 

 Revised Approved Care Bundles: 
Development of revised care bundles and policies for Hyperkalaemia, Acute Kidney Injury 
and Oxygen.  
Updated policy/guidance to support the care of patients with Parkinson’s disease who are 
unable to swallow. 

 

Perinatal Mortality:  
 Training to be organised where applicable for confirming fetal loss, 
 Add to the Labour Ward Forum for further review, discussion and consideration for 

changing the clinical pathway to include enhanced fetal surveillance for women who book 
late to maternity services ( >20/40), 

 To benchmark practice across  the network to identify fetal surveillance including Doppler’s 
<28 weeks, 

 RCA to be undertaken to include parental involvement/ questions 
 To review and share evidence pros and cons of using CTG monitoring under 28 weeks to 

the Maternity Forum, 
 Parents to have a postnatal appointment  with their Consultant when all results/ are 

available, 
 Duty of candour letter and information leaflet for parents required and to be put in Butterfly 

bereavement packs.
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4.1 Understanding Standardised Mortality Ratios – SHMI, HSMR and RAMI: 

 SHMI HSMR RAMI 

Numerator Total number of observed deaths in 
hospital and within 30 days of 
discharge from the hospital 

All spells culminating in death at the 
end of the patient pathway, defined 
by specific diagnosis codes for the 
primary diagnosis of the spell: uses 
56 diagnosis groups which 
contribute to approx. 80% of in 
hospital deaths in England 

Total number of observed in  
hospital deaths 

Denominator Expected number of deaths Expected number of deaths Expected number of deaths 

Adjustments  Sex  

 Age group 

 Admission method  

 Co-morbidities based on 
Charlson score 

 Year index 

 Diagnosis group 

No adjustment is made for palliative 
care. 

 

Details of the categories above can 
be referenced from the methodology 
specification document at 

https://www.digital.nhs.uk/SHMI 

 

 Sex  

 Age in bands of five up to 90+  

 Admission method  

 Source of admission  

 History of previous 
emergency admissions in last 
12 months  

 Month of admission  

 Socio economic deprivation 
quintile (using Carstairs)  

 Primary diagnosis based on 
the clinical classification 
system  

 Diagnosis sub-group  

 Co-morbidities based on 
Charlson score  

 Palliative care  

 Year of discharge 

 Sex 

 Age  

 Admission method  

 Primary diagnosis 

 Length of stay – for specific 
groups only  

 Most significant  secondary 
diagnosis from a list of 99 
most commonly occurring 
codes 

No adjustment is made for 
palliative care. 

Further detailed methodology 
information is included in CHKS 
products, or specific enquiries to 
CHKS www.chks.co.uk 

Exclusions Excludes specialist, community, 
mental health and independent 
sector hospitals; Stillbirths, Day 
cases, regular day and night 
attenders.  Palliative care patients 
not excluded. 

Excludes regular attendees. 
Palliative care patients not 
excluded. 

Excludes mental illness, 
obstetrics, babies born in or out 
of hospital, day cases, and  
patients admitted as 
emergencies with a zero length 
of stay discharged alive and 
spells coded as palliative care 
(Z515) 

Whose data is 
being compared 
and how much 
data is used for 
comparison e.g. 
all trusts or 
certain proportion 
etc. 

All England non-specialist acute 
trusts except mental health, 
community and independent sector 
hospitals via SUS/HES and linked to 
ONS data for out of hospital deaths. 
Deaths that occur within 30 days 
are allocated to the last hospital the 
patient was discharged from. 

All England provider trusts via 
SUS/HES 

UK database of Trust data and 
HES 

 

 

 

https://www.digital.nhs.uk/SHMI
file://///nlg-info/Data/Information%20&%20Patient%20Administration/Information%20Services/NLAG/Quality/Mortality%20Project%20Team%20work/Monthly%20Mortality%20Report/July%2015%20committee/Word%20Reports/26.5.15%20SH%20New%20Cttee%20Format%20incl%20Coding/www.chks.co.uk


 

 

 

 

 

CoG (01/20) Item 7.1 
 
 

 
DATE 14th January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Staff Governor Working Group 

 
CONTACT OFFICER 

 
Tim Mawson (Staff Governor) 

 
SUBJECT 

 
Staff Governor Working Group Highlight Report 

 
BACKGROUND DOCUMENT  
(IF ANY) 

 
N/A 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 Andrew Karvot appointed chair of the SGWG 
 
 

 
COUNCIL ACTION REQUIRED 

 
Governors to note the report 

 

  



 

Report for Council of Governors Meeting on: 14th January 2020 

Report From: Tim Mawson (Staff Governor) 

 
Chair of the SGWG 
Mr Mawson advised it was previously agreed to rotate the chair of the SGWG, however due to 
unforeseen circumstances with meeting availability during 2019, Mr Mawson had continued as Chair 
throughout the year.   A short discussion ensued around potential candidates, and it was agreed Mr 
Karvot would take over as Group Chair for the following year, with support from Mr Mawson and Mrs 
Hurley. 
 
Terms of Reference 
Terms of reference for the Staff Governor Working Group are to be circulated to all members for 
consideration and brought back to the next meeting for approval 
 
Strategic Direction of SGWG 
A previous suggestion from Anne Shaw asked if the SGWG would like to consider participating in 
review of selected trust policies. The group feels that it needs clarification on this issue. 
Mrs Hurley will liaise with Human Recourses for future guidance on this issue.  
 
 
Staff Communications and Engagement Update 
Mr Beddow discussed the ways in which staff are being encouraged to participate in different 
Christmas activities initiated by different areas of the trust including: 

 AHP “Bake off” 

 Christmas Tree Competition 

 Ginger Bread House Competition 

 Christmas Picture Quiz  
There is also the production of an advert calendar on the Trust Intranet highlighting different staff 
incentives in the Trust and local community. 
 
NHS Staff Survey 
There was a discussion with Mr Beddows about the low participation of staff undertaking the staff 
survey. 
Several issues were highlighted however because the survey is issued nationally it is not possible to 
make changes at a local level.  
 
Patient Participation & Involvement Update 
Mrs Loughborough discussed the PALS service; highlighting the three top themes were: 

 Mis-diagnosis 

 Clinic issues 

 Treatment 
Staff behaviour is no longer in the top five. 
 
Mr Portz provided a brief overview of the key aim for Equality & Diversity. He confirmed that the Trust 
was reviewing the Modern Slavery Act 2015. 
 
Staff Governor Walk-abouts  
Now that the Trust has 4 Staff Governors, walkabouts are to be reconvened; Mrs Hurley is to create a 
new Staff Walkabout schedule and the assessment template is to be circulated. 

 

Action Required by the Council of Governors: 

 
Note the report 

 



 

 

 

 

CoG (01/20) Item 7.2.1 
 
 

 
DATE 14 January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Jeff Ramseyer,  NED and Chair of Workforce 
Committee 
 

 
CONTACT OFFICER 

 
Jeff Ramseyer,  NED and Chair of Workforce 
Committee 
 

 
SUBJECT 

 
Workforce Committee Highlight Report 
 

BACKGROUND DOCUMENT 
(IF ANY) 

Nil 
 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

The Council of Governors are to note the most recent 
highlight report from the Workforce Committee 

 

COUNCIL ACTION REQUIRED To note the content and ask any pertinent 
questions 
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Workforce Committee - Public 

 
Highlight Report - November 2019 

 

Report for CoG Meeting on: 14 January 2020 

 

Report From: Jeff Ramseyer  Workforce Committee Meeting held on Tuesday  

26 November 2019 

 

 
1. The reported take up of the current 2019/20 Flu Campaign is currently circa 42% against 

a target of 80%.  This poses a risk to the Trust in the increased possibility of staff 
contracting the flu and not being able to perform their duties.  Further, the 80% target is 
tied to CQUIN’s and may result in the Trust losing out on a substantial payment. 

 
2. The Workforce Committee received the Biannual Equality and Diversity Report.  The 

Committee recommends the implementation of the recommendations stated in 5.1 and 
5.2 of the report.  The Committee recommends the Trust Board’s approval to publish the 
report. 

 
3. The Workforce Committee received the Trust Reward and Recognition Strategy; the 

Committee recommends Trust Board approval. 
 
4. Reference the BAF Risk, “Inability to secure sufficient numbers of appropriately skilled 

staff in the short, medium and long term”; the Committee has agreed that the current 
reported risk level of 10 is too low when considering the corporate risks indicated on the 
relevant heat map.  The committee recommends the risk level to be increased. 
 

5. The Workforce Committee structure and Terms of Reference is scheduled for review 
January 22, 2020. 

 

 

 

 

 

 

 

 Action Required by CoG: 

 
The Council of Governors are to note the most recent highlight report from the Workforce 
Committee and ask any pertinent questions 
 

 
Name: Jeff Ramseyer, Non-Executive Director and Chair of Workforce Committee 
  
   
Date:   23 December 2019 



 
 

 

 

CoG (10/19) Item 7.2 
 
 

 
DATE 14 January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Appointments & Remuneration Committee (ARC) 

 
CONTACT OFFICER 

 
Brian Page, Lead Governor & Chair of ARC / Wendy 
Booth, Trust  Secretary 

 
SUBJECT 

 
Highlight Report of ARC meeting held on 12 December 
2019 

 
 

BACKGROUND DOCUMENT 
(IF ANY) 

 

 
N/A 

 
EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 
The report provides the issues from the ARC which 
need to be brought to the attention of the full Council 
of Governors 

 
COUNCIL ACTION REQUIRED 

 
 
The Council of Governors is asked to note the contents 
of the report 

 
 
 
 
 
 
 
 
 



 
 

 
 
 

 

 

 

COUNCIL OF GOVERNORS 
REPORT FROM APPOINTMENTS & REMUNERATION COMMITTEE 

(ARC) 
 

Report for Council of Governors Meeting on: 14 January
  
2020 

Report From: Brian Page, Chair of ARC 

Report on meeting held on 12 December 2019 

 
Outcome of Recent NED Recruitment 
 
The ARC recorded the virtual approval by the Council of Governors of the recent appointments of Neil 
Gammon and Michael Whitworth to the two NED vacancies. 
 
Agreement of Extension to Non-Executive Director Terms of Office 

 
Sandra Hills and Tony Bramley completed their first (3 year) term of office as NEDs on 1 January 2020. 
The ARC supported the recommendation from the Acting Chair, Linda Jackson, for a further 2 year term of 
office for both Sandra and Tony, who are very skilled and experienced and bring their own individual 
strengths to the NED role.  Sandra Hills is currently the Senior Independent Director and Chair of the 
Quality & Safety Committee and Tony Bramley is the Acting Chair and Chair of the Audit, Risk & 
Governance Committee.  The ARC felt that continuance in the NED role for a further term of office would 
provide much needed continuity and stability to the Trust and Trust Board.   

 
Amended Terms of Reference 
 
The committee approved minor amendments to the ARC Terms of Reference to reflect the attendance at 
ARC meetings of the Senior Independent Director specifically where the appointment or re-appointment of 
the Char and Non-Executive Directors and the appraisal of the Chair is discussed. 
 

   Review of NED Induction Programme 
 
The committee approved the revised NED induction programme.  

 

   Remuneration of Senior Independent Director 

 

Given the expanding remit of the role of Senior Independent Director, the committee discussed and 
supported a proposal that this role should attract a similar uplift to that of Chair of Audit, Risk & Governance 
Committee. 

 
Action required by the Council of Governors 

 

The Council of Governors is asked to: 

 

 note the report; 

 endorse the recommendation of the ARC for a further two year extension to the terms of office of 
Sandra Hills and Tony Bramley; 

 endorse the recommendation of the ARC for the role of Senior Independent Director to attract an 
uplift similar to the role of Chair of Audit, Risk & Governance Committee 

 

 

 

 



 
 
 
 

CoG (01/20) Item 8.1 
 
 

 
DATE  14th January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Tony Bramley, NED / Chair of ARG Committee 
 

 
CONTACT OFFICER 

 
Jim Hayburn, Interim Director of Finance 
 

 
SUBJECT 

 
 
Audit, Risk &  Governance Committee Highlight 
Report 

 
BACKGROUND DOCUMENT 
(IF ANY) 

 
- 
 

EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 
 
The attached highlight report summarises the key issues 
discussed by the Audit, Risk & Governance Committee at 
its meeting on 23 October 2019 as follows: 
 
• Waiving of Standing Orders Report 
• Invoices without Purchase Orders 
• Information Governance Highlight Report 
• Internal Audit Progress Report 

 

 
COUNCIL ACTION REQUIRED 

 
To note the report and refer any items required to 
the Governor Assurance Group. 
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Highlight Report to the Council of Governors 

Report for Council of Governers Meeting on: 14 January 2020 

Report From: Audit, Risk and Governance Committee held 
on 23 October 2019 

1. Waiving of Standing Orders Report – The Committee received the routine report and noted the
significant number of waivers received – 26 in the three month period July to September 2019.  The
Committee noted that several waivers related to extensions to existing contracts whilst decisions on
re-tendering/future requirements were being made.  The Committee considered if this was a sign of
services being under pressure and not managing contracts effectively.  The Committee was pleased
to learn that over the last six months the Procurement team had been compiling a contracts register
of all known contracts and this was now complete.  This exercise has identified over 500 contracts,
including those expired or due to expire.  The Procurement team had RAG-rated the 500 contracts
and identified that 400 of them need actioning within the next year. The Committee recognised the
work that had gone into compiling this data, but also recognised the potential impact/pressure that
dealing with all of these would have on both the Procurement team and the procuring Divisions.  It
was agreed that this should be escalated to the Trust Board to highlight possible exposure to risks,
and to ensure that there were realistic expectations from the current resource in the Procurement
team.

2. Invoices without Purchase Orders – The Committee are now receiving this report as a routine
agenda item once again, after its production had lapsed.  This is the second report this financial year
and its content and format is continuing to be refined.  New data included in the report analyses the
number of invoices without POs by value and number, which the Committee found of considerable
interest.  Areas with high levels of invoices without POs can be identified and appropriate training
and support can be given in order to address the issue.  The interim Director of Finance informed the
Committee that he would be writing out to Divisions and the wider organisation to reiterate the need
to comply with raising official purchase orders for goods and services required.  Failure to comply
with this going forward will result in Managers being asked to attend the ARG Committee to provide
an explanation for non-compliance. The Committee agreed and endorsed this course of action.

3. Information Governance Highlight Report – The Trust will be making a baseline submission of its
Data Security and Protection Toolkit (DSPT) on 31st October 2019, and the Committee was informed
that this would be assessed as ‘Standards Not Met’.  The Committee was assured however that work
was on-going to ensure that the main submission on 31st March 2020 would be compliant and the
required standards met.

4. Internal Audit Progress Report – The Committee received details of reviews finalised since the last
meeting, including a review of Medical Staff Personnel Files resulting in an assurance rating of
‘low assurance’.  The audit found weaknesses in the design and operation of controls in relation to
the management of such files and seven recommendations (six major and one moderate) were
made to address issues identified.

Action Required by the Council of Governors: 

The Council of Governers is asked to note the key points raised by the ARG Committee, and consider 
any further action needed. 

Tony Bramley 
Non-Executive Director and Chair of Audit, Risk and Governance Committee 



 
 
 
 
 

 
CoG (01/20) Item 9.1 

 
 
 

 
DATE 

 
14th January 2020 

 

REPORT FOR 
 

Council of Governors 

 

REPORT FROM 

 

Alison Hurley, Membership Manager 

 

CONTACT OFFICER 

 

Alison Hurley, Membership Manager 

 
SUBJECT 

 
Governor Attendance at the Council of Governor 
meetings (CoG) and the CoG sub-group meetings 

 
 

BACKGROUND DOCUMENT (IF ANY) 

 

N/A 

 
 
 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

 
 

The report provides details of the attendance the at 
Council of Governor meetings (CoG) and the CoG sub- 
group meetings. 

 
 
 

COUNCIL ACTION REQUIRED 

 
 

Governors are requested to receive and consider this 
attendance information. 

 



ATTENDANCE RECORD - April 2019 - March 2020

ARM Private

Constituencies 23/10 14/01 16/04 04/07 04/07 04/07 06/09 Total 05/12 07/03 09/07 19/09 Total 22/01 23/07 Total 15/11 10/12 28/03 16/05 15/08 Total 21/11 20/02 15/05 21/08 Total 07/11 06/02 01/05 07/08 Total 04/12 12/03 26/06 10/09 Total

Jeremy Baskett 1 1 1 1 1 1 0 6 1 1 1 1 4 c 1 1 1 1 2 1 1 2 1 1 c 1 3 12

Dr Gorajala Vijay 1 1 1 0 3 1 1 1

Tony Burndred 1 1 1 1 4 0 0 0

Janthea Capitani 1 1 1 3 1 1 2 2

Rob Pickersgill 1 1 1 0 1 1 1 6 1 1 1 1 4 c 1 1 1 0 1 1 3 1 1 c 0 2 10

Barbara Jeffreys 1 1 1 0 3 1 1 1 1 2 1 1 2 5

VACANCY 1 1 0

Brian Page 1 1 1 0 1 1 1 6 1 1 1 3 1 1 1 1 4 1 1 c 1 3 10

Julie Grimmer 1 1 0 0 0 1 3 0 0 0 0

Ian Reekie 1 1 1 1 1 1 6 0 1 1 1 1 0 2 3

Jeff Shaw 1 0 1 1 1 1 1 6 0 0 1 1 2 c 1 1 1 0 0 1 2 5

Liz Stones 1 0 1 0 1 1 1 5 0 0 0 c 1 1 1

John Balderson 1 1 1 1 1 0 5 1 1 2 2

Maureen Dobson 1 1 1 1 1 1 1 7 1 1 1 1 4 c 1 1 c 1 1 1 3 1 1 1 1 4 12

Vince Garrington 1 1 1 1 4 0

Paul Grinell 1 1 1 1 1 1 1 7 1 1 0 1 3 c 1 1 0 1 c 1 2 6

VACANCY 0 0

Elaine Coghill 1 0 1 1 0 3 c c 0 c c 0 0

Andy Karvot 1 1 1 1 1 5 c c 0 c c 0 0

Tim Mawson 1 1 0 0 0 0 1 2 c c 1 c c 1 0 1 c 1 2 3

Anthony Whyte 0 0 0 0 0 0 0 0 0 0 0 0 0 c 0 0 c c 0 c c 0 0

Mr Eddie McCabe - NE Lincolnshire CCG 0 0 1 0 1 1 1 4 0 0
Mrs Alex Seale - N Lincolnshire CCG 0 0 0 0 0 0 0
Mr Stan Shreeve - NE Lincolnshire Council 0 0 0 1 1
VACANCY - ER Yorkshire Council 0
VACANCY - N Lincolnshire Council
VACANCY - HYMS

C - cancelled meeting

CoG

East & West Lindsey

Total CoG sub-group 

attendance (does not 

include CoG,  or 

GovEngagement 

Events)

Governor Assurance Group

Appointments and 

Remuneration 

Committee

Membership and Patient Engagement 

Group

Stakeholder Governors

Goole & Howdenshire

GOVERNORS

North East Lincolnshire

Staff Governors

North Lincolnshire

Governor Assurance 

Group & HealthWatch 

Meetings

Staff Governor Working Group Quality Review Group

H:/Governance and Quality Improvement/FT Project Team/COG/MEETINGS/#Attendance Records/Attendance Record Apr 15-Mar 16



 

 

 
 

CoG (01/20) Item 9.2 
 
 
 

 

DATE 14th January 2020 

 

REPORT FOR 

 
Council of Governors 

 

REPORT FROM 

 

Alison Hurley, Membership Manager 

 
CONTACT OFFICER 

 
Alison Hurley, Membership Manager 

 
 

SUBJECT 

 

Attendance at Governor Briefings and Training & 
Development Opportunities 

 
 

BACKGROUND DOCUMENT (IF ANY) 

 

N/A 

 
 
 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

 
 

The report provides details of Governor attendance at 
briefings so far. 

 
 
 

COUNCIL ACTION REQUIRED 

 
 

 
To note the report. 

 
 
 

 
  



ATTENDANCE RECORD - April 2019 - March 2020         
   

     

GOVERNORS 

COG Briefings 

          

12-Dec 28-Feb 16-Apr 04-Jul Total 

East & West Lindsey           

Jeremy Baskett 0 1 1 1 3 

Dr Gorajala Vijay       1 1 

Goole & Howdenshire           

Tony Burndred       1 1 

Janthea Capitani 1 1 1     

Rob Pickersgill 1 1 1 0 3 

Barbara Jeffreys 0 0 1     

VACANCY           

North East Lincolnshire           

Julie Grimmer 1 0 1 0 2 

Brian Page 1 1 1 0 3 

Ian Reekie 1 0 1 1 3 

Jeff Shaw 1 1 1 1 4 

Liz Stones 0 0 1 0 1 

North Lincolnshire           

John Balderson 1 1 1 1 4 

Maureen Dobson 1 1 1 1 4 

Vince Garrington       1 1 

Paul Grinell 1 1 1 1 4 

VACANCY         0 

Staff Governors           

Elaine Coghill 0 0 0 0 0 

Andy Karvot 1 1 1 1 4 

Tim Mawson 1 1 0 0 2 

Tony Whyte 0 0 0 0 0 

Stakeholder Governors           

Mr Eddie McCabe - NE Lincolnshire CCG     0 0 0 

Mrs Alex Seale - N Lincolnshire CCG     0 0 0 

Stan Shreeve - NE Lincolnshire Council 0 0   0 0 

VACANCY - ER Yorkshire Council  0 0       

VACANCY - N Lincolnshire Council           

VACANCY - HYMS           

Non-Executive Directors           

Tony Bramley 0 0 1 0 1 

Sandra Hills 0 0 1 0 1 

Linda Jackson 1 1 1 0 3 

Nick Mapstone 0 0 1     

Jeff Ramseyer     1 0 1 

VACANCY 0 1       

 



CoG (01/20) Item 10.1 

DATE 14th January 2020 

REPORT FOR Council of Governors 

REPORT FROM Alison Hurley, Membership Manager 

CONTACT OFFICER Alison Hurley, Membership Manager 

SUBJECT Healthwatch & Northern Lincolnshire & Goole 
NHS FT (NLaG) Protocol for Joint Working  

BACKGROUND DOCUMENT (IF ANY) N/A 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

The report provides amendments to the Healthwatch & 
(NLaG) Protocol for Joint Working document.  Additions 
are highlighted in yellow and deleted details are scored 
out for ease of reference. 

COUNCIL ACTION REQUIRED Governors are requested to consider and ratify the 
document, which has been pre-approved by the 
Governor Assurance Group and Healthwatch 
members. 



 

 
 
 

 

 
Directorate of Performance Assurance &  

Office of the Trust Secretary 
 

DRAFT 1.7 

HEALTHWATCH & NORTHERN 
LINCOLNSHIRE AND GOOLE NHS 

FOUNDATION TRUST – PROTOCOL 
FOR JOINT WORKING 

 
Reference: DCM047 
Version: 1.567 
This version issued: July 2019 
Result of last review: Minor changes 
Date approved by owner 
(if applicable): 

 
TBC 

Date approved: 04/07/19 December 2019 
Approving body: Council of Governors 
Date for review: July, 2022 
Owner: Wendy Booth, Director of Performance Assurance & 

Trust Secretary 
Document type: Miscellaneous 
Number of pages: 16 (including front sheet) 
Author / Contact: 
 

Alison Hurley, Membership Manager & Assistant Trust 
Secretary 
 

Northern Lincolnshire and Goole NHS Foundation Trust actively seeks to promote equality of opportunity.  The 
Trust seeks to ensure that no employee, service user, or member of the public is unlawfully discriminated 
against for any reason, including the “protected characteristics” as defined in the Equality Act 2010.  These 
principles will be expected to be upheld by all who act on behalf of the Trust, with respect to all aspects of 
Equality. 



Reference DCM047 Date of issue Error! Reference source not found. 
 Version 1. 
 

 
Printed copies valid only if separately controlled  Page 2 of 16 

Contents 

Section ............................................................................................................. Page 

1.0 Background .................................................................................................. 3 

2.0 Introduction .................................................................................................. 3 

3.0 Healthwatch ................................................................................................. 3 

3.1 General Information ...................................................................................... 3 

3.2 Involving the Public: Roles and Functions ..................................................... 4 

3.3 Governance, Decision-Making and Accountability ....................................... 5 

3.4 Healthwatch Rights ...................................................................................... 6 

3.5 Local Processes for Enter and View Visits ................................................... 6 

3.6 Healthwatch Structures ................................................................................ 8 

4.0 Northern Lincolnshire and Goole NHS Foundation Trust ........................... 10 

4.1 General Information ................................................................................... 10 

4.2 Involving the Public: Roles and Functions.................................................. 11 

4.3 Governance, Decision-Making and Accountability ..................................... 11 

4.4 Duties Regarding Healthwatch ................................................................... 12 

5.0 The Trust and Healthwatch – Working Together and Avoiding Duplication 12 

5.1 General Information ................................................................................... 12 

5.2 Model for Co-Operation ............................................................................. 13 

5.3 Avoiding Duplication and Managing Conflicts of Interest ........................... 14 

6.0 Protocol Review ......................................................................................... 15 

7.0 Equality Act (2010) ..................................................................................... 15 

Appendix A - Independent Complaints Advocacy ................................................. 16 

 



Reference DCM047 Date of issue Error! Reference source not found. 
 Version 1. 
 

 
Printed copies valid only if separately controlled  Page 3 of 16 

1.0 Background 

This document is a product of the meeting held between has been agreed by 
representatives of Northern Lincolnshire and Goole NHS Foundation Trust (‘the 
Trust’), Healthwatch East Riding, Lincolnshire,  North East Lincolnshire and North 
Lincolnshire.  It is based upon the has been adapted from the initial protocol for joint 
working commissioned by the Department of Health and produced by the Foundation 
Trust Network. 

 

2.0 Introduction 

2.1 The Health and Social Care Act 2012 introduced amendments to Section 221 of the 
Local Government and Public Involvement in Health Act 2007 and public involvement 
in health and social care through the establishment of Healthwatch (replacing the 
Local Involvement Networks).  NHS foundation trusts already have an established 
track record of successfully involving the public.  There is scope, therefore, for both 
cooperation and duplication of work in this area. 

2.2 This protocol seeks to clarify the respective roles and functions of: 

• Northern Lincolnshire and Goole NHS Foundation Trust (www.nlg.nhs.co.uk) 

• Healthwatch East Riding of Yorkshire 
(www.healthwatcheastridingofyorkshire.co.uk) 

 
• Healthwatch Lincolnshire 

https://www.healthwatchlincolnshire.co.uk/ 

• North East Lincolnshire Healthwatch 
(www.healthwatchnortheastlincolnshire.co.uk) 

• Healthwatch North Lincolnshire (www.healthwatchnorthlincolnshire.co.uk) 

• Set out the arrangements for joint working 

• Identify how potential points of overlap and tension will be dealt with to enable 
effective relationships 

 

3.0 Healthwatch 

3.1 General Information 

3.1.1 Healthwatch cover all publicly funded health and adult social care services, no matter 
who provides them.  The Healthwatch organisations named above cover the 
geographical area of local authorities within the catchment of the Trust that have social 
services responsibilities: that is, the boroughs of North East and North Lincolnshire, 
Lincolnshire and East Riding of Yorkshire respectively. 

3.1.2 Healthwatch are groupings of individuals and community groups, who form a corporate 
body, and are independent of any Government organisation.  Some Healthwatch 
organisations are working towards social enterprise status which means they will then 
become a legal entity. 

http://www.nlg.nhs.co.uk/
http://www.healthwatcheastridingofyorkshire.co.uk/
https://www.healthwatchlincolnshire.co.uk/
http://www.healthwatchnortheastlincolnshire.co.uk/
http://www.healthwatchnorthlincolnshire.co.uk/


Reference DCM047 Date of issue Error! Reference source not found. 
 Version 1. 
 

 
Printed copies valid only if separately controlled  Page 4 of 16 

3.1.3 Healthwatch membership is open to all individuals and to community groups and levels 
of involvement and participation are intended to be flexible.  Individuals and groups may 
choose whether or not to be involved in the running of the Healthwatch, they may 
choose to become involved regarding a single issue or range of issues, and may opt to 
be involved for a fixed period of time. 

 
3.2 Involving the Public: Roles and Functions 

3.2.1 The purpose of Healthwatch is to: 

• promote and support the involvement of people in the commissioning, provision 
and scrutiny of local care services (healthcare and social care) 

• enable people to monitor and review the commissioning and provision of local 
care services relating to: 

- the standard of provision 

- whether and how local care services could be improved 

- whether and how local care services ought to be improved 

• obtain the views of people about their needs and experiences of local care 
services 

• make such views known and make reports and recommendations about how 
local care services could or ought to be improved to the people responsible for 
commissioning, providing, managing or scrutinising local care services 

• provide advice and information about access to local care services and about 
choices that may be made with respect to aspects of those services 

• reach views on the standard of provision of local care services, and whether, 
and how local care services could or ought to be improved 

• make those views known to the Healthwatch England committee of the Care 
Quality Commission 

• make recommendations to Healthwatch England to advise the CQC about 
special reviews or investigations to conduct (or, where the circumstances justify 
doing so, make such recommendations direct to the CQC) 

• make recommendations to Healthwatch England that is should publish a report 
on a particular health or social matter 

• give Healthwatch England such assistance as it may require it to carry out its’ 
functions effectively, efficiently and economically 
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Healthwatch are hosted by a body other than a local authority or an NHS body.  Healthwatch 
Lincolnshire is provided by Healthwatch Lincolnshire charity, Healthwatch East Riding of 
Yorkshire and Yorkshire,  Healthwatch North East Lincolnshire and North Lincolnshire are 
provided by Meeting New Horizons (MNH), and Healthwatch North East Lincolnshire is 
provided by the North Bank Forum.  This is typical of the national picture where most hosts are 
third sector organisations.  The role of hosts is to provide support to Healthwatch.  Hosts are 
accountable to Healthwatch for ensuring that the support they provide is adequate and 
appropriate.  However, hosts are contracted to local authorities to provide support to 
Healthwatch organisations.  So they will be performance managed by local authorities through 
the contracts into which they have entered.  
 
3.3 Governance, Decision-Making and Accountability 

3.3.1 The way in which Healthwatch undertake their role is largely dependent upon the 
common standards for governance set out below.  However, certain aspects of 
governance arrangements may be specified by local authorities in contracts with 
hosts. 

3.3.2 Healthwatch are required by regulation to build the following into their governance 
structures: 

• before making any relevant decisions, have and publish the required 
procedures 

• if any amendments are made to a required procedure, as soon as practicable 
publish the required procedure as amended 

• comply with the required procedures as made be amended from time to time 

• within a reasonable time after a relevant decision has been made, publish a 
written statement of that decision and the reasons for that decision 

• comply with the requirements in regulation 42 (authorised representatives) 

• comply with the requirements in regulation 43(1) (trade mark) 

• involve lay persons and volunteers in the carrying-on of the relevant Section 
221 activities 

3.3.3 Healthwatch are accountable to the people living in the area they cover.  To promote 
accountability Healthwatch must publish decisions that relate to: 

• how the Healthwatch will undertake the relevant Section 221 activities 

• which care services in relation to which those activities are to be carried out 

• the spending of amounts in relation to those activities 

• whether to request information from a responsible person or services provider 

• whether to refer a report or a recommendation a responsible person or 
services provider 
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• which premises owned or controlled by a services-provider an individual 
authorised as an authorised representative by Healthwatch is to enter and 
view and when those premises are to be visited 

• whether to refer a matter to an overview and scrutiny committee of a local 
authority or to a health scrutiny authority 

• whether to report a matter concerning one or more of the Section 221 
activities to another person 

• in relation to relevant Local Healthwatch arrangements, the matters specified 
in paragraph 3 

3.3.4 Healthwatch are also required to publish an annual report covering matters specified 
in regulation, to be made available to the Secretary of State. 
 

3.4 Healthwatch Rights 

3.4.1 Healthwatch powers are currently expressed in terms of duties of commissioners and 
providers of healthcare and social care.  However, the legal status of Healthwatch will 
change for those achieving social enterprise status.  In practice, Healthwatch have 
the right to: 

• enter and view specific types of premises where services and care are 
provided 

• ask for information and expect a response within a specific timescale 

• submit reports, make recommendations and expect a response within a 
specific timescale 

• refer matters to the local overview and scrutiny committee and expect a 
response 

3.4.2 The timescale for responding to requests for information and for responding to 
reports and recommendations is 20 working days, in line with the Freedom of 
Information Act.  ‘Enter and view’ visits should take place as a result of feedback from 
local communities, and Healthwatch need to be clear about the purpose of any visits.  
Healthwatch are empowered to make unannounced visits, but it is anticipated that 
these powers will be used infrequently.  However, entry can be refused if the visit 
would compromise the effective provision of care services, or the privacy or dignity of 
any person. 
 

3.5 Local Processes for Enter and View Visits 

3.5.1 Healthwatch East Riding of Yorkshire, North Lincolnshire and North East 
Lincolnshire: 

• Enter and view is an essential tool that enables Healthwatch to observe the 
nature and quality of services and to collect the views of users at the point of 
service delivery 
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• Enter and view provides the opportunity to maximise the benefits of involving 
lay people with the intention being that authorised representatives offer a 
credible communication channel from service users to providers, 
commissioners and regulators, especially with regard to ‘quality of life’ 
matters.  It is anticipated that service users feel comfortable with laypeople 
and trust them because of their independence and therefore share their views 
and concerns more readily, especially when they appreciate that the volunteer 
is interested in what they have to say 

• Enter and view representatives can enter any premises in connection with 
health and adult social care service delivery where that care is wholly or 
partially funded through public money.  There are exceptions which exclude a 
right of entry to children’s social care services, people’s homes and to make 
visits where the visit may compromise privacy, dignity and the standard of 
care 

• To conduct enter and view visits Healthwatch volunteers must be authorised 
and trained and have satisfactorily undergone a criminal records check 
undertaken by the Disclosure and Barring Service 

• Healthwatch England has examined the enter and view activity conducted by 
LINks, and in response to this have developed a standardised process for 
enter and view along with the delivery of a national package of enter and view 
train the trainer sessions to local Healthwatch organisations.  It is 
recommended by Healthwatch England that the training and standardised 
processes are implemented locally prior to authorised representatives prior to 
undertaking their first visit 

• As the same organisation is responsible for overseeing the development of 
both Healthwatch North Lincolnshire, North East Lincolnshire, and 
Healthwatch East Riding of Yorkshire, the same process for enter and view 
visits will be consistent across both local Healthwatch organizations 

• Healthwatch North Lincolnshire, North East Lincolnshire and Healthwatch 
East Riding of Yorkshire will implement a rigorous selection process for the 
appointment of enter and view volunteers.  All members who wish to carry out 
enter and view duties must complete an application form and attend an 
interview with members of the staff team.  This interview panel will decide if 
the candidate has sufficient understanding of the role of Healthwatch and of 
the functions of enter and view to be appointed 

• Approved candidates must complete a two day training course which covers 
the legislation and the code of conduct behind enter and view, personal 
conduct and communication skills, the enter and view process, evidence 
gathering and reporting, dignity in care, data protection and confidentiality, 
diversity awareness and safeguarding responsibilities.  Additional training may 
also be provided dependent on the planned enter and view setting, for 
example, dementia awareness, communicating with visually and hearing 
impaired people.  At the conclusion of this training and after obtaining a 
satisfactory CRB Disclosure and Barring Service (DBS) certificate the 
candidate becomes an authorised enter and view representative 
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• The findings from each enter and view will be documented in to a written 
report.  Such report may be a ‘visit’ report, or a report documenting findings 
from wider activity conducted in addition to the enter and view visit 

• The report will reflect the purpose for the visit and how information and 
evidence collected meets this visit objective.  Findings will offer a balanced, 
objective assessment of the service and, where appropriate, make 
recommendations for improvement.  Recording good aspects of service 
delivery will be just as important as recording points of concern or areas for 
improvement 

3.5.2 Healthwatch North East Lincolnshire (HWNEL) – North Bank Forum Meeting 
New Horizons: 

• A HWNEL member must first apply to become a volunteer and, if recruited, 
would be considered for specific roles, including Enter and View.  All 
candidates for Enter and View will need to be DBS enhanced cleared and will 
undertake training.  The minimum training requirements are enter and view, 
safeguarding, data protection/confidentiality and equality and diversity.  In 
addition, authorised enter and view representatives would be expected to 
undertake additional training for specific purposes (e.g. dementia awareness if 
carrying out visits where a significant proportion of patients or residents have 
dementia) 
 

3.6 Healthwatch Structures 

3.6.1 Healthwatch Lincolnshire: 

• The Health and Social Care Act 2012 outlined the requirement for local 
Healthwatch to be an independent organisation but allowed flexibility in the 
form it would take 

• Lincolnshire County Council has contracted HWLincs (name change due 
imminently) to oversee the Healthwatch Lincolnshire contract. HWLincs is a 
charity and also has a wholly owned trading subsidiary called HWL Services 
Ltd 

• Healthwatch currently has a Chair and Board of nine further directors who are 
responsible for setting the strategic direction and ensuring effective 
government and management of the organisation.  The day to day delivery of 
Healthwatch is conducted by a staff team of eight 

• Representatives of Healthwatch have seats at various bodies including 
Scrutiny Committees, Health and Wellbeing Board (HWBB), CCG Governing 
Bodies, Regional Oversight Boards and Trust Boards. 
 

3.6.2 Healthwatch East Riding, North Lincolnshire & North East Lincolnshire: 

• The Health and Social Care Act 2012 outlined the requirement for local 
Healthwatch to be an independent organisation that is a social enterprise, but 
allowed flexibility in the form it would take 
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• East Riding of Yorkshire Council, North Lincolnshire Council, and North East 
Lincolnshire Council have contracted Meeting New Horizons CIC (MNH) to 
oversee the development of a Healthwatch organisation in the East Riding, 
North Lincolnshire, and North East Lincolnshire respectively 

• Each Healthwatch managed by MNH consists of a staff team of four to five 
individuals. The Board model adopted by MNH is that of an ‘Independent 
Strategic Advisory Body’. Such a model removes any complexities regarding 
contract accountability whilst at the same time provides an effective 
mechanism to access both external lay and professional wisdom and 
generate insights and ideas which can only come with distance from the day-
to-day operations 

 
• As holder of the contracts, MNH will remain accountable for ensuring that 

Healthwatch is meeting its statutory and contractual requirements during the 
contract period. Overseeing the day to day operations of each Healthwatch 
will be the responsibility of the local Healthwatch Delivery Manager in 
conjunction with the Deputy Chief Officer of MNH, however the Independent 
Strategic Advisory Body (ISAB) will provide robust and ongoing overview, 
scrutiny and challenge regarding performance against the strategies and 
priorities set for HW. 

 

• Healthwatch East Riding is governed by a Chair and a Board of five further 
directors who are responsible for setting the strategic direction and ensuring 
effective government and management of the organisation.  Members of the 
board have been appointed based on an application and interview process, 
and selected against a person specification.  The day to day delivery of 
Healthwatch is conducted by a staff team of four members 

• Members of the Board meet on a monthly basis at which project updates are 
delivered, potential work plan activities identified, and any necessary reviews 
or revisions taken when required 

• The Chair of the Board also has the responsibility of attending the Health and 
Wellbeing Board, upon which Healthwatch has a statutory seat 

• Each local authority was able to choose if NHS Independent Complaints 
Advocacy was to be commissioned separately or within the Healthwatch 
contract.  In the East Riding Complaints Advocacy was commissioned 
separately and was awarded to Carers Federation.  Although commissioned 
separately, there is still the expectation for Healthwatch and Independent 
Complaints Advocacy to work closely together.  Please see Appendix A for 
further details 

3.6.3 Healthwatch North East Lincolnshire: 

• Healthwatch North East Lincolnshire has a governing body which consists of 
a Chair and six further Board members that will all be appointed through 
competitive interview.  The Board is responsible for setting the strategic 
direction and ensuring effective governance and management of the 
organisation.  The day to day delivery of Healthwatch is carried out by a staff 
team of three 
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• North East Lincolnshire Council has contracted the North Bank Forum (NBF) 
to establish a project to develop a Healthwatch organisation in North East 
Lincolnshire 

• The Chair also has the responsibility of attending the Health and Well-Being 
Place Board upon which Healthwatch has a statutory place 

• In North East Lincolnshire, Independent Complaints Advocacy was 
commissioned with the Healthwatch contract 

3.6.4 Healthwatch North Lincolnshire: 

• The Health and Social Care Act 2012 outlined the requirement for local 
Healthwatch to be an independent organisation that is a social enterprise, but 
allowed flexibility in the form it would take 

• North Lincolnshire Council has contracted Meeting New Horizons CIC (MNH) 
to oversee the development of a Healthwatch organisation in North 
Lincolnshire.  MNH have established ‘Healthwatch North Lincolnshire’ as a 
Community Interest Company, which ensures that the organisation is 
established for community purposes and the assets and profits are dedicated 
to these purposes 

• Healthwatch North Lincolnshire is governed by a Chair and a Board of 
directors who are responsible for setting the strategic direction and ensuring 
effective government and management of the organisation.  Members of the 
board have been appointed based on an application and interview process, 
and selected against a person specification.  The day to day delivery of 
Healthwatch is conducted by a staff team of four members 

• Members of the Board meet every quarter six weeks where project updates 
are delivered, potential work plan activities identified, and any necessary 
reviews or revisions taken when required. 

• The Delivery Manager Chair of the Board also has the responsibility of 
attending the Health and Wellbeing Board, upon which Healthwatch has a 
statutory seat 

• Each local authority was able to choose if NHS Independent Complaints 
Advocacy was to be commissioned separately or within the Healthwatch 
contract.  In North Lincolnshire Complaints Advocacy was commissioned 
within the Healthwatch contract and so in North Lincolnshire members of the 
public will access this service directly via Healthwatch 
 

4.0 Northern Lincolnshire and Goole NHS Foundation Trust 

4.1 General Information 

NHS foundation trusts are public benefit corporations set up to innovate and improve 
healthcare based upon the principles of mutuality.  They are free from central 
government control and strategic health authority performance management.  They 
are not required to break even each year although they must be financially viable.  
They can borrow money within limits set by their regulator, NHS 
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England/Improvement (NHS E/I)* (previously Monitor), retain surpluses and decide 
on local service development. 

*  Monitor became part of NHS Improvement as of 1 April 2016.  NHS England and 
Improvement then merged on 1 April 2019, and will be noted as NHS E/I (Monitor) 

for the remainder of the document. 
 

4.2 Involving the Public: Roles and Functions 

4.2.1 The Trust is responsible for making arrangements for people who receive or may 
receive services to be involved in: 

• the planning of the provision of services 

• developing and considering proposals for changes in the way those services 
are provided 

• decisions affecting the operation of those services 

4.2.2 The Trust has considerable experience and expertise in community engagement and 
consultation, having begun work in these areas as part of its preparation to achieve 
foundation trust status. 
 

4.3 Governance, Decision-Making and Accountability 

4.3.1 NHS foundation trusts have unique governance arrangements.  They are run by 
independent corporate boards responsible for strategic decision-making and 
accountable to a council of governors.  The majority of governors are elected by the 
membership of the foundation trust, which in turn is drawn from the public in the 
catchment area that they serve, and from their staff. 

4.3.2 Foundation trust governors play an important role in ensuring that the voices of the 
public and other stakeholders are heard at all levels within the Trust and in ensuring 
that the relationship with the Healthwatch organisations, their members and the and 
the wider community are maintained and developed.  The establishment of 
Healthwatch organisations does not change the statutory duty of NHS foundation 
trusts to engage with and consult the communities they serve nor does it change the 
role of governors. 

4.3.3 While governors have a key role in holding the corporate organisation to account, this 
does not extend to a responsibility to inspect NHS foundation trusts.  The ‘entering 
and viewing’ role of Healthwatch, therefore, does not represent a duplication of 
activity in this area. 

4.3.4 In addition to being accountable to the broader community through their membership, 
NHS foundation trusts are directly accountable to NHS E/I Monitor.  They are 
required to report to NHS E/I Monitor, in accordance with the Compliance Framework 
and to take such actions as NHS E/I Monitor considers necessary to ensure 
compliance.  They are further required to lay their annual reports and accounts 
before Parliament each year as well as sending them to NHS E/I Monitor. 

4.3.5 NHS foundation trusts do not have an accountability relationship with Healthwatch; 
however they do have certain duties as set out below.  
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4.4 Duties Regarding Healthwatch 

4.4.1 In their dealings with Healthwatch, NHS foundation trusts have a statutory duty to: 

• respond to requests for information made by a Healthwatch 

• respond to requests to enter and view 

• deal with reports and recommendations made by a Healthwatch 

• deal with any reports or recommendations from a Healthwatch that have been 
referred by another services provider 

• response time within 20 working day to manage expectations. 

4.4.2 Monitor, now NHS E/I, has encouraged NHS foundation trusts to consult Healthwatch 
about their quality accounts.  The Trust has responded positively to this and plans to 
continue to share the contents with Healthwatch. 

4.4.3 Requests for information are covered by the provisions of the Freedom of Information 
Act.  Nevertheless, the Trust undertakes to respond to information requests from the 
Healthwatch in the shortest possible timescale. 

4.4.4 While NHS foundation trusts are expected to deal with reports and recommendations 
made by a Healthwatch, there is no obligation on them to accept the conclusions of 
reports or to endorse and implement recommendations.  The Trust, however, 
acknowledges its obligation to provide the Healthwatch with an explanation of its 
reasons for not endorsing a report or accepting recommendations. 

 

5.0 The Trust and Healthwatch – Working Together and Avoiding 
Duplication 

5.1 General Information 

5.1.1 There are a number of potential advantages in the Trust and Healthwatch working 
together: 

• pooling resources to reach out to the broader community beyond the Trust’s 
or the Healthwatch membership 

• sharing intelligence to access specific hard-to-reach or seldom – heard 
groups 

• sharing workload on consultations and dissemination of information 

• engaging people in each other’s work and potentially helping to recruit new 
members to both organisations. 

5.1.2 All parties agree that a common understanding of governance structures, 
communications strategies, processes and procedures for visits and agreement on 
conduits for information and liaison are crucial.  Equally, there is a need for 
individuals to be clear about the capacity in which they are acting and their roles and 
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responsibilities.  The Trust and Healthwatch are committed to examining informal 
means of dealing with areas where there is disagreement, through further discussion 
or mediation. 

5.2 Model for Co-Operation 
The Trust and Healthwatch have agreed to relatively informal model for co-operation 
the provisions of which are:  
• the point of contact for all communication from the Trust to the both 

Healthwatch East Riding, Healthwatch North Lincolnshire and Healthwatch 
North East Lincolnshire will be the Delivery Managers.  For Healthwatch 
North East Lincolnshire, the point of contact will be the Partnership 
Coordinator. For Healthwatch Lincolnshire, the point of contact will be the 
Partnership and Development Manager 

• the point of contact for all communication from Healthwatch organisations to 
the Trust will be the Trust Secretary 

• the Trust lead for patient experience will be the Chief Nurse 

• each Healthwatch to have one seat on the Trust’s Membership and Patient 
Engagement Group, the committee responsible for public engagement 

• each Healthwatch to attend the Governor Quality Review Group on a rotating 
basis 

• two representatives from the Trust (the Director of Performance Assurance 
and Trust Secretary or deputy and the Deputy Chief Nurse) will attend 
relevant meetings of the Healthwatch organisations where the agenda 
dictates and subject to workload.  In addition, the Healthwatch organisations 
may invite other senior managers from the Trust to attend on an ad hoc basis: 
whilst such attendance cannot be absolutely guaranteed the Trust undertakes 
to make it a matter of priority 

• the Healthwatch organisations to have a standing invitation to all Trust 
members’ events.  The details of these will be notified in advance to the 
Healthwatch co-ordinators 

• the Trust to provide the Healthwatch organisations with the results of any 
public consultations undertaken 

• the Trust to arrange twice yearly meetings to be attended by representatives 
from the Healthwatch organisations and the Steering Group  Governance 
Assurance Group of the Council of Governors.  The remit of this meeting will 
include: 

- review and revision of this protocol and joint working arrangements on 
a three yearly basis or as necessary 

- outline planning of work streams for the coming year with special 
reference to possible opportunities for co-operation and which avoid 
the potential for duplication of effort 
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• an exchange of complaints information to be ongoing.  (Details of the 
Healthwatch Independent Complaints Advocacy service is provided for 
reference at Appendix A) 

• the Trust to involve Healthwatch in Service Planning. 

5.3 Avoiding Duplication and Managing Conflicts of Interest 

5.3.1 It is recognised that the above model does not provide absolute assurance that 
efforts to involve the public and engage service users will not be duplicated.  This 
means that all parties need a clear understanding of the others’ governance 
structures, roles, responsibilities and accountabilities combined, with open lines of 
communication to minimise the potential for duplication and misunderstanding. 

5.3.2 There is nothing in statute to prevent members of a foundation trust being involved in 
a Healthwatch or vice versa.  Indeed, it is likely that there will be overlap in 
involvement in the two.  Nor is there any legal bar to individuals being both 
foundation trust governors and members of a Healthwatch management body; the 
constitution of some NHS foundation trusts prohibits this but this is not the case with 
Northern Lincolnshire and Goole Hospitals.  An overlap in membership is to be 
expected.  Situations might arise where the interests of the foundation trust are not 
shared by the Healthwatch.  This could create scope for conflicts of interest, whether 
perceived or actual. 

5.3.3 As with any conflict of interest, it may be difficult for individuals to recognise where 
the divide lies between their foundation trust role and their involvement in a 
Healthwatch, particularly when such involvement is informal or sporadic.  So conflicts 
of interest may be difficult to identify and deal with.  The first resource in providing 
advice on any conflict of interest will be the Trust Secretary, but this will always be in 
consultation with the relevant Healthwatch co-ordinator. 
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6.0 Protocol Review 

As outlined in 5.2 above, this protocol will be reviewed three yearly or sooner should 
the need arise. 

 
Signed: 
 

 Date:  

 
On behalf of Healthwatch East Riding 
Signed: 
 

 Date: 28.11.19 

 
On behalf of Healthwatch Lincolnshire 
Signed: 
 

 Date:  

 
On behalf of Healthwatch North East Lincolnshire 
Signed: 
 

 Date:  

 
On behalf of Healthwatch North Lincolnshire 
Signed:                                                                     Date:    
 
 
On behalf of Northern Lincolnshire and Goole NHS Foundation Trust 
 

7.0 Equality Act (2010) 

7.1 In accordance with the Equality Act (2010), the Trust will make reasonable adjustments 
to the workplace so that an employee with a disability, as covered under the Act, should 
not be at any substantial disadvantage.  The Trust will endeavour to develop an 
environment within which individuals feel able to disclose any disability or condition 
which may have a long term and substantial effect on their ability to carry out their 
normal day to day activities. 

7.2 The Trust will wherever practical make adjustments as deemed reasonable in light of an 
employee’s specific circumstances and the Trust’s available resources paying particular 
attention to the Disability Discrimination requirements and the Equality Act (2010). 

 
_________________________________________________________________________ 

The electronic master copy of this document is held by Document Control, 
Directorate of Performance Assurance Office of the Trust Secretary, NL&G NHS 

Foundation Trust. 
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Appendix A 
INDEPENDENT COMPLAINTS ADVOCACY 

 
Advocacy is providing the support someone needs to be able to express their views, 
to communicate their choices and to receive services or to participate in decision 
making. It can enable people to take more responsibility, have choice and control 
over the decisions which affect their lives. It thereby promotes individual’s overall 
health and wellbeing by increasing self-determination and on a larger scale helps to 
promote social inclusion, equality and social justice. Advocacy should help people to:  
 

• make clear their own views and wishes; 
• express and present their views effectively and faithfully;  
• access advice and accurate information;  
• negotiate and resolve conflict.  

 
Healthwatch Independent Complaints Advocacy (ICA) will support people with a 
complaint or grievance related to any aspect of healthcare as described in the Health 
and Social Care Act 2012, including that which falls under the jurisdiction of the 
Health Service Ombudsman, such as complaints about poor treatment or service 
provided through the NHS in England.  In North East Lincolnshire, ICA will also 
support people with Social Care Complaints. 
 
The Ombudsman looks into complaints against NHS services provided by hospitals, 
health authorities, trusts, GPs, dentists, pharmacists, opticians and other health care 
practitioners. The Ombudsman can also investigate complaints against private 
health contractors if the treatment was funded by the NHS. 
 
ICA provides practical support and information to people who want to make an NHS 
complaint.  This might mean giving information to enable an individual to pursue a 
complaint independently or by giving them the support of an experienced worker, 
such as an Advocate, who can help them make their complaint.  A Healthwatch 
Advocate will help individuals to explore their options at every stage of a complaint 
and give information that can help an individual decide what to do. 
 
Support can be given in a number of ways: 
 

• Help to list all the issues that individuals wish to raise in your complaint; 
• Help to write letters to the right people; 
• Prepare people for complaint meetings and go to these with them; 
• Answer questions to help complainants  make decisions; 
• Give complainants  the opportunity to speak confidentially to someone who is 

Independent of the NHS; 
• Where possible, ICA advocates will meet complainants  face to face to 

discuss their complaint; 
• Help to monitor the progress of your complaint with the organisation 

responsible. 
 



 
 

 

 

 

 

CoG (01/20) Item 10.2 
 
 
 

 
DATE 

 
14th January 2020 

 

REPORT FOR 

 
Council of Governors 

 

REPORT FROM 

 

Alison Hurley, Membership Manager 

 

CONTACT OFFICER 

 

Alison Hurley, Membership Manager 

 
SUBJECT 

 
Governors’ Register of Interests 

 
 

BACKGROUND DOCUMENT (IF ANY) 

 

N/A 

 
 
 

EXECUTIVE COMMENT (INCLUDING 
KEY ISSUES OF NOTE OR, WHERE 
RELEVANT, CONCERN THAT THE 
COG NEED TO BE MADE AWARE OF) 

 
 

 

The document provides details of the Governors’ 
declarations of interests. 

 
 
 

COUNCIL ACTION REQUIRED 

 
 

 
Governors are requested to ratify the document. 
Governors are requested to consider and approve 
the Register of Interests document. 
Governors are requested to consider and approve 
the Register of Interests document. 
 

 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

                          REGISTER OF GOVERNORS’ INTERESTS 
 

2019/2020 (v1) 
 

Governor Name Interests Date 

PUBLIC GOVERNORS 

EAST & WEST LINDSEY 

Jeremy Baskett  Regional Elected representative on National Committee of 

Managers in Partnership (MIP) Trade union 

 Undertake ‘ad hoc ‘Trade Union Duties on behalf of MIP in 

NHS Organisations 

 Wife is a Full Time employee of NLAG 

 Staff Side Chair of Yorkshire and Humber SPF for the CCGs 

 Elected Town Councillor - Louth, Lincolnshire  

 Working for NHS Hull CCG (on behald of Humber CCGs)  

 Working NHS Harrogate and Rural District CCG (on behalf 

of the North Yorkshire CCGs) On Personnel Issues 
 

28.11.2019 

Gorajala Vijay  None 20.11.2019 
 

GOOLE & HOWDENSHIRE 

Tony Burndred 
 

 Chair of Men in Sheds (Goole) 15.11.2019 

Rob Pickersgill  Fellow, Chartered Institute of Public Finance and  
Accountancy  

 Director – 50% shareholder at W Hallam Castings Ltd 
(private company) 

 Parish Councillor (Asselby Parish Council)  
 

01.12.2019 

Stephen Price 
 

 None 04.11.2019 

NORTH EAST LINCOLNSHIRE 

Diana Barnes  Member of Accord 07.11.2019 

Julie Grimmer  Trustee of Care Plus Group 19.11.2019 

Brian Page 
 

   Sole Trader trading as BP Training 

 Currently contracted to deliver Health & Wellbeing training 

for Care Plus 

19.11.2019 

Ian Reekie  Member of the National Institute of  Health & Care 
Excellence (NICE) Quality Standards Advisory Committee 

19.11.2019  

Liz Stones 
 

 Chairman of Cleethorpes Golf Club 
 

18.11.2019 

 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

NORTH LINCOLNSHIRE 

John Balderson 
 

 None 19.11.2019 

Maureen Dobson 
 

 None 20.11.2019 

Vince Garrington 
 

 None   30.12.2019 

Paul Grinell 
 

 

 Board member of DN Colleges Group (formerly North 
Lindsey College) 

 Director of Kingsway Consulting Limited  (subsidiary of DN 
Colleges Group) 

 Director of DC Teach Limited (subsidiary of DN Colleges 
Group) 

 

16.11.2019 

Vacancy 
 

     
 

STAFF GOVERNORS 

Elaine Coghill  None 21.11.2019 

Andy Karvot  None 05.12.2019 

Tim Mawson  United Kingdom Accreditation Service 
 Voluntary ISAS technical Assessor since October 2014 
  

15.11.2019  

 
 

STAKEHOLDER GOVERNORS 

Alex Seale - North 
Lincolnshire Clinical 
Commissioning 
Group  

 Chief Operating Officer at North Lincolnshire CCG 20.11.2019 

Eddie McCabe – 
North East 
Lincolnshire Clinical 
Commissioning 
Group 

 None 04.12.2019  

Stan Shreeve– 
North East 
Lincolnshire Council 

 Elected member and portfolio holder for Finance and 
Resources NEL council. 

 NEL Stakeholder Trustee of NEL Citizens Advice Bureau. 
 NEL Stakeholder Governor of Care Trust Plus Group. 
 Trustee of Harbour Place 

15.11.2019 

Vacancy– North  
Lincolnshire Council 

   

Anne Handley - 
East Riding of 
Yorkshire Council 

 None 06.01.2020  
  

 
 



 

 

 

 

CoG (01/20) Item 12.2 
 

 
 

 
DATE 

 
14 January 2020 

 
REPORT FOR 

 
Council of Governors 

 
REPORT FROM 

 
Claire Low, Acting Director of People and 
Organisational Effectiveness 
 
 
 

 
CONTACT OFFICER 

 
Claire Low, Acting Director of People and 
Organisational Effectiveness 
 
  

SUBJECT 

 
Monthly Staffing Report – December 2019 

 

BACKGROUND DOCUMENT  
(IF ANY) 

 
N/A 

 
EXECUTIVE COMMENT 
(INCLUDING KEY ISSUES OF 
NOTE OR, WHERE RELEVANT, 
CONCERN THAT THE COG 
NEED TO BE MADE AWARE OF) 

 
The Monthly Staffing Report gives an update for 
December 2019 on turnover, vacancies, sickness and 
workforce developments 

 
COUNCIL ACTION REQUIRED 

 
For information  

 





Sickness Rates:

The Trust’s Sickness Percentage in October 2019 stood higher than in previous months at 5% which is outside the Trust target of <4.1%. 

This is an in month increase of 0.38%.  The increase in sickness absence in month is largely due to a number of Directorates/Divisions 

which saw a large percentage increase in sickness rates during October. These Directorates/Divisions were Finance, Strategy and 

Planning, Surgery and Critical Care and Women’s and Children’s. 

When compared to October last year the overall sickness percentage is higher. Last year's figures for October stood at 4.27%. Sickness 

rates are likely to increase further over the upcoming months as we move forward into the winter pressure period.

Nursing and Midwifery sickness rates remain high overall. In October 2019, the sickness rate stood at 5.37%, which is slightly higher than 

the previous month.  

Additional Clinical Services sickness rates rose significantly in October 2019 to 7.02% from 6.34%.

The highest sickness reasons in month were ‘anxiety/stress/depression/other psychiatric illnesses’ (2,844 calendar days lost) and 'other 

musculoskeletal problems' (1,248 calendar days lost).

EXECUTIVE SUMMARY 

Turnover & Retention: 

The 12 month Trustwide turnover rate (permanent staff only) stands at 8.41% in November 2019, within the annual target of <9.4%. This 

time last year the annual turnover rate stood much higher at 9.75%, therefore the position is continuously improving. 

The overall turnover rate for November 2019 stood at 0.62%, within the monthly target of 0.78%. This time last year the turnover rate 

stood higher at 0.88%.

      • The Medical & Dental Staff Group turnover rate in month remains static at 0.39%. When compared to this time last year the 

turnover figure stood much higher at 1.16%. 

     • Nursing and Midwifery Staff Group turnover rate has decreased in month to 0.56% but still within the target of 0.78%. This is an in 

month decrease of 0.03%. When compared to the previous year, the turnover rate stood at 0.75%.

     • The AHP turnover rate increased in November 2019 to 1.28% which is outside the monthly target. This is an in month increase of 

0.12%. Last year the monthly turnover in November 2018 stood at 1.49%.

                                                                                                                                                                                                                                                                                                                                 

The Exit Questionnaire return rate for October 2019 stood at 23% against the target of 50%. The return rate is higher when compared to 

the same time last year where the return rate stood at 19%.  

Vacancy Summary: 

The Trustwide vacancy position has increased slightly in month resulting in a vacancy position of 6.76% within the Trust target of <7%. 

This is an in month increase of 0.37%. The whole time equivalent vacancies that the Trust has now stands at 411.27 which is largely made 

up of clinical roles. When compared to the same time last year, the Trust's vacancy position stood at 6.47%. 

The Registered Nursing vacancy position remains outside of target resulting in a decreased vacancy factor of 7.8%, against the target of 

6% which is an in month decrease of 0.73%. The in-month decrease is due to the recent intake of NQNs who have received their pin 

registrations. When compared to the same time last year the Registered Nursing vacancy position remains relatively unchanged. The 

vacancy position stood at 7.41% in November 2018. Ongoing plans to address vacancies are in place and can be found in the recruitment 

update section of this report. 

The Unregistered Nursing vacancy rate stood at 3.2% which is an increase of 4.28%. The in-month increase is due to the recent intake of 

NQNs who were previously taking up HCA posts until in receipt of their pin registrations, which temporarily brought the Unregistered 

Nursing vacancy rate down. To compare, the vacancy position stood higher in November 2018 at 3.83%. 

The Medical & Dental vacancy position decreased in month to 14.06%, within the Trust target of <15%. This is an in month decrease of 

0.63%. Last year’s vacancy rate stood at a similar rate at 16.89%. The vacancy position is equivalent to 91.86 whole time equivalent 

vacancies. Ongoing plans to further address Medical and Dental vacancies are in place and can be found in the recruitment update 

section of this report.



1.0     INTRODUCTION

2.0    BOARD ACTION

The Board is asked to:

2.1    RECOMMENDATIONS

3.0 AT A GLANCE

4.0 MONTHY DASHBOARD BY DIRECTORATE

5.0 MONTHLY WORKFORCE UPDATE AND MONTHLY THEMED ANALYSIS

Monthly Staffing Report

 December 2019

· Recommendations for the monthly feature are welcomed. Please send any 

suggestions to Marie Hill, marie.hill12@nhs.net.

· Review the performance against the range of targets/indicators included within the 

report.                                                                                                                                          

The ‘at a glance’ section of this report has been refreshed to allow the KPI figures to be 

relevant and aligned to the Trust’s current priorities.  These will continue to evolve in 

line with Trust priorities and agreed KPIs.

· Consider the information contained within this report. 

· For noting and any appropriate action.



3.0     AT A GLANCE

Indicator

0.37% ▲
6.39% 6.47% <7.00%

-0.63% ▼ 14.69% 16.89% <15.00%

Registered -0.73% ▼ 8.53% 7.41% <6.00%

Unregistered
4.38% ▲

-1.18% 3.83% <2.00%

0.02% ▲ 0.60% 0.88% 0.78%

-0.03% ▼
0.59% 0.75%

0.78%

0.00% ▼
0.39% 1.16%

0.78%

0.12% ▲
1.16% 1.49%

0.78%

Change

0.38% ▲ 4.62% 4.27% <4.10%

10.00% ▲ 13.00% 19.00% 50.00%

Change
Previous 

Month

Previous 

Year
Trend

-1.00% ▼ 90.00% 76.00% 85.00%

-3.00% ▼ 81.00% 69.00% 95.00%

STAFFING INDICATORS: December 19

2019/20 Indicators

Target           
VACANCIES AND STAFF MOVEMENTS

In Month 

Change

Previous 

Month
Trend

Previous 

Year

Comparator

Nov-19

*Please note that sparklines follow a 12 month rolling period and not the financial year to date.

Trustwide Vacancy rate 6.76%

Medical Vacancy Rate

Target

ComparatorIndicator

Mandatory Training Compliance 89.00%

PADR Compliance 78.00%

Indicator

Nursing and Midwifery Staff Turnover 0.56%

Medical and Dental Staff Turnover 0.39%

AHP Staff Turnover 1.28%

14.06%

0.62%

Nursing Vacancies
7.80%

3.20%

All Staff Turnover 

Target                    
Training and Development Nov-19

Comparator

Previous 

Month

Exit Interview Return Rate 23.00%

OTHER WORKFORCE Oct-19 Trend
Previous 

Year

Sickness Rate 5.00%



4.0     MONTHLY DASHBOARD BY DIRECTORATE

Directorate
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Target N/A 4.10% 0.78% 50% <7% 90% 85%

Chief Nurses Office 112 3.43% 0.81% N/A 5.76% 95% 77%

Estates and Facilities 666 5.94% 1.13% 50% 12.35% 97% 91%

Finance 103 3.98% 0.00% N/A 2.99% 97% 89%

Medical Directors Office 118 1.98% 0.00% 0% 6.52% 95% 83%

Operations Clinical Support 

Services
1247 4.32% 0.65% 33% 7.36% 95% 85%

Operations Therapy  & 

Community
764 4.97% 0.93% 60% 4.95% 93% 81%

Operations Medicine 1431 4.60% 0.44% 8% 10.66% 84% 69%

Operations Surgery & Critical 

Care
1190 6.65% 0.77% 7% 4.66% 85% 71%

Operations Women & Childrens 794 5.22% 0.17% 13% -0.41% 85% 71%

People & Organisational 

Effectiveness
90 2.81% 0.00% 0% 3.41% 97% 90%

Strategy and Planning 158 3.04% 0.72% 0% 4.99% 97% 88%

* Exit questionnaire return rates and sickness rates are reported 1 month behind to ensure accuracy of data.

* On the exit questionnaire column, N/A will be shown were there have been no leavers in the directorate. Were there have been leavers and no exit questionnaires returned this will 

result in a 0% return rate.



5.0    MONTHLY WORKFORCE UPDATE

Workforce Update:

Recruitment Update: 

Nursing:

The Registered Nursing vacancy position has decreased in month by 0.73% and stands at 7.8% against the target of <6%. 

The nurse open event held in November was a great success, 3 registered nurses and 25 3rd year student nurses appointed.  

Unconditional offers made upon completion of degree and NMC registration in 2020.  Further dates are currently being developed 

for 2020.

The remaining NQNs will filter in over the next few months.   Our 2nd cohort of pre-registered nurses have all passed there OSCE 

examinations, and have received NMC registration.

5 pre-registered nurses are planned to commence in January 2020, to hit the agreed recruitment target of 20 nurses.

Medical & Dental:

The Medical & Dental vacancy position decreased in month to 14.06% within the Trust target of <15%. The vacancy position is 

equivalent to 91.86 whole time equivalent vacancies. 

The fill rate for trainee doctor posts due to rotate in February is currently 73%.  Of the 18 vacant February rotating trainee posts over 

half are already filled with locally appointed doctors to backfill.

Ongoing activity has created a substantial pipeline of Doctors that the Trust is working hard on to convert into starters; this pipeline 

currently stands at 38 doctors awaiting start dates between December 2019 and March 2020. Local backfill arrangements to cover 

vacancies are taking place through advertising, utilising the existing pipeline, and interim agency locums. Work to further build up the 

existing pipeline, maintain this pipeline and deliver divisional recruitment plans are ongoing. 

Further sourcing of candidates from overseas posts under the medical training initiative is underway alongside other methods 

including headhunting.  The forecast for SAS and Consultant recruitment against turnover shows a position that remains relatively 

stable, the use of talent acquisition team will help to positively influence this to recruit more middle and Consultant grades.

Workforce Update:

The Workforce Planning Team is currently engaged in discussions with North Lincolnshire Council to shape a new future workforce.  

We are considering how to utilise skills and competencies of support staff (bands 1 to 4) for both health and social care, to work 

across both organisations in partnership, to aid discharge planning  between acute and community setting, to reduce the number of 

contacts each patient has, and to create a flexible career pathway.  We are exploring how a common competency framework could 

be created for all nonregistered/support staff that will enable them to move with ease between the two organisations for both 

improved patient care and future employment opportunities. The team also shared this approach at a recent ICS Fast-track Humber, 

Coast and Vale Health and Care Professional Engagement Event which generated a significant amount of interest in both recognition 

of the need to plan our workforce effectively for future sustainability and also how to progress the initiative; further updates will be 

shared.

Developments within Workforce Planning continue to progress with a current focus on Divisions financial workforce hotspots.  

Meetings are currently taking place in partnership with Divisional Finance Managers and HR Business Partners to identify some 

suggested approaches for Divisions to consider in order to mitigate workforce risks; this work will support CIP savings plans

ESR Manager Self Service Project:

Preparation for roll out of MSS for the wider Trust is ongoing. Excellent Feedback received from Pilot areas so far.  The Trust has 

Launched Exit Questionnaire via ESR. The Oracle Learning Management (OLM) Project is due to go Live in January 2020.  Class Room 

Booking systems has been transferred across to OLM in ESR, throughout December all Trainers will be trained on Class Administrator.



Apprenticeships:

The current picture of apprentice training uptake per Directorate along with the number of staff that have withdrawn from 

programme due to a variety of different reasons.



5.1 MONTHLY THEME ANALYSIS

Monthly Theme/ Analysis - Medical Staff Retention November 2016 - 2018

Across the UK, there are significant threats to retaining existing doctors due to a substantial numbers of doctors who, in the face of 

pressures, are reducing their hours, retiring or intending to leave the practice altogether. In the UK, the increasing number of doctors 

over 50 and nearing retirement in some specialities is of concern. As a Trust the overall percentage Medical and Dental staff aged 

over 50 stands at 25%, although the percentage of over 50s is much greater in certain specialties which poses an even greater risk. 

When looking at permanent Medical and Dental staff turnover at the Trust, the retention rate has improved over the last year, as can 

be seen below. However, it is likely that the turnover rate for this particular staff group over the next 5 years will increase as staff 

seek retirement opportunities. This also does not take into account the Trust's reliance on fixed term medical and dental staff and 

the stability of this workforce.



 
 

ACRONYMS & GLOSSARY OF TERMS 
FOR GOVERNORS & NON-EXECUTIVE DIRECTORS 

21 August 2019 – v4 

A&E - Accident and Emergency: A walk-in facility at hospitals that provides urgent treatment 
for serious injuries and conditions 
 

A4C - Agenda for Change.  NHS system of pay that is linked to the job content, and the 
skills and knowledge staff apply to perform jobs 
 
Acute - Used to describe a disorder or symptom that comes on suddenly and needs urgent 
treatment 
 
Acute Hospital Trust - Hospitals in England are managed by acute trusts (Foundation 
Trusts). Acute trusts ensure hospitals provide high-quality healthcare and check that they 
spend their money efficiently. They also decide how a hospital will develop, so that services 
improve 
 
Admission - A term used to describe when someone requires a stay in hospital, and 
admitted to a ward 
 
Adult Social Care - Provide personal and practical support to help people live their lives by 
supporting individuals to maintain their independence and dignity, and to make sure they 
have choice and control. These services are provided through the local authorities  
 
Advocate - An advocate is someone who supports people, at times acting on behalf of the 
individual  
 
AHP - Allied Health Professional 
 
AMM - Annual Members’ Meeting 
 
ARC - the governor Appointments & Remuneration Committee has delegated authority to 
consider the appointment and remuneration of the Chair, Deputy Chair and Non-Executive 
Directors on behalf of the Council of Governors, and provide advice and recommendations to 
the full Council in respect of these matters 
 
ARM - Annual Review Meeting for CoG 
 
Audit Committee - A Trust’s own committee, monitoring its performance, probity and 
accountability 
 
Auditor - The internal auditor helps organisations (particularly boards of directors) to 
achieve their objectives by systematically evaluating and proposing improvements relating to 
the effectiveness of their risk management, internal controls and governance processes. The 
external auditor gives a professional opinion on the quality of the financial statements and 
report on issues that have arisen during the annual audit 
 
BAF - Board Assurance Framework 
 



Benchmarking - Comparing performance or measures to best standards or practices or 
averages 
 
BMA - British Medical Association 
 
BME - Black and Minority Ethnic: Defined by ONS as including White Irish, White other 
(including White asylum seekers and refugees and Gypsies and Travellers), mixed (White & 
Black Caribbean, White & Black African, White & Asian, any other mixed background), Asian 
or Asian British (Indian, Pakistani, Bangladeshi, any other Asian background), Black or Black 
British (Caribbean, African or any other Black background), Chinese, and any other ethnic 
group 
 
Board of Directors - A Board of Directors is the executive body responsible for the 
operational management and conduct of an NHS Foundation Trust. It is includes a non-
executive Chairman, non-executive directors, the Chief Executive and other Executive 
Directors. The Chairman and non-executive directors are in the majority on the Board 
 
C Diff - Clostridium difficile is a type of bacteria. Clostridium difficile infection usually causes 
diarrhoea and abdominal pain, but it can be more serious 
  
Caldicott Guardian - The person with responsibility for the policies that safeguard the 
confidentiality of patient information 
 
CAMHS - Child and Adolescent Mental Health Services work with children and young people 
experiencing mental health problems  
 
Care Plan - A signed written agreement setting out how care will be provided. A care plan 
may be written in a letter or using a special form 
 
CCG - Clinical Commissioning Groups were introduced by the Health & Social Care 2012 
Act. Following the abolition of Primary Care Trusts (PCTs), they are formed by GP practices 
and are responsible for commissioning the majority of local health care services 

CFC - Charitable Funds Committee 

Choose and Book - When a patient has been referred by your GP for an appointment with 
a healthcare provider, they may be able to book your appointment with Choose and Book. 
Most services are available via Choose and Book.  Patients can choose the date and time of 
their appointment their GP may be able to book their appointment there and then. However, 
the patient has the right to think about their choices, compare different options and book 
their appointment at a later stage 

CIP - the Cost Improvement Programme is a vital part of Trust finances. Every year a 

number of schemes/projects are identified. The Trust have an agreed CIP process which 

has been influenced by feedback from auditors and signed off at the CIP & Transformation 

Programme Board 

Clinical Audit - Regular measurement and evaluation by health professionals of the clinical 
standards they are achieving 
 
Clinical Governance - A system of steps and procedures through which NHS organisations 
are accountable for improving quality and safeguarding high standards 
 



Code of Governance - The NHS Foundation Trust Code of Governance is a document 
published by Monitor which gives best practice advice on governance. NHS Foundation 
Trusts are required to explain, in their annual reports, any non-compliance with the code  
 
CoG - Council of Governors.  Each NHS Foundation Trust is required to establish a Board of 
Governors. A group of Governors who are either elected by Members (Public Members elect 
Public Governors and Staff Members elect Staff Governors) or are nominated by partner 
organisations. The Council of Governors is the Trust’s direct link to the local community and 
the community’s voice in relation to its forward planning.  It is ultimately accountable for the 
proper use of resources in the Trust and therefore has important powers including the 
appointment and removal of the Chairman 
 
Commissioners - Commissioners specify in detail the delivery and performance 
requirements of providers such as NHS Foundation Trusts, and the responsibilities of each 
party, through legally binding contracts. NHS Foundation Trusts are required to meet their 
obligations to commissioners under their contracts. Any disputes about contract performance 
should be resolved in discussion between commissioners and NHS Foundation Trusts, or 
through their dispute resolution procedures 
 
Committee - A small group intended to remain subordinate to the board it reports to  
 
Co-morbidity - The presence of one or more disorders in addition to a primary disorder, for 
example, dementia and diabetes 
 
Compliance Framework - Monitor’s Compliance Framework serves as guidance as to how 
Monitor will assess governance and financial risk at NHS Foundation Trusts, as reflected by 
compliance with the Continuity of Services and governance conditions in the provider 
licence. NHS Foundation Trusts are required by their licence to have regard to this guidance. 
It was superseded by the Risk Assessment Framework in 2013/14 
 
Constituency - Membership of each NHS Foundation Trust is divided into constituencies 
that are defined in each trust’s constitution. An NHS Foundation Trust must have a public 
constituency and a staff constituency, and may also have a patient, carer and/or service 
users’ constituency.  Within the public constituency, an NHS Foundation Trust may have a 
“rest of England” constituency. Members of the various constituencies vote to elect 
Governors and can also stand for election themselves 
 
Constitution - A set of rules that define the operating principles for each NHS Foundation 
Trust. It defines the structure, principles, powers and duties of the trust 
 
COO - Chief Operating Officer 
 
CPD - Continuing Professional Development. It refers to the process of tracking and 
documenting the skills, knowledge and experience that is gained both formally and informally 
at work, beyond any initial training. It's a record of what is experienced, learned and then 
applied 
 
CQC - Care Quality Commission - is the independent regulator of health and social care in 
England, aiming to make sure better care is provided for everyone in hospitals, care homes 
and people’s own homes. Their responsibilities include registration, review and inspection of 
services; their primary aim is to ensure that quality and safety are met on behalf of patients 
 
CQUIN - Commissioning for Quality and Innovation are measures which determine whether 
we achieve quality goals or an element of the quality goal. These achievements are on the 
basis of which CQUIN payments are made.   The CQUIN payments framework encourages 



care providers to share and continually improve how care is delivered and to achieve 
transparency and overall improvement in healthcare. For the patient – this means better 
experience, involvement and outcomes 
 
CSU - Commissioning Support Unit support clinical commissioning groups by providing 
business intelligence, health and clinical procurement services, as well as back-office 
administrative functions, including contract management  
 
Datix - is the patient safety web-based incident reporting and risk management software, 
widely used by NHS staff to report clinical incidents 
 
DBS - Disclosure & Barring Service (replaces CRB (Criminal Records Bureau) 
 
Depreciation - A reduction in the value of a fixed asset over its useful life as opposed to 
recording the cost as a single entry in the income and expenditure account.   
 
DGH - District General Hospitals 
 
DH or DoH - Department of Health – A Government Department that aims to improve the 
health and well-being of people in England 
 

DHSC - Department of Health and Social Care is a government department responsible for 

government policy on health and adult social care matters in England and oversees the NHS  
 
DN - District Nurse, a nurse who visits and treats patients in their homes, operating in a 
specific area or in association with a particular general practice surgery or health centre  
 
DNA - Did not attend: when a patient misses a health or social care appointment without 
prior notice. The appointment is wasted and therefore a cost incurred 
 
DNR - Do not resuscitate 
 
DOI - Declarations of Interest 
 
DOLS - Deprivation of Liberty Safeguards 
 
DPA - Data Protection Act 
 
DPH - Director of Public Health 
 
DPoWH - Diana, Princess of Wales Hospital 
 
EBITDA - Earnings Before Interest, Taxes, Depreciation and Amortisation.  An approximate 
measure of a company's operating cash flow based on data from the company's income 
statement 
 
ECC - Emergency Care Centre 
 
Elective admission - A patient admitted to hospital for a planned clinical intervention, 
involving at least an overnight stay  
 
Emergency (non-elective) admission - An unplanned admission to hospital at short notice 
because of clinical need or because alternative care is not available 
 

http://www.investorwords.com/3457/operating_cash_flow.html
http://www.investorwords.com/2408/income_statement.html
http://www.investorwords.com/2408/income_statement.html


EMG - Executive Management Group – assists the Chief Executive in the performance of his 
duties, including recommending strategy, implementing operational plans and budgets, 
managing risk, and prioritising and allocating resources 
 
ENT - Ear, nose and throat treatment. An ENT specialist is a physician trained in the medical 
and surgical treatment of the ears, nose throat, and related structures of the head and neck 
 
EOL - End of Life 
 
EPR - Electronic Patient Record 
 
ERoY - East Riding of Yorkshire for Council and CCG etc 
 

ESR - Electronic Staff Record 
 
Executive Directors - Board-level senior management employees of the NHS Foundation 
Trust who are accountable for carrying out the work of the organisation.  For example the 
Chief Executive and Finance Director, of a NHS Foundation Trust who sit on the Board of 
Directors. Executive Directors have decision-making powers and a defined set of 
responsibilities, thus playing a key role in the day to day running of the Trust. 
 
FFT - Friends and Family Test: is an important opportunity for patients to provide feedback 
on the services that provided care and treatment. This feedback will help NHS England to 
improve services for everyone   

  
FIP - Finance & Performance Committee 
 

FOI - Freedom of information. The FOI Act 2000 is an Act of Parliament of the United 

Kingdom that creates a public "right of access" to information. 
 
FPC - Finance & Performance Committee 
 
FT - Foundation Trust.  NHS foundation trusts are public benefit corporations authorised 
under the NHS 2006 Act, to provide goods and services for the purposes of the health 
service in England. They are part of the NHS and provide over half of all NHS hospital, 
mental health and ambulance services. NHS foundation trusts were created to devolve 
decision making from central government to local organisations and communities. They are 
different from NHS trusts as they: have greater freedom to decide, with their governors and 
members, their own strategy and the way services are run; can retain their surpluses and 
borrow to invest in new and improved services for patients and service users; and are 
accountable to, among others, their local communities through their members and governors 
 
FTSUG - Freedom to Speak Up Guardians help to protect patient safety and the quality of 
care, whilst improving the experience of workers 
 
GAG - the Governor Assurance Group has oversight of areas of Trust governance and 

assurance frameworks in order to provide added levels of assurance to the work of the 

Council of Governors* 

GDH - Goole District Hospital 
 
GDPR - General Data Protection Regulations 
 



GMC - General Medical Council: the organisation that licenses doctors to practice medicine 
in the UK 
 
GP - General Practitioner - a doctor who does not specialise in any particular area of 
medicine, but who has a medical practice in which he or she treats all types of illness (family 
doctor) 
 
Governance - This refers to the “rules” that govern the internal conduct of an organisation 
by defining the roles and responsibilities of groups (e.g. Board of Directors, Council of 
Governors) and individuals (e.g. Chairman, Chief Executive Officer, Finance Director) and 
the relationships between them. The governance arrangements of NHS Foundation Trusts 
are set out in the constitution and enshrined in the Licence 
 
Governors - Elected or appointed individuals who represent Foundation Trust Members or 
stakeholders through a Council of Governors 
 
GUM - Genito Urinary Medicine: usually used as the name of a clinic treating sexually 
transmitted disease 
 
GMC - General Medical Council 
 
HASR - Humber Acute Services Review 
 
HCA - a Health Care Assistant is someone employed to support other health care 
professions 
 
HCAI - Healthcare Acquired Infections are those acquired as a result of health care 
 
HDU - Some hospitals have High Dependency Units (HDUs), also called step-down, 
progressive and intermediate care units. HDUs are wards for people who need more 
intensive observation, treatment and nursing care than is possible in a general ward but 
slightly less than that given in intensive care 
 
Health Inequalities - Variations in health identified by indicators such as infant mortality 
rate, life expectancy which are associated with socio-economic status and other 
determinants 
 
Healthwatch England - independent consumer champion for health and social care. It also 
provides a leadership and support role for the local Healthwatch network. 
 
Healthwatch (locally) – North Lincolnshire (HWNL), North East Lincolnshire (HWNEL) and 
East Riding (HWER) 
 
HES - Hospital Episode Statistics – the national statistical data warehouse for England of the 
care provided by the NHS. It is the data source for a wide range of healthcare analysis for 
the NHS, government and many other organisations and individuals 
 
HOSC - Health Overview and Scrutiny Committee.  Committee that looks at the work of the 
clinical commissioning groups, and National Health Service (NHS) trusts, and the local area 
team of NHS England. It acts as a 'critical friend' by suggesting ways that health related 
services might be improve 
 
HTF - Healthtree Foundation Trust charity 
 



Human resources (HR) - A term that refers to managing “human capital”, the people of an 
organisation 
 
H&WB Board - Health and Wellbeing Board: has a duty to improve the health and wellbeing 
for its residents. The joint strategy developed for this Board is based on the Joint Strategic 
Needs Assessment. Each CCG has its own Health and Wellbeing Board 
 
I & E - Income and Expenditure.  A record showing the amounts of money coming into and 
going out of an organization, during a particular period 
 

ICS - Integrated Care Systems – where NHS organisations, in partnership with local 

councils and others, take collective responsibility for managing resources, delivering NHS 

standards, and improving the health of the population they serve 

IG - Information Governance 
 
IPR - Integrated Performance Report 
 
JAG - Joint Advisory Group accreditation   
 
KPI - Key Performance Indicator. Targets that are agreed between the provider and 
commissioner of each service, which performance can be tracked against 
 
KSF - Knowledge and Skills Framework- This defines and describes the knowledge and 
skills which NHS staff (except doctors and dentists) need to apply in their work in order to 
deliver quality services 
 
Lead Governor - Governors will generally communicate with Monitor through the trust’s 
chair. However, there may be instances where it would not be appropriate for the chair to 
contact Monitor, or for Monitor to contact the chair (for example, in relation to the 
appointment of the chair). In such situations, we advise that the lead Governor should 
communicate with Monitor. The role of lead Governor is set out in The NHS Foundation 
Trust Code of Governance 
 
LiA - Listening into Action 
 
Licence - The NHS provider licence contains obligations for providers of NHS services that 
will allow Monitor to fulfil its new duties in relation to: setting prices for NHS-funded care in 
partnership with NHS England; enabling integrated care; preventing anti-competitive 
behaviour which is against the interests of patients; supporting commissioners in maintaining 
service continuity; and enabling Monitor to continue to oversee the way that NHS Foundation 
Trusts are governed. It replaces the Terms of Authorisation 
 
LGBT - Lesbian, gay, bisexual or transgender 
 
LMC - the Local Medical Council is the local representative committee of NHS GPs which 
represents individual GPs and GP practices as a whole in their localities 
 
Local Health Economy - This term refers to the different parts of the NHS working together 
within a geographical area. It includes GP practices and other primary care contractors (e.g. 
pharmacies, optometrists, dentists), mental health and learning disabilities services, hospital 
services, ambulance services, primary care trusts (England) and local health boards 
(Wales). It also includes the other partners who contribute to the health and well-being of 
local people – including local authorities, community and voluntary organisations and 



independent sectors bodies involving in commissioning, developing or providing health 
services 
 
LOS - length of stay for patients is the duration of a single episode of hospitalisation  
 
LTC - Long Term Condition 
 
MCA - Mental Capacity Act 
 
MDT - Multi-disciplinary Team 
 
Members - As part of the application process to become an NHS Foundation Trust, NHS 
trusts are required to set out detailed proposals for the minimum size and composition of 
their membership. Anyone who lives in the area, works for the trust, or has been a patient or 
service user there, can become a Member of an NHS Foundation Trust, subject to the 
provisions of the trust’s constitution.  Members can: receive information about the NHS 
Foundation Trust and be consulted on plans for future development of the trust and its 
services; elect representatives to serve on the Council of Governors; and stand for election 
to the Council of Governors 
 
Monitor - Monitor was the sector regulator of health care services in England, now replaced 
by NHS Improvement as of April 2016 (which has since merged with NHS England) 
 

MPEG - the governor Membership & Patient Engagement Group has been established to 
produce and implement the detailed Membership Strategy and provides oversight and scrutiny 
of the Trust Vision and Values and engagement with patients and carers* 

MRSA - Metacillin Resistant Staphylococcus Aureus is a common type of bacteria that lives 
harmlessly in the nose or on the skin 
 
National Tariff - This payment system covers national prices, national currencies, national 
variations, and the rules, principles and methods for local payment arrangements  
 
NED - Non-Executive Director 
 
Neonatal - Relates to newborn babies, up to the age of four weeks 
 
Nephrology - The early detection and diagnosis of renal (kidney) disease and the long-term 
management of its complications.  
 
Neurology - Study and treatment of nerve systems. 
 
Never Event - Serious, largely preventable patient safety incidents that should not occur if 
the available preventable measures have been implemented 
 
NEL - North East Lincolnshire for Council and CCG etc 

 
NGO - National Guardians Office for the Freedom to Speak Up Guardian 
 
NHS - National Health Service    
 
NHS 111 - NHS 111 makes it easier to access local NHS healthcare services in England. 
You can call 111 when you need medical help fast but it’s not a 999 emergency. NHS 111 is 
a fast and easy way to get the right help, whatever the time 
 



NHS Confederation - is the membership body which represents both NHS commissioning 
and provider organisations 
 
NHSE - NHS England.  The NHS Commissioning Board, referred to as NHS England, was 
established as a statutory body from October 2012. From April 2013, it has taken on many of 
the functions of the former PCTs with regard to the commissioning of primary care health 
services, as well as some nationally based functions previously undertaken by the 
Department of Health 
 
NHS Improvement (NHSI) - is an umbrella organisation that brings together Monitor, NHS 
Trust Development Authority, Patient Safety, the National Reporting and Learning Systems, 
the Advancing Change Team and the Intensive Support Teams. These companies came 
together on the 1st April 2019 to act as a single organisation to better support the NHS and 
help improve care for patients. The NHSI ensures that it receives sufficient timely 
information, including monitoring activity against annual plans and maintaining oversight of 
key quality, governance, finance and sustainability standards, to enable it to assess the 
performance of each provider in order that it can give the Department a clear account of the 
quality of its implementation of its functions 
 
NHSE/I - officially merged on 1 April 2019, but are yet to formalise all details 
 
NHSLA - NHS Litigation Authority.  Handles negligence claims and works to improve risk 
management practices in the NHS 
 
NHS Providers - This is the membership organisation and trade association for all NHS 
provider trusts 
 
NICE - the National Institute for Health and Care Excellence is an independent organisation 
responsible for providing national guidance on promoting good health and preventing and 
treating ill health  
 
NL - North Lincolnshire for Council and CCG etc 
 
NLaG - Northern Lincolnshire & Goole Hospitals NHS Foundation Trust 
 
NMC - Nursing & Midwifery Council 
 
Non-Elective Admission (Emergency) - An unplanned admission to hospital at short notice 
because of clinical need or because alternative care is not available 
 
NQB - National Quality Board 
 
OOH - Out of Hours 
 
Operational management - Operational management concerns the day-to-day organisation 
and coordination of services and resources; liaison with clinical and non-clinical staff; dealing 
with the public and managing complaints; anticipating and resolving service delivery issues; 
and planning and implementing change 
 
OSC - Overview and Scrutiny Committee 
 
PALS - Patient Advice and Liaison Service.  All NHS Trusts have a PALS team who are 
there to help patients navigate and deal with the NHS. PALS can advise and help with any 
non-clinical matter (eg accessing treatment, information about local services, resolving 
problems etc) 



 
PADR - Personal Appraisal and Development Review - The aim of a Performance Appraisal 
Development Review is to confirm what is required of an individual within their role, feedback 
on how they are progressing, to identify any learning and development needs through the 
use of the and to agree a Personal Development Plan  
 
PbR - Payment by Results 
 
PCN - Primary Care Networks are groupings of GP practices typically with a patient 
population of 30,000 – 50,000, which practices were required to participate in as part of the 
2019 GP contract.  They are intended to provide fully integrated community based health 
services at a neighbourhood level 
  
PHE - Public Health England - Public Health England is an executive agency of the 
Department of Health and Social Care in the United Kingdom that began operating on 1 April 
2013 
 
PLACE - Patient Led Assessment of Controlled Environment are annual assessments of 
inpatient healthcare sites in England that have more than 10 beds. It is a benchmarking tool 
to ensure improvements are made in the non-clinical aspects of patient care, such as 
cleanliness, food and infection control 
 
Place - the geographical/population unit between integrated care systems and PCN network 
neighbourhoods.  Typically they are co-terminus with local authority boundaries, such as 
North East Lincolnshire and North Lincolnshire 
 
Place based working - enables NHS, councils and other organisations to collectively take 
responsibility for local resources and population health 
 
POE - People & Organisational Effectiveness  
 
PPE - Personal Protective Equipment 
 
PPG - Patient Participation Group.  The CCGs supports and encourages patients to get 
involved with the way their healthcare is planned by creating and joining Patient Participation 
Groups which are based in each Medical Practice. This is another term for GP Patient group 
 
PRIMM - Performance Review Improvement Management Meeting 
 
PROM - Patient Reported Outcome Measures 
 
PSF - Provider Sustainability Fund 
 
PTL - Patient Transfer List 
 
QA - Quality Accounts.  A QA is a written report that providers of NHS services are required 
to submit to the Secretary of State and publish on the NHS Choices website each June 
summarising the quality of their services during the previous financial year 

QIPP - Quality Innovation, Productivity and Prevention. QIPP Is a national, regional and local 
level programme designed to support clinical teams and NHS organisations to improve the 
quality of care they deliver while making efficiency savings that can be reinvested into the 
NHS 



QOF - Quality and Outcomes Framework. The quality and outcomes framework (QOF) is 
part of the General Medical Services (GMS) contract for general practices and was 
introduced on 1 April 2004  
 
QRG - the governor Quality Review Group gather robust information on the quality and safety 
of care provided or commissioned  by the Trust and in particular gather information on patients’ 
perceptions of service quality and safety* 

QSIR - Quality & Service Improvement Report 

RCA - Root Cause Analysis 

RCN - Royal College of Nursing 

RIDDOR - Reporting of Injuries, Diseases, Dangerous Occurrences Regulation. Regulates 
the statutory obligation to report deaths, injuries, diseases and "dangerous occurrences", 
including near misses, that take place at work or in connection with work 

Risk Assessment Framework - The Risk Assessment Framework replaced the 
Compliance Framework during 2013/14 in the areas of financial oversight of providers of key 
NHS services – not just NHS Foundation Trusts – and the governance of NHS Foundation 
Trusts 
 
RTT - Referrals to Treatment 
 
SCR - Summary Care Records 
 
Secondary Care - NHS trusts and NHS Foundation Trusts are the organisations responsible 
for running hospitals and providing secondary care. Patients must first be referred into 
secondary care by a primary care provider, such as a GP 
 
Serious Untoward Incident/event (SUI) - An incident that occurred during NHS funded 
healthcare which resulted in serious harm, a never event, or another form of serious 
negative activity 

 
Service User/s - People who need health and social care for mental health problems. They 
may live in their own home, stay in care, or be cared for in hospital 
 
SGH - Scunthorpe General Hospital 
 

SGWG - the Staff Governor Working Group provides a mechanism to monitor and assist as 
appropriate in staff engagement, recruitment and retention and staff morale* 

 
SHMI - Summary Hospital-level Mortality Indicator 
 
SI - Serious Incident - An out of the ordinary or unexpected event (not exclusively clinical 
issues) that occurs on NHS premises or in the provision of an NHS or a commissioned 
service, with the potential to cause serious harm  
 
SIB - System Improvement Board 
 
SID - Senior Independent Director - One of the non-executive directors should be appointed 
as the SID by the Board of Directors, in consultation with the Council of Governors. The SID 

https://en.wikipedia.org/wiki/Statute
https://en.wikipedia.org/wiki/Death
https://en.wikipedia.org/wiki/Injury
https://en.wikipedia.org/wiki/Disease
https://en.wikipedia.org/wiki/Employment


should act as the point of contact with the Board of Directors if Governors have concerns 
which approaches through normal channels have failed to resolve or for which such normal 
approaches are inappropriate. The SID may also act as the point of contact with the Board of 
Directors for Governors when they discuss, for example, the chair’s performance appraisal 
and his or her remuneration and other allowances. More detail can be found in the Code of 
Governance 
 
Single Oversight Framework - (SOF) sets out how the NHSI oversee NHS trusts and NHS 
foundation trusts, using one consistent approach in order to determine the type and level of 
support Trusts require to meet these requirements. The framework identifies NHS providers' 
support needs across five themes: 

 quality of care 

 finance and use of resources 

 operational performance 

 strategic change 

 leadership and improvement capability 
 
SNCT - Safer Nursing Care Tool 
 

Social Care - This term refers to care services which are provided by local authorities to 
their residents 
 
SPA - Singe Point of Access 
 
Strategic Management - Strategic management involves setting objectives for the 
organisation and managing people, resource and budgets towards reaching these goals 
 
Statutory Requirement - A requirement prescribed by legislation 
 
STP - Sustainability and Transformation Partnerships 

 
SUI - Serious untoward incident/event: An incident that occurred during NHS funded 
healthcare which resulted in serious harm, a never event, or another form of serious 
negative activity 
 
Terms of Authorisation - Previously, when an NHS Foundation Trust was authorised, 
Monitor set out a number of terms with which the trust had to comply. The terms of 
authorisation have now been replaced by the NHS provider licence, and NHS Foundation 
Trusts must comply with the conditions of the licence 
 
TMB - Trust Management Board 
 
ToR - Terms of Reference 
 
Third Sector - Also known as voluntary sector/ non-profit sector or "not-for-profit" sector. 
These organisations are non-governmental 
 
Trauma - The effect on the body of a wound or violent impact 
 
Triage - A system which sorts medical cases in order of urgency to determine how quickly 
patients receive treatment, for instance in accident and emergency departments 
 
UTC - Urgent Treatment Centre 
 



Voluntary Sector - Also known as third sector/non-profit sector or "not-for-profit" sector. 
These organisations are non-governmental 
 
Vote of No Confidence - A motion put before the Board which, if passed, weakens the 
position of the individual concerned 
 
WC - Workforce Committee 
 
WTE - Whole time equivalent 
 
YTD - Year to date 
 
 
* please see the terms of reference for further details 
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A Meeting of the Council of Governors 
will be held on 14th January 2020 between 14:00 - 17:00 hours at  

The Sands Venue Stadium (Glanford Park), Jack Brownsword Way, Scunthorpe DN15 8TD 
 

 

For the purpose of transacting the business set out below 

 
 

  
  

  
   

 

 
 

  

1. Business Items 
1.1 Chairs Opening Remarks  

Linda Jackson,  Interim Trust Chair 
(To note the Chair’s opening remarks) 
 

Verbal 
 
 

14:00 
 

1.2 Apologies for Absence 
Linda Jackson,  Interim Trust Chair 
(To note apologies for absence) 

 

Verbal 

1.3 Declaration of Interests 
Linda Jackson,  Interim Trust Chair 
(To note any declarations of interest in any of the agenda items) 
 

Verbal 

1.4 To approve the draft minutes and documents of the previous meetings: 
Linda Jackson,  Interim Trust Chair 
(To approve or amend the minutes and documents from the meetings listed) 
 
1.4.1     15

th
 October 2019 - Council of  Governors’ Business Meeting Minutes 

 
 
 
 

Attached 

1.5 Matters Arising: 
Linda Jackson,  Interim Trust Chair 
(To discuss any matters arising from the minutes that are not on the agenda) 
 

Verbal 

1.6 Council Of Governors Action Log 
Linda Jackson,  Interim Trust Chair 
(To consider progress against actions agreed at the previous meeting) 
 

Attached 
 

1.7 Trust Chair’s Report 
Linda Jackson,  Interim Trust Chair 
(To receive the Trust Chair’s report, and the Board Highlight reports and raise any 
associated questions) 
 
1.7.1 Trust Chair’s Report  
 
1.7.2 Board Highlights Report 
 
1.7.3 Questions relating to the Board Highlights Report 
 

 
 
 
 
 

Attached 
 

Attached 
 

Verbal 

14:15 
 

1.8 Chief Executive’s Report  
Peter Reading, Chief Executive 
(To receive and note the Chief Executive’s report) 

 

 
 

14:25 
 

Elected governors are reminded that they have signed a declaration stating that they are eligible to 
vote as members of the Trust and that they are not prevented by any of the terms of the Constitution 
from being a member of the Council of Governors (CoG).  Elected governors will be deemed to have 

confirmed that declaration by attending this meeting. 
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2. CoG Assurance 

 2.1     Board Assurance Framework (BAF) 
Wendy Booth, Trust Secretary 
(To receive & note the BAF) 
 

Attached 
 

14:50 
 

3. Strategy & Planning 

 3.1 Humber Acute Services Review (HASR) 
Sue Barnett, Improvement Consultant & Kate Wood, Medical Director 
(To receive & note the HASR) 
 

To follow 15:00 
 

4. Performance & Improvement 

 4.1       Integrated Performance Report (IPR) - by exception 
Shaun Stacey, Chief Operating Officer 
(To receive & note the IPR) 
 

Attached 15:25 

5. Finance & Performance 

 5.1    Governor Assurance Group (GAG) Highlight Report 
Brian Page, Group Chair 
(To report issues from the GAG requiring escalation by exception to the Council 
of Governors (CoG) for discussion and agreement of any required actions) 

 
   5.1.1     Finance & Performance Committee (F&PC)  Highlight Report 

Linda Jackson, Committee Chair 
(To report issues from the F&PC requiring escalation by exception to the 
CoG for discussion and agreement of any required actions) 

 

Verbal 
 
 
 
 

Attached 

 
 

15:35 

 5.2       Supporting Papers:  

 5.2.1      Finance Overview (Month 8 position) 
(including current contracting & planning position & capital update)  
Jim Hayburn, Interim Director of Finance 
(To receive the reported financial position at Month 8 of the 2019/20 
reporting period and agreement of any required actions) 

 

Attached 
 

6. Quality & Safety 
 6.1    Quality Review Group (QRG) Highlight Report 

Rob Pickersgill, Group Chair 
(To report issues from the QRG requiring escalation by exception to the Council 
of Governors (CoG) for discussion and agreement of any required actions) 
 

 6.1.1  Quality and Safety Committee (QSC)  Highlight Report 
              (Including Reflection on Mortality & SHMI) 

Sandra Hills, Committee Chair 
(To report issues from the F&PC requiring escalation by exception to the 
CoG for discussion and agreement of any required actions) 

  
6.2        Membership and Patient Engagement Group (MPEG) Highlight Report 

Jeremy Baskett, Group Chair 
(To report issues from the MPEG requiring escalation by exception to the CoG 
for discussion and agreement of any required actions) 

 

To follow 
 

 
 
 

Attached 
 
 
 
 
 

Attached 
 

 
 

15:50 
 

 

 6.3       Supporting Papers:  

 6.3.1 Mortality 
Kate Wood, Medical Director 
(To receive and note the latest mortality position and progress) 
 

Attached 
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7. Leadership, OD & Culture 
 7.1    Staff Governor Working Group (SGWG) Highlight Report 

Tim Mawson, Group Chair 
(To report issues from the SGWG requiring escalation by exception to the CoG 
for discussion and agreement of any required actions) 

 
7.2        Appointments & Remuneration Committee (ARC) Highlight Report 

Brian Page, Committee Chair 
(To report issues from the ARC requiring escalation by exception to the CoG for 
discussion and agreement of any required actions) 
 
7.2.1     Workforce Transformation Committee (WTC) Highlight Report 

Jeff Ramseyer, Non-Executive Director 
(To report issues from the WTC requiring escalation by exception to the 
CoG for discussion and agreement of any required actions) 

 

Attached 
 
 
 
 

Attached 
 
 
 
 

Attached 
 

16:15 
 

8. Audit, Risk & Governance Committee 

 8.1 Audit, Risk & Governance Committee (ARGC) Highlight Report 
Tony Bramley, Committee Chair  
(To report issues from the ARGC requiring escalation by exception to the CoG 
for discussion and agreement of any required actions) 

 

Attached 
 

16:35 

9. Items to Note  

 9.1    Governor Attendance at the CoG & Sub-groups 
  Alison Hurley, Membership Manager & Assistant Trust Secretary 

(To receive and consider the latest Governor attendance at the CoG and Sub-
groups) 

 
9.2   Attendance at Governor Briefings, Training and Development 

 Opportunities 
 Alison Hurley, Membership Manager & Assistant Trust Secretary 
 (To receive  (To consider the latest Governor attendanceat briefings and  training 
 and development opportunities) 

 

Attached 
 
 
 
 

Attached 
 
 
 
 

16:40 

10. Items for Approval 
 10.1 Healthwatch NLaG Protocol for Joint Working 

 Alison Hurley, Membership Manager & Assistant Trust Secretary 
 
10.2 Governors’ Register of Interests 

 Alison Hurley, Membership Manager & Assistant Trust Secretary 
 

Attached 
 
 

Attached 
 

16:45 
 

11. Questions from Governors   
Alison Hurley, Membership Manager & Assistant Trust Secretary 
(To raise and respond to questions from governors for consideration at the CoG) 
 
 

Verbal 16:50 
 
 
 
   
 

12. Items for Information  (see separate Appendix A) 
Linda Jackson,  Interim Trust Chair 
(To note items for information) 

 

To Note 

13. Any Other Urgent Business 
Linda Jackson,  Interim Trust Chair 
(To discuss any other urgent items of business) 
 
 

Verbal  

14. Questions from the public 
Linda Jackson,  Interim Trust Chair 
(To take any questions from members of the public) 
 
 

Verbal 

15. COUNCIL REFLECTION 
Linda Jackson,  Interim Trust Chair 
(To consider the performance of the CoG including asking the following:) 
 

 
 

Are you satisfied with the agenda items, updates and level of discussion at 
today’s CoG meeting? 
 
 
 
 
 
  

Verbal 16:55 
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16. Date and Time of the Next Meeting(s):  
Linda Jackson,  Interim Trust Chair 
(To note the date and time of the next meeting and briefing) 

 
 Governor & NED Briefing 

Date:   7th May 2020   
Time:   12:45 - 13:45 hours 
Venue: Windsor Room, DPoW 

Council of Governors Business Meeting 
Date:   7th May 2020    
Time:   14:00 - 17:00 hours          
Venue: Lecture Theatre, DPoW 
 

 
 

 

PROTOCOL FOR CONDUCT OF COUNCIL OF GOVERNOR BUSINESS 
 

 In accordance with Standing Order 2.4.3 (at Annex 6 of the Trust Constitution), any Governor wishing to submit an 
agenda item must notify the Chairman’s Office in writing at least 10 clear days prior to the meeting at which it 
is to be considered. Requests made less than 10 clear days before a meeting may be included on the agenda at 

the discretion of the Chairman.  

 Governors are asked to raise any questions on which they require information or clarification in advance of 
meetings.  This will allow time for the information to be gathered and an appropriate response provided. 
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APPENDIX A 
 
Listed below is a schedule of documents circulated to all CoG members for information. 
 
The Council has previously agreed that these items will be included within the CoG papers for information.   

 

12. Items for Information 

12.1 Finance Report (Month 8 position) 
Jim Hayburn, Interim 
Director of Finance 

Attached See 5.2.1  

12.2 

 

Monthly Staffing Report 

 

Jayne Adamson, 
Director of People & 
Organisatinal 
Effectiveness 

Attached 

 

12.3 Glossary and Acronyms 
Alison Hurley, 
Membership 
Manager & Assistant 
Trust Secretary 

Attached 
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