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Northern Lincolnshire

and Goole

NHS Foundation Trust

TRUST BOARD OF DIRECTORS - PUBLIC BOARD
Tuesday, 5 April 2022, by MS Teams

Time —9.00 am — 12.30 pm

(Lunch 12.30 pm — 1.00 pm)
For the purpose of transacting the business set out below

Note / Time Ref
Approve

1. Patients’ Story and Reflection Note 09:00 Verbal
Jo Loughborough, Senior Nurse — Patient hrs
Experience & Nicola Crook, Highly Specialist
Speech & Language Therapist

2. Business Iltems

21 Chair’s Opening Remarks Note 09:10 Verbal
Sean Lyons, Chair hrs

2.2 Apologies for Absence Note Verbal
Sean Lyons, Chair

23 Declarations of Interest Note Verbal
Sean Lyons, Chair

24 To approve the minutes of the Public meeting Approve NLG(22)028
held on Tuesday, 7 December 2021 Attached
Sean Lyons, Chair

2.5 To approve the minutes of the previous Public Approve NLG(22)029
meeting held on Tuesday, 1 February 2022 Attached
Sean Lyons, Chair

2.6 Urgent Matters Arising Note Verbal
Sean Lyons, Chair

2.7 Trust Board Action Log - Public Note NLG(22)030
Sean Lyons, Chair Attached

2.8 Chief Executive’s Briefing Note 09:20 | NLG(22)031
Dr Peter Reading, Chief Executive hrs Attached

2.8.1 | Trust Priorities — 2022/23 Approve NLG(22)032
Dr Peter Reading, Chief Executive & Lee Bond, Attached
Chief Financial Officer

29 Integrated Performance Report (IPR) Note NLG(22)033

Attached

3. Strategic Objective 1 — To Give Great Care

3.1 Key Issues — Quality & Safety Note 09:35 | NLG(22)033
Dr Kate Wood, Medical Director & Ellie Monkhouse, hrs Attached

Chief Nurse

Kindness-Courage-Respect
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3.2 Quality & Safety Committee Highlight Report and Note 09:45 | NLG(22)034
Board Challenge hrs Attached
Mike Proctor, Non-Executive Director & Chair of the
Quality & Safety Committee

3.3 Ockenden Update Note 09:50 | NLG(22)035
Ellie Monkhouse, Chief Nurse & Jane Warner, hrs Attached
Associate Chief Nurse, Midwifery

3.4 Key Issues — Performance Note 10:00 | NLG(22)033
Ab Abdi, Deputy Chief Operating Officer hrs Attached

3.5 Finance & Performance Committee Highlight Note 10:10 | NLG(22)036
Report and Board Challenge — Performance hrs Attached
Gill Ponder, Non-Executive Director & Chair of the
Finance & Performance Committee

4. Strategic Objective 2 — To Be a Good Employer

4.1 Key Issues — Workforce Note 10:15 | NLG(22)033
Christine Brereton, Director of People hrs Attached

4.2 Workforce Committee Highlight Report and Note 10:25 | NLG(22)037
Board Challenge hrs Attached
Michael Whitworth, Non-Executive Director & Chair
of the Workforce Committee

4.3 Gender Pay Gap Note 10:30 | NLG(22)038
Christine Brereton, Director of People hrs Attached

4.4 Modern Slavery Act Statement Note 10:35 | NLG(22)069
Christine Brereton, Director of People hrs Attached

BREAK - 10:40 hrs — 10:50 hrs

5. Strategic Objective 3 — To Live Within Our Means

5.1 Key Issues — Finance — Month 11 Note 10:50 | NLG(22)068
Lee Bond, Chief Financial Officer hrs Attached

5.2 Finance & Performance Committee Highlight Note 11:00 | NLG(22)039
Report & Board Challenge - Finance hrs Attached
Gill Ponder, Non-Executive Director & Chair of the
Finance & Performance Committee

5.3 Key Issues — Estates & Facilities Note 11:05 | NLG(22)040
Jug Johal, Director of Estates & Facilities hrs Attached

6. Strategic Objective 4 — To Work More Collaboratively

6.1 Key Issues — Strategic & Transformation Note 11:15 | NLG(22)041
Ivan McConnell, Director of Strategic Development hrs Attached

6.2 Health Tree Foundation Trustees’ Committee Note 11:25 | NLG(22)042
Highlight Report & Board Challenge — March hrs Attached
2022
Gill Ponder, Non-Executive Director

6.3 Annual Review of the Health Tree Foundation Approve | 11:30 | NLG(22)043
Trustees’ Committee Terms of Reference hrs Attached
Gill Ponder, Non-Executive Director

6.4 Humber Acute Services Development Committee Note 11:35 | NLG(22)044
Highlight Report & Board Challenge hrs Attached
Sean Lyons, Chair

6.5 Strategic Development Committee Highlight Note 11:40 | NLG(22)045
Report & Board Challenge hrs Attached

Linda Jackson, Vice Chair

Kindness-Courage-Respect
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7. Strategic Objective 5 — To Provide Good Leadership

71 Leadership Strategy Note 11:45 | NLG(22)046
Christine Brereton, Director of People hrs Attached

8. Governance

8.1 Audit Risk & Governance Committee Highlight Note 12:00 | NLG(22)047
Report & Board Challenge — February 2022 hrs Attached
Simon Parkes, Non-Executive Director & Chair of
the Audit, Risk & Governance Committee

8.2 Annual Review of the Audit, Risk & Governance Approve | 12:05 | NLG(22)048
Committee Terms of Reference hrs Attached
Simon Parkes, Non-Executive Director & Chair of
the Audit, Risk & Governance Committee

8.3 Board Assurance Framework — Quarter 3 Note 12:10 | NLG(22)049
Alison Hurley, Assistant Director of Corporate Attached
Governance

9. Approval (Other)
None

10. Items for Information / To Note Note 12:20
(please refer to Appendix A) hrs
Sean Lyons, Chair

11. Any Other Urgent Business Note Verbal
Sean Lyons, Chair

12. Questions from the Public Note Verbal

13. Date and Time of Next meeting Note Verbal

Board Development
Tuesday, 3 May 2022, Time TBC

Public & Private Meeting
Tuesday, 7 June 2022, Time TBC

Kindness-Courage-Respect
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PROTOCOL FOR CONDUCT OF BOARD BUSINESS

= |n accordance with Standing Order 14.2 (2007), any Director wishing to propose an
agenda item should send it with 8 clear days’ notice before the meeting to the
Chairman, who shall then include this item on the agenda for the meeting. Requests
made less than 8 days before a meeting may be included on the agenda at the
discretion of the Chairman. Divisional Directors and Managers may also submit
agenda items in this way.

= In accordance with Standing Order 14.3 (2007), urgent business may be raised
provided the Director wishing to raise such business has given notice to the Chief
Executive not later than the day preceding the meeting or in exceptional circumstances
not later than one hour before the meeting.

= Board members wishing to ask any questions relating to those reports listed under
‘Items for Information’ should raise them with the appropriate Director outside of the
Board meeting. If, after speaking to that Director, it is felt that an issue needs to be
raised in the Board setting, the appropriate Director should be given advance notice of
this intention, in order to enable him/her to arrange for any necessary attendance at the
meeting.

= Members should contact the Chair as soon as an actual or potential conflict is
identified. Definition of interests - A set of circumstances by which a reasonable person
would consider that an individual’s ability to apply judgement or act, in the context of
delivering, commissioning, or assuring taxpayer funded health and care services is, or
could be, impaired or influenced by another interest they hold.” Source: NHSE -
Managing Conflicts of Interest in the NHS.

NB: When staff attend Board meetings to make presentations (having been advised of the
time to arrive by the Board Secretary), it is intended to take their item next after
completion of the item then being considered. This will avoid keeping such people
waiting for long periods.

Kindness-Courage-Respect
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APPENDIX A

Listed below is a schedule of documents circulated to all Board members for information.

The Board has previously agreed that these items will be included within the Board papers
for information. They do not routinely need to feature for discussion on Board agendas but
any questions arising from these papers should be raised with the responsible Director. If
after having done so any Director believes there are matters arising from these documents
that warrant discussion within the Board setting, they should contact the Chairman, Chief
Executive or Board Administrator, who will include the issue on a future agenda.

10. Items for Information / To Note
Sub-Committee Supporting Papers:
Finance & Performance Committee

10.1 | Finance & Performance Committee Minutes — December 2021 | NLG(22)050
Gill Ponder, Non-Executive Director & Chair of the Finance & Attached
Performance Committee
Quality & Safety Committee

10.2 | Quality & Safety Committee Minutes NLG(22)051
Mike Proctor, Non-Executive Director & Chair of the Quality & Attached
Safety Committee

10.3 | Patient Experience Report — incorporating Annual Inpatient NLG(22)052
Survey Result and Action Attached
Ellie Monkhouse, Chief Nurse

10.4 | Guardian of Safe Working Hours — Quarter 3 NLG(22)053
Dr Liz Evans, Guardian of Safe Working Hours Attached
Workforce Committee

10.5 | Workforce Committee Minutes — November 2021 NLG(22)054
Michael Withworth, Non-Executive Director & Chair of the Attached
Workforce Committee

10.6 | Freedom to Speak Up Guardian (FTSUG) — Quarter 3 NLG(22)055
Liz Houchin, FTSUG Attached
Audit, Risk & Governance Committee

10.7 | Audit, Risk & Governance Committee Minutes — October 2021 NLG(22)056
Simon Parkes, Non-Executive Director & Chair of the Audit, Risk & Attached
Governance Committee

10.8 | Results of the Audit, Risk & Governance Committee Self- NLG(22)057
Assessment Exercise 2022 Attached
Simon Parkes, Non-Executive Director & Chair of the Audit, Risk &
Governance Committee
Health Tree Foundation Trustees’ Committee

10.9 | Health Tree Foundation Trustees’ Committee Minutes — NLG(22)058
November 2021 Attached
Neil Gammon, Chair of the Health Tree Foundation Trustees’
Committee
Other

10.10 | Communication Round-Up NLG(22)059
Ade Beddow, Associate Director of Communications Attached

10.11 | Clinical Strategy Reporting Framework NLG(22)060
Ivan McConnell, Director of Strategic Development and Kerry Attached

Carroll, Deputy Director of Strategic Development

Kindness-Courage-Respect
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NHS

Northern Lincolnshire

and Goole
NHS Foundation Trust

Minutes

TRUST BOARD OF DIRECTORS (PUBLIC)

Minutes of the Public Meeting held on Tuesday, 7 December 2021 at 9.00 am
Tennyson Suite, Forest Pines, Ermine Street, Broughton

For the purpose of transacting the business set out below:

Present:

Linda Jackson Acting Chair

Dr Peter Reading Chief Executive

Lee Bond Chief Financial Officer
Dr Kate Wood Medical Director
Simon Parkes Non-Executive Director
Gillian Ponder Non-Executive Director
Michael Proctor Non-Executive Director
Michael Whitworth Non-Executive Director

In Attendance:

Ab Abdi Deputy Chief Operating Officer

Adrian Beddow Associate Director of Communications

Christine Brereton Director of People

Mick Chomyn Associate Director of Pathology (for item 2.5.1)

Elaine Criddle Deputy Improvement Director

Dr Nicola Crook Highly Specialist Speech & Language Therapist (for item 1)
Stuart Hall Associate Non-Executive Director

Helen Harris Director of Corporate Governance

Jenny Hinchliffe Deputy Chief Nurse (representing Ellie Monkhouse)
Liz Houchin Freedom to Speak Up Guardian (for item 4.3)

Paul Holmes Quality Improvement Academy Manager (for item 3.3)
Jug Johal Director of Estates & Facilities

Jo Loughborough Senior Nurse — Patient Experience (for item 1)

Ivan McConnell Director of Strategic Development

Shauna McMahon Chief Information Officer

Fiona Osborne Associate Non-Executive Director

Maneesh Singh Associate Non-Executive Director

Sarah Meggitt Personal Assistant to the Chair, Vice Chair & Trust

Secretary (note taker)

Linda Jackson welcomed everyone to the meeting and declared it open at 9.00 am.

Kindness-Courage-Respect
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1. Patients’ Story and Reflection

Jo Loughborough advised Dr Nicola Crook was at the meeting to present to the
Board examples of what was being done well and what lessons had been learnt
from patients to do better in the future within Speech Therapy.

Dr Nicola Crook advised three problems had been identified within the service.
These were in relation to patients on a long wait list for which some had waited
more than a year. Some of the back log related to staffing and COVID-19 issues
but some patients had not been contacted to review the progress and identify any
issues. There was also an issue with more rapid discharges from the Stroke Unit
at Scunthorpe General Hospital (SGH) as some patients had been sent home
instead of a transfer to the Diana, Princess of Wales Hospital site (DPOWH). This
impacted on the team due to the number of community visits required without the
amount of staff to support this.

Work was undertaken around capacity and demand along with process mapping to
see where patients were with regard to recovery. A Stroke Clinic was re-started at
both sites which enabled the team to clear the long wait list. The service was re-
structured to provide more intensive therapy which included the treatment of
patients with two therapists and one assistant, the treatment was for four hours a
week over a number of weeks.

One patient that had had a stroke three years previously still struggled to speak,
but with the extensive therapy over an eight week period, improvements had been
made. The communication rating at the start of the therapy by the patient was
three out of ten, but this had increased to seven out of ten after the eight week
period, with an additional word increase by the patient of 20 words during this time.
This had also improved the psychological side for the patient with increased
personal confidence. The patient was now able to have a conversation but had
avoided this in the past. Although this service was offered in North East
Lincolnshire (NEL), North Lincolnshire had not received the same uplift, so the
service was not offered in that area. There was a hope that this would be the case
going forward.

Linda Jackson was pleased to see a solution had been found for the patients and
found this one an uplifting story.

Gill Ponder found the story a real example of making a difference to a patients’ life
and queried whether this could be promoted in any way to inspire other teams to
look at how work was undertaken within the teams. Dr Nicola Crook agreed this
was a unique idea to share and had been shared at the Quality & Safety Group for
Community & Therapies. It would be welcomed to share in other settings as
required.

Dr Kate Wood queried whether there had been support from the Quality
Improvement (QI) team or if this was undertaken due to Dr Nicola Crook’s
undertaking a Doctor of Philosophy (PhD). Dr Nicola Crook explained it had been
a combination of both and there had been support from the QI team around the
collection of data.
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Jenny Hinchliffe advised that with the launch of the QI Strategy it would hopefully
initiate a piece of work going forward and wanted to pass on thanks and
congratulated Dr Nicola Crook on the piece of work.

Linda Jackson thanked Dr Nicola Crook for attending the meeting and sharing the
story.

Business Items

Chair’s Opening Remarks

The Trust Board were advised that Sean Lyons, the new Chair at Northern
Lincolnshire & Goole NHS Foundation Trust (NLAG) would start on the 1 February
2022 but as this would be the first day Linda Jackson would Chair the Board
meeting that day. Before Sean Lyons started in post one to one meetings would
be put in the diary with Board members.

Apologies for Absence

Apologies for absence were received from Ellie Monkhouse, Jenny Hinchliffe
representing and Shaun Stacey, Ab Abdi representing. Simon Parkes attended
the meeting but due to technical issues with MS Teams had to leave during the
meeting.

Declarations of Interest

No declarations of interests were received.

Update Register of Directors’ Interests — NLG(21)246

Linda Jackson asked for approval of the paper.

The Trust Board agreed to the approval.

To approve the minutes of the Public Meeting held on Tuesday, 5 October
2021 — NLG(21)247

The minutes of the meeting held on the 5 October 2021 were accepted as a true
and accurate record and would be duly signed by the Chair once the following
amendments had been made.
e Fiona Osborne referred to page 10 and advised the wording should be
altered to read “Fiona Osborne referred to the balance sheet increasing by
10%”.
Urgent Matters Arising

Linda Jackson invited Board members to raise any urgent matters that required
discussion which were not captured on the agenda. No items were raised.
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2.5.1 Mortuary and Body Store Assurance — Trust Board response to NHS England
/ Improvement — NLG(21)248

Linda Jackson advised this item had been discussed at the Trust Board meeting
held on the 2 November 2021, following on from this an Ad Hoc Sub-Group
meeting had been held on the 15 November 2021 to provide assurance to the
Board. Mick Chomyn advised that previous Human Tissue Authority (HTA)
Guidance only applied to Scunthorpe and Grimsby but new guidance released on
the 25 October 2021 meant there was aspects of non-compliance which had now
either been resolved or worked through. New guidance had been received by the
HTA on the 25 October 2021 in respect of the long-term storage of bariatric bodies.
This had meant NLAG were not compliant, this would be rectified and a business
case was being carried out in terms of this. A further requirement was for all
mortuary and body stores to have secure swipe card access to facilities. Both
SGH and DPOWH were compliant, however, this was not the case at GDH.
Following on from this, swipe card access had now been installed and was
operational from the 1 December 2021. NHS England / Improvement (NHSE/I)
had now updated their records to reflect the change.

A further issue was around Closed Circuit Television (CCTV) coverage as again
GDH did not have this in place, this has been installed and was fully operational
from the 18 November 2021. This had also been updated with NHSE/I. There
was now a need for regular review of the CCTV which had meant the
implementation of a Standard Operating Procedure (SOP) included within the
paper. The first monthly audit of this would take place this month and monthly
going forward. Arrangements for GDH was still to be finalised, responsibility for
this would reside with Community & Therapy Services. The oversight for actions
would be provided by the Audit, Risk & Governance Committee (AR&GC).

The risk assessments of the mortuary and body stores were now completed and
were awaiting formal governance approval through the Community & Therapy
divisional governance meeting. The Disclosure and Barring Service (DBS) checks
were required for all staff in those areas, in particular those that accessed the
mortuary and these had been undertaken. Further guidance was expected in
respect of DBS checks.

Michael Whitworth referred to the review of the CCTV coverage by staff and
whether this would be included in job descriptions including support to those staff
due to the nature of this. Mick Chomyn advised the original letter received made
reference to the CCTV being inside the mortuary, however, it had since been
identified that the footage would be outside the mortuary and would be in respect
of what access staff had in this area.

Fiona Osborne referred to the bariatric bodies requirement and queried how long it
would be before NLAG would be compliant. Mick Chomyn advised NLAG had
storage for bariatric bodies but the requirements being put in place was for freezer
storage for longer term requirements. The guidance stated that bodies that were
kept longer than 30 days would require freezer storage, which was incredibly rare.
The Trust had looked into the supply of such freezers and there did not appear to
be manufacturers that supplied them, so this was being worked through.
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Linda Jackson referred to the possibility of further DBS changes and queried how
NLAG would control the list of authorised personnel moving forward for new staff.
A further query was in respect of the responsibility being held by the AR&GC to
monitor any outstanding actions and gain the necessary assurance as they
currently met quarterly and whether this would be regular enough to monitor
requirements. Mick Chomyn advised in respect of the DBS checks a wider
discussion would be required in the Trust to agree what would be required going
forward. In respect of the oversight if it was not the AR&GC it would be for the
Board to decide who would be best placed to have oversight.

Linda Jackson thanked Mick Chomyn and the team for all the hard work
undertaken but wanted to note there was still some outstanding actions to keep
oversight and this would be by the AR&GC.

Action: Simon Parkes

Dr Peter Reading referred to DBS checks and explained they were of limited value
due to the time frame in-between them being undertaken. Further discussion
would be required on whether certain staff required checks to be undertaken more
frequently but this would incur costs that would need to be provided by the Trust.
Linda Jackson felt that the list of staff that required access to this area would need
to be monitored.

Due to technical issues with MS Teams, Simon Parkes had to leave the meeting at
this point.

Trust Board Action Log — Public by exception NLG(21)249

Linda Jackson invited Board members to raise any further updates by exception in
relation to the Trust Board Action Log. All actions to be updated at the meeting
today were noted and would be closed.

Christine Brereton referred to item 4.1 from the October 2021 meeting. The
reporting at divisional level was now being produced through Power Business
Intelligence. Due to work with Shauna McMahon’s team in respect of the
Integrated Performance Report (IPR) teams had been able to identify which staff
had not undertaken the training. This had then fed into the Performance Review
Improvement Meetings (PRIMs) report. The Human Resources (HR) Business
Partners had also been provided with the information to enable them to support
staff.

Chief Executive’s Briefing — NLG(21)50

Dr Peter Reading advised the paper summarised detail from the Integrated Care
System (ICS) on recruitment. A paper had also been shared with Board members
from Stephen Eames, Chief Executive-designate of the Integrated Care Board
(ICB) for Humber Coast & Vale (HCV). This was the first proposal and the
Partnership Board would meet the following day being Wednesday, 8 December
2021. Point two of the report emphasised the challenges NLAG faced. The
national imperative around recovery was strong, as at a recent Chief Executive
Officer (CEO) and Chair event it highlighted a regional review of ICS by ICS
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performance, and NLAG had been able to show that performance was stronger
than some partners in the ICS.

During a meeting with Richard Barker it had been mentioned there was emphasis
on patient safety due to current back logs and risk to patients with elective work
being delayed and that it was imperative this was looked at. A further review on
additional capacity had been discussed and elective care would continue to be
reviewed on a daily basis. Linda Jackson advised the meeting had highlighted
the need to address —

1 Deliver elective waits — zero 104 day waits, no 52 week waits, maintain
cancer performance and reduce 62 day backlog.

2 Do as much activity as possible in the next three months.

3 2022/23 planning guidance would require activity growth above pre-covid

levels and to start working towards this now.

Mike Proctor queried whether there were any thoughts that when other posts at
ICS level were appointed if it would impact those people in similar roles in the
existing organisations. Dr Peter Reading advised contact had been made to
Stephen Eames to indicate there would be a strong case to have a Chief Digital
Officer at ICS level. Time would tell if the Medical Director and Chief Nurse roles
at ICS level would have real authority as these roles were duplicated at Regional
and Trust level. There would need to be clarity on where the power / decision
making would sit.

Michael Whitworth explained that there were a number of patients that were on
waiting lists going to General Practitioners (GPs) to request face to face
appointments to have assurance which had added more strain on GPs.

2.8 Integrated Performance Report - NLG(21)251

Shauna McMahon advised the IPR was for noting at the meeting. All Executive
and Non-Executive Director (NED) reports shared at the meeting were based
around the report.

3. Strategic Objective 1 — To Give Great Care
3.1 Executive Report — Quality & Safety - NLG(21)252

Dr Kate Wood referred to the ongoing mortality work. One issue to highlight was
the disparity between in and out of hospital Summary Hospital Mortality Indicator
(SHMI) and work remained ongoing with commissioning colleagues. The Trust
had been assured that there had been £200,000 earmarked for specialist palliative
care within NEL. Other work was in respect of structured judgement reviews,
where a number had been left unreviewed for a few months. The Medicine team
and Mortality Improvement Group are working on making improvements and
identifying any learning.

Venous Thromboembolism (VTE) reporting was being rectified as the denominator
was calculated with patients who should not have been included.
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The Trust currently had a marked increase of Serious Incidents (Sls), there had
been 18 in September for which 12 were pressure ulcers. One of these had now
been de-logged, however, until a Root Cause Analysis (RCA) had been
undertaken it was not known the outcome as to whether this was an issue that
would be ongoing and as a result of current operational pressures.

The Clinical Commissioning Group (CCG) had provided funds for community
staffing which would be implemented from April onwards, this would no longer be
‘red’ on the action tracker. The rating for mandatory training and appraisal
compliance should also improve.

Maneesh Singh referred to the out of hospital SHMI performance at NEL and
queried when the report would be due. Dr Kate Wood advised this was discussed
at the Quality & Safety Committee (Q&SC). Lee Bond referred to the staffing fill
rates as it advised 15 wards had less than 50% fill rates. It was queried whether
when this was calculated if it was after agency and bank nurses had been added.
Jenny Hinchliffe advised this was not the overall fill rate as it related to those on
the ward. Lee Bond queried whether the community nurse staffing tool to measure
workload was in place and whether this was recording data. Jenny Hinchliffe
advised this had been purchased and had just been rolled out which would provide
more data around capacity and demand.

Quality & Safety Committee Highlight Report and Board Challenge —
NLG(21)253

Mike Proctor explained the committee had looked at patient wait times in the
Emergency Department (ED) and that he had had the opportunity to spend some
time in ED. Mike Proctor had been really pleased to see staff had prioritised
patients by clinical need and not the wait time. Practice due to COVID-19 had
changed as patients were not able to be treated in corridors as previously done
which was a positive for patient experience. The experience was not what NLAG
wanted but it meant patients were kept safe due to being seen by clinical need.
Gill Ponder had recently taken part in ‘15 steps’ within ED and patients that were
spoken to could not speak highly enough of the care received. Those that had
waited still praised staff in the area and understood the priorities of others. Ab
Abdi advised NHSE/I had that morning asked about performance of the previous
evening in ED and the indicators had been there for patient safety which NHSE/I
had been pleased to hear.

Linda Jackson referred to the issue around ophthalmology in the highlight report
and the fact that the committee had lack of assurance for those high risk patients.
Mike Proctor confirmed that there had been significant progress and out of around
700 high risk patients the Trust had reviewed 50%. There had been no harm to
those patients reviewed to date. Progress would continue to be reviewed by the
committee.

Quality Improvement Strategy — NLG(21)254

Paul Holmes advised the Quality Improvement (Ql) Strategy had been shared with
the Q&SC and the Trust Management Board (TMB) before sharing with the Trust
Board. It had been written in consultation with the wider QI community within the
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Trust, including those that had previously engaged in the wider Ql agenda. The
Strategy focussed on empowering change through QI and looked at methods to do
with individuals. Paul Holmes went through the different approach that was being
used in respect of the Strategy.

Mike Proctor advised the Q&SC had recommended approval of the Strategy by the
Board, the format was very user friendly and it would be easy for people to read.
Dr Peter Reading felt it was a well put together strategy, he had been invited to
hear presentations at the consultant development programme, where four
consultants had presented on QI projects undertaken. The enthusiasm had been
very impressive about the work carried out and the support from the QI team.

Christine Brereton was interested in the implementation plan and how this would
come “alive”. The Strategy was clear on what would be achieved, but a plan would
be required to support this and what projects would be in place next year on how to
use the methodology and engage with staff. Christine Brereton would be
interested to see the plan for next year so this could be monitored through the
Q&SC and Trust Board to see the development of this. Linda Jackson was
pleased that traction had been achieved and that this was now moving.

The Trust Board approved the QI Strategy.
Establishment Reviews — NLG(21)255

Jenny Hinchliffe presented the nurse establishment review on behalf of Ellie
Monkhouse who was on leave. Jenny Hinchliffe explained the annual safe staffing
review was a mandatory requirement of all Trust Boards. The methodology used
was in line with guidance from the National Quality Board and 31 wards across the
organisation had been reviewed during March and April 2021 by the Chief Nursing
Officer. The process had been scrutinised at the Q&SC the previous month and a
discussion had also taken place at TMB. It was acknowledged that the review had
been more complex due to the pandemic. Some themes had been identified as
referred to in the report. It had identified that there was a high amount of activity in
an evening and overnight when staffing was reduced and the skill mix was not
meeting national guidance consistently. Feedback from ward managers was that
there was insufficient time for supervisory parts of the role. It had been shown
nationally that this impacted on patient experience as it gave ward managers time
to help develop staff.

The team were mindful of costs and current financial pressures so had risk rated
the recommendations to enable plans to be put in place, these had also been split
into sections. High risks had been enacted immediately to address the activity into
an evening to ensure patient safety with bank and agency staff, however, this did
remain a cost pressure. The recommendation, therefore, was to fund the posts
substantively. It had been recommended that the two clinical education posts
within the EDs currently funded non-recurrently were also made substantive

posts. Work continued with the finance department on costings.

Dr Peter Reading congratulated the Chief Nurse team on the thorough process
that had been undertaken along with the engagement of ward managers. It was
felt the recommendations did make sense to be put in place. It was recognised
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that the model hospital data indicated the Trust nurse staffing was more expensive
when benchmarked with peers but after discussion this was probably due to the
high level of bank and agency staff used to fill shifts. Linda Jackson felt it was the
best report to date on nurse staffing establishment process as it showed the issues
which were flagged very clearly and prioritised.

Mike Proctor felt as a Board member there would be a need to see what level of
investment would be required, over what period and how this would impact on
other Trust priorities, as one of those was the long term financial sustainability of
the organisation. Dr Kate Wood wanted to note that patients that came into
hospital had a higher acuity than before which caused a real challenge. This was
a national issue so there would be a need to have a national conversation
regarding staffing in hospitals. Staffing was a risk that had been identified and
would need to be managed by NLAG. Fiona Osborne queried what the timing
would be for the business planning in respect of H2 or 2022/23. Lee Bond advised
that NLAG were expecting guidance for 2022/23 and from that clear guidance
parameters would be set. Proposals for investment would then go through the
business planning process in quarter four.

Stuart Hall felt there was a need to look at nursing costs over the last five years as
there had been an increase of 30% and queried if this was due to paying premium
rates or whether this was due to the need to increase the nursing

workforce. Jenny Hinchliffe advised that over the last five years there had been a
significant number of nursing vacancies so this would impact on agency staffing
costs. Work was being carried out with colleagues to look at strengthening the
recruitment and retention of staff. Data was now available so this would be
benchmarked against other trusts. There were numerous factors that required
review which included the number of bed moves out of hours and ward layouts due
to Covid restrictions.

There would also be a need to look at the level of increased supervision for ward
managers. Ward manager supervisory time did have an impact in respect of the
number of vacancies along with pressures on the wards which meant the
managers had to provide operational nursing support. International nurses and
newly qualified nurses also required more support so this impacted on ward
manager time. Ab Adi referred to Stuart Hall’s point in respect of ward manager
time and advised that the national recommendation was to have the ward manager
as supernumerary but this had not happened as they were providing direct patient
care. Jug Johal advised that current ward refurbishments in respect of additional
side room areas would also impact on the required number of nurses.

A detailed discussion followed about the need to increase the establishments to
meet the professional recommendations of the Chief Nurse versus the practical
ability of the Trust to recruit to them, either by the use of substantive appointments
or through additional bank and agency staffing. Dr Reading felt there was a need
to staff the wards safely and that might mean the use of additional agency staff in
the short term. Lee Bond advised this might be an issue as recent data suggested
that the local bank and agency market was effectively saturated. Dr Peter Reading
advised this was an operational issue and the baseline had to be correct. If NLAG
were unable to staff with agency it would be the decision of the site manager to
decide whether to close beds at particular times.
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The Finance & Performance Committee (F&PC) would have oversight on the
financial implications of the review moving forward, and Q&SC would have
oversight of the quality and safety implications coming out of the business planning
process. Linda Jackson asked for clarity as to the current status of the top priority
areas. Jenny Hinchliffe confirmed that the top priority areas were all being covered
by agency so the immediate risk was addressed. This would then be reported
back to the Trust Board. Linda Jackson thanked Jenny Hinchliffe for the report.

The board noted the nurse establishment review. Linda Jackson clarified that the
paper would now go through the Trusts business planning process, the outcome
would form part of an investment proposal for the Trust which would be considered
at TMB and then come back to Trust Board.

Executive Report — Performance — NLG(21)256

Ab Abdi referred to the main points of the report and explained the challenges that
ED faced in relation to staffing. Inappropriate attendances had been particularly
high across all sites and capacity had been challenged due to the increased
number of COVID-19 cases. The Board were advised the dedicated triage
ambulance consultant was now on the “shop floor” which ensured a dedicated
consultant in charge of delay.

Linda Jackson appreciated everything that was being done to address the
challenges, however, queried in terms of ED when everything would be put in
place to show an improved position with regards to performance. Ab Abdi advised
there had been some reporting challenges with patients being seen by Same Day
Emergency Care (SDEC) and once they were addressed it would show an
improved position but would not achieve the targets set due to the complexity of
the multiple challenges. It was agreed there would be further focus on actions in
this area within the Trust Board Executive Performance report for February.

Action: Shaun Stacey

Dr Kate Wood wanted to highlight that Hull University Teaching Hospital (HUTH)
had significant oncology challenges that NLAG had been made aware of due to a
fragile staffing position of Oncologists. This was particularly in respect of breast
oncology which would impact on NLAGs performance. This challenge may cause
a risk to patients but this was not fully understood at the moment. Dr Peter
Reading wanted to give credit to HUTH in respect of transparency of raising the
concerns experienced. Stuart Hall advised there were some solutions but there
would be a need to see how they would work. Dr Peter Reading advised the
solutions would be joint with HUTH and this may have an impact on where patients
were treated. It may also accelerate some of the Humber Acute Services Review
(HASR) joint working in those areas. Linda Jackson was pleased to see both
Trusts were working well together. It was felt there may be an issue around
communications of how widely this message was communicated and this must be
addressed when reviewing the options available moving forward.
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Finance & Performance Committee Highlight Report and Board Challenge —
Performance - NLG(21)257

As the operational issues had been discussed under an earlier item Gill Ponder
advised it would not be discussed again under this item.

Gill Ponder explained the committee had received assurance on the low voltage
(LV) and high voltage (HV) electrical supply and had undertaken a deep dive on
the estates infrastructure which had highlighted a risk of 20. A plan to review
operational risks would be put in place to address this. Some positive news was
that NHSE/I had given a substantial rating for the Emergency, Preparedness,
Resilience and Response (EPRR) self-assessment.

Strategic Objective 2 — To Be a Good Employer
Executive Report - Workforce — NLG(21)259

Christine Brereton referred to the risks in the highlight report around retention and
how this was to be reviewed through putting in place exit questionnaires. A time
out session was held in November to look at bringing together different
workstreams to enable the team to focus on the key focus areas. Work had been
undertaken in terms of the exit questionnaire which would be shared with staff who
were leaving. There would be more focus on those staff that wanted to leave to try
and alleviate this happening. Other areas of risk were around job evaluation
panels due to the significant back log, training events had now been put in place to
allow NLAG panels to be staffed.

The Trust had received guidance in respect of mandatory COVID-19 vaccines,
however, this needed to have approval from parliament to be implemented fully by
1 April 2022. This would mean staff that were subject to CQC regulatory activities
would be required to be vaccinated by 1 April 2022. This process was already in
place within Community Services for staff that entered patient homes.

Lee Bond referred to the vaccination programme in terms of the update stating
67% of staff had been double vaccinated and whether it was known what areas
those staff worked in to identify where the risk was. Christine Brereton advised the
67% was in relation to staff that NLAG were aware of being double vaccinated.
There would be further staff that may have had the vaccines outside of the Trust
and those numbers were not identified, this would mean the percentage would be
higher than 67%, medical and dental staff were currently at 40% but it was
believed this would be higher due to those members of staff having the vaccine
before NLAG had offered this. Part of the planning would be to reach out to staff to
share the information of being vaccinated. Lee Bond queried whether the new
guidance was taking the stance to encourage staff to receive the vaccines or
whether it stated that if staff did not, they would not be able to remain in current
positions. Christine Brereton advised the current stance was to encourage staff to
have the vaccine at this moment in time as this had to be agreed through
parliament first. It was agreed a further update would be given in the Executive
report on Workforce in the February board meeting.

Action: Christine Brereton
Page 11 of 17



NHS

NLG(22)028 Northern Lincolnshire

4.2

4.3

44

and Goole
NHS Foundation Trust

Workforce Committee Highlight Report and Board Challenge — NLG(21)260

Michael Whitworth advised the committee had recently undertaken a number of
deep dives. The committee had been assured by the direction and progress made
in respect of leadership. The sickness data had been discussed, particularly how
the data was being used and the work that linked in with Occupational Health.

Freedom to speak up Guardian (FTSUG) — Quarter 2 - NLG(21)261

Liz Houchin advised the number of concerns raised during 2021/22 quarter two
had been the same as the previous year. The main themes had been around
behaviour and worker safety. There had been an increase in open concerns
although one anonymous concern had been received. The outcome of the
anonymous concern was to be published on the hub page as there was no other
way of sharing the outcome. Linda Jackson highlighted the walk arounds
personally undertaken with Liz Houchin had been received well by staff. Liz
Houchin advised monthly meetings were being held with Angie Legge as patient
safety lead to link issues together.

Linda Jackson wanted to thank Liz Houchin for the progress made. Dr Peter
Reading observed that the number of concerns raised were constant but
highlighted that staff had also used the “Ask Peter” to raise other concerns. This
had also increased and was around 250 a month. Christine Brereton advised the
purpose of the Cultural and Transformational Board was to gather this information
to enable NLAG to see how to address the issues.

Overview on NHSE/I Future of HR and OD Development Report — NLG(21)262

Christine Brereton explained the paper was different to the People Plan as the
priorities were more focussed on the future direction of the HR and Organisational
Development (OD) profession. It focussed more on the OD element which was
what the Trust were trying to put in place. Further work would be required and
some of this may be with the provider collaboratives or ICS. Work would be
shared with the Workforce Committee and then the Board when fully digested.

Mike Proctor queried whether this would mean two teams going forward to enable
the work to be completed. Christine Brereton advised that the restructure put in
place earlier in the year had created this to enable teams to focus on the separate
requirements. Stuart Hall felt the Trust should support staff that wanted to enter a
different part of the National Health Service (NHS) or move away and how the
Trust would keep in contact in case those staff wanted to re-enter again in the
future. Christine Brereton agreed with the point made and explained that it was
difficult to obtain a role within the NHS if people did not currently work there. This
would need to be focussed on moving forward to ensure it was more accessible
and work would be undertaken within the ICS to widen the workforce. Fiona
Osborne queried how much the People Strategy and this paper informed one
another as the ICS People Strategy was to be released on the 9 December 2021,
as this report was released in November, which could cause a delay. Christine
Brereton advised the ICS People Strategy was in respect of how the Trust worked
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across the system in terms of workforce so had a different focus. The report
shared today was more focussed on the future of OD.

Strategic Objective 3 — To Live Within our Means

Executive Report - Finance — Month 07 (including Financial Special Measures
& H2 Planning) - NLG(21)263

Lee Bond highlighted there had been major movements in month as the funds had
been received for the national pay rise. The Trust did not receive any additional
Elective Recovery Funding (ERF) income in the month as the target had not been
met. NLAG did meet the target in Month eight but as Hull, Harrogate and York did
not, the system could not achieve the ERF income. In respect of COVID-19 spend
this had reached £8 million to date. There was concern in respect of the table on
page five as it showed there was three areas that could be impacted upon if the
income for COVID-19 was reduced. The team would work with Ellie Monkhouse
and Jenny Hinchliffe to try and reconcile the current level of spend the Trust.
Creditors at this time were currently being paid on time although there were issues
with agency creditors.

Lee Bond referred to the H2 plan which required NLAG to be in a breakeven
position by the end of the year. There was an element of risk within this and
discussion had taken place at F&PC. Money was available for elective recovery
and it was felt there was still money available within the Clinical Commissioning
Groups (CCGs) and system. The Trust had worked with colleagues across the
ICS to understand the position of all organisations involved. Lee Bond was
confident the Trust would reach the H2 plan in respect of achieving what was
required in terms of financial special measures (FSM). The letter received in
respect of FSM in November 2020 advised the Trust would continue to have some
supervision for up to 12 months. A number of items were required from the Trust
in terms of governance assessments along with NHSE/I observing governance
meetings. All requests made had been achieved at the end of the 12 month
period. After a conversation with NHSE/I it was hoped written confirmation would
be received after the Christmas period to say the Trust had met all criteria laid
down and could exit FSM.

Finance & Performance Committee Highlight Report and Board Challenge —
Finance - NLG(21)264

Gill Ponder advised the F&PC had discussed the high level spend on temporary
staffing and had reviewed the draft long-term plan to address the deficit of the
Trust. The Trust would underspend on the grant funded energy efficiency spend
as agreement had not been reached to roll the funds into the next financial year.
This would mean less work would be undertaken than anticipated. The committee
supported the proposal of the new Patient Administration System (PAS) to enable
collaboration with HUTH. There had also been good assurance in respect of the
Digital Strategy.
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Emergency Care Centre Update and Ambulance Handovers — NLG(21)265

Linda Jackson advised that as performance issues in respect of this item had been
discussed earlier in the meeting and this update covered the same issues, no
further update would be provided at this point. It was noted further discussion
would take place during the private meeting.

Strategic Objective 4 — To Work More Collaboratively
Executive Report — Strategic & Transformation — NLG(21)266

Ivan McConnell advised the Trust were substantially engaged in the HASR review
and a range of workshops had been held. The interim clinical plan was expected
to be completed by the end of March 2022 as per the agreed plan and handed
over to the HUTH/NLaG Joint Development Board for implementation. There
would be an early draft PCBC for core service change available by the end of
December. This would be minus two sections, one being the evaluation and the
second the finance section. This would be available for stress testing and
consistency checking. There would be an NHSE/I Gateway Review in April and
there may be some risks identified within this.

There had been some developments in terms of capital funding being available,
with three potential schemes in the region and the Trust may be one of the three,
but confirmation had not been received as yet.

Dr Peter Reading referred to slide six of the report as it stated the Chairman was a
member of the HCV Partnership Board and this was not the case. The second
point did not mention that the Trust were part of the community collaborative as
well as being part of the acute collaborative.

Gill Ponder hoped that the Trust were successful in the Capital expression of
interest bid but queried what would be put in place if this was not achieved and
whether there was a parallel workstream happening as an alternative. Ivan
McConnell confirmed there was an emerging parallel workstream, some of this
would potentially be a smaller amount of money meaning something would need to
be decamped. Secondly there would be a need to think of alternative funding and
what this would be.

Health Tree Foundation Trustees’ Committee (HTFTC) Highlight Report &
Board Challenge — July 2021 — NLG(21)267

Gill Ponder advised the committee discussed the contract for Smile that would
come to an end on the 31 March 2022. A new post had been approved by the
charity for one year for Community & Therapies, with this person joining the two
others in the delivery and roll out of the End of Life Programme. The ReSPECT
post had also raised some concerns as there was an expectation from NHSE/I for
the post holder to work across other Trusts for the remaining eight months. This
had not been envisaged when the post was originally funded by HTFTC. Dr Kate
Wood advised a meeting had been held with Neil Gammon subsequent to the
committee meeting and they would now be looking at how to include additional
information to posts that are subsidised to ensure it was more clear as to the roles
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and responsibilities and any limitation of use outside of NLAG. This would be
discussed at the next meeting of the committee.

Humber Acute Services Development Committee Highlight Report & Board
Challenge - NLG(21)268

Linda Jackson took the paper as read and advised Humber Acute Services
Development Committee (HASDC) members discussed when Programme one
would leave the oversight of the committee, it was agreed that the oversight of
these programmes would sit with the Joint Development Board (JDB) which had
representatives from both HUTH and NLAG. The JDB would provide a highlight
report through to HASDC and would flag any risks and areas for concern. Stuart
Hall felt that due to the dynamic environment the Trusts were already working
earlier than anticipated due to circumstances.

Strategic Development Committee (SDC) Highlight Report & Board Challenge
- NLG(21)269

Linda Jackson advised the first meeting had taken place, where it had been agreed
that Shauna McMahon would join the committee in respect of the strategic digital
aspect. Following a recent meeting it was agreed a matrix of responsibilities would
be produced showing what responsibilities F&PC, SDC and AR&GC had on certain
workstreams to avoid any duplication and provide the necessary clarity. The draft
workplan currently ran until the end of March 2022. There had been a request to
incorporate some horizon planning in the workplan. The committee had discussed
the issue around the Trust not being able to spend capital funds on the energy
performance schemes in time. Jug Johal explained conversations were taking
place to see if the funds could be rolled-over but the outcome had not been
received as yet. Linda Jackson advised the delays had been taken out of the
Trusts control.

Strategic Objective 5 — To Provide Good Leadership
There were no items listed under this item for discussion.

Governance

Audit, Risk & Governance Committee (AR&GC) Highlight Report & Board
Challenge — NLG(21)270

Michael Whitworth explained there had been productive discussions around
internal and external audit around the outstanding actions and the Trust were in a
more positive position than initially thought. It was not included within the report
but discussion had taken place on good examples of the wider work of the
committee. It was noted that further information would be put in the report going
forward. Lee Bond felt the approach being taken by Simon Parkes to streamline
the workplan was refreshing as some reports no longer required reporting to the
AR&GC.
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Board Assurance Framework (BAF) - NLG(21)271

Helen Harris advised the report shared was in relation to quarter two and had been
considered at sub-committee level during November. The Board were asked to
review the ratings and advise if assurance was received.

Linda Jackson referred to SO1 - 1.2, this was currently at a rating of 20 with a
target of five, this showed it would not be achieved for the year and so what would
be agreed in respect of those risks. SO2 was also at 20 with a target risk of eight
which again would not be achieved. Gill Ponder queried that if the risks were not
to be achieved could the report include an interim score that stated what was
hoped to be achieved. Linda Jackson agreed as it was currently unachievable as it
stood. Helen Harris explained they referred to a target date of 31 March 2026 as
stated on the spreadsheet, this would also be the case for the workforce objective
as the date related to the strategies. Helen Harris did support Gill Ponder’s point
of the addition of a target achievement for the year.

Christine Brereton explained that within the workforce objective there was so much
that required completion, one suggestion had been to have a look at including sub-
categories within the objective to enable this to be more achievable. It was agreed
this would be further reviewed by Christine Brereton, Helen Harris and Ellie
Monkhouse to make this more achievable. Ab Abdi felt there was a difference
between the targets and the safety side although the target was not being met
there was evidence to show the safety of patients was in place. Linda Jackson
agreed with the objectives being broken down more in the sub-committees as felt
this would work better and highlight what work was being completed. Elaine
Criddle advised the BAF was there to provide assurance to the board and if that
was not what it was doing it may need to be revisited. Jug Johal felt the new
format had been a vast improvement from where the Trust had been previously. It
was agreed to add the additional column for yearly target dates moving forward.

Action: Helen Harris, Christine Brereton and Ellie Monkhouse
Approval (Other)

There were no items of approval.

Items for Information

The following items were shared at the December 2021 meeting:

F&PC Minutes - August & September 2021
Q&SC Minutes - September & October 2021
Guardian of Safe Working Hours - Quarter 2
Workforce Committee Minutes - September 2021
AR&GC Minutes - July & August 2021

HTFTC Minutes - July, September, October 2021
Communications Round-Up

Timetable of Board & Sub-Committee Meetings
Document Signed Under Seal
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11.  Any Other Urgent Business

There were no items of any other urgent business.

12. Questions from the Public

No members of the public were in attendance at the meeting.

13. Date and Time of the next meeting

Formal Trust Board Meeting

Tuesday, 1 February 2022, Time: TBC
Forest Pines, Broughton

Board Development

Tuesday, 2 March 2022, Time: TBC

Forest Pines, Broughton

NHS

Northern Lincolnshire

and Goole
NHS Foundation Trust

The Private Trust Board meeting was due to follow at 13:00 hours.

Linda Jackson closed the meeting at 12:00 hours.

Cumulative Record of Board Director’'s Attendance (2021/22

Name Possible | Actual | Name Possible | Actual
Terry Moran 2 2 Ellie Monkhouse 5 4
Dr Peter Reading 5 5 Fiona Osborne 2 2
Lee Bond 5 4 Simon Parker 2 1
Christine Brereton 5 5 Gillian Ponder 4 4
Neil Gammon 1 1 Michael Proctor 5 5
Stuart Hall 5 4 Maneesh Singh 4 4
Helen Harris 5 5 Andrew Smith 3 2
Linda Jackson 5 5 Shaun Stacey 5 4
Jug Johal 5 5 Michael Whitworth 5 5
Ivan McConnell 5 5 Dr Kate Wood 5 5
Shauna McMahon 5 4
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Minutes
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TRUST BOARD OF DIRECTORS (PUBLIC)

Minutes of the Public Meeting held on Tuesday, 1 February 2022 at 9.00 am

Via Ms Teams

For the purpose of transacting the business set out below:

Present:

Linda Jackson
Sean Lyons

Dr Peter Reading
Lee Bond

Ellie Monkhouse
Shaun Stacey

Dr Kate Wood
Simon Parkes
Gillian Ponder
Michael Proctor
Michael Whitworth

In Attendance:
Adrian Beddow
Christine Brereton
Elaine Criddle
David Cuckson
Nicky Foster
Stuart Hall

Helen Harris
Jordan Howard
Jug Johal

Jo Loughborough
Ivan McConnell
Shauna McMahon
Shiv Nand

Fiona Osborne
lan Reekie

Mr Kishore Sasapu
Maneesh Singh
Sarah Meggitt

Vice Chair (Chair of meeting)
Chair

Chief Executive

Chief Financial Officer
Chief Nurse

Chief Operating Officer
Medical Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director

Associate Director of Communications
Director of People

Deputy Improvement Director

Governor

Deputy Head of Midwifery (for item 3.3)
Associate Non-Executive Director

Director of Corporate Governance

Acacium Group

Director of Estates & Facilities

Senior Nurse — Patient Experience (for item 1)
Director of Strategic Development

Chief Information Officer

Governor

Associate Non-Executive Director

Lead Governor

Deputy Medical Director

Associate Non-Executive Director

Personal Assistant to the Chair, Vice Chair & Trust
Secretary (note taker)

Linda Jackson welcomed everyone to the meeting and declared it open at 9.00 am.

Kindness-Courage-Respect
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1. Patients’ Story and Reflection

Jo Loughborough advised the patient story was in relation to restoration of faith for
a lady who had attended the Scunthorpe General Hospital (SGH). The lady was
called Pat and the complaint raised related to a few services that Pat had used as
a patient. Part of the complaint action was to meet with Pat and the family after the
formal response was completed. This was to explain projects and processes that
had been put in place to provide Pat and the family with some insight and
assurance. Jo Loughborough went through the concerns that had been raised by
Pat which included bad communication between teams, dismissive behaviour
amongst other issues. There had been numerous admissions during the care
provided and during this time the wrong medications had been prescribed and
medication that should have been prescribed had not been. Pat was also
discharged back to the General Practitioner (GP) whilst still being unwell. The
persistent complaining was the only thing that resolved the issues. A further
condition was diagnosed whilst being an inpatient but the information had not been
provided on the discharge letter so the GP was unaware of this. Some staff had
stood out, one in particular was Dr Hussain and Dr Banerjee who had telephoned
to apologise to Pat personally. A junior doctor had also stood out that worked in
the Emergency Care Centre (ECC) who had introduced himself and put Pat at
ease.

Jo Loughborough advised the team had agreed to meet with Pat face to face in the
hope this would provide more assurance of issues that had been resolved. This
was addressed as a formal complaint, however, part of the resolution was to meet
the individuals to talk through issues directly and look at processes and procedures
that were in place on how to manage patients. The ECC Sister had acknowledged
some issues with processes which would also be changed. The team had linked in
with Dr Hussain to resolve issues in that area and these were resolved within 24
hours which had helped with Pat’s anxiety. The work around discharge processes
and quality had also been explained to offer reassurance. The impact the Patient
Experience Strategy would have once it was introduced was also explained and
how this would see the person and not just the patient. The meeting had made Pat
and the family feel issues were being resolved and improvements were being
made for the patient experience. Linda Jackson thanked Jo Loughborough for
sharing the story and for explaining the processes that were now in place.

Dr Kate Wood thanked Jo Loughborough for sharing a good news story and
showing how the Trust was learning from them. It was important to highlight where
the organisation did not always do well. When looking at individual services the
Trust sometimes looked how to make those better, however, it was also important
to look at how teams should also work together as there are many patients that
use multiple services. This was part of the work that was already being reviewed.
Ellie Monkhouse felt the story demonstrated how the Trust was moving forward
and it enabled the Trust to show what work was being done. In respect of the
Patient Experience Strategy, communication would be at the core of developing
this. There was also a huge piece of Quality Improvement work being undertaken
around discharges which would compliment the needs of the Operations team.
There had been positive feedback from complainants due to face to face meetings
being held.
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Linda Jackson was pleased to hear the quality improvement processes were being
used to improve discharge processes. Stuart Hall queried whether learning was
cascaded down to staff and whether staff who had been identified as being a
positive experience for Pat had been advised of this.

Business Items
Chair’s Opening Remarks

Linda Jackson advised the meeting was to be held virtually due to the increased
Covid cases locally.

Linda Jackson welcomed Sean Lyons to the meeting as the new Joint Chair of
Northern Lincolnshire & Goole NHS Foundation Trust (NLAG) and Hull University
Teaching Hospital (HUTH). It had been agreed Linda Jackson would Chair the
meeting due to it being Sean Lyon’s first day in the role. It was noted Mr Kishore
Sasapu was in attendance should the need arise in the future to deputise for Dr
Kate Wood.

Apologies for Absence

There were no apologies received for the meeting.
Declarations of Interest

No declarations of interests were received.

Fit & Proper Persons Annual Declaration — NLG(22)001

Linda Jackson referred to the paper and went through the process that had been
undertaken. The files were held by the Chief Executive’s Personal Assistant and
Helen Harris, Director of Corporate Governance had a role in reviewing the files.
The conclusion from the checks undertaken was that all Fit and Proper Files were
up to date and within compliance. The second part of the paper related to the
annual review of the updating of the Directors’ of Interest.

The board were asked if anyone had anything to be raised in respect of changes or
further declarations. The following changes were noted.

e Fiona Osborne requested a title change as it should read Associate Non-
Executive Director.

e Lee Bond’s partner was employed as Deputy Chief Nurse at HUTH. A further
addition was the Finance Lead on occasion for the Integrated Care System
(ICS).

Dr Peter Reading wanted to note thanks to Heidi Forster due to the amount of work
that had been undertaken for the files to be where they were now. The files were
now at a standard to comply with the Care Quality Commission (CQC). Linda
Jackson wanted to also note thanks to Heidi Forster. It was noted the real rigour
would be required going forward to ensure the files remained compliant.
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Although it was not a requirement for Sean Lyons to be included in the paper for
the meeting that day, declarations of interest would be Joint Chair of NLAG and
HUTH and the Chair of West Nottinghamshire College for further Education
College. It was again noted by Sean Lyons the importance of correct files being in
place.

The Trust Board approved the paper.

To approve the minutes of the Public Meeting held on Tuesday, 7 December
2021 — NLG(22)002

The minutes of the meeting held on the 7 December 2021 were accepted as a true
and accurate record and would be duly signed by the Chair once the following
amendments had been made.

e Simon Parkes was to be added to the attendance as apologies had to be sent
during the meeting due to a technical issue with MS Teams.

e Fiona Osborne referred to page 3, section 2.3.1, the paper in relation to this
item had spelt Fiona Osborne’s surname incorrectly so needed to be amended,
this had been omitted from the minutes.

e Dr Kate Wood referred to page 4, section 2.5.1 this should read “Mick Chomyn
advised that previous HTA Guidance only applied to Scunthorpe and Grimsby
but new guidance released on the 25 October 2021 meant there was aspects
of non-compliance which had now either been resolved or worked through”.
Gill Ponder who had chaired the meeting was happy to support the change.

e Dr Kate Wood referred to page 6, section 3.1, the words “of work” should be
removed from the first paragraph.

e Dr Kate Wood referred to page 6, section 3.1, the second paragraph should
read “was being rectified”.

e Dr Kate Wood referred to page 7, section 3.1, the first paragraph should read
“The Clinical Commissioning Group (CCG)” and not the CQC. This should
also state the funds had been identified for community staffing.

e Linda Jackson referred to page 9, section 3.4. It would need to be added that
the paper was noted and was very comprehensive, a lot of good work had
been undertaken on the paper. The paper would now go through the business
planning process and would then be deliberated at the Trust Management
Board. Further clarification would be added to show that the Finance &
Performance Committee would have the role to oversee financial implications
of what would and would not be agreed as part of the business planning
process. The Quality & Safety Committee would have involvement in the
quality and safety aspects of the decisions being made. It would also be noted
that Jenny Hinchliffe had done a sterling job in presenting the paper to the
Trust Board. The amendments for this section would be made outside of the
meeting, approval would then be sought at the April 2022 meeting.

e Dr Kate Wood referred to page 10, section 3.6. An amendment would be
required in respect of the Emergency Preparedness, Resilience and
Response.

e Gill Ponder referred to page 10, section 3.6. It had been noted in the meeting
that the operational issues had been discussed earlier under another item so
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Gill Ponder had advised this would not be again highlighted during this section,
it was agreed to add this to the minutes.

e Gill Ponder, referred to page 13, section 5.2, the wording should be changed to
state “agreement had not been reached”.

Linda Jackson confirmed the minutes would be shared for approval at the April
2022 meeting.

Urgent Matters Arising

Linda Jackson invited Board members to raise any urgent matters that required
discussion which were not captured on the agenda.

Linda Jackson advised Alistair Brooks had attended the Trust Board meeting in
January 2020 to request formal approval from the board for NLAG to dissolve the
Web V Solutions Company. The Trust Board had agreed to this at the time. Linda
Jackson confirmed the company had been dissolved as at the 11 January 2022. A
thank you was noted to all those who had been involved in the process.

Trust Board Action Log — Public by exception NLG(22)003

Linda Jackson invited Board members to raise any further updates by exception in
relation to the Trust Board Action Log. It was noted that those highlighted in green
would be removed to closed actions. The following updates were received.

e Point 2.5 — Simon Parkes confirmed this action would be added to the Audit,
Risk & Governance Committee (AR&GC) Workplan going forward.

e Point 3.5 — Linda Jackson advised the new report was to be shared at the
meeting that day, the board would be asked to raise any further concerns in
relation to this.

e Point 4.1 — An update would be provided on this item during the meeting as
part of the Executive Update.

e Point 8.2 — Helen Harris advised a meeting was due to be held that week with
Christine Brereton. It had also been agreed that the safe staffing element of
this would be moved to Strategic Objective 1.1 so this could be closed.

Chief Executive’s Briefing — NLG(22)004

Dr Peter Reading advised the implementation of the ICS across England had been
delayed by three months subject to legislation. The recruitment to key roles
continued on the Humber Coast and Vale (HCV) Integrated Care Board (ICB) and
development of the architecture of the ICS also continued.

Point three of the report was now out of date as the CQC had confirmed
inspections would restart as of today being Tuesday, 1 February 2022. It had been
advised that a decision in respect of Financial Special Measures (FSM) had been
delayed. Lee Bond would continue to attend a monthly meeting in respect of this.
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Integrated Performance Report (IPR) — NLG(22)005

Linda Jackson advised the IPR was for noting at the meeting. All Executive and
Non-Executive Director (NED) reports shared at the meeting were based around
the report and the report would be referenced throughout the Executive updates It
was noted the report was evolving very nicely in respect of the summary
information and the sections on the sub-committees. The report would have also
been shared at the relevant sub-committees and would have been reviewed in
detail.

Strategic Objective 1 — To Give Great Care
Executive Report — Quality & Safety - NLG(22)006

Dr Kate Wood advised key risks had been articulated in the paper and had also
been triangulated to the IPR. One point to mention was that the paper mentioned
Quality Special Measures but this should state Recovery Support Programme so
this would be amended. Jug Johal referred to the risk in relation to facilities at the
Scunthorpe site and advised a bid had been unsuccessful two years’ previously for
the Changing Places Bathroom, a further bid had also been submitted in
September 2021 to North Lincolnshire Council. This had been followed up two
weeks previously but no further update had been received. The same bid would
also be submitted to the Capital Investment Board (CIB) at the next meeting.

Fiona Osborne was pleased to see the progression with the CQC work but felt the
report underestimated the amount of good progress completed to date. The Q&SC
had noted the thoroughness of monitoring and checking. Lee Bond referred to the
staffing and fill rates within the report and advised a meeting would be held with
Ellie Monkhouse to discuss this further. In reference to the timelines of incident
investigations it was queried how far behind the Trust were with this. Dr Kate
Wood advised that in respect of Serious Incidents (Sls) this was a multi-disciplinary
process and did not involve single individuals, in light of this timescales were
allowed to be extended in certain situations. In light of the pandemic clinical staff
had been required to be taken away to review clinical issues so this caused some
delays. Dr Kate Wood did not have exact numbers but agreed to report this back.
Lee Bond queried whether the Trust was falling behind in terms of learning due to
the delays with Sls. Dr Kate Wood advised an update could be provided for the
minutes outside of the meeting. Sean Lyons referred to the sepsis performance
and whether this was of concern due to it being really low in relation to indicators.
Dr Kate Wood advised part of this was in relation to how it was reported as it was
taken from the electronic reporting system. The Trust currently had staff on the
wards to support teams on electronic reporting to ensure work was appropriate at
patient status level.

Post Meeting Note: Following the meeting Dr Kate Wood confirmed the Trust had
34 Sls, 16 of those had been delayed. The percentage would again increase as
staff had been redeployed due to significant operational pressures. However, the
Trust was would recover this within a few months. The issues will delay have been
due to operational pressures.
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Quality & Safety Committee Highlight Report and Board Challenge —
NLG(22)007

Linda Jackson referred to the paper and highlighted this included the quality
priorities for approval for 2022/23. A query was raised as to what involvement the
Governors and CCGs had had in respect of the quality priorities to ensure relevant
people had been involved.

Mike Proctor advised the Quality & Safety Committee (Q&SC) had supported the
Continued of Carer plan at the meeting as it was due for submission by Monday,
31 January 2022. This would be a huge undertaking and would mean substantial
change in the current workforce, the change for this must not be underestimated.
The committee had not looked at the resource implications required for this,
however, they may also be significant.

In relation to the recent major incident a suggestion was made that the monitoring
of actions would be allocated between board sub-committees, a piece of work in
respect of this was now being undertaken. The committee continued to review the
priorities and how they had developed. It was highlighted that sepsis was one of
the priorities. Mike Proctor wanted to note that Angie Legge had done a fantastic
job of progressing the work required.

Linda Jackson referred back to the query around governor involvement with the
annual quality priorities. Dr Kate Wood advised that due to issues around face to
face meetings Survey Monkey was undertaken and 197 responses had been
received, this had been sent to key stakeholders and governors. It was advised
that 197 responses had been received but the number of Governor responses was
unknown. It was agreed further analysis needed to be undertaken outside of the
meeting regarding the level of governor involvement this year and if any further
action was required

Gill Ponder queried whether the ambition to hit 90% was enough in respect of
Deteriorating Patients. A second query was in relation to the reference to
medication safety around the reduction in admissions without a valid reason and
how this would be defined in what would be a valid reason. Dr Kate Wood referred
to the Governor query and advised there was attendance from a Governor at every
meeting which had been part of the governor consultation but accepted there may
be a need for more interaction. In response to the 90% this was very challenging
so would not want to go any higher than that percentage. In relation to the query
of omitted medications, when medication was omitted a reason of why could be
added, an omission with a reason could also be added. Stuart Hall referred to the
cross over between the committees in relation to some issues, for example the
safety of discharge metrics and whether discussion of this should also take place
during the Finance & Performance Committee (F&PC) meeting to resolve issues.
The overlay of such issues should be discussed across the sub-committees.
Simon Parkes referred to the metrics detailed and understood the reason for them
was to drive behaviour, however, there was quite a few of them that were not being
met. A query was raised as to how confident the Trust were as to them being
driven by a strong clinical lead.
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Simon Parkes queried whether everything was being done in respect of achieving
safeguarding training as the Executive Report and Committee report did not tie
together. Dr Kate Wood referred to the metrics query, the previous year the
metrics supervision had been transferred to the F&PC due to the duplication.
Once these were completed further discussion would take place on which would
then be the appropriate committee for oversight. One of the issues around this
was again around effective handover and work between teams to ensure
discharge letters were robust. Simon Parkes referred back to this point as the
metrics referred to the issue of it and not the quality of this. The patient story
earlier in the meeting also referred to the quality of letters being issued. Mike
Proctor advised further development was required in respect of the metrics and a
good discussion regarding this had taken place at the committee. The outcome of
this was that further discussion would take place outside of the committee about
how the metrics could be refined further. It would be an ongoing issue for the
committees to measure performance against relevant priorities and how to
understand them. In relation to safeguarding this related to the Ofsted North
Lincolnshire Report, the committee had discussed whether the Trust was doing
everything that could be done to support. This had been highlighted due to the
number of high-profile cases recently. The point made did not relate directly to the
training.

Sean Lyons referred to the Friends & Family Test and queried whether the 60%
PALS concerns managed in five days was ambitious enough and how this
compared to other Trusts. Ellie Monkhouse advised there had been a significant
amount of work undertaken at the Trust in respect of complaints. The same
process was now being put in place to respond to PALS concerns, a quality
improvement approach would also be developed to support this. The team
unfortunately relied on Trust leadership to manage concerns raised, however, due
to the pandemic this had caused issues. Sean Lyons queried whether the patient
experiences being 5% was low and if this was normal. Ellie Monkhouse agreed
they were low compared to some trusts. It had taken a while to procure a process
for this but the Trust was now working with “| want great care”. There had also
been a technical issue in November which had meant a “dip”. Feedback given in
relation to the IPR was that response rates would be required and not just the
performance of outcomes. Patient experience data was collected in other ways
which included the 15 Steps process and the Family Liaison teams this was also
captured within the Nursing Dashboard.

Linda Jackson was still not convinced there had been enough engagement with
Governors in respect of the quality priorities, it was agreed Helen Harris would
seek further clarification on this in respect of wider Governor involvement. It was
further agreed this would then be addressed between Helen Harris, Dr Kate Wood
and Mike Proctor. Mike Proctor agreed to clarify this with Angie Legge further.

Action: Helen Harris, Dr Kate Wood, Mike Proctor

Linda Jackson asked for approval of the priorities for the next 12 months. The
Trust Board agreed to approve the Quality Priorities.
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Delivering Midwifery Continuity of Carer at Full Scale - NLG(22)008

Ellie Monkhouse advised part of the implementation required the Trust Board to
have oversight of the plan which was required for submission by the 31 January.
Due to the timings of the board meeting the responsibility was given to the Q&SC
to approve the paper for submission. Ellie Monkhouse advised the template
submitted was a national requirement. Through each part of implementation the
LMS would agree when NLAG were able to go forward to the next stage, there
would also be various milestones to go through. A mechanism would be in place
for the Q&SC to review this each quarter. It did not mean the Trust were signing
up to anything in respect of financial aspects it was to show how NLAG would
endeavour to deliver at full scale. The Trust Maternity Improvement Advisor from
NHS England / Improvement (NHSE/I) had also supported the development of the
plan.

Lee Bond queried what the realistic timescale was for this as the plan referred to it
being in place for most women rather than all women. Ellie Monkhouse advised a
Project Plan was at the back of the paper but the Trust would be working towards
March 2023. It had been acknowledged there may be issues along the way.
Fiona Osborne advised that although the committee did not look at staffing overall
it did query the critical timing of this. The delivery target was March 2023 but the
delivery was to be May due to the national staffing issue and this was one of the
biggest risks that had been discussed at the meeting.

Linda Jackson clarified the requirement of the board was the acceptance of the
plan. The plan was robust and it had been noted there was wider implications that
would need to be shared at TMB and through the Business Planning process in
terms of costs and workforce issues.

Stuart Hall queried where the staff would come from and whether NLAG was
thinking “out of box” in terms of the upscaling current roles. Ellie Monkhouse
agreed this would be the case.

Nicky Foster went through the paper and highlighted key points. The Plan detailed
what would be required going forward. The implementation of the plan would
support the Trust Strategic Plan 2019/2024 and the Trusts Objectives. The
successful implementation of the plan would ensure all maternity services were
high performing and well led.

Lee Bond wanted to note the funding from Ockenden was non-recurrent which
meant there would be no guarantee it would be received again. There was still
work to be done in this area going forward across the Integrated Care System

(ICS).

Linda Jackson clarified that a considerable amount of work had been completed to
put the plan together which had then been reviewed robustly at the Q&SC, this
was then approved for submission by the deadline. The Trust Board were being
asked to approve the plan on the basis of the review of the Q&SC. It was
understood it would need further review in terms of finances and workforce
implications.
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The Trust Board agreed the plan on the principle provided.

Mike Proctor advised there was a huge amount of work required around maternity
services and was concerned about the capacity of the management team to deal
with this at the same time as other priorities. The board would need be mindful of
this in terms of support to the team. Ellie Monkhouse confirmed there had been a
number of national requests being asked of the Trust and these were required in
short timeframes, governance arrangements were being used in terms of this. A
request was made to be mindful of this in light of the significant amount of pressure
within that area at the moment.

Linda Jackson thanked Nicky Foster for attending the meeting and for the
comprehensive update.

Executive Report — Operational Performance — NLG(22)010

Shaun Stacey advised that despite improvements within the Emergency
Department (ED) the Trust continued to struggle with performance on majors type
one activity. The principle challenge was sustainability of flow which was the major
concern. Currently there was also 47 stranded patients for North Lincolnshire (NL)
which had impacted on patient flow. The report highlighted the delay in ambulance
handover and Shaun Stacey reminded board members of NLAG’s responsibility to
ensure this was minimised. There had been some improvements but this had not
been significant enough. There was a suggestion that the issue for East Midlands
Ambulance Service (EMAS) was quite significant but was not necessarily caused
by NLAG but by the overall numbers for EMAS, this did mean the small number of
delays did contribute to the overall issues for EMAS. The Trust, therefore, needed
to keep review of this and work continued to progress this.

A further ongoing challenge was around cancer particularly in breast which had
been due to workforce challenges that HUTH continued to experience. This was a
contribution to a delay in treatment for patients requiring those services. It was
noted there was some positives within the report.

Linda Jackson had recently visited ED at Grimsby to see how the newly
implemented Emergency Care Centre (ECC) was operating it was felt the
reporting for the next board in light of this may see some changes in performance
as a result of the new initiatives in that area. Fiona Osborne referred to discharge
to assess and queried whether the new rules in care homes would support the
discharge of patients. Shaun Stacey advised there was currently over 57 care
homes closed due to outbreaks of Covid plus a further three due to other
outbreaks of infectious diseases. There was also a further two domiciliary
providers that were not open to access due to CQC actions. The Trust discharge
was not the issue in respect of performance as it was in the top 10 performers for
Discharge to Assess, the issue was around the care homes not being open to
patients discharged from NLAG. Work was ongoing with care homes to improve
the current issues. If care homes could adopt the same infection control
procedures as hospitals it would allow a more efficient use of space to allow a
better transition of care.
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Gill Ponder referred to one of the low lights in the report in respect of the long
delays in resuscitation this explained it was due to there not being sufficient beds
in the High Dependency Unit (HDU), and Intensive Therapy Unit (ITU), it was
queried whether there may be improvements in those areas to increase capacity.
Shaun Stacey advised this did not necessarily impact on NLAG patient flow as
some of the patients in ED had to be referred to specialist care at HUTH, this was
where the delay was as they also had capacity issues. This issue was being
managed internally as the ITU network reviewed patients when it was at maximum
capacity to see if patients could be moved to an alternative bed, those patients
were reviewed three times a day. This was unfortunately not always a simple
issue to resolve. Maneesh Singh queried whether quality and safety was being
jeopordised by discharging patients too early and whether this had contributed to
the reason for some patients being readmitted. Shaun Stacey advised the
readmission rate for NLAG was not above the national average. It was not felt
NLAG was putting patients under pressure to go home. Patients were gaining the
correct access to diagnostics and treatment they required which had meant they
could be followed up at home.

Stuart Hall queried how the issues with the discharge of patients would be
addressed in the longer term and whether a plan would be put in place. Shaun
Stacey explained work was being undertaken in an integrated way and meetings
were being held regularly on how to progress this. The key would be to work
closely with Public Health England going forward to resolve issues. The Trust
were in a fairly strong position due to good relationships already being in place.
Further information on options would be shared at a future meeting of the F&PC.
Linda Jackson agreed a deep dive at the F&PC would be helpful.

Executive Report — Digital - NLG(22)011

Shauna McMahon highlighted points from the report. The initial work undertaken
by the team was to build on the project management of digital as this was not
initially in place. The road map on page seven showed progress to date along with
the tracking of this being referenced. The report detailed the high number of
projects being undertaken by the team and how they were being managed. The
update provided to the board going forward would focus more on patient and
clinical benefits through digital transformation. More information would also be
provided around the Humber Acute Services Review (HASR) and the ICS. There
had also been more clinical engagement with physicians that had been keen to
move the digital systems forward.

Linda Jackson was pleased to see there had been more clinical engagement. It
was noted a board development session was to be held in respect of Digital on the
1 March with NHS Providers. Gill Ponder felt on reading the report it highlighted
what the team had achieved and wanted to offer congratulations on the fantastic
progress. Fiona Osborne felt that although the project team was now in place the
Trust should not underestimate the scale of projects that would need to
commence, the team and Shauna McMahon would need continued support with
forward planning. Shauna McMahon appreciated the positive comments and
wanted to highlight this had been a team effort.
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Sean Lyons noted the great work achieved so far. One query was in respect of
clinical coding and what the impact of this would be with collaboratively working in
terms of income and mortality figures due to Covid. A further question was in
respect of a new PAS system and whether this was to be put in place and if risks
for this had been mitigated. Shauna McMahon explained the new PAS system
was currently being worked through with HUTH as this would be linked to the
Lorenzo system currently used there. The Trust was also working with an external
company who had experience with data migration. Shauna McMahon was
confident the risks were being mitigated in respect of this. With respect to the
clinical coding query this was a challenge across the country with regard to
employing trained clinical coders. As this was an issue the Trust had introduced a
Trainee Clinical Coder role to enable training to be undertaken for the role. There
had been good clinical engagement with staff early on but due to Covid this had
not been as good lately, however, it was hoped this would now improve again.
The Summary Hospital Level Mortality Indicator (SHMI) was as expected overall
but there was hope there would be some improvements with the collection in
respect of this. One of the biggest areas to improve on would be the proposal for
an Enterprise Document Management System which would move everything to an
electronic format. This would also significantly improve clinical coding.

Dr Kate Wood highlighted the relationships between coders and clinicians was key
and there would be a need to ensure they were maintained with moving to cross
site working with HUTH. The clinicians were sighted on the importance of coding
and this would mean the Coding team would need to continue being flexible to
support clinicians going forward. The Electronic Prescribing Medication
Administration system (EPMA) still needed more work in respect of information
reporting. The detail in the report referenced this being completed but further work
was still required. Dr Kate Wood wanted to highlight that Jug Johal had been the
initial driver behind ensuring clinicians and coders worked together so wanted to
note thanks for the initial work undertaken with this.

Finance & Performance Committee Highlight Report and Board Challenge —
NLG(22)012

Gill Ponder advised she would not go over points in respect of performance and
cancer due to earlier discussions. The Trust was now taking patients from other
Trust waiting lists as part of the levelling up process across the ICS, this would
clearly impact on performance numbers at NLAG. There had been considerable
improvements with diagnostic performance, however, it would be a further couple
of months before improvements would be seen in non-obstetric ultrasound.
Outpatient transformation continued with good results but it had been disappointing
that non-patient face to face consultations had declined. However, a recent patient
survey had shown patients found them convenient and effective. Dr Kate Wood
asked if the survey could be shared with clinicians to ensure they were sighted on
the results.
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Strategic Objective 2 — To Be a Good Employer and Strategic Objective 5 —
To Provide Good Leadership

Executive Report - Workforce & Leadership — NLG(22)013

Christine Brereton advised the main focus had been in respect of Vaccination as a
Condition of Deployment (VCOD), however, following an announcement by the
Secretary of State the previous day being Monday, 31 January the regulations
would now be reconsidered. As a result this had removed the urgency to have
those staff in scope to be vaccinated or to have received the first vaccine by the 3
February 2022. The activity for this would now be stepped down and the changes
would be communicated to staff. There would still be a request to submit data
through to the national team so this would be concentrated on in the first instance.

Further work by the team had been the management of sickness absence due to
the high increase which had impacted on operational pressures, this had now
levelled off. One other area of work focussed on was the development of the
Leadership Strategy, this was being socialised at the moment through the
Executive team and at TMB. This would be shared at the Public board in April
2022. Work had commenced on a review of statutory and mandatory training
although there had been some improvements made some were still below what
they should be. This would also be a highlighted area for the Care Quality
Commission (CQC). The team were undertaking a review of training to ensure all
training was what would be required. There was a National Framework which
detailed what was required so this would be used to ensure staff were not being
asked to complete training that was not relevant. Linda Jackson was encouraged
that the mandatory training work continued as this was overdue.

Strategic Objective 3 — To Live Within our Means
Executive Report - Finance — Month 09 - NLG(22)014

Lee Bond advised the Trust would finish the year in line with the plan. The
performance in month was slightly ahead on the income but this was due to the
Trust receiving money for the elective recovery fund (ERF) for the period October —
December 2021. The pay for the month was £0.49 million overspent due to costs
around medical staff, nursing and other variances. The nursing spend had been
offset due to the number of vacancies which was a concern. Non-pay had been
underspent in month due to independent sector outsourcing underspends which
had been partly offset by additional ERF activity in a theatres, orthopaedics and
ophthalmology.

One key area of concern was around Covid due to the amount of expenditure, this
was approaching around £11 million after nine months and was slightly higher than
anticipated. It was still within the overall funding for Covid but the expenditure
would be cut by 57% next year. The business planning process would look at
where this money was being spent to try and address anything required. One of
the headlines for the report was that the Trust had almost spent £51 million on
temporary staff in the nine months ending 31 December 2021. This was an
increase of 24% from last year. Almost £4 million of this was in respect of medical
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staffing. Covid had also impacted on this due to the ward reconfiguration and
infection control measures.

One of the biggest challenges within cost improvements would be the reliance on
non-recurrent monies as this impacted into next year. This had also been raised
by the Financial Special Measures team at a recent meeting as there was some
concerns. This would need to be addressed going into next year.

One major issue to highlight in respect of Capital was the programme that related
to Salix funding. The Trust had been in discussion with the Department of Health
and Business Energy and Industrial Strategy (BEIS) to ask for a relaxation of
grants on funding over the year end but this was not possible. This would mean
the energy systems that was to be put in at the Scunthorpe site would not be
completed in line with the original submission. Some of the work would be
completed by the end of March but in order to complete this there would be a
further application submitted for subsequent phases.

The current position was a deficit of around £20 million, however, it was expected
to change now work was being undertaken with local commissioning colleagues
that were transitioning into the ICS. The allocations for the next year have been
released but where still being interpreted. The income and expenditure
assumptions would also then be clear, the process would be completed in the next
month.

Linda Jackson summarised that the Trust was on track but there was no scope for
any level of complacency.

Christine Brereton advised that in respect of the recruitment plan, work had started
on this prior to Christmas and a Nursing Recruitment Project Group had been
formed. It would look at the different streams of how the Trust recruited nurses.
This was suspended due to VCOD but had now recommenced. Some of the same
principles for this would also be applied to medical staff recruitment. This would
then form a larger project as it would need to be looked at with the bank and
agency spend to provide assurance to the board.

Shaun Stacey referred to the agency expenditure in the report and felt a further
deep dive was required to review what was being used as the Trust was not
currently going off contract. The Trust was seeing that Holt Agency were
demanding a higher rate of pay based on demand which meant the Trust could
then not attract clinical staff due to the demand being high. The existing joint
contract in the region also did not allow flexibility around this so it had meant the
authorisation of higher payments. This issue needed to be reviewed further and
Shaun Stacey would be in support of this. In respect of nursing the Trust mainly
used the lower cost agency. A review of what was being used would also better
assure the board going forward. Lee Bond agreed with Shaun Stacey and referred
to the table on page eight which suggested the Trusts significant amount of spend
was within the framework.

Stuart Hall referred to the Covid expenditure in respect of the non-recurrent funds
and queried what the implications would be if the Trust did not receive the funding.
Lee Bond advised a discussion had taken place with Ellie Monkhouse in order to
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understand that if the establishment was funded at the rates requested within the
previous establishment paper, whether, it would mean the removal of some of the
spend on agency staff. Due to the relaxation of the infection control aspects it was
felt some of the controls introduced two years ago may not be required. One of the
biggest issues in respect of Covid funding was the 57% that would be taken away
from the ICS. Ellie Monkhouse advised now was a good opportunity to invest in
the development of the workforce in relation to future generations. The Trust were
looking at apprenticeships, nurse practitioner roles along with roles that transfer
from nursing associate roles to a registered nurse. There was a need to be in line
with other Trusts across the ICS as they were offering those opportunities.

Funding for this would be supported through Health Education England. There
was a need to staff the wards due to the opening of wards and additional beds to
keep the wards working in a safe way. Ellie Monkhouse wanted to highlight that
although Covid rules were easing from a health perspective this would not change
at the Trust. There would still be a need for isolation facilities at the Trust which
was not currently available, this was being put in place through redirooms which
was not a long term option. There would be a need to take into account that the
requirement of red areas and the need for ITU areas being accommodated in other
wards had been one of the issues in respect of the need for the increase in
staffing.

Linda Jackson thanked Ellie Monkhouse for the additional update and wanted to
note nervousness for the challenges ahead balance of safe care , wider workforce
availability and financial pressures for Trusts in 2022/23.

Finance & Performance Committee Highlight Report and Board Challenge —
Finance - NLG(22)015

Gill Ponder advised the committee was due to receive a paper that would explain
the financial framework for 2022/23 which would be considerably different to
previous reports. The Committee had undertaken a deep dive into Strategic Risk
One - 1.5, which related to the risk that the Trust’s digital infrastructure may
adversely affect the quality, efficacy or efficiency of patient care and/or use of
resources. This had reduced from rating 16 to 12 as the committee had been
assured due to the ongoing work in this area. It had been acknowledged that the
team had difficulties in respect of centralising contracts along with an accurate
register of devices and ownership of this. As part of the committee self-
assessment earlier in the year the committee wanted to ask the Board if the
highlight reports being received on one page was providing assurance. If the
board had any feedback on this it could be sent to Gill Ponder.

Annual Accounts — Delegation of Authority - NLG(22)016

Lee Bond advised the Trust draft accounts would be submitted by the 21 April
2022, this would then be shared with Audit to undergo the correct process. In
order to ensure timely sign off of the accounts on the 22 June 2022 it was
requested that the Audit, Risk & Governance Committee (AR&GC) be given
delegated formal authority to sign off the accounts at the meeting due to be held on
the 10 June.

The Trust Board agreed to the delegated authority of the AR&GC.
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Strategic Objective 4 — To Work More Collaboratively
Executive Report — Strategic & Transformation — NLG(22)017

Ivan McConnell advised there had been significant progress on the delivery of all
three parts of HASR. This particularly related to the production of a draft
consultation business case that would be finalised by the end of March. This had
been subject to external review by NHS England, along with five overview and
scrutiny committees that had all agreed to this. The report included some areas of
good practice and there was a need for this to be recognised.

There was a plan to progress on a timeline with an NHS England Gateway review
in June and a Clinical Senate review in April. Those would be subject to the Trust
gaining capital. An expression of interest had been submitted for £720 million of
capital in part share with HUTH and the ICS on the 9 September 2021. The
decision on this had previously been delayed and would now be delayed further by
another week. If the Trust was not on the short list for funding further plans would
be put in place.

There had been active engagement in the Place Boards, great work had been
done in this area which had been recognised by Stephen Eames and colleagues.

Dr Kate Wood wanted to note the great progress to date. It was noted there was a
risk of programme one moving forward, this was a collaborative approach so it may
cause issues with moving forward in terms of the operational delivery. It had been
agreed that the strategies of the specialities within Programme One would be
viewed by both Trust Management Board structures at both Trusts. This would be
before they moved forward with the Joint Development Board which comprised of
HUTH and NLAG Executives to ensure all divisions were sighted on potential
changes. Ivan McConnell agreed there was a risk on the transition, however, there
would be a joint plan for the handover process and this would be reviewed by the
relevant committees and boards. It had been agreed that the two leads would also
support this to ensure continuity.

Governance

There were no items of Governance presented at the meeting.
Approval (Other)

There were no items of approval.

Items for Information

The following items were shared at the February 2022 meeting:

e Finance & Performance Committee Minutes — October and November 2021
e Quality & Safety Committee Minutes — November and December 2021
¢ Communication Round-Up
e Documents Signed Under Seal
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e Trust Board Development 2021/22 and 2022/23
Any Other Urgent Business
There were no items of any other urgent business.
Questions from the Public
Linda Jackson asked members of the public for any questions.

David Cuckson, Governor asked Lee Bond for clarification in respect of the
heating. It stated the funding for this would not be taken forward to the next
financial year and so queried what the implication of this would be for the scheme
and whether this would be cancelled. Lee Bond advised that by the end of March
the Trust would be aware of whether the temperature of the water was of a
sufficient quality and temperature to sustain the heat pumps. Unfortunately the
funds were not available to progress the installation of the kit. The Trust, however,
would be in a position at this point to see if this was feasible, there would then be a
need to apply for the grant for the Trust. It was hoped that if the water was of the
right quality the bid would be received favourably. If this was not the case there
would be a need to look at whether the Trust could continue to support the
Scunthorpe site until a solution was found. Until then Jug Johal and the teams
would continue with the current infrastructure.

Date and Time of the next meeting
Board Development

Tuesday, 2 March 2022, Time: TBC
Forest Pines, Broughton

Formal Trust Board Meeting

Tuesday, 5 April 2022, Time: TBC
Venue to be confirmed

The Private Trust Board meeting was due to follow at 12:00 hours.

Linda Jackson closed the meeting at 11:45 hours.
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Cumulative Record of Board Director’s Attendance (2021/22)

NHS

Northern Lincolnshire
and Goole
NHS Foundation Trust

Name Possible | Actual | Name Possible | Actual
Sean Lyons 1 1 Shauna McMahon 6 5
Terry Moran 2 2 Ellie Monkhouse 6 5
Dr Peter Reading 6 6 Fiona Osborne 3 3
Lee Bond 6 5 Simon Parker 3 3
Christine Brereton 6 6 Gillian Ponder 5 5
Neil Gammon 1 1 Michael Proctor 6 6
Stuart Hall 6 5 Maneesh Singh 5 5
Helen Harris 6 6 Andrew Smith 3 2
Linda Jackson 6 6 Shaun Stacey 6 5
Jug Johal 6 6 Michael Whitworth 6 6
Ivan McConnell 6 6 Dr Kate Wood 6 6
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ACTION LOG & TRACKER

Trust Board Public Meeting

NHS|

Northern Lincolnshire

and Goole
NHS Foundation Trust

2022/23
25 07/12/2021 |Mortuary & Board It was agreed the Audit, Risk &  |Simon Parkes |Feb-22 An update was to be provided at AR&GC
Store Assurance - Governance Committee would be the February 2022 meeting. It workplan
Trust Board response responsibility for the oversight of was confirmed at the February
to NHS England / actions being undertaken. 2022 meeting this would be
Improvement added to the AR&GC workplan.
3.5 07/12/2021 |Executive Report - It was agreed more focus would |Shaun Stacey |Feb-22 An updated report would be Minutes -
Performance be included within the report provided at the February 2022 February 2022
going forward to highlight actions meeting. An updated report was Board Meeting
for specific areas. shared at the February 2022
meeting.
4.1 07/12/2021 |Executive Report - Update to be provided on the Christine Feb-22 An update was to be provided at Minutes -
Workforce current position in respect of Brereton the February 2022 meeting. aon February 2022
mandatory Covid vaccines for update was provided at the Board Meeting
staff within the Executive Report - February 2022 meeting.
Workforce.
8.2 07/12/2021 |Board Assurance A meeting to review the Helen Harris / [Feb-22 An update was to be provided at
Framework (BAF) requirement of sub-categories Ellie the February 2022 meeting.
within Strategic Objective 2 was |[Monkhouse /
to be held. Christine
Brereton
3.2 01/02/2022 |Quality & Safety Update to be provided on Helen Harris / |Apr-22 An update was to be provided at
Committee Highlight Governor Engagement in respect |Dr Kate Wood the April 2022 meeting.
Report & NED of the Quality Priorities approval |/ Mike Proctor
Challenge process.

Key:

Overdue

On track

Completed - can be closed following meeting
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Action

Minute Date / Month
Ref of Meeting

Subject Ref (if
different)

NHS

Northern Lincolnshire

Trust Board Public Meeting and Goole
2022/23 NHS Foundation Trust

- _ : Due : Evidence
Action Point Lead Officer Date Progress Status Evidence Stored?

Key:

Overdue
On track
Completed - can be closed following meeting
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Name of the Meeting

Trust Board of Directors - Public

Date of the Meeting

5 April 2022

Director Lead

Peter Reading, Chief Executive

Contact Officer/Author

Peter Reading, Chief Executive

Title of the Report

Chief Executive’s Briefing

Purpose of the Report and
Executive Summary (to
include recommendations)

To brief the Board on major issues of interest, some of which are
covered in more detail elsewhere on the agenda.

Background Information

and/or Supporting N/A
Document(s) (if applicable)
Prior Approval Process 1 TMB LI Divisional SMT
] PRIMs [ Other: Click here to enter text.

Which Trust Priority does
this link to

v" Pandemic Response

v" Quality and Safety

[ Estates, Equipment and
Capital Investment

v Finance

v' Partnership and System
Working

v' Workforce and Leadership

[ Strategic Service
Development and
Improvement

U] Digital

L1 The NHS Green Agenda

L1 Not applicable

To give great care:

To live within our means:

v 1-11 v 3-31
Which Trust Strategic v1-12 03-32
Risk(s)* in the Board (11-13 To work more collaboratively:
Assurance Framework J1-14 v 4
(BAF) does this link to 11-15 To provide good leadership:
(*see descriptionsonpage2) | v 1-1.6 05
To be a good employer:
v 2 1 Not applicable
Elnanqlal implication(s) N/A
(if applicable)
Implications for equality,
diversity and inclusion, N/A
including health
inequalities (if applicable)
L1 Approval LI Information

Recommended action(s)
required

v" Discussion
] Assurance

] Review
1 Other: Click here to enter text.
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*Board Assurance Framework (BAF) Descriptions:

To give great care

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To seek
always to learn and to improve so that what is offered to patients gets better every year and matches the highest
standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the Trust fails to
deliver treatment, care and support consistently at the highest standard (by international comparison) of safety,
clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance targets
which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical harm
because of delays in access to care.

13

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating both
to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which is high
quality, safe and sustainable.

14

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be inadequate
or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog maintenance
requirements or enforcement action) for the provision of high quality care and/or a safe and satisfactory
environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strateqgic Objective: The risk that the Trust's business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

N

To be a good employer

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse and
dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing, training,
development, continuous learning and improvement, attractive career opportunities, engagement, listening to
concerns and speaking up, attractive remuneration and rewards, compassionate and effective leadership,
excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a workforce which
is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or morale) to provide the
levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

>

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber Coast
and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and to
shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic Objective:
The risk that the Trust is not a good partner and collaborator, which consequently undermines the Trust’s or the
healthcare systems collective delivery of: care to patients; the transformation of care in line with the NHS Long
Term Plan; the use of resources; the development of the workforce; opportunities for local talent; reduction in
health and other inequalities; opportunities to reshape acute care; opportunities to attract investment.

o

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be adequate
to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more of these
strategic objectives
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Chief Executive’s Briefing

Development of Humber Coast and Vale Integrated Care System (ICS)

The implementation of Integrated Care Systems across England continues, with further
executive and non-executive appointments (designate) to the Integrated Care Board,
and also the appointment of Place Directors (designate) for both North and North East
Lincolnshire, and further development of the Place Partnership Boards for North
Lincolnshire and East Riding of Yorkshire.

. Key areas of ExecutiveTeam focus

Key areas of focus in February and March:

Urgent and emergency care, and patient flow;

Elective recovery;

Continued pandemic response in light of local resurgence of high levels of Covid;

Staffing (including managing high levels of absence due to Covid, and

supporting staff wellbeing);

e Continuation implementation of the Trust’s extensive investment
programme in estates, equipment and infrastructure, and digital;

e Developing operational and financial plans for 2022-23, against a

backdrop of very high levels of urgent and emergency pressure, the

need to pursue elective recovery very energetically, and a tight financial

settlement for the NHS in 2022-23 .

. CQC inspection

The CQC resumed hospital inspections in February 2022, but has not yet inspected
NLaG.

. National Covid-19 Pandemic Enquiry

This Inquiry is expected to examine the UK’s pandemic response and ensuring that
lessons were learned for the future. The Trust has established an internal Inquiry working
group, made up of key individuals which would meet on a regular basis to discuss and
action the information coming from the national team, with the regional steering group
meeting monthly. Draft Terms of Reference have recently been published and these set
out the aims of the Inquiry, namely to examine the COVID-19 response and the impact of
the pandemic; to produce a factual narrative account in relation to central, devolved and
local public health decision-making and its consequences; the response of the health and
care sector across the UK; the economic response to the pandemic and its impact,
including government interventions; and to identify the lessons to be learned from the
above, thereby to inform the UK’s preparations for future pandemics. It is not expected
that hearings will commence until 2023.

. National Staff Survey

The results of the National Staff Survey for 2021 were published on 30" March 2022.
NLaG’s response rate at 38% (2,553) was 2% higher than the previous year, but still well
below the national average.

Good progress had been made in some areas with staff telling us they feel secure raising
concerns about unsafe clinical practice, as well as managers providing clear feedback and
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allowing staff to use their own initiative. However, fewer staff would recommend NLaG as
a place to work, or as a place for friends and relatives to be treated compared to the 2020
results. This is obviously very disappointing, but this score has deteriorated everywhere in
country — a sad reflection on the enormous pressure the NHS has been under over the last
two years.

. ‘Mutual aid’ to neighbouring trusts

Because NLaG's elective delivery position (particularly with respect to long waits) is
substantially stronger than some of its neighbours (particularly, Hull University
Teaching Hospitals - HUTH), the Trust is making available some of its surgical
capacity (mostly at Goole) to provide ‘mutual aid’ to help other trusts reduce their
numbers of long waits. This will inevitably reduce the performance of NLaG with
respect to its own local catchment area, but it is entirely consistent with the
collaborative principles now applying in the NHS.

. Integrated Acute Assessment Business Case

In February the Trust received Full Business Case approval to invest £24.86 million in
building Integrated Acute Assessment Units at Grimsby and Scunthorpe hospitals.

. Joint Clinical Information Officer

The Boards of HUTH and NLaG have appointed Shauna McMahon (NLaG’s Chief
Information Officer) to be Joint Chief Information Officer for both trusts with a (non-
voting) seat on both Trust Boards, with effect from 15t April 2022.

. Changes to divisional management arrangements for Clinical Support Services

Following the retirement at the end of March of Dr Steve Griffin, Divisional Medical Director
for Clinical Support Services and a careful option appraisal of options, the Trust
Management Board has decided to change the management arrangements for the
services within that division substantially.

The Division will be disestablished and the maijority of its services and departments
redistributed across Operations (Central), Estates & Facilities, and the clinical divisions of
Medicine, Community & Therapies, and Surgery & Critical Care divisions.

Pathlinks will be managed separately, reporting to the Chief Operating Officer
(COO0), through a new post of Medical (Clinical) Director for Pathlinks. This post will
be advertised internally and externally, and open to clinical scientists as well as
doctors. The appointee will have a seat at TMB.

NLaG and HUTH will appoint a Joint Cancer Divisional Medical Director. This has
been an ambition of the Humber Cancer Board as agreed by the 2 trusts in 2019.
Nursing leadership for Cancer has already been provided this way since October
2021. Supporting the Joint post will be an NLaG Cancer Clinical Lead role. The two
Trusts work together to provide cancer services across the Humber and the role will
strengthen collaborative working as the Humber Cancer Board continues to
streamline services at both Trusts.

Pharmacy will report to the COO through the Chief Pharmacist, who will retain his
seat on TMB. Radiology, Endoscopy, Medical Physics and Nuclear Medicine will
move to Surgery with its Clinical Leads and Associate Director of AHP Diagnostics
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and current managers. It is a self-sufficient department and will not need extra
resources. Medical Engineering will move to Estates & Facilities Directorate.
Audiology will move to Surgery alongside ENT services, linking their diagnostics with
the clinical service.

Patient Services will move to Operations (Central). Outpatient clinics will be
disassociated from Patient Services and put back into the divisions of Surgery,
Medicine and Community. This mirrors the format of Family Services who
currently retain the management and clinical leadership of their clinic areas. This
has the advantage of releasing a Matron post for redeployment into Medicine
division.

The Resource Centre and Site Management will remain with Operations (Central)
directorate. Bank staff recruitment, agency contract management and e-roster
training and audit roles will be retained in Operations (Central) under the current 8D
post. The coordinators for medical rota, bank and agency will be divided into the
divisions of Surgery, Medicine, Community & Therapies to support better rota and
bank allocations and management by the divisions.

Peter Reading
Chief Executive
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Name of the Meeting

Trust Board of Directors — Public

Date of the Meeting

5 April 2022

Director Lead

Dr Peter Reading, Chief Executive & Lee Bond, Chief Financial
Officer

Contact Officer/Author

Dr Peter Reading, Chief Executive & Lee Bond, Chief Financial
Officer

Title of the Report

Trust Priorities — 2022/23

Purpose of the Report and
Executive Summary (to
include recommendations)

This paper presents for Board discussion and approval the Trust
Priorities proposed for 2022-23. This have been developed
through extensive discussion within the Executive Team and their
teams, together with advice from the Non-Executive Directors.

These ‘headline priorities’ will be supported with more detailed
metrics and implementation plans in the Trust’s business plan and

in the individual objectives of Executive Directors.

Background Information
and/or Supporting
Document(s) (if applicable)

Prior Approval Process

] TMB
L] PRIMs

(] Divisional SMT
1 Other: Click here to enter text.

Which Trust Priority does
this link to

v' Pandemic Response

v Quality and Safety

v’ Estates, Equipment and
Capital Investment

v Finance

v Partnership and System
Working

v" Workforce and Leadership

v’ Strategic Service
Development and
Improvement

v' Digital

v" The NHS Green Agenda

[] Not applicable

Which Trust Strategic
Risk(s)* in the Board
Assurance Framework
(BAF) does this link to
(*see descriptions on page 2)

To give great care:

v1-1.1

v1-1.2

v1-13

v1-14

v1-15

v1-1.6

To be a good employer:
v 2

To live within our means:

v 3-3.1

v 3-3.2

To work more collaboratively:
v 4

To provide good leadership:
v'5

[] Not applicable

Financial implication(s)
(if applicable)

Applicable through the Trust’s business planning processes.

Implications for equality,
diversity and inclusion,
including health
inequalities (if applicable)

Objectives to further equality, diversity and inclusion, and to reduce

health inequalities are included.

Recommended action(s)
required

L] Approval
[] Discussion
1 Assurance

1 Information
[] Review
L1 Other: Click here to enter text.
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*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

11

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To seek
always to learn and to improve so that what is offered to patients gets better every year and matches the highest
standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the Trust fails to
deliver treatment, care and support consistently at the highest standard (by international comparison) of safety,
clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance targets
which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical harm
because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating both
to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which is high
quality, safe and sustainable.

1.4

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be inadequate
or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog maintenance
requirements or enforcement action) for the provision of high quality care and/or a safe and satisfactory
environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse and
dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing, training,
development, continuous learning and improvement, attractive career opportunities, engagement, listening to
concerns and speaking up, attractive remuneration and rewards, compassionate and effective leadership,
excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a workforce which
is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or morale) to provide the
levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber Coast
and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and to
shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic Objective:
The risk that the Trust is not a good partner and collaborator, which consequently undermines the Trust’s or the
healthcare systems collective delivery of: care to patients; the transformation of care in line with the NHS Long
Term Plan; the use of resources; the development of the workforce; opportunities for local talent; reduction in
health and other inequalities; opportunities to reshape acute care; opportunities to attract investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be adequate
to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more of these
strategic objectives
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Trust Priority 1— Our People

o We will further develop how we seek to attract and recruit new staff by:

©)

Developing an overall Recruitment Plan to attract staff to a range of roles across
the trust, including hard to fill clinical roles, resulting in less reliance on bank and
agency staff

Reviewing our recruitment practices to ensure that they are fair, inclusive,
responsive and provide a positive candidate experience.

Developing new roles (including nurse apprenticeships) to attract staff and
support existing workforce shortages.

Increasing flexible and hybrid working opportunities clinically and non-clinically
for our new starters.

e We will develop and care for our own staff by:

O

O

O

O

Implementing a nursing career pathway which offers development opportunities
for new and existing staff utilising our apprenticeship levy wherever possible
Exploring opportunities with partners, to introduce new clinical roles that would
enhance our clinical workforce.

Reviewing our approach to flexible, hybrid and retire and return to meet
individual needs in order to retain key staff wherever possible.

Continuing to raise awareness of and expand access to health and wellbeing
services for staff.

¢ We will continue to improve our culture and staff engagement within the Trust by:

©)

Conducting a culture diagnostic exercise to understand better what matters to our
staff, and build actions to address these needs, overseen and monitored through
the introduction of a Culture Transformation Board.

Further embedding Just and Learning Culture practices into how we address
adverse events that affect our staff.

Designing and implementing a 3-strand Leadership Development Strategy
focused on developing our emerging and existing leaders which includes:
Leadership Core Skills, Career Development, and a Values Based Leadership
programme centred on Kindness, Courage and Respect.

Strengthening our efforts to increase and celebrate the diversity of our
workforce, developing strong staff networks to ensure an inclusive

employee experience for all staff.

Trust Priority 2 — Quality and Safety

o We will improve safety on the following six Trust Quality Priorities:

o

Mortality Improvement - focusing on care at the end of life, we will reduce the
number who die within 24 hours of admission and reduce emergency admissions
for those in the last 3 months of life.

Deteriorating Patient - in line with the CQUIN to improve safety, we will ensure
we observe NEWS2, escalate when it is high, and respond with treatment.

Sepsis - we will focus on improving sepsis six screening and the response within 1
hour.

Medication safety — we will improve the recording of patient weights, reduce
medication omissions and improve appropriate antibiotic prescribing.

Friends and Family Test and PALS - these are key to patient experience so we
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will aim to respond to 70% of PALS in 5 days by the end of the year and improve
response rates in the Friends and Family test so we better understand what our
patients want.

o Safety of Discharge - focusing on seamless safety across organisation
boundaries, by improving the timeliness of discharge letters and helping ensure
hospital beds are for those who need them by improving the speed of discharge
once a patient is well.

* We will continue to implement and embed actions flowing from CQC
inspection in 2019 and take all necessary action in response to any further
inspection(s) in 2022-23.

* We will improve safety by sharing key learning through multiple routes to
enable the messages to become embedded.

* We will continue to participate in national audit and act on national and
outlier alerts, and ensure we keep our services up to date by reviewing and
changing practice based on best practice guidance from NICE.

* We will continue to develop and implement our Trust-wide Quality
Improvement (Ql) collaborative approach, with a particular focus on the use
of the discharge lounge, document reassessment of pain, the safe storage of
medicines and the number of staff trained in QI methodology.

¢ We will meet the seven actions following the Ockendon Report Part 1 and
new actions following the publication of Part 2. We will also support the
planning and delivery of the full-scale implementation of Maternity
Continuity of Carer by March 2023, and support delivery of all the Clinical
Negligence Scheme for Trusts (CNST) standards for Maternity services.

o We will prepare the organisation for the changes to statutory Liberty
Protection Safeguards (due summer 2022).

¢ We will continue to ensure compliance with Safe Staffing requirements in line
with national workforce safeguards.

e We will continue to maintain the highest standards of Infection Prevention
and Control.

Trust Priority 3— Restoring Services

e We will increase the number of people we can diagnose, treat, and care for in a
timely way through doing things differently, accelerating partnership, and making
effective use of the resources available to us, across health and social care. This will
include offering our facilities to provide ‘mutual aid’ to neighbouring trusts if their
waiting times are longer than ours.

e By keeping our patients safe, offering the right care, at the right time and in the right

setting we will deliver 10% more activity in 2022/23 when compared to levels of
activity in 2019/20
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o Reduce the backlog of patients waiting for care in the Trust from 28,000 to 9,000
and reduce the number of patients waiting above 40 weeks to 400 by March 2023.
In addition, reduce long waits for treatment by reducing patients waiting above 52
weeks to zero by June 2022.

o By March 2023, increase Patient Initiated Follow-Ups (PIFU), Advice and
Guidance (A&G) services and support the reduction of unnecessary Follow Up
appointments by 25%

o Improve performance against cancer waiting times standards

» 62-day performance — make a 3% improvement in each quarter from April 2022

= 31days performance and Faster Diagnosis Standard — meet the standard
consistently by March 2023

= Joint Clinical Director for cancer HUTH/NLAG to be recruited by July 2022, and
single management structure in place by September 2022

= Join cancer services with HUTH by March 2023 for lung, upper gastro-
intestinal, head and neck, skin, and oncology

o Cease having any patients waiting for 12-hours or more in our emergency
departments by March 2023.

o Significantly improve the number of patients waiting to be admitted to wards from
the emergency department within one hour.

o Maintain utilisation of Same Day Emergency Care (SDEC) above national
average and at 40%

o Significantly reduce the time ambulances wait in our current emergency
departments to handover care to achieve the following
» 65% of handovers in under 15 minutes
» 95% of handovers in under 30 minutes
= No handovers waiting more than an hour

o Open our new Emergency Departments in July 2022 for DPOW, and in early
2023 for SGH

o Improve the responsiveness and increase the capacity of community care to
support timely hospital discharge

= Achieve full geographic coverage urgent community response - 8am to 8pm, 7
days a week and cover all 9 clinical conditions or needs of the national 2-hour
guidance

= Improve productivity and reach more patients under 2 hours to exceed the
minimum 70% threshold of people seen within 2 hours by December 2022

= Complete the comprehensive development of virtual wards (including hospital
at home) towards a national ambition of 40-50 virtual beds per 100,000
population by December 2022

Trust Priority 4 — Reducing health inequalities

e We will work at system level to reduce pre-pandemic and pandemic related
Health Inequalities, using related waiting list data that is embedded within
performance frameworks to measure access, outcomes and experience for
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BAME populations and those in the bottom 20% of IMD (Index of
Multiple Deprivation) scores.

¢ We will improve the length of stay for patients who have alcohol
dependency from North East Lincolnshire (identified as an area of additional
need) and provide support to manage and improve their health in the long
term.

e We will provide additional support and treatment to tobacco dependent
inpatients, high risk outpatients, and pregnant women under our care.

e Our maternity services will prioritise those women most likely to
experience poorer outcomes, including women from BAME backgrounds
and women from the most deprived areas, and place them on a Maternity
Continuity of Care (MCoC) pathway by March 2022. Then we will develop an
enhanced model of MCoC that provides extra support for women from the
most deprived areas, for implementation from April 2023.

¢ We will focus on ensuring that patients with learning disabilities or autism
suffer no additional disadvantages in accessing care.

Priority 5 — Collaborative and system working

¢ We will develop and implement plans to align further our organisations and services
with those of Hull University Teaching Hospitals (HUTH). This will include the Humber
Acute Services Review (HASR).

e We will play a full part in the work of the Humber and North Yorkshire Health and
Care Partnership, including the Humber Partnership Board, the Acute Collaborative,
the Community Collaborative, the three Place-based partnerships of North and North
East Lincolnshire, and the East Riding of Yorkshire, and associated clinical and
professional networks.

e We will play a full part in other national and regional networks, including
professional, service delivery and improvement (e.g. GIRFT), and operational.

o We will work together with partners across the integrated care system (ICS) to develop
our approach to population health management and prevention. This will allow our
population to play a more proactive role in promoting good health, targeting
interventions at those groups most at risk, supporting health prevention and treatment.

Trust Priority 6 — Strategic Service Developmentand Improvement
With partners in the Humber Acute Services Review, we will:

e submit a Pre-Consultation Business Case (PCBC) to NHS England in May

2022 for the delivery of new models of care for Urgent & Emergency Care,

Maternity, Neonates & Paediatrics, and Planned Care & Diagnostics;

e gain approval to launch a Statutory Public Consultation during Quarters 2
& 3 of 2022-23;
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¢ deliver a Decision-Making Business Case based upon Consultation
Outcomes by Dec. 2022;

e commence implementation of the planned models of care in Q4 2022/23.

Trust Priority 7 - Finance
® \We will achieve the Trust’s 2022/23 Financial Plan.

® We will achieve the 2022/23 Humber Coast and Vale HCP system
financial control total.

®* We will leave the Financial Special Measures element of the Recovery
Support Programme.

®* We will work as part of the HCV ICS to agree a 3-year plan starting in
2022/23.

Trust Priority 8 — Capital Investment

o We will invest ¢.£100 million in estates and equipment, including new Emergency
Departments, Same Day Emergency Care and Acute Assessment Units at both
DPOW and SGH, and Ward 25 (Scunthorpe) refurbishment.

e We will continue to pursue (with Hull University Teaching Hospitals) our £720m
Expression of Interest to be part of the National Hospitals Programme, including
Strategic Outline Case and Outline Business Case, if we are shortlisted for this
Programme. Our proposal includes the long-term development of a new hospital for
Scunthorpe and redevelopment of DPOW.

Trust Priority 9 — Digital
We will implement the second phase of our Digital Strategy, including:

e Completing digital projects initiated in 2021-22 — Patient Administration
System (PAS), Data Warehouse and implementation, Robotic Process
Automation (RPA) of Single Sign On (SSO), internal system integration and
WebV enhancements.

¢ Digitising Health Records as a priority, followed by corporate paper
processes to support paper-lite/paperless working (including introducing an
Enterprise Document Management System during 2022-23 and 2023-24).

¢ Working with national and regional teams to implement mandated system
level digital solutions (e.g. Maternity IT system, Eye Referral System,
Diagnostic Hubs, ICS Electronic Patient Record).

e Collaborating with acute partners in the ICS to improve access for clinicians

to clinical information through digital interoperability between trusts and by
supporting digital processes.
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o We will improve digital literacy through a focused communications and
education approach engaging with end-users to foster a culture that
embraces technology and leverages digital champions to support sustained
digital transformation.

Trust Priority 10 — The NHS Green Agenda

e We will promote, develop and embed the NHS Green agenda into the Trust,
specifically, procurement policies, staff energy champions, Net Zero Heroes,
travel, waste and recycling, including continuing to move towards the removal
of single use plastics where clinically possible and energy reduction.

e At Scunthorpe General Hospital we will explore funding to provide energy
conservation schemes to include a new energy centre.

e At DPoW we will continue to work with North East Lincolnshire council to
explore and develop a district heating network across the locality, including a
new energy centre coupled with energy conservation measures such as LED
lighting.
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1. Introduction

The IPR aims to provide the Board with a detailed assessment of
the performance against the agreed indicators and measures
and describes the specific actions that are under way to deliver
the required standards.

2. Access and Flow
The executive summary of the Access and Flow section is
provided over on page 4.

3. Quality and Safety
The executive summary of the Quality and Safety section
is provided over on page 5.

4. Workforce
The executive summary of the Workforce section is provided
over on page 6.

5. Appendix
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respective Sub-Committee
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a) Receive the IPR for assurance.

b) Note the performance against the agreed indicators and
measures.

c) Note the report describes the specific actions which are under
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Quality and Safety — IPR (January/February Data)
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*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

11

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To seek
always to learn and to improve so that what is offered to patients gets better every year and matches the highest
standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the Trust fails to
deliver treatment, care and support consistently at the highest standard (by international comparison) of safety,
clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance targets
which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical harm
because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating both
to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which is high
quality, safe and sustainable.

14

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be inadequate
or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog maintenance
requirements or enforcement action) for the provision of high quality care and/or a safe and satisfactory
environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

NN

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse and
dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing, training,
development, continuous learning and improvement, attractive career opportunities, engagement, listening to
concerns and speaking up, attractive remuneration and rewards, compassionate and effective leadership,
excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a workforce which
is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or morale) to provide the
levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber Coast
and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and to
shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic Objective:
The risk that the Trust is not a good partner and collaborator, which consequently undermines the Trust’s or the
healthcare systems collective delivery of: care to patients; the transformation of care in line with the NHS Long
Term Plan; the use of resources; the development of the workforce; opportunities for local talent; reduction in
health and other inequalities; opportunities to reshape acute care; opportunities to attract investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be adequate
to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more of these
strategic objectives
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IPR EXECUTIVE SUMMARY Date: April 2022

1. ACCESS & FLOW - Shaun Stacey

Highlights: (share 2-3 positive areas of progress/achievement)
e Percentage of Patient Discharged Same Day As Admission (excluding daycase) — 38.7% for February 2022
e Number of Incomplete RTT Pathways 52 Weeks — 296 for February 2022 (unvalidated)
e Diagnostic Procedure Waiting Times — 6 Week Breach Rate (DM01) — 18.4% for February 2022 (unvalidated)

Lowlights: (share 2- 3 areas of challenge/struggle)
e Cancer Waiting Times — 62 Days GP Referrals — 65.1% for February 2022 (unvalidated)

e Emergency Department Waiting Times (4 Hour Performance) — 64.4% for February 2022
e Number of Decision to Admit (DTA) 12 Hour Waits — 307 for February 2022

Key Issue to Address this period: What improvement Action was Expected Outcome & What opportunities
implemented? can we leverage?
Emergency Department Waiting Times (4 | UTC went live in DPoW on the 18" All patients attending DPoW UTC in January
Hour Performance) — 64.4% for February | January 2022 and February were seen within 4 hours
2022
Cancer Performance Upper Gl consultant led straight to test Decrease in time taken for diagnostic tests on

commenced at SGH 18t February 2022 Cancer Upper Gl pathways
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2. QUALITY & SAFETY - Kate Wood & Ellie Monkhouse

Highlights: (share positive areas of progress/achievement)
HSMR and SHMI remain within as expected.
NEWS observations continues to achieve.

Lowlights: (share areas of challenge/struggle)

Out of Hospital SHMI is above target, and NEL has a significantly higher score than NL.

There are 7 remaining Structured Judgement reviews outstanding for 2021 from Medicine Division.
Compliance for VTE remains below the 95% target.

Escalation of NEWS continues to give limited assurance.

Key Issue to Address this period: What improvement Action was Expected Outcome & What opportunities
implemented? can we leverage?
1) OOH SHMI high and outstanding 1) Monitoring by Mortality 1) Continued reduction in OOH SHMI and
SJRs Improvement Group. Further completion of 2021 SJRs by 1 May
reviewers trained in ORIS system 2021
for SURs
2) VTE compliance below 95% 2) Coding error which gives an
inaccurately poorer position being 2) Rebased figures on VTE position will
rectified this month. show improved performance
3) Lack of documentation to 3) Escalation via WEB V systems 3) Significant increased performance on
retrospectively evidence explored with Trust's WEB V lead escalation once electronic escalation
escalation/responses of deteriorating goes live
patients.
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3. WORKFORCE - Christine Brereton

Highlights:

e The Core Mandatory Training position overall currently stands at 93%, Compliance continues to be above the Trust target of 90%
e The Registered Nursing vacancies position is 7.28% this continues to be below target of 8%
e The Role Specific Mandatory Training position currently stands at 80%. This continues to be in line with the Trust target of 80%

Lowlights:

e Hotspot areas of low compliance for Statutory /Mandatory training in medical workforce

e Turnover continues to be above target. The latest turnover data point 11.2%
e Unregistered Nursing vacancy positions continues to increase to 11.6% against a target of 2% (proposal to increase target)
e Sickness peaked in January due to a sharp increase in Covid-19 absence with a sickness rate of 7.9%

Key Issue to Address this period:

What improvement Action was
implemented?

Expected Outcome & What opportunities
can we leverage?

Deep dive of leavers data in March 2022 to
identify hotspot areas with focused
interventions.

A bid has been successful to secure
additional funding to support recruitment.
focussing on materials & diversity, to support
a more robust induction process containing a
supernumerary period.

Following ratification of a revised sickness
absence policy, a suite of training will rolled
out to line managers this will include greater
levels of online content, in person training,
and sectional guides that allow managers to
refresh on parts of the sickness process as
and when needed.

Planned earlier intervention in relation to
known leavers. Creation of talent pools.
Strengthen engagement levels; proactive
health and wellbeing plan to address
common themes affecting wellbeing-related
retention.

An increased emphasis on prevention of
avoidable leavers by improving culture (mid
to long term goal) and strengthening
leadership capability and behaviours where
required. Creation of talent pools for high
frequency leaver areas to ensure a quicker
recruitment turnaround.

Greater understanding of reasons for leaving.
With this additional information we will be able to
deploy targeted interventions to reduce turnover
and the vacancy rates.

An increased emphasis on prevention of
avoidable leavers by improving culture (mid to
long term goal) and strengthening leadership
capability and behaviours where required.
Creation of talent pools for high frequency leaver
areas to ensure a quicker recruitment turnaround

A funding bid has been successful for further
funding to support recruitment, with £360,000
awarded to support the arrival of 120 international
nurses between January and December 2022.
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Radar

Note: Only indicators with a target are relevant for this page as it is based on the target assurance element of the indicator.
* Indicators marked with an asterix have 'unvalidated' status at the time of producing the IPR

Northern Lincolnshire
nd Goole
NHS Foundation Trust

Consistently Passing

Total: 2

Passing

Effective
100.0%

80.0%
60.0%
40.0%
20.0%

Well Led 0.0% A

Safe

% Patients Discharged On The Same Day As Admission (excluding daycase)
Total Inpatient Waiting List Size

Hit and Miss

Total: 17

Hit and Miss

Effective
100.0%

80.0%
60.0%
40.0%
20.0%

Responsive Well Led 0.0%

Safe

% Discharge Letters Completed Within 24 Hours of Discharge
Bed Occupancy Rate (G&A)

Core Mandatory Training Compliance Rate
Decision to Admit - Number of 12 Hour Waits
Number of E Coli Infections

Number of Gram Negative Infections

Number of MRSA Infections

Number of MSSA Infections

Number of Trust Attributed C-Difficile Infections
Role Specific Mandatory Training Compliance Rate
Turnover Rate

% of Extended Stay Patients 21+ days

Inpatient Elective Average Length Of Stay
Inpatient Non Elective Average Length Of Stay
Registered Nurse Vacancy Rate

Medical Vacancy Rate

Trustwide Vacancy Rate
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Consistently Failing

Total: 17

Failing
Effective
100.0%
80.0%
60.0%
40.0%
20.0;

Well Led Responsive

Safe

% Inpatient Discharges Before 12:00 (Golden Discharges)
Ambulance Handover Delays - Number 60+ Minutes

Cancer Request To Test In 14 Days*

Cancer Waiting Times - 104+ Days Backlog*

Cancer Waiting Times - 62 Day GP Referral*

Combined AfC and Medical Staff PADR Rate

Emergency Department Waiting Times (% 4 Hour Performance)
Medical Staff PADR Rate

Number of Incomplete RTT pathways 52 weeks*

Number of Overdue Follow Up Appointments (Non RTT)

PADR Rate

Patients With Confirmed Diagnosis Transferred By Day 38*
Percentage Under 18 Weeks Incomplete RTT Pathways*
Venous Thromboembolism (VTE) Risk Assessment Rate
Diagnostic Procedures Waiting Times - 6 Week Breach % (DMO01)*
Unregistered Nurse Vacancy Rate

Sickness Rate
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Note: Only indicators with a target are relevant for this page as it is based on the target assurance element of the indicator. *

Indicators marked with an asterix have 'unvalidated' status at the time of producing the IPR
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Scorecard - Access and Flow Northern Lincolnshire

and Goole
NHS Foundation Trust
Note 'Action Required' is stated when either Variation is showing special cause concern or Assurance indicates failing the target
* Indicators marked with an asterix have 'unvalidated' status at the time of producing the IPR
n/a is stated when the data is not presented as a statistical process control chart (variation not applicable) or a target is not set (assurance not applicable)
Category Indicator Period Actual Target Action Variation Assurance
R Action .
% Under 18 Weeks Incomplete RTT Pathways Feb 2022 69.4% 92.0% .
Required
. Action
Number of Incomplete RTT pathways 52 weeks Feb 2022 296 0 .
Required
Planned =
Total Inpatient Waiting List Size Feb 2022 10,340 11,563 Q
. . " ) . Action
Diagnostic Procedures Waiting Times - 6 Week Breach % (DM01) Feb 2022 18.4% 1.0% Required
Number of Overdue Follow Up Appointments (Non RTT) Feb2022 27,859 9,000 _Action Q
Required
Outpatients Outpatient Did Not Attend (DNA) Rate Feb 2022 9.7% No target Q n/a
% Outpatient Non Face To Face Attendances Feb 2022 31.0% No target Q n/a
" . . Action
Cancer Waiting Times - 62 Day GP Referral Feb 2022 65.1% 85.0% .
Required
Cancer Waiting Times - 104+ Days Backlog® Feb 2022 25 0 Action Q
Required
Cancer Acti =
Cancer - Patients With Confirmed Diagnosis Transferred By Day 38* Feb2022  30.8% 75.0% Re:L:i‘:: 4 Q
. Action .
Cancer - Request To Test In 14 Days Feb 2022 84.6% 100.0% .
Required
Emergency Department Waiting Times (% 4 Hour Performance) Feb 2022 64.4% 95.0% R:::i(:':d @
Number Of Emergency Department Attendances Feb 2022 11,265 No target Q n/a
Urgent Care Acti
Ambulance Handover Delays - Number 60+ Minutes Feb 2022 651 0 ction @
Required
Degcision to Admit - Number of 12 Hour Waits Feb 2022 307 0 Action @ @
Required
% Patients Discharged On The Same Day As Admission (excluding daycase) Feb 2022 38.7% 92.0% @
% of Extended Stay Patients 21+ days Feb2022  12.5% 1200 ~_Action @ @
Required
Inpatient Elective Average Length Of Stay Feb 2022 23 2.4 Q @
Inpatient Non Elective Average Length Of Stay Feb 2022 3.7 41 @ @
Flow —
Number of Medical Patients Occupying Non-Medical Wards Feb 2022 114 No target Q n/a
0, 1 ithi H 0, 0, /\ :’
% Discharge Letters Completed Within 24 Hours of Discharge Feb 2022 89.3% 85.0% U Ao
% Inpatient Discharges Before 12:00 (Golden Discharges) Feb2022  15.2% 30.0%  Action @
Required
Bed Occupancy Rate (G&A) Feb 2022 91.0% 92.0% Q @
Number of COVID patients in ICU beds (Weekly) Feb 2022 1 No target @ n/a
COovID Number of COVID patients in other beds (Weekly) Feb 2022 56 No target @ n/a
% COVID staff absences (Weekly) Feb 2022 12.2% No target @ n/a
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Scorecard - Quality and Safety

Note 'Action Required' is stated when either Variation is showing special cause concern or Assurance indicates failing the target
n/a is stated when the data is not presented as a statistical process control chart (variation not applicable) or a target is not set (assurance not applicable)

Northern Lincolnshire

and Goole
NHS Foundation Trust

Number of MRSA Infections Jan 2022 0 0 Q ,.\;_?
Number of E Coli Infections Jan 2022 4 9 Q
Infection Number of Trust Attributed C-Difficile Infections Jan 2022 0 3 C;__
Control
>
Number of MSSA Infections Jan 2022 0 0 @ A
Number of Gram Negative Infections Jan 2022 7 12 Q ,.\;_?
Hospital Standardised Mortality Ratio (HSMR) Dec 2021 100.0 As @ As expected
Mortality expected
. . . As Q
Summary Hospital level Mortality Indicator (SHMI) Sep 2021 1071 expected As expected
Patient Safety Alerts actioned by specified deadlines Jan 2022 100% 100% @ n/a
Number of Serious Incidents raised in month Dec 2021 6 No target Q n/a
Occurrence of 'Never Events' (Number) Dec 2021 1 0 n/a n/a
Duty of Candour Rate Nov 2021 100% No target @ n/a
Safe Care Falls on Inpatient Wards (Rate per 1000 bed days) Jan 2022 4.9 No target @ n/a
::;Sp)ltal Acquired Pressure Ulcers on Inpatient Wards (Rate per 1000 bed Jan 2022 53 No target Q n/a
. . o, o Action
Venous Thromboembolism (VTE) Risk Assessment Rate Jan 2022 73.2% 95.0% .
Required
. Action
Care Hours Per Patient Day (CHPPD) Jan 2022 8.3 No target . n/a
Required
Mixed Sex Accommodation Breaches Feb 2022 4 0 n/a n/a
Patient Formal Complaints - Rate Per 1000 wte staff Jan 2022 78 No target Q nfa
Experience -
Complaints Responded to on time Dec 2021 70.0% 85.0% @ @
Friends and Family Test (FFT)
Number of Positive Inpatient Scores Jan 2022 = 449 outof 465 No target n/a n/a
Number of Positive A&E Scores Jan 2022 274 outof 374 No target n/a n/a
Number of Positive Community Scores Jan 2022 134 outof 146 No target n/a n/a
Number of Positive Outpatient Scores Jan 2022 10 outof 13  No target n/a n/a
Number of Positive Maternity Antenatal Scores Jan 2022 0 outof 0 No target n/a n/a
Number of Positive Maternity Birth Scores Jan 2022 100 outof 104 No target n/a n/a
Number of Positive Maternity Post-Natal Scores Jan 2022 2 outof 2 No target n/a n/a
Number of Positive Maternity Ward Scores Jan 2022 38 outof 40  No target n/a n/a
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Scorecard - Workforce Northern Lincolnshire

and Goole
Note 'Action Required' is stated when either Variation is showing special cause concern or Assurance indicates failing the target. RIS FOMaSatio VIS
*Indicators marked with an asterix have unvalidated status at the time of producing the IPR.
Category Indicator Period Actual Target Action  Variation Assurance
Unregistered Nurse Vacancy Rate Jan 2022 11.6% 2.0% Actl.on Q
Required
Registered Nurse Vacancy Rate Jan 2022 7.2% 8.0% @
Vacancies
?
Medical Vacancy Rate Jan 2022 12.1% 15.0% Q @
Trustwide Vacancy Rate Jan 2022 9.3% 7.0% Act|_on @
Required
Turnover Rate Feb2022  11.2% 9.4%  Action @ @
. Required
Staffing Levels Actl
Sickness Rate Jan2022  7.9% 41% ction @
Required
PADR Rate Feb2022  80.0% 85.0% _Action Q
Required
Medical Staff PADR Rate Feb2022  77.0% 85.0% _Action Q
Required
Staff Combined AfC and Medical Staff PADR Rate Feb2022  78.7% 85.0% _Action Q
Development Required
Core Mandatory Training Compliance Rate Feb 2022 93.0% 90.0% @
Role Specific Mandatory Training Compliance Rate Feb 2022 80.0% 80.0% Q
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Access and Flow - Planned
* Indicators marked with an asterix have 'unvalidated' status at the time of producing the IPR

[IVHS|

Northern Lincolnshire
and Goole
NHS Foundation Trust
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Data Analysis:
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Under 18 weeks incomplete*: Performance has stabilised followina the onset of the pandemic last vear, this is reflected in the process limit recalculation. However., the taraet of 92% will not be achieved without process re-desian.

Incomplete 52 weeks*: The number of 52 week waits has decreased over recent months and shows early signs of stabilising following the spike caused by the pandemic. Although the numbers remain higher than those seen pre-pandemic. The target will not be met without process redesign.
Inpatient waiting list: There has been a significant reduction in the size of the inpatient waiting list over the course of the pandemic, hence the recalculation of the process limits. Based on the data, the indicator can reliably be expected to achieve the target of 11,563.

Diagnostics 6 Week Wait (DM01)*: There has been a significant improvement in this indicator following the impact of covid, however the figure of 18.4% is unvalidated. Process re-design is required in order to meet the target.

Challenges:

« Medicine division performance has increased slightly when compared to previous month. The division has 6/12 specialties above 92% threshold.

« Surgery continue to reduce the number of patients waiting 52+ weeks however they are not on track to deliver zero patients

* Mutual aid for HUTH and York is creating new long RTT waits that need treating - numbers are coming through for Urology and commencing
Orthopeadics. We are also discussing how we can support vascular day case with HUTH.

« Theatre capacity affected by short notice sickness, issues with theatre estates and an influx of acute activity causing elective activity to be converted.

Key Risks:

« Across most specialties in medicine there remains some capacity risks in the coming weeks due to annual leave being taken reducing clinic capacity as
clinicians are sometimes required to cover inpatient services due to colleagues being on leave. Time waited for diagnostics has an impact on ability to
achieve RTT

« Potential further COVID waves

« Carry over of annual leave - clinician availability

« Vacancy rate; Gastroenterology: 33.3%. Cardiology 75%.

« Non-Obstetric Ultrasound is a low performing area although is now showing improvements

« CTis low performing

« High vacancy rate of Consultant Radiologists

« Unable to mitigate the activity gaps of tenders not being realised - ENT and Ophthalmology

« Ongoing management of high levels of acute activity impacting elective work

« Echo DMO01 waiting times have increased as insuffiecient capcity in core - IS provider secured but need continuation into 2022/23

Actions:

» Medicine Division Activity Recovery Plans for 2021-22 for every specialty are in place

« Surgical division have active recovery plans alligned to the H2 planning in place and working for all specilties. Focus continues on the long waiting
patients along with ensuring P2, urgent and cancer patients are also managed

« St Hugh's continues to be utilised for Ophthalmology, Orthopaedics and General Surgery . Urology continue to have support from trent Cliff and
Ophthalmology continue to mitigate some capacity shortfall by Medinet.

« External Providers sourced for Gastroenterology, Respiratory, Cardiology, Endocrinology, Rheumatology and Echo. Additional sessions being delivered
by internal consultants also.

« Extra capacity has been sourced for Non Obstetric Ultrasound and the DM01 is expected to improved from November 2021 onwards.

« Plan in place for extra capacity for CT on ad hoc basis until the new EDCT scanner(s) go live

« Business cases are being written to appoint more substantive staff in Diagnostic departments to bridge the gap between demand and capacity

« Audiology recovery plan

« Endoscopy Recovery Programme

Mitigations:

« Medicine and Surgical Division continue with recovery with additional sessions by NLaG clinicians. Working with various external providers to provide
additional clinic capacity and reduce the time patients wait to receive treatment.

« Surgery & Critical Care have a robust structure in place to regularly review waiting lists and focus on long waiting and high risk patients. Risk
stratification programme continues across all specialities, with additional support afforded to Ophthalmology to monitor and track high risk overdue follow
up patients.
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Access and Flow - Outpatients

Northern Lincolnshire
Goole
NHS Foundation Trust

This space is intentionally blank
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Data Analysis:
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Outpatient Overdue follow up: For the past 2 years performance has been alternating between improvement and concern. Over this period the indicator has consistently failed the target of 9,000 by some margin and can be expected to continue to do so without process re-design.
Outpatient DNA rate: Process limits were recalculated from June 2020 to reflect the statistically significant shift in the behaviour of the data. From this point DNA rates are as expected.
Non Face To Face Outpatient Attendances: Performance has been stable and as expected for the past 11 months from the date of the latest process limit recalculation

Challenges:

« Although the DNA rate has slightly improved it remains an area of focus

« Surgery are experiencing a high DNA rate within some specialties, particularly ophthalmology which is significantly affecting performance.

* The number of patients on the follow-up list has improved slightly, although sustainability is not guaranteed without transformation changes taking effect
« The PIFU target was achieved in December, although we are not expecting to hit the March 2% target due to clinical take-up

* CHN has gathered some momentum, but maintaining clinics due to unplanned care and ward priorities remains a challenge

Risks

Actions:

« Targetted workcontinues to increase the number of patients on a PIFU pathway in line with planned Trajectory

« CHN continues with cardiology seeing reduction in overall waiting list position. Clinics are plannedin March for Diabetes, ENT, Cardiology and
Rheumatology

« Work has commenced with Gynaecology in relation to Post Menstrual Bleeding and a one stop clinic to reduce 2WW into NLAG - quotes are being
sourced on equipment

« Heart Failure at home being trialled as part of PKB in Cardiology.

« Inital analysis of DNAs identifies a link to non face to face appointments, and loss of reminderservices. Text reminder service being reintroduced from
March 2022

« Clinical Divisions finalising Business Plans to include the trajectories for achieving a reduction in the backlog of overdue follow ups, increasing PIFU
numbers and improved response times to A&G

« TIF Funding has been secured to fund a 2 yr licence fee for Attend Anywhere (virtual consultations)

« Clinicians engaged with following the access policy with regards to DNAs

« Contimue to work with the IS to improve response times on A&G requests across Medicine specialties, to increase GP requests

Mitigations:

« Weekly assurance that on the H2 planning numbers we continue to see a reduction in longer waiters and movement towards constitutional standards
« Risk Stratification of outpatient waiting lists

« Mutually agree the majority of out-patient appointments, to minimse DNA rates.
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Northern Lincolnshire

Access and Flow - Cancer and Goole
* Indicators marked with an asterix have 'unvalidated' status at the time of producing the IPR skt tuas
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62 days GP referral*: The rate has fallen below the mean line over the last 7 months and therefore has triggered a cause for concern in terms of data variation. This target has not been achieved over the last 2 years and the indicator will fail to meet the target without process re-design.
104+ days GP referrals*: This indicator has recorded no statistically significant change since November 2020. However, the target of zero has not been met for at least two years and the indicator will fail to meet the target without process re-design.

Transferred by day 38*: Performance has not changed significantly over the past 2 years, and the target has not been achieved during this time. It will continue to fail the target without process re-design.

Request to test 14 days*: Performance has stablised at a similar rate to pre-pandemic levels and is currently as expected. The target of 100% has not been achieved within the last 2 years and the indicator will fail to meet the target without process re-design.

Challenges:

« All tumour sites are affected by the increasing waiting times for oncology consultant appointments (62 day pathways) resulting in increased breaches of 62

days

* Most tumour sites are unable to achieve 62 day standard due to multiple factors, including diagnostic and pathoogy turnaround times

« Colorectal is a challenge but the teams are working to improve referrals in to ensure the right patients receive the diagnostics required.
* Medicine UGI and Lung tumour site pathways for 28 day performance are under further review.

Key Risks:

« There are a number of issues related to visiting consultant services (e.g urology, oncology), tertiary based staging scans (EUS, PET CT) which affect the
ability to meet faster diagnostic standards, transfer (IPT) for treatment by Day 38 - as you are aware the oncology concerns when pts transfering to HUTH.

« Request to test (14 days) - in order to meet 28 day Faster Diagnosis Standard, this needs to be reduced to 7 calendar days.

+ Meeting the 38 day IPT standard is impacted through delays occurring with tertiary diagnostics/staging TAT, and visitng consultant/oncology services

(urology - prostate)

+ HUTH have relocated Urology oncologist to Breast, which is causing a significant risk to waiting times

« Further reductions in oncology workforce are likely to see increases in 1st consultant oncology appointment which will impact on treatment times (currently

waits of between 4-6+ weeks from referral to oncologist)

Actions:

* 62 day performance is being reviewed and managed weekly - along with the 28 day performance. The GI RDC pathway is up and running and the
intentionis to have CN's contact with all 2 WW referals within 48 hours.

« Colorectal - CNS straight to test commenced both sites in Jnauary and already making an impact on 28 day faster diagnosis

* UGI - consultant led straight to test commenced at SGH 1 Feb 2022.

« The Cancer Transformation team has completed a pathway analysis on 100 patient pathways for Lung. Outputs of this analysis have identified several
areas for improvement and discussions are continuing with HUTH (joint pathway transformation and implementation of national optimal pathway). Gap
analysis against all published national optimal pathways are in process (colorectal, UGI O-G, Prostate). H&N and Gynae (to be published April 22) -
draft received, analysis in process with outputs to be presented at Divisional Boards.

« Improvement projects identified through analysis to be presented to MDTs and actions agreed.

« RDC (Gl) pathway rolled out across all PCNs; non-site specific RDC pathway in development (anticipated to be in place from April 22).

« Divisional trajectories at tumour site level for 22/23 to deliver reduction in backlog, faster diagnosis, improved 38 days IPT and improvment in 62 day
standard

« Single Lung MDT wiht HUTH & NLaG - expected date to commence 07.04.22.

Mitigations:

« The pathway analyser tool that has been developed within NLAG (using the IST tool) and the in depth analysis of pathways will enable teams to identify
where improvements in NLAG can be achieved. Lung completed and fed back to clinical team - remedial actions being discussed.

« The joint transformation pathway work with HUTH will help with the transfer of patients between NLAG/ HUTH and to identify areas where the pathway
can be accelerated

« Divisional ownership of transformation projects (particularly where change in clinical process is required)
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Northern Lincolnshire
Access and Flow - Urgent Care and Goole
NHS Foundation Trust
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Data Analysis:

Emergency Dept 4 hour performance: There has been a significant deterioration in performance for the past eight months. The target has not been achieved within the past 2 years and the indicator will continue to fail the target without process re-design.

Emergency Dept Attendances: The number of attendances has fallen from a peak last June and as such the data is demonstrating an improving picture over the last nine months.

A hand 60+ mi The indicator is showing deteriorating performance over the last eight months. The target will not be met without process re-design.

DTA 12 hours: This indicator has recorded deteriorating performance for the past seven months. In February there were more than 300 patients waiting 12 hours or more for an admission bed after a decision to admit was made. The target will not be met without process re-design.

Challenges:

« Improvements in performance against the 4hr target continue month on month as the benefits of the Urgent Care Service continue
+ Long patient waits in ED for admission continue to increase as available bed capacity across the system fails to meet demand with the bottleneck =+ The UCS at DPOWH s providing improved patient experience and 100% performance during February 2022

resulting in ED. This leads to no capacity to offload incoming ambulances and delays in wait to be seen times « New patient pathways with streamlined access from arrival to seeing a clinician within the UCS

« Workforce sickness, covid-19 isolation, low morale & impacts on staff wellbeing continue to challenge rota fill with a reduction of bank/agency pick up * Work progressing to access NEL Urgent GP appointment slots from DPOWH ED

« Northern Lincolnshire is experiencing the highest levels of acuity for EMAS conveyances and this is resulting in longer waits in resus « NHS111 First Initiative to reduce avoidable ED attendances

« Implications of COVID19 (zoning segregation, PPE, awaiting swab results, staff sickness and isolation) creating challenges and delays for patient =+ New ED/AAU builds in development to increase ED phsyical capacity and bring ED and IAAU to a joint location

pathway through the ED « Discharge to assess initiative to ensure patients are discharged in a timely manner to support adequate patient flow throughout the hospital

« Patients remaining in resus after stablisation for too long due to lack of prompt access to HDU/CC « Senior second reviews and long length of stay (LOS) reviews carried out

« Transfer of Category 5 EMAS calls to NL Single Point of Access has recommenced between 9am and 4pm, with pathway support from the CRT GP
now secured

« Continued development of the role and offer of the CRT GP with January 2022 seeing the highest number of patients managed by the CRT GP since
the service commenced at 732

« Actions to fully implement Urgent Community Response by deadline of 31 March 2022 continue

+ Actions to expand Trust's Virtual Ward offer underway, including opening COVID Virtual Ward to admission avoidance pathway which will reduce
admissions and also development of additional Acute Respiratory Infection, Frailty and Palliative Care Virtual Wards

Actions:
« The Urgent Care Service (UCS) at SGH is providing improved patient experience and 99% performance during February 2022

Key Risks:
« Shortages in available workforce to meet service needs (skill mix and experiece)
« Inappropriate attendances and conveyances to ED
« Covid-19 impacting phsyical capacity within the current ED footprint
« Lack of patient flow through the system resulting in a lack of bed availability for patients requriing admission and long patient waits in ED
« High acuity levels and patients remaining in resus for significant periods of time rather than being stablised and transferred to a suitable service
(ITU/HDU)
Mitigations:
« Tier system of Medicine senior management in place for prompt escalation, resolution and support for ED
« Fast track paediatric process in place
« Senior clinician reviews taking place in ambulances when delays to offloading occur
« Increased staffing in ED
+ 2 hourly board rounds with EPIC and Clinical Coordinator with nursing care needs monitored through care round document — risk assess for pressure
ulcers, falls, nutrition, hydration, comfort
« Alternatives to trollevs — beds. recliner chairs. Choice of meals for natients durina nrolonaed ED stavs
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Access and Flow - Flow 1

Northern Lincolnshire
and Goole
NHS Foundation Trust
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Data Analysis:
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Discharged same day as admission: Following implementation of the IAAU in October 2020 this indicator has continued to show steady improvement. Since that time the trend has shown significant change. Performance is consistently exceeding the target.

% Extended stay 21+ days: The percentage of patients with an extended stay of 21 days or more has increased over recent weeks and has been showing concern since the beginning of 2022. The indicator will pass and fail the target at random.

Elective length of stay: The elective average length of stay has been stable for the past several months, however, the target can be expected to achieve and fail at random.

Non elective length of stay: This indicator has been showing an improvement for almost a year. This coincides with an increase in the percentage of patients discharged on the same day as admission. The target can, however, be expected to achieve and fail at random.

Challenges:

« Exit block due to social care constraints (staffing, interim bed availability, lack of packages of care availability)

» NLAG staffing constraints (staffing, sickness, vacancy, use of agency/bank staff)

« Covid and IPC requirements for social distancing

« Environment and ability to create (and staff)escalation beds

« Time of discharges need to be earlier in day

« Although discharge to Assess as a process is fully embedded within the trust there is a need to concentrate improvement work on the whole discharge
pathway, work is taking place to understand the current position and build a system wide improvement plan with our partners

Key Risks:

« Shortages in available workforce to meet service needs which results in inconsistency and delays in patient pathways

« Covid-19 impacting phsyical capacity within the current footprint

« Lack of patient flow through the system resulting in a lack of bed availability for patients requriing admission and long patient waits in ED
« High acuity levels and patients means more patients require further support on discharge

* Multiple Care home closures to new patients/repatriations due to COVID oubreaks

Actions:

« Daily board rounds on wards

« Discharge rounds at weekends

« LLOS reviews in place for medicine twice per week led by the senior tri

« Regular meetings with system partners to understand current delays/issues

« Discharge imporvement plan currently being developed which pulls together all areasof discharge including checklist, discharge lounge, board rounds &
transport

« Continuous engagement with ward staff around the discharge pathway

« Actions underway to implement 6 Day Provision for Acute Speech and Language Therapy which will support with improving patient flow

« Actions to expand Trust's Virtual Ward offer underway to develop additional Acute Respiratory Infection, Frailty and Palliative Care Virtual Wards.

Mitigations:

« Daily board rounds on wards - work to further develop these to ensure they are effective and timley

« Discharge rounds at weekends

« LLOS reviews in place for medicine twice per week led by the senior tri, next step is to ensure this is in place for surgery as LOS for surgery have
increased

« Work taking place with system partners to understand the current constraints and agree actions to elevate exit block from the acute trust

« Daily 12 Noon meetings chaired by the site senior team within the operation centre 7 days per week, who work with system partners to have a clear
action plan for delayed discharge and escalation plan. Any outstanding are escalated through their internal agencies with an outcome/plan for discharge to
reported back by 2pm. if there is still no confirmation on a plan for the patient to leave the acute bed on that day this is then escalated to the system
strategic leads for further action
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| wards: The analysis for this indicator has changed following a full review of the business rules with Operational colleagues. The data is now showing stable performance for the past 13 months.

Inpatient discharge letters: The target has been consistently achieved for more than 18 months and performance is currently stable. The indicator can be expected to achieve and fail the target at random.
Inpatient discharges before 12:00: Performance has fallen below the mean for the past seven months. Currently, the highest performance that can be expected without process re-design is 19% against a target of 30%. This indicator will not achieve the target without process re-design.
G&A Bed Occupancy: After a long period of poorer performance (since February 2021), performance has improved over the past three months. The target can be expected to achieve and fail at random .

Challenges:

« Exit block due to social care constraints (staffing, interim bed availability, lack of packages of care availability)

» NLAG staffing constraints (staffing, sickness, vacancy, use of agency/bank staff)

« Covid and IPC requirements for social distancing

« Environment and ability to create (and staff)escalation beds

« Time of discharges need to be earlier in day

« Although discharge to Assess as a process is fully embedded within the trust there is a need to concentrate improvement work on the whole discharge
pathway, work is taking place to understand the current position and build a system wide improvement plan with our partners

Key Risks:

« Shortages in available workforce to meet service needs which results in inconsistency and delays in patient pathways
« Covid-19 impacting phsyical capacity within the current footprint

« Lack of patient flow through the system resulting in a lack of bed availability for patients requriing admission and long patient waits in ED
« High acuity levels and patients means more patients require further support on discharge

* Multiple Care home closures to new patients/repatriations due to COVID oubreaks

Actions:

« Daily board rounds on wards

« Discharge rounds at weekends

« LLOS reviews in place for medicine twice per week led by the senior tri

 Regular meetings with system partners to understand current delays/issues

« Discharge imporvement plan currently being developed which pulls together all areasof discharge including checklist, discharge lounge, board rounds &
transport

« Continuous engagement with ward staff around the discharge pathway

« Actions underway to implement 6 Day Provision for Acute Speech and Language Therapy which will support with improving patient flow

« Actions to expand Trust's Virtual Ward offer underway to develop additional Acute Respiratory Infection, Frailty and Palliative Care Virtual Wards.
Mitigations:

« Daily board rounds on wards - work to further develop these to ensure they are effective and timley

« Discharge rounds at weekends

« LLOS reviews in place for medicine twice per week led by the senior tri, next step is to ensure this is in place for surgery as LOS for surgery have
increased

« Work taking place with system partners to understand the current constraints and agree actions to elevate exit block from the acute trust

« Daily 12 Noon meetings chaired by the site senior team within the operation centre 7 days per week, who work with system partners to have a clear
action plan for delayed discharge and escalation plan. Any outstanding are escalated through their internal agencies with an outcome/plan for discharge
to reported back by 2pm. if there is still no confirmation on a plan for the patient to leave the acute bed on that day this is then escalated to the system
strategic leads for further action.

« Themes are collated during the week from these escalations and fed back to a fortnightly discharge improvement meeting and this feeds our
improvement plan.

« 7 Day Services for Equipment Provision at both North and North East Lincolnshire from 1 November 2021.

* Respiratory On Call Service revised to 7 Day Provision which will support with improving patient flow.
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AF042 - COVID Patients In ICU Beds, mper of COVID Patients in ICU Beds (weekly)
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COVID Patients In ICU beds: The number of covid patients in ICU beds has decreased significantly in the past several weeks improving beyond the process limits.
COVID Patients In Other Beds: The number of covid patients in other beds has been decreasing since the beginning of 2022 and is now falling inside of the expected range. As such it is showing improvement.0
COVID Staff Absences: The proportion of staff absences due to covid has been decreasing over several weeks, and are now improving beyond the process limits.

Challenges:

» Omicron variant more transmissible with less symptoms more difficult to identify.
« Higher rate of sickness across the board impacting on all areas
« Limitation on cross cover for areas of higher specialised staff e.g critical care and theatres

Key Risks:
« Shortages in available workforce to meet service needs

« Covid-19 impacting physical capacity within the current footprint
* Quality of care when dependence of temporary staff to back fill sickness

Actions:

« Close monitoring of sickness and clear advise of guidance to all staff to ensure adherence to guidance is appropriate and minimal to meet safety and
requirements of IPC

« Encouragement of staff to uptake the vaccine

« Requirement of staff to regualr lateral flow test, 2-3 times a week

« Adherence to continued IPC steps of PPE as per national guidelines

Mitigations:

« Daily review of staffing by HON to support suitable deployment of staff across all areas
« Review in operations meeting of staffing resource in relation to activity and capacity

« Consolidation of COVID cases to dedicated areas with oversite of IPC

« Weekly review of staffing sickness levels by senior tri
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Data Analysis:

MRSA: No infections occurred in January 2022.

C Diff: No infections occurred in January 2022.

E Coli: Four infections occurred in January 2022.

Please Note: All the above indicators involve very small numbers and the nature of the data may lend itself to a different type of chart and this is being worked on.

Commentarv:

MRSA
> Cases of MRSA hospital onset bacteraemia remains within
parameters.
E Coli
> The new NHS standards contract gives the Trust a threshold of 5% reduction on 2019 cases, for NLaG this is
110.
> Case numbers remain within expected parameters. Seasonal variation as expected.
C Diff
>The Trust remains within acceptable parameters
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Data Analysis:

MSSA: No infections occurred in January 2022. This indicator involves very small numbers and the nature of the data may lend itself to a different type of chart and this will be looked at.

Gram Neg: Seven infections occurred in January 2022. This indicator involves very small numbers and the nature of the data may lend itself to a different type of chart and this will be looked at.
Please Note: The above indicators involve very small numbers and the nature of the data may lend itself to a different type of chart and this is being worked on.

Commentarv:
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Data Analysis:
HSMR: The data represents a rolling 12 month position. Performance remains within the expected range.
SHMI: The data represents a rolling 12 month position. Performance remains within the expected range.

Commentary:
HSMR

HSMR is a ratio between the number of actual deaths (in hospital) and the number that would be expected to die on the basis of average England figures,
given the characteristics of the patients treated.

December's HSMR continues to demonstrate a statistically significant improvement, remaining stable, within the expected range and in line with the national
level.

Mitigations: The HSMR along with other mortality indices are overseen by the Trust's Mortality Improvement Group (MIG).

Note: The red dots indicate the expected range
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SHMI

The official SHMI for the Trust remains within the ‘as expected’ range for the period of October 2020 — September 2021. Both SGH and DPOW SHMI
scores remain within the 'as expected' bracket. The Trust has two official SHMI alerts: Cancer of Bronchus; Lung and Secondary Malignancies due to
higher than expected mortality within the two diagnosis groups, although 'cancer of the bronchus' deaths this month are within the 'as expected' range for
the first time since December 2019.

Issues/Risks:
There is a risk of breaching the Trusts 'expected range' if the out of hopsital SHMI rises.

Actions:

The Trust is working with NHSE/I and local commissioners to undertake a review of recent deaths and EOL care.

- Fortnightly meetings with the Trust's clinical leads for mortality continue to take place and oversee the data.

- Trust mortality clinical leads undertake screening on at least 85% of deaths per month to identify contributing factors, if any concerns are identified a full
structured judgement review is undertaken to assess the care processes and to learn lessons.

- Review work underway to investigate and identify any themes for the official SHMI alerts relating to Cancer of Bronchus / Secondary Malignancy.

Mitigations:

- SHMI performance is overseen by the Trust's Mortality Improvement Group (MIG).

- Mortality and the reduction of SHMI is a Trust Quality Priority for 21/22 and will be included in the 22/23 Quality Priorities for further oversight.
- Monthly screening rates reported and monitored by the Trust's Mortality Improvement Group (MIG).
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Patient Safety Alerts to be actioned by specified deadlines
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Data Analysis:
Patient Safety Alerts: Performance for January continued at 100%.

There is no target,
therefore target assurance
is not relevant
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Never Events: Note the never events data is a subset of the serious incidents data. There was 1 never event recorded in December 2021 and this is the latest data provided.
Serious Incidents: Note this data is updated retrospectively to reflect any de-escalated incidents and also includes the patient safety alerts. There were 6 serious incidents recorded for December and this is the latest data provided. The data is within the expected range of variation.
Duty of Candour: Performance has remained stable for over a year and continues at 100%. The latest data provided is for November 21.

Commentarv:
Never Events:
1 Never Event declared in January 2022, a retained object post procedure, catheter used as a sling was not accounted for.

Mitigations:

Immediate meeting chaired by Medical Director to identify immediate actions: Carry out fact finding as to whether there is an alternative to using Foleys Catheter;
When instruments are being set up the night before, if any consumables are missing to be escalated in the morning; All supplementary items must be written on
the white board; Theatre Manager to determine improvements on how whiteboards can be set out/utilised to aid recording; Cease using theatre staff as surgical

assistants; Theatres to share the learning from the last 2 years of relevant Never Events at the next audit day; Ergonomist expert is working with the Trust to look

at the counting and reporting process in theatres.

Serious Incidents:
There were 7 Serious Incidents reported in January 2022
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Duty of Candour: There was one breach for a Pressure Ulcer serious incident In December 2021 due to operational pressures and staff changes during the
Christmas holiday period. For January 2022, compliance was 100%. Whilst in most months the Duty of Candour for serious incidents is 100%, there is a gap at
present in relation to ensuring duty of candour is completed for all instances of moderate level harm. This presents the risk of non-compliance against regulations,

which may result in a financial penalty.

Risk: Position in relation to Duty of candour for incidents other than serious incidents are reported to divisions on a weekly basis showing the number of which are

still outstanding/overdue.

Actions: Working with Divisions to obtain assurance that all moderate (and above) harm instances have duty of candour completed (monitored through S| panel
with significant improvement noted). Duty of Candour Reports are now availiable on Ulysses and are being monitored at divisional level as well as at S| Panel.
Overdue duty of candour for relevant divisions will be discussed at the March PRIM meetings and assurances sought on the actions divisions are taking to improve

their position.
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Data Analysis:
Falls on Inpatient Wards: After a significant reduction last year, this indicator has been on a significant improvement trend since April 2021.

: " Jan 2022
Venous Thromboembolism (VTE) Risk Assessment Rate 73.2%
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VTE Risk Assessment: Performance has been consistently in poorer performance since December 2020. The target will not be achieved without a process change.
Hospital Acquired Pressure Ulcers: The rate of hospital acquired pressure ulcers was 5.3 per 1000 bed days for January. This is within the expected range of variation.

Care Hours Per Patient Day: Performance has been consistently in poorer performance since April 2021 which is triggering concern on the chart.

Commentary:

VTE Risk Assessment

Data continues to demonstrate performance below the target, however it has been identified that the denominator to calculate compliance was incorrect. The
reporting processes have since been reviewed and amended, and whilst reporting remains in line with national specification the change ensures that any
admission that does not fall within the ePMA ward criteria ically gets a ‘VTE c " flag and performance for said admissions will show as 100%.
This intervention is not yet reflected in this month's compliance, however separate analysis provided demc an impi with a 90% ¢ ion
rate.

The risk previously i around c ing risk for stranded patients in ED has now been resolved. Medicine division are also exploring the
feasibility of implementing EPMA within ED which may help with VTE Risk Assessments being completed on those patients post taken in ED by the specialty
teams.

Issues/Risks:

- The Trust are still operationally very challenged in response to an increasing demand on acute care activity.

- The Trust's VTE policy is not in line with recently published NICE clinical guidance.

- Junior clinical staff report the desire for increased training and gain more confidence in undertaking VTE assessment / prescribing.

Actions:

- Trust policy and patient information leaflets are being updated to fall in line with the latest NICE guidance (deadline: April 2022)

- The Trust's approach to VTE risk assessments has been refreshed to make the process easier and more responsive for medical staff.

- Ongoing education work with clinical staff to understand and overcome identified barriers.

- Use of incorrect denominator escalated through Information and EPMA team for resolution

Mitigations:

- Performance and the improvement plan is monitored in the Trust's Performance Review meetings and in the Executive Governance report to Board.

Falls on Inpatient Wards: The total number of falls reported continues to decrease and remains within the expected range of variation.
Hospital Acquired Pressure Ulcers: The rate of hospital acquired pressure ulcers remains within the expected range of variation.
Care Hours Per Patient Days: The care hours per patient day has been falling for the last 9 months, with the latest (September) figure being

8.2
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Feb 2022
4

Target
[]

Variance

There is currently
Mixed Sex A dation Br h insufficient data,
therefore variance is
not relevant

This space is intentionally blank
See Data Analysis Comments Below

Assurance

There is currently
insufficient data,
therefore assurance is
not relevant

This space is intentionally blank This space is intentionally blank

Data Analysis:
Mixed sex accommodation: The MSA return was suspended due to COVID and has now resumed. There was 4 reported for February 2022.

Commentarv:

4 patients were identified within the mixed sex breaches within Critical care. This occurred due to lack of capacity out of the critical care areas. All patient involved were
informed immediately and kept informed, prompt escalation was undertaken with Surgery and Critical Care and with the Operations centre. Escalation reporting was
undertaken with guidance from the Mixed Sex accommodation Policy and reporting tools
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Data Analysi

Formal Complaints: In January there were 8 formal complaints per 1000 WTE staff.
Complaints Responded to on time: This indicator has remained fairly stable and is showing improvement. The latest data provided is for Dec 2021.

Commentarv:

Formal Complaints

Formal complaints are received by the Trust patients or someone on their behalf such as a relative, MP, solicitor or CCG. These are triaged by the
Complaints Manager to ensure the correct route of management is undertaken. The current Trust policy aims to respond to formal complaint within sixty
working days. This data is not a data set we currently report on and does not demonstrate the complaints performance and quality in a meaningful way. The
data set shown represents new formal complaints measured against per thousand whole time equivalent (WTE) staff. The Trust currently sits towards the mid
zone when benchmarked against other Trusts .

Issues/Risks:

Engagement with complaint process at divisional level continues to impact, further Covid surges have seen delays in process at times. Transition of incident

reporting system is still inprogress and continues to evidence data errors which are addressed with the provider.

Learning log needs further development and learning from complaints needs embedding.

Actions:

> Continued support of lead investigator role

> Continued internal development of complaint module within new incident system - Ulysses

> Review of Management of Feedback from Complaints, Concerns and Compliments Policy - as one year into new process
inprogress

> Monthly review of closed out of timescale complaints for learning

VVVVYV

Compliments (to be added if data available)

This space is intentionally blank

Formal Complaints Cont/d...

Mitigations:

Monthly Reporting sent to divisions for good oversight

Central Team support for all lead investigators and divisions

Learning Log evident on current incident reporting module

Support & Challenge Meetings weekly to monitor performance and quality

Central Complaints team working with Ulysses to ensure accurate data mapping and
reporting
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Data Analysis:

A&E FFT: There were 374 responses received in total for January, and 274 were positive.
Community FFT: There were 146 responses received in total for January, and 134 were positive.
Inpatient FFT: There were 465 responses received in total for January, and 449 were positive.
Outpatient FFT: There were 13 responses received in total for January, and 10 were positive.

Commentary:

Jan 2022
449 out of
Target

No target

465

Variance

Inappropriate chart
format for SPC

Assurance

Inappropriate chart
format for SPC

The Friends and Family Test is a mandated patient experience measure which enables patient insights to gathered across all services within the Trust.
During the Covid pandemic all mandated collection and reporting of data was paused until December 2020. The Trust adopted a soft relaunch at this point
due to the second wave of Coronavirus. The Trust has procured an external company to deliver the systems to deliver FFT - the implementation process is
still underway due to the impact of Covid 19. Inpatient FFT is delivered via paper/QR/ online. Response rates still require increasing to ensure the patient

voice is representative in extracting information from the themes.

Issues and Risks:

> Staff engagement with process resulting in poor response rates

> Delays in stock ordering

> Difficulties using data due to low numbers

Actions:

> NHSEI funded band 7 role ( until March 31st 2022 ) to support increased patient
feedback

> Monthly meetings with IWVANTGREATCARE and monthly performance meetings
> Monthly message and data sharing through Nursing & AHP leadership community
> Review of paper solution ordering to ensure good stock levels

> IWANTGREATCARE to support further with staff engagement

> Internal review of telephone number collection rates - re impact on SmS

> All Patient Experience tablets have app insitu to aid online collection
Mitigations:

> Monthly performance meeting with INVANTGREATCARE from July

> Review of paper processes commenced

> Consistent message to staff to utilise methods available

Inpatient FFT
Inpatient FFT is delivered via online/paper/QR.

Nationally the Trust is near the lower centile for inpatient response rates (82 out of 131), however consideration of patient numbers needs to be factored

into this level of benchmarking.

A&E FFT
Emergency Care Centre (ECC) FFT is collected via SmS/paper/QR

Community FFT
Community FFT is delivered via online/paper/QR.
Full internal review of community services to create improved collection systems

== Outpatient
Positive
Responses

—e— Total
Responses

Jan 2022
10 outof 13

Target
No target

Variance

Inappropriate chart
format for SPC

Assurance

Inappropriate chart
format for SPC
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Data Analysis:

Maternity Antenatal FFT: There were 0 responses received in total for January.

Maternity Birth FFT: There were 104 responses received in total for January, and 100 were positive.
Maternity Postnatal FFT: There were 2 responses received for January, and 2 were positive.
Maternity Ward FFT: There were 40 responses received in total for January, and 38 were positive.

Commentary:

The Friends and Family Test is a mandated patient experience measure which enables patient insights to gathered across all services within the Trust.
During the Covid pandemic all mandated collection and reporting of data was paused until December 2020. The Trust adopted a soft relaunch at this point
due to the second wave of Coronavirus. The Trust has procured an external company to deliver the systems to deliver FFT - the implementation process is
still underway due to the impact of Covid 19. Inpatient FFT is delivered via paper/QR/ online. Response rates still require increasing to ensure the patient
voice is representative in extracting information from the themes. Maternity FFT is delivered via SmS/paper/QR.

Issues and Risks:-

> Staff engagement with process resulting in poor response rates

> Delays in stock ordering

> Difficulties using data due to low numbers

Actions:-

> NHSEI funded band 7 role ( until March 31st 2022 ) to support increased patient
feedback

> Weekly meetings with IWANTGREATCARE and monthly performance meetings
> Monthly message and data sharing through Nursing & AHP leadership community
> Review of paper solution ordering to esnure good stock levels

> IWANTGREATCARE to support further with staff engagement

> Internal review of telephone number collection rates - re impact on SmS

> All Patient Experience tablets have app insitu to aid online collection

Mitigations:

> Monthly performance meeting with IVANTGREATCARE from
July

> Review of paper processes commenced

> Consistent message to staff to utilise methods available
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Data Analvsis:
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After a significant reduction last spring the figure has gradually been increasing. The target cannot be achieved without process redesign.

Registered Nursing Vacancies: After a period of relative stability the data has improved recently, however it is too soon to be confident that this indicator will continue to achieve the target.

Medical Vacancy Rate: Performance has been stable for almost a year. The target can be expected to achieve and fail the target at random. [

Trustwide Vacancy Rate: The performance has been consistently showing poor performance since June 2020 and will continue to fail the target without process redesign.

Commentarv:
Unregistered Nursing Vacancies:

Unregisterd nusting is made up of HCA's at band 3 and 3, Nusring assoicates, APIN'S and community based HCA'S
Issues/Risks: Retention of HCAs, particularly new starters. Unfamiliarity with the role and expectations of what the role entails influencing decisions to
leave, and lack of quality data around leavers reasons.

Mitigations: A project group led by the Chief Nurse's office to oversee activity and consider mitigating actions. A bid has been succssful to secure
additional funding to support recruitment, particarly focussing on materials and diversity, and to support a more robust induction process containing a
supernumerary period. A pool of appointed HCAs has been appointed with 27 awaiting start. Further interviews are scheduled to take place, with a
revised process in place including utilising a webinar for information regarding the Trust and the role to mitigage risks of individuals not fully appreciating

the role and the impact on retention. Information on the HCA role is also provided to candidates at the interview stage, and also by CPD team as part of
the induction process.

Registered Nursing Vacancies:

Issues/Risks:

Jan 2022
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Travel restrictions/difficulties obtaining visas overseas are impacting start dates. Availability of accomodation can delay recruitment

processes. CPD Team to capacity to support international nurses, and some difficulties with sourcing sufficient candidates from non-WHO ethical

recruitment list countries.

Actions: Continue sourcing of nursing candidates via the Talent Acquisition Team - Domestic and international. Continued engagement with both Chief
Nurse Directorate and Operations to review existing recruitment practices. Development of a nursing workforce plan as part of the Nursing Strategy

inclusive of all pipelines including apprenticeship development and a strengthened domestic presence in the existing market place.

Actions: Continue advertising to maintain the pool of HCA appointments ready for allocation. The project will continuily monitor leavers across the trust

identify hotspots and interventions

Mitigations: A project group led by the Chief Nurses office to oversee all activities. Newly qualified nurse (NQN) recruitment for 21/22 was successful
with a further 8 scheduled to start in March, and attendence at university events to further strengthen NQN engagement. International nurses -
ongoing recruitment of international nurses with cohorts planned for start.. A funding bid has been successful for further funding to support recruitment,
with £360,000 awarded to support the arrival of 120 international nurses between January and December 2022. Under the terms of this bid candidates
from countries on the WHO ethical recruitment list (regardless of whether directly sourced) are not permitted. Work is underway to diversify the
pipeline of candidates to reduce this risk.
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C Y Cont/d:
Medical Vacancies Trustwide Vacancy Rate

Issues/Risks: Travel restrictions/difficulties obtaining visas overseas are impacting start dates. Availability of accomodation can delay recruitment Issues/Risks: Travel difficulties are delaying starts for some new employees..
processes.
Actions: Ongoing recruitment activity across various workstreams, engagement with candidates to reduce withdrawal rates.
Actions: Ongoing recruitment activity across specialties.
Mitigations: Various projects for different staff groups, including international nursing and HCAs.
Mitigations: Recruitment team continuing to engage with candidates.. A pipeline of 66 medical staff has been established, with 14 scheduled to start in
February and March and further starts in the longer term. A network of private landlords has been established to support accomodation needs where the
Trust is unable to accomodate locally, and work undertaken by the onsite accommodation team to free up onsite accommodation. Accommodation team
have given notice to long term tenants to free up on-site accommodation for new starters and a change of policy relating to length of stay. Recruitment
team are meeting the accommodation team weekly to review priorities and identify accommodation needs. A review of the medical recruitment process is
under way with engagement with operational groups to gather feedback and identify efficiencies.
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Data Analysis:

Turnover Rate: The turnover rate has recorded concerning performance for the past eight months. The past five months in particular are an outlier compared with performance since January 2020.
Sickness Rate: This indicator has recorded a general increase in sickness rates since last summer and is showing concern for the past seven months. It is unlikely that the target will be achieved without process redesign.

Commentary:
Turnover Rate

The latest turnover data point (11.2%) is over the Trust target of 9.4% which indicates that the turnover position is not improving or seeing signs of recovery
in relation to pre-pandemic levels of turnover of 9%.

Issues/Risks: The risk of increase turnover ahead of recruitment is increased bank and agency costs and potential decrease in quality of patient care.

Actions: Greater understanding of leavers data via ESR data and exit questionnaires to understand any trends to form an appropriate response. An
increased emphasis on prevention of avoidable leavers by improving culture (mid to long term goal) and strengthening leadership capability and behaviours
where required. Creation of talent pools for high frequency leaver areas to ensure a quicker recruitment turnaround. Promote a leadership and career
development framework and processes for the identification of high potential, feeding in to talent development and succession planning. Improve quality of
PADR and coaching skill in line managers to strengthen engagement; implementation of culture and engagement programme of work focused on
proactively improving engagement levels.

Mitigations: Planned earlier intervention in relation to known leavers. Creation of talent pools. Strengthen engagement levels; proactive health and wellbeing
plan to address common themes affecting wellbeing-related retention. Deep dive of leavers data in March 2022 to identify hotspot areas with focused
interventions. Re-launch Exit Questionnaire in ESR with comms and leaver checklist to form part of the new Manager Pathway. Comms to be released in
March. Recruitment process review has started with a focus on improving the candidate experience.

Sickness Please note sickness will alwavs be a month in arrears due to the extraction of information from the Health Roster Svstem.

Issues/Risks: Sickness levels peaked in Jan 2022 as reported. More recent operational unverified data suggests that sickness levels
are in decline in-line with a reduction in covid related illness and this should be reflective within the next period of reportina.

Actions: Following ratification of a revised sickness absence policy, a suite of training will rolled out to line managers that will include
far greater levels of online content, in person training, and sectional guides that allow managers to refresh on parts of the sickness

Mitigations: Continued close monitoring of sickness levels with increased operational reporting - volume, trends & themes. Greater
levels of health and wellbeing resource awareness via the People Directorate. Greater levels of Occupational Health clinician time
and on-site face to face counselling now in place. Operational areas responding to levels of sickness through rostering reviews to
redeploy staff into areas of greatest need.
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Workforce - Staff Development - PADR Northern Lincolnshire

and Goole
NHS Foundation Trust
DR Medical Staff PADR Rate ehi2072
PADR Rate 80.0% 77.0%
86.0% 86%
= e mm e e mm o mm 4 e Em e mm 4 e Em e s s s e s e s e - Target Target
84.0% 85.0% 84% 85.0%
82.0% \//arié?ce 82% V(a%a)nce
o
80.0% ) 80%
78.0% Common cause - no Common cause - no
: significant change 78% significant change
76.0%
74.0% A 6% =
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70.0% 72%
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Data Analysis:

PADR Rate: This indicator continues to show common cause variation. The target cannot be met without process redesign.

Medical Staff PADR Rate: Performance has been predominantly as expected for the past two years. Without process re-design performance will continue to fail the target.

Combined AfC and Medical Staff PADR Rate: Performance has predominantly been as expected or improving for almost two years. However, without process re-design this indicator will continue to fail the target.

Commentary:
PADR Rate:

The non medical PADR compliance position currently stands at 80% this is below the Trust target of 85% .
Medical Staff PADR Compliance currently stands at 77% as of February 2022 below the Trust target of 85% .
The combined appraisal complaince currently stands at 79% as of February 2022.

Issues/Risks: Low PADR compliance will result in the risks morale, performance and engagement.

Actions: Training and Development are currently undertaking regular risk assessment of PADR compliance and capacity for undertaking these in light of
current operational pressures.

Mitigations: Historically the trend data shows that the Trust's PADR compliance has decreased for this time of year . It is predicted that the PADR
compliance will continue to rise over the next few months.
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94.0%
93.0%
92.0%
91.0%
90.0%
89.0%
88.0%

87.0%

Core Mandatory Training Compliance Rate

Data Analysis:
Core Mandatory Training: Performance has recorded improvement for the past nine months and the target has been consistently achieved for twelve months. A few more months of improved performance are required to be confident of the data achieving the target.

Role Specific Mandatory Training: Over the past 2 years performance has been variable. The target will be achieved and not achieved at random.

Commentary:
Core Mandatory Training Compliance

This space is intentionally blank

The Core Mandatory Training position currently stands at 93%. This continues to be above the Trust target of 90%.

Issues/Risks: Low MT compliance will result in the risks around safe and effective care.

93.0%

90.0%

&

Special cause of
Improving nature or
lower pressure due to
higher values

Variation indicates
inconsistently hitting
passing and failing the
target

Actions: Training and Development are currently undertaking regular risk assessment of stat and mand compliance and capacity for training in light of
current operational pressures

Present operational pressures may impact on specific core modules. If front line demand supercede capcity to attend e.g Resus and moving and handling
training ETD will continue to monitor complaince leves proactivley risk assess in advance CQC inspections.

84.0%
83.0%
82.0%
81.0%
80.0%
79.0%
78.0%
77.0%
76.0%
75.0%

Role Specific Mandatory Training Compliance Rate
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Role Specific Mandatory Training Compliance
The Role Specific Mandatory Training position currently stands at 80% (February 2022). This is continues to be in line with the Trust target of 80%.

Issues/Risks: Low MT compliance will result in the risks around safe and effective care.

80.0%

80.0%

@

Common cause - no
significant change

Variation indicates
inconsistently hitting
passing and failing the
target

Actions: Training and Development are currently undertaking regular risk assessment of stat and mand compliance and capacity for training in light of
current operational pressures

Mitigations: Over the last 3 months the compliance position has been static. A new target has been made for Role specific which is 85% by end of March
2022, this is a slight change from the previous target which was 80% by December 2021. ETD will continue to monitor complaince levels proactiviey
risk assess in advance CQC inspections.
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Appendix A - National Benchmarked Centiles Northern Lincolnshire
G
Centiles from the Public View website have been provided where available (these are not available for all indicators in the IPR). NHS F::L‘da(im?T‘r’ug

The Centile is calculated from the relative rank of an organisation within the total set of reporting organisations. The number can be used to evaluate the relative standing of an organisation within all reporting
organisation)s. If NLAG's Centile is 96, if there were 100 organisations, then 4 of them would be performing better than NLAG. The colour shading is intended to be a visual representation of the ranking of
NLAG (red indicates most organisations are performing better than NLAG, green indicates NLAG is performing better than many organisations. Amber shows NLAG is in the mid range).

Note: Organisations which fail to report data for the period under study are included and are treated as the lowest possible values.

Source: https://publicview.health as at 11/03/2022

* Indicates the benchmarked centiles are from varying time periods to the data presented in the IPR and should be taken as indicative for this reason
A Indicates the benchmarked centiles use a variation on metholody to the IPR and should be taken as indicative for this reason

Local Data (IPR) National Benchmarked Centile

IPR Section Category Indicator Period Actual Target Centile Rank Period
Planned % Under 18 Weeks Incomplete RTT Pathways Feb 2022 69.4% 92.0% 58 731172 *Jan 2022
Planned Number of Incomplete RTT pathways 52 weeks Feb 2022 296 0 62 66/171 *Jan 2022
Planned Diagnostic Procedures Waiting Times - 6 Week Breach % (DM01) Feb 2022 18.4% 1.0% 44 89/159 *Jan 2022
Cancer Cancer Waiting Times - 62 Day GP Referral Feb 2022 65.1% 85.0% 31 95/137 *Jan 2022
Urgent Care Emergency Department Waiting Times (% 4 Hour Performance) Feb 2022 64.4% 95.0% 20 107/133 Feb 2022
Access & Flow (Urgent Care Number Of Emergency Department Attendances Feb 2022 11,265 No Target 47 78/147 Feb 2022
Urgent Care Decision to Admit - Number of 12 Hour Waits Feb 2022 307 0 14 135/156 Feb 2022
Flow Bed Occupancy Rate (General & Acute) Feb 2022 91.0% 92.0% 38 99/159 Q3 21/22
Outpatients Outpatient Did Not Attend (DNA) Rate Feb 2022 9.7% No Target 24 128/168 *Jan 2022

COVID Number of COVID patients in ICU beds (Weekly) Feb 2022 1 No Target
28 148/204 Feb 2022
COVID Number of COVID patients in other beds (Weekly) Feb 2022 56 No Target

IPR Section Category Indicator Period Actual Target Centile Rank Period
Infection Control Number of MRSA Infections Jan 2022 0 0 100 1/138 *Dec 2021
Infection Control Number of E Coli Infections Jan 2022 4 9 78 31/138 *Dec 2021
Infection Control Number of Trust Attributed C-Difficile Infections Jan 2022 0 3 96 7/138 *Dec 2021
Infection Control Number of MSSA Infections Jan 2022 0 0 44 78/138 *Dec 2021
Mortality Summary Hospital level Mortality Indicator (SHMI) Sep 2021 107.1 As expected 23 94/122 *Oct 2021

Quality & Safety

Safe Care Number of Serious Incidents Raised in Month Dec 2021 6 No target Old data unsuitable for comparison
Safe Care Care Hours Per Patient Day (CHPPD) Jan 2022 8.3 No target 39 116/190 *Dec 2021
Safe Care Venous Thromboembolism (VTE) Risk Assessment Rate Jan 2022 73.2% 95.0% Old data unsuitable for comparison
Patient Experience  |Formal Complaints - Rate Per 1000 wte staff Jan 2022 7.8 No target Old data unsuitable for comparison
Patient Experience Friends & Family Test - Number of Positive Inpatient Scores Jan 2022 44%12? of No target 61 53/135 Jan 2022

IPR Section Category Indicator Period Actual Target Centile Rank Period
Workforce Staffing Levels Sickness Rate Jan 2022 7.9% 4.1% 28 154/214 *Oct 2021
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Appendix B - Access and Flow Committee Scorecard

Note 'Action Required' is stated when either Variation is showing special cause concern or Assurance indicates failing the target
* Indicators marked with an asterix have 'unvalidated' status at the time of producing the IPR
n/a is stated when the data is not presented as a statistical process control chart (variation not applicable) or a target is not set (assurance not applicable)

[INHS|

Northern Lincolnshire

and Goole
NHS Foundation Trust

Action \
" o o (
Percentage Under 18 Weeks Incomplete RTT Pathways Feb 2022 69.4% 92.0% Required \\/ Board
Action
Number of Incomplete RTT pathways 52 weeks* Feb 2022 296 0 ) Board
Required
~~
Total Inpatient Waiting List Size Feb 2022 10,340 11,563 (\/ Board
Planned Diagnostic Procedures Waiting Times - 6 Week Breach % (DM01)* Feb 2022 18.4% 1.0% R‘:::i‘:: ’ @ Board
Number of Incomplete RTT Pathways* Feb 2022 30,340 No target U n/a FPC
DMO1 Diagnostic Waiting List Size - Submitted Waiters (Live) Feb 2022 15,326 No Target @ n/a FPC
% of Inpatient Waiting List Risk Stratified (New and Review) Feb 2022 100.0% 99.0% @ FPC
Number of Overdue Follow Up Appointments (Non RTT) Feb 2022 27,859 9,000 Action () Board
P APP : ’ Required 2
N
Outpatient Did Not Attend (DNA) Rate Feb 2022 9.7% No target (\/\ n/a Board
N
Outpatients % Outpatient Non Face To Face Attendances Feb 2022 31.0% No target /\/ n/a Board
: ) - Action A
% Outpatient summary letters with GPs within 7 days Feb 2022 30.4% 50.0% 3 \\/ FPC
Required
% of Outpatient Waiting List Risk Stratified (New and Review) Feb 2022 88.5% 99.0% n/a n/a FPC
- . Action
Cancer Waiting Times - 62 Day GP Referral* Feb 2022 65.1% 85.0% . Board
Required
Cancer Waiting Times - 104+ Days Backlog* Feb 2022 25 0 Action () e Board
9 4 9 Required N
Patients With Confirmed Diagnosis Transferred By Day 38* Feb 2022 30.8% 75.0% Action (W) @ Board
9 y Day =R - Required I
Action N
Cancer Request To Test In 14 Days* Feb 2022 84.6% 100.0% ) Board
Required
—~ —
Cancer Waiting Times - 2 Week Wait* Feb 2022 95.2% 93.0% /\/ @ FPC
Cancer Cancer Waiting Times - 2 Week Wait for Breast Symptoms* Feb 2022 88.9% 93.0% R::::i’:: " @ Q\,:) FPC
Cancer Waiting Times - 28 Day Faster Diagnosis* Feb 2022 66.6% 75.0% Q @ FPC
= =
Cancer Waiting Times - 31 Day First Treatment* Feb 2022 98.0% 96.0% b FPC
N —
Cancer Waiting Times - 31 Day Surgery* Feb 2022 100.0% 94.0% (\/ @ FPC
—~ —
Cancer Waiting Times - 31 Day Drugs* Feb 2022 100.0% 98.0% b @ FPC
Cancer Waiting Times - 62 day Screening* Feb 2022 70.0% 90.0% @ @ FPC
- N Action
Emergency Department Waiting Times (% 4 Hour Performance) Feb 2022 64.4% 95.0% Required Board
Number Of Emergency Department Attendances Feb 2022 11,265 No target U n/a Board
Urgent Care Acti
Ambulance Handover Delays - Number 60+ Minutes Feb 2022 651 0 ¢ '_O" @ Board
Required
Decision to Admit - Number of 12 Hour Waits Feb 2022 307 0 Action @ (2) Board
Required K_j
% Patients Discharged On The Same Day As Admission (excluding daycase) Feb 2022 38.7% 92.0% @ Board
. Action K
% of Extended Stay Patients 21+ days Feb 2022 12.5% 12.0% ) s Board
Required
a0 2N
Inpatient Elective Average Length Of Stay Feb 2022 23 24 \/\ @ Board
/"7'\
Inpatient Non Elective Average Length Of Stay Feb 2022 3.7 41 @ @ Board
Flow N
Number of Medical Patients Occupying Non-Medical Wards Feb 2022 114 No target (\/\ n/a Board
— N
% Discharge Letters Completed Within 24 Hours of Discharge Feb 2022 89.3% 85.0% U @ Board
% Inpatient Discharges Before 12:00 (Golden Discharges) Feb 2022 15.2% 30.0% Ac"_"" @ @ Board
Required
//-'*«\\ B
Bed Occupancy Rate (G&A) Feb 2022 91.0% 92.0% v v Board
Number of COVID patients in ICU beds (Weekly) Feb 2022 1 No target @ n/a Board
coviD Number of COVID patients in other beds (Weekly) Feb 2022 56 No target @ n/a Board
% COVID staff absences (Weekly) Feb 2022 12.2% No target @ n/a Board

Page 35 of 37




Appendix B - Quality and Safety Committee Scorecard

Northern Lincolnshire
and Goole
Note 'Action Required' is stated when either Variation is showing special cause concern or Assurance indicates failing the target NHS Foundation Trust

n/a is stated when the data is not presented as a statistical process control chart (variation not applicable) or a target is not set (assurance not
applicable)

Number of MRSA Infections Jan 2022 0 0 () Board
\!/
Number of E Coli Infections Jan 2022 4 9 (%) Board
N/
Infection . . "
Number of Trust Attributed C-Difficile Infections Jan 2022 0 3 Board
Control
Number of MSSA Infections Jan 2022 0 0 @ Board
Number of Gram Negative Infections Jan 2022 7 12 () Board
9 K
As
Hospital Standardised Mortality Ratio (HSMR) Dec 2021 100.0 @ As expected Board
expected
As e
Summary Hospital level Mortality Indicator (SHMI) Sep 2021 107.1 expected \/w As expected Board
Number of patients dying within 24 hours of admission to hospital Feb 2022 14 No target () n/a Q&s
Mortality \H/
Number of emergency admissions for people in the last 3 months of life Feb 2022 172 No target ( ) n/a Q&S
\;/
Out Of Hospital (OOH) SHMI Oct 2021 1326 1100 Action Q&s
P ’ : Required o/
Acti
Structured Judgement Reviews - Rate Completed of those required Jan 2022 33.0% 100.0% Re:uli::d @ Q&s
Patient Safety Alerts to be actioned by specified deadlines Jan 2022 100.0% No target @ n/a Board
N
Number of Serious Incidents raised in month Dec 2021 6 No target I¢ ) n/a Board
N
Occurrence of 'Never Events' (Number) Dec 2021 1 0 n/a n/a Board
Duty of Candour Rate Nov 2021 100.0% No target @ nla Board
Safe Care Falls on Inpatient Wards (Rate per 1000 bed days) Jan 2022 4.9 0% @ nla Board
Hospital Acquired Pressure Ulcers on Inpatient Wards (Rate per 1000 bed days) Jan 2022 53 0% Ié N a Board
N/
. . o, o, Action
Venous Thromboembolism (VTE) Risk Assessment Rate Jan 2022 73.2% 95.0% . Board
Required
. Action
Care Hours Per Patient Day (CHPPD) Jan 2022 8.3 No target N n/a Board
Required 3
Mixed Sex Accommodation Breaches Feb 2022 4.0 0 n/a n/a Board
Formal Complaints - Rate Per 1000 wte staff Jan 2022 7.8 No target I¢ ) n/a Board
e/
Complaints Responded to on time Dec 2021 70.0% 85.0% @ Board
Friends and Family Test (FFT)
Number of Positive Inpatient Scores Jan 2022 449 out of 465 No target n/a n/a Board
Number of Positive A&E Scores Jan 2022 274 out of 374 No target nla n/a Board
Patient
. Number of Positive Community Scores Jan 2022 134 out of 146 No target n/a n/a Board
Experience
Number of Positive Outpatient Scores Jan 2022 10 out of 13 No target n/a n/a Board
Number of Maternity Antenatal Scores Jan 2022 0 outof 0 No target n/a n/a Board
Number of Maternity Birth Scores Jan 2022 100 out of 104 No target n/a n/a Board
Number of Maternity Postnatal Scores Jan 2022 2 outof 2 No target nla n/a Board
Number of Maternity Ward Scores Jan 2022 38 out of 40 No target n/a n/a Board
Percentage of Adult Observations Recorded On Time (with a 30 min grace) Feb 2022 90.4% 90.0% (A=) Q&s
Percentage of Child Observations Recorded On Time (with a 30 min grace) Jan 2022 100.0% 90.0% \) Q&S
Observations Escalation of NEWS in line with Policy Jan 2022 0.0% No target n/a Qas
Blood Glucose taken in the Emergency Department in Adult patients when NEWs score >1 Jan 2022 95.0% 100.0% ‘ -\,‘ Qss
Blood Glucose taken in the Emergency Department in Paediatric patients when PEWs score >1 Jan 2022 82.5% 100.0% ( ) Q&S
NS
Rate of Patients Screened for Sepsis using the Adult Sepsis Screening and Action Tool (based o o,
Sensi on Manual Audit) Jan 2022 80.0% 90.0% n/a n/a Q&S
epsis
Rate of those who had the Sepsis Six completed within 1 hour for patients who have a Red Flag o
. 0.0% Y
(based on Manual Audit) Jan 2022 ° 90.0% na n/a S
Percentage of patients admitted to IAAU with an actual, estimated or patient reported weight 67.5% p
recorded on EPMA or WebV (based on Manual Audit) Jan 2022 o7 No target na na Q&8s
Percentage of patients admitted to IAAU with an ACTUAL weight recorded on EPMA or WebV 26.3% g
(based on Manual Audit) Jan 2022 3% No target n/a n/a Q&S
. Percentage of patients admitted to IAAU whose weight was 50kg (+/- 6kg) who complied with
Prescribin
9 prescribing weight for dosing standard Jan 2022 75.0% No target n/a n/a Q&s
Rate of Insulin administered on time within wards using EPMA Jan 2022 99.3% 0.0% n/a n/a Q&S
Percentage of Medication Omissions for Ward Areas Using EPMA Jan 2022 2.0% No target n/a n/a Q&s
Diabetes Audit Findings (percentage) Jan 2022 76.7% 80.0% (ahe) (- Q&s
Diabetes A e v
i
Percentage of relevant staff who have completed mandatory diabetes training Feb 2022 87.7% 90.0% Re:u:::d @ Q&S
Re-admissions Percentage of patients re-admitted as an emergency within 30 days Feb 2022 7.9% 9.0% (\‘/‘ L ) Q&s
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Appendix B - Workforce Committee Scorecard

Note 'Action Required' is stated when either Variation is showing special cause concern or Assurance indicates failing the target.

*Indicators marked with an asterix have unvalidated status at the time of producing the IPR.

A Draft - The optimum method for analysing/presenting these figures is in development.
n/a is stated when the data is not presented as a statistical process control chart (variation not applicable) or a target is not set (assurance not applicable)

INHS

Northern Lincolnshire
and Goole
NHS Foundation Trust

Category Indicator Period Actual Target Action  Variation Assurance Audience
Unregistered Nurse Vacancy Rate Jan 2022 11.6% 2.0% Act|9n Q Board
Required
Registered Nurse Vacancy Rate Jan 2022 7.2% 8.0% @ Board
Vacancies
Medical Vacancy Rate Jan 2022 12.1% 15.0% Q Board
i 2
Trustwide Vacancy Rate Jan 2022 9.3% 7.0% ACt'?n @ @ Board
Required
Turnover Rate Feb2022  11.2% 9.4%  _Action @ Board
) Required
Staffing Levels Act]
Sickness Rate Jan2022  7.9% 4.1% ction @ Board
Required
PADR Rate Feb2022  80.0% 85.0% ~_Action Q Board
Required
Medical Staff PADR Rate Feb2022  77.0% 85.0% _Action Q Board
Required
g‘aﬁ Combined AfC and Medical Staff PADR Rate Feb2022  78.7% 85.0% ~_Action Q Board
evelopment Required
Core Mandatory Training Compliance Rate Feb 2022 93.0% 90.0% @ Board
?
Role Specific Mandatory Training Compliance Rate Feb 2022 80.0% 80.0% Q @ Board
Number of Disciplinary Cases Commenced Feb 2022 0 No target @ n/a WFC
Average Length of Disciplinary Process (Weeks) Feb 2022 0 12 @ WFC
Disciplinary
Number of Suspensions Commenced Feb 2022 1 No target @ n/a WFC
Average Length of Suspension (Weeks) Feb 2022 0 No target @ n/a WFC
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BOARD COMMITTEES VALUATION ASSESSMENT TOOL Northern Li:;?j"’ésoh;ll'g
Introduction NHS Foundation Trust

In accordance with the requirements of good corporate governance and in order to ensure their ongoing effectiveness, it is recommended that Trusts should
undertake a formal and rigorous annual evaluation of the performance of its Board committees (see footnote 1 below ). The following assessment tool has
been developed to evaluate the performance of the Quality & Safety Committee.

Objective Achieved |Evidence of Achievement Additional Comments Action Required
Yes |[No

1. Terms of Reference

1a. Does the Committee have 5 Terms of Reference

clearly defined Terms of Reference Committee Minutes

which have been approved by the Trust Board Minutes

Trust Board? Document Control Database

1b. Are the Terms of Reference 5 Terms of Reference

regularly reviewed and updated? Committee Minutes

Trust Board Minutes
Document Control Database

1c. Has the Committee discharged 5 Committee Minutes

its duties and responsibilities as per Action Log

the Terms of Reference and the Annual Review of Effectiveness

work programme? Work Programme

2. Reporting & Accountability

2a. Does the Committee regularly 5 Terms of Reference

work towards the strategic Committee Minutes

objectives of the Trust?

2b. Has the Committee reported 5 Trust Board Agenda & Minutes The Quality & Safety Committee
regularly and in a way that has Statement of Internal Control (SIC) Jhighlight report to the Trust Board
furthered the work of the Trust External Standards & Compliance |also provides assurance to the
Board and / or provided the Reports Governor Assurance Group and
necessary assurance to the Trust ‘Highlight’ Reports including review |helps governors to hold the chair
Board whilst also escalating of the Board Assurance Framework Jaccount for the performance of his

matters as required? (BAF) NED role




Objective Achieved |Evidence of Achievement Additional Comments Action Required
Yes |No

2c. Are the roles of and relationship 4 Terms of Reference No - Arguably there is too much

between this Committee and the Committee Agenda & Minutes overlap between the roles of the

other Board Assurance committees Board Assurance Framework (BAF)|Q&S and F&P Committees.

clear, include the review of risk and Risk Register (high level/Significant|Personally | feel that quality and

avoid duplication of effort? risks) operational performance should be
considered in tandem by a single
assurance committee report
Yes - The committee regularly
refers questions on Performance
and Workforce to the appropriate
Committees where Q&S queries
lead to further queries in these

2d. Has the Committee received 5 Committee Agenda & Minutes

regular reports and / or minutes Work Programme

from the sub-groups which report to ‘Highlight’ Reports from sub-groups

it, which avoid unnecessary detail Committee Minutes

2e. Has the Committee sought and 5 Committee Agenda & Minutes the timings are appropriate to the

received assurance that the Trust Integrated Performance Report topics

has reliable, real time, up-to-date Other associated reports as

information (e.g. patient

2f. Are issues referred to other 5 Committee Agenda, Minutes and

Board Committees or management Action Log

decision making groups, as Committee Highlight Report

appropriate? Referral Communication (written or

verbal)

3. Leadership

3a. Are the Committee meetings 5 Evaluation Results & Feedback Including the occasion when

chaired effectively? Maneesh Singh deputised

3b. Is the Committee Chair visible, 5 Annual Review of the Committee

demonstrates leadership and NED Chair visit records

4. Frequency of Meetings

4a. Has the Committee met at the 5 Meeting Schedule

frequency defined in its Terms of Committee Agenda & Minutes

4b. Where necessary, have 4 Committee Agenda & Minutes No - This has not been necessary




Objective

Achieved

Evidence of Achievement

Yes |No

Additional Comments

Action Required

additional meetings of the
Committee been held?

Attendance Matrix

in my short tenure although | do not
believe that any additional
meetings if required would be
refused.




Objective Achieved |Evidence of Achievement Additional Comments Action Required
Yes [No
5. Duration of Meetings
5a. Is there sufficient time during 4 1]Committee Agenda & Minutes No - Despite expert chairing there |Consider rotating agenda items in
meetings to consider and debate is frequently insufficient time to do |line with the practice adopted by the
agenda items, ensure sufficient justice to all agenda items F&P Committee
challenge and appropriate member Yes - Timing can be challenging
contribution? however | have not yet seen any
agenda item closed before debate
has completed.
6. Membership
6a. Does the Committee consist of 5 Terms of Reference | think it would benefit from a further|
the right number of appropriately Committee Minutes full NED member
knowledgeable, experienced, Attendance Matrix
6b. Is the membership of the 5 Terms of Reference
Committee kept under review? Committee Minutes
Trust Board Minutes
6¢. Does the Committee ensure 5 Terms of Reference Governor attending in an observer
that relevant patients, staff and Committee Minutes capacity act as proxy patients
other key stakeholders attend Information is presented by staff
meetings to enable it to understand and other key stakeholders who
the information it receives and can contribute and represent the
supports delivery of its issues discussed.
7. Receipt of Information
7a. Are committee papers 5 Committee Agenda & Minutes There is still the odd late paper but
distributed appropriately to give by and large papers are distributed
members sufficient time to consider in a timely manner.
them fully and prepare for The terms of reference were
meetings? amended to require papers to be
distributed at least 7 days prior to
meetings during 2021. Once this
was agreed by the Board there is
sufficient time to review papers.

The results of the evaluation exercise are to be reported to the Trust Board.

Please note that attendance levels and quoracy of the Committee are monitored at each meeting and captured in the minutes.




Objective

Achieved

Yes |[No

Evidence of Achievement

Additional Comments

Action Required

[1] Integrated Governance Handbook, Good Governance Institute, 2016
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NHS

Northern Lincolnshire

and Goole
NHS Foundation Trust

Name of the Meeting

Trust Board of Directors — Public

Date of the Meeting

5 April 2022

Director Lead

Mike Proctor, Non-Executive Director

Contact Officer/Author

Mike Proctor

Title of the Report

Quality & Safety Committee highlight report

Purpose of the Report and
Executive Summary (to

To appraise the Board of the discussions at Quality and Safety

. , Committee
include recommendations)
Background Information
and/or Supporting None
Document(s) (if applicable)
Prior A | P L1 TMB LI Divisional SMT
rior Approval Frocess [J PRIMs v Other: Click here to enter text.

Which Trust Priority does
this link to

[J Pandemic Response

v Quality and Safety

[] Estates, Equipment and
Capital Investment

[J Finance

[1 Partnership and System
Working

[] Workforce and Leadership

[1 Strategic Service
Development and
Improvement

[ Digital

[1 The NHS Green Agenda

[] Not applicable

To give great care:

To live within our means:

v1-11 [13-3.1
Which Trust Strategic 01-1.2 [03-3.2
Risk(s)* in the Board 1-13 To work more collaboratively:
Assurance Framework [(11-14 14
(BAF) does this link to [(11-15 To provide good leadership:
(*see descriptionsonpage 2) | [11-1.6 5
To be a good employer:
]2 [1 Not applicable
Elnanqlal implication(s) None
(if applicable)
Implications for equality,
diversity and inclusion, None
including health
inequalities (if applicable)
[] Approval v Information

Recommended action(s)
required

(] Discussion
] Assurance

[] Review
L] Other: Click here to enter text.

Kindness-Courage-Respect
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*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

11

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To seek
always to learn and to improve so that what is offered to patients gets better every year and matches the highest
standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the Trust fails to
deliver treatment, care and support consistently at the highest standard (by international comparison) of safety,
clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance targets
which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical harm
because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating both
to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which is high
quality, safe and sustainable.

14

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be inadequate
or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog maintenance
requirements or enforcement action) for the provision of high quality care and/or a safe and satisfactory
environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

NN

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse and
dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing, training,
development, continuous learning and improvement, attractive career opportunities, engagement, listening to
concerns and speaking up, attractive remuneration and rewards, compassionate and effective leadership,
excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a workforce which
is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or morale) to provide the
levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber Coast
and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and to
shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic Objective:
The risk that the Trust is not a good partner and collaborator, which consequently undermines the Trust’s or the
healthcare systems collective delivery of: care to patients; the transformation of care in line with the NHS Long
Term Plan; the use of resources; the development of the workforce; opportunities for local talent; reduction in
health and other inequalities; opportunities to reshape acute care; opportunities to attract investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be adequate
to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more of these
strategic objectives
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Highlight Report to Trust Board

Report for Trust Board Meeting on: April 2022
Report From: Quality & Safety Committee on 22 February
2022 and 22 March 2022

Highlight Report:

Community and Therapies gave assurance on divisional governance, noting that the shortfall
in funding had been agreed with Commissioners and work was underway to develop further
virtual wards. Further assurance was then received on the EOL work.

Surgery and Critical Care gave assurance on their work to improve quality, including the
cultural and process work following the Never Events, including the use of a specialist
Ergonomist to look at the accountable items process.

The Committee received a report on the progress against the Ockenden report, which was
approved for submission. Two new maternity Serious Incidents were noted on behalf of the
Board, and two maternity reports were noted as complete with the full action plans and
learning received demonstrating that the concerns identified had been addressed.

A framework on Patient Safety Partners, a volunteer role to ensure the patient voice in
strategic decisions on patient safety, was approved. It was agreed that this needed to be
discussed with Governors for clarity on the differences in roles.

The Committee received a report on Risk Stratification and Clinical harm, noting that while
no harm had yet been identified, there remained a concern in regards to the patients who
had been stratified as able to wait 3 months plus as in reality this wait was far longer and
harm would not be evident until the patient came to clinic or for the procedure.

The Nursing Assurance report demonstrated the impact of the Omicron variant of Covid-19
on the Trust, and while safety and quality had been maintained, it had been a difficult period
for staff.

The Safeguarding report identified ongoing concerns in relation to looked after children in
North East Lincolnshire. It was noted that the Trust was doing everything possible to help
address the concerns.

An update was given on QIA. It was agreed that this report could be 6 monthly henceforth.
There were no deviations from National Guidance including NICE guidance.

An update was received on the CQC action plan noting progress on the action including one
action going from red to green.

A discussion on cancer identified a difference in views on how to marry single strategic
oversight and governance structures. Further discussions were to be held in this regard.

The annual review of Committee effectiveness was received and is attached.

Confirm or Challenge of the Board Assurance Framework:

Discussed
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Action Required by the Trust Board:

The Trust Board is asked to note the key points made.

Mike Proctor
Non-Executive Director
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*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

11

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To seek
always to learn and to improve so that what is offered to patients gets better every year and matches the highest
standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the Trust fails to
deliver treatment, care and support consistently at the highest standard (by international comparison) of safety,
clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance targets
which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical harm
because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating both
to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which is high
quality, safe and sustainable.

14

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be inadequate
or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog maintenance
requirements or enforcement action) for the provision of high quality care and/or a safe and satisfactory
environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

NN

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse and
dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing, training,
development, continuous learning and improvement, attractive career opportunities, engagement, listening to
concerns and speaking up, attractive remuneration and rewards, compassionate and effective leadership,
excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a workforce which
is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or morale) to provide the
levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber Coast
and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and to
shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic Objective:
The risk that the Trust is not a good partner and collaborator, which consequently undermines the Trust’s or the
healthcare systems collective delivery of: care to patients; the transformation of care in line with the NHS Long
Term Plan; the use of resources; the development of the workforce; opportunities for local talent; reduction in
health and other inequalities; opportunities to reshape acute care; opportunities to attract investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be adequate
to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more of these
strategic objectives
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NLaG + Ockenden

Ockenden report — December 2020
2022 - 7 Immediate and Emerging Actions

Workforce plans

Kirkup 2015 report update (Morecambe Bay)

What have we achieved
Where are we now

What do we need




Ockenden

report, 2020

Donna Ockenden report —
Maternity services at Shrewsbury &
Telford

Key Issues —

Risk assessment

Management of complex
women

Failure to escalate
Culture of normal birth
Poor fetal monitoring practice

Lack of kindness and
compassion

Lack of anaesthetic support
Poor governance

Failure to listen to women and
families



Compliant Partially
Compliant

1 Enhanced Safety

[ ]
7 I m m e d I ate Ir;1plement Perinatal Clinical Quality Surveillance Model. ;

All maternity SI’s are shared with Trust boards and LMS
' 2. Listening to Women and their Families
l I I e rg I n g Gathering service user feedback
Executive Director with specific responsibility for maternity
! t . services. NED who supports Maternity Safety Champion
3. Staff Training and working together
° Consultant led labour ward rounds twice daily
( I n C | 1 2 MDT training with schedule

Ringfenced funding for maternity staff training

< s

ASRNEN

4. Managing complex pregnancy

[ ] o
( I I n I Ca | Named consultant lead and audit compliance j

Support Maternal Medicine Specialist Centres

[ ] [ ] o .
Priorities) e «

6. Monitoring Fetal Wellbeing
Implement Saving Babies Lives bundle. 5

e Lead fetal monitoring midwife and clinician

7. Informed Consent
Pathways of care clearly described for women




Workforce plans



e Continued recruitment to current establishment
— International recruitment of midwives — 5 — 6 recruited

—  Weekly surgeries with Student Midwives to aid support
and future recruitment

— Retention bid monies to support midwives and reduce
leavers

Workforce

* Birthrate Plus — awaiting final report

p I ans *  Continuity of Carer —addl 16 midwives required
(pending BR+ outcome)

* Diabetes midwife — required
* Project manager — to support Ockenden work




Kirkup (2015)
Morecambe
Bay report*
February

2022

44 recommendations, 18 actions locally

Updated action plan

*9 green, 7 amber, 2 red

e Amber includes MT, PROMPT, PADR compliance,
Embedding of Safety Champion work, Audit RCOG
workforce guidance, OT Recovery training

e Red includes Risk Assessment SOP, Audit Risk
Assessment guidance

* *Included on Trust Risk Register




Fetal monitoring lead clinicians and midwife
Saving Babies Lives lead midwife

New posts — Clinical education, training
admin, consultants

Increased MDT training, TNA aligned to
Core Competency Framework

PCSP electronically

Service user involvement throughout
Staff engagement sessions

Achieved CNST 10 Safety Actions

S| detail to Trust Board / LMS

Collaborative working with LMS includes
cross-trust support re Sl investigations

Investigation training course (5 days)
Co-production with MVP

Listening to complainants as part of
constructive feedback

Working with inception of Maternal
Medicine Centres

Saving Babies Lives v2 — 2021

Continuity of Carer — 3 teams,
implementation plan agreed at Board

Safety mailbox, Shout Out Wednesday
Maternity Chat monthly events
Maternity Chat Band 7 monthly events
Collaborative working with HSIB

Represent Trust at regional / national
groups

10

What have
we achieved



Identified a need to undertake targeted
work with culture, compassion, kindness

Requirement to support leaders to be
the best they can be

Outsourced delivery of culture sessions
with NHSE/I monies (Health & Well-
being) for all midwifery staff

Large amount of audits, SOP creation,
monitoring to do — e.g. Complex women,
Risk Assessments

Embedded PMRT, Consultant ward
rounds, external PMRT reviewer

Finalising Birthrate Plus review

Working with women and clinicians
regarding participating equally in
decision making processes

Great strides forward with Ql projects —
Induction of Labour, Triage, Newborn
Bloodspot

Establishment reviews with Chief Nurse
planned

Informed consent -

1"

Where are
we Now



What do

we need

Focus on progress

* Monitoring of action plan progress*
e Timely escalation

e Engagement of entire clinical team
e Project Manager

Ability to sustain improvement

e Continued audit cycle
e Weekly meetings — commitment of attendance
e Embedding Safety Champion work

Celebrate the achievements

e Share across the Division / Trust / LMS
e Put NLaG maternity services on the map

e * Not meeting Ockenden recommendations is
included on the Trust Risk Register




Action plans

e Kirkup action plan, 2022 . =

DDDDDDDD

* Ockenden action plan, v8 e

+ IEA, updated 22/2/22 Bl

wverPoint Presentat



Ockenden Action Plan v8



DIVISION: FAMILY SERVICES













		No

		Immediate and Essential Actions 1-7

		Minimum Evidence Required

		Assessment Criteria

		Action/ Lead/ Date completed by

		Evidence Of Completion (sources of verification)

		RAG	

		Ockenden  evidence feedback – evidence required



		1.







Q1

		Immediate and Essential Action 1: Enhanced Safety

Clinical change where required must be embedded across trusts with regional clinical oversight in a timely way. Trusts must be able to provide evidence of this through structured reporting mechanisms e.g. through maternity dashboards. This must be a formal item on LMS agendas at least every 3 months. 

		SOP required which demonstrates how the trust reports this both internally and externally through the LMS.                                                                                                                                  

Submission of minutes and organogram, that shows how this takes place.                                                                        

Minutes and agendas to identify regular review and use of common data dashboards and the response / actions taken.  

                                                                                                                                        Dashboard to be shared as evidence

		Confirmation of a Maternity Services Dashboard



Confirmation this is seen by the LMS at least Quarterly

		JW / NF

31/1/22

31/3/22

		LMS email 7/1/21

Maternity Forum agenda and minutes January 2021 and April 2021

Dashboard Q1 Q2 Q3

HCV LMS Ockenden action plan

LMS data, plans to audit and update



		

		SOP – demonstrates how Trust reports maternity dashboard to LMS quarterly both internally and externally through the LMS



		Q2

		External clinical specialist opinion from outside the Trust (but from within the region), must be mandated for cases of intrapartum fetal death, maternal death, neonatal brain injury and neonatal death.

		Policy or SOP which is in place for involving external clinical specialists in reviews.   

                                                                                                                                                                       Audit to demonstrate this takes place.

		Confirmation of external specialist opinion on reviews

		

		LMS specialist opinion list

LMS External review process and SOP reporting SI

LMS evidence

		

		



		Q3

		All maternity SI reports (and a summary of the key issues) must be sent to the Trust Board and at the same time to the local LMS for scrutiny, oversight and transparency. This must be done at least every 3 months

		Submit SOP 

Submission of private trust board minutes as a minimum every three months with highlighted areas where SI’s discussed 

Individual SI’s, overall summary of case, key learning, recommendations made, and actions taken to address with clear timescales for completion



		Confirmation that SI go to Trust Board monthly.

Confirmation that a SUMMARY of SI key issues goes to Trust Board

Confirmation that SI  GO TO LMS Board

Confirmation that a SUMMARY of SI key issues goes to LMNS Board

Each of the above happen quarterly

		 NJ / Angie Legge  

31/1/22

31/3/22

		SI reporting SOP (LMS)

QSC minutes March 21, April 2021 and May 21

QSC  SI Report April 21 and May 21 

Patients Impacts Paper Feb 21 (demonstrates Quality and Safety committee monthly)

Executive Governance Report

LMS SOP with attachments

QSC SI report June 2021  

		3/3/22 emailed AL

7/3/22 AL will add action plan and recommendations to report for QSC.  Will send next couple as evidence

		Report to board to include ‘summary of case, key learning, recommendations made, and action taken to address with clear timescales for completion



		



Q4

		Link to maternity safety actions:

Action 1. Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required standard?

		Local PMRT report. PMRT trust board report. Submission of a SOP that describes how parents and women are involved in the PMRT process as per the PMRT guidance.                                                                                  

Audit of 100% of PMRT completed demonstrating meeting the required standard including parents notified as a minimum and external review.

		Confirmation that PMRT is undertaken



		Toni Newlove / Rachel Stead

31/1/22

		Jan 2021 and April 2021 PMRT Trust Board rpt.

PMRT membership, ToR, guideline

PMRT local summary report 1/12/20 to 7/6/21

Parent engagement flowchart and letters

PMRT Case list 

			3/3/22 email sent to Rachel Stead re audit

		Audit of 100% of PMRT completed, demonstrating meeting the required standard including parents notified as a minimum and external review.



		Q5

		Action 2. Are you submitting data to the Maternity Services Dataset to the required standard?

		Evidence of a plan for implementing the full MSDS requirements with clear timescales aligned to NHSR requirements within MIS

		Confirmation that Monthly score card completed (13 mandatory criteria)  

		

		Scorecards

		

		



		Q6

		Action 10. Have you reported 100% of qualifying cases to HSIB and (for 2019/20 births only) reported to NHS Resolution’s Early Notification scheme?

		Audit showing compliance of 100% reporting to both HSIB and NHSR  Early Notification Scheme

		Confirmation that 100% of cases are reported to HSIB & NHS Resolution

		EN email – change in process

		EN notification forms

		NF mtg GC 4/3/22 re check process



		



		Q7

		Link to urgent Clinical Priorities:

(a) A plan to implement the Perinatal Clinical Quality Surveillance Model

		Full evidence of full implementation of the perinatal surveillance framework by June 2021.                                      

Submit SOP and minutes and organogram of organisations involved that will support the above from the trust, signed of via the trust governance structure.                                                                                                                                                                              

LMS SOP and minutes that describe how this is embedded in the ICS governance structure and signed off by the ICS.

		Confirmation that Trust / LMS / ICS responsibilities  of the model are implemented

		LMS

31/1/22

		

		

		



		Q8

		(B) All maternity SIs are shared with Trust boards at least monthly and the LMS, in addition to reporting as required to HSIB

		Submit SOP 

Submission of private trust board minutes as a minimum every three months with highlighted areas where SI’s discussed 

Individual Si’s, overall summary of case, key learning, recommendations made, and actions taken to address with clear timescales for completion





		Confirmation that SI go to Trust Board ( not a sub group of board such as Quality group)

Confirmation that SI  go to LMS Board

Each of the above happen Monthly

		

		SI reporting SOP (LMS)

QSC minutes March, April, May 2021

QSC  SI Report April 21 and May 21 

Patients Impacts Paper Feb 21 (demonstrates Quality and Safety committee monthly)

QSC SI report June 21

		

		



		



Q9

		Immediate and Essential Action 2: Listening to women and families

Trusts must create an independent senior advocate role which reports to both the Trust and the LMS Boards.

		No expectation that this action is met - national guidance awaited.

		

		

		

		3/3/22 no change





		National Guidance still awaited



		Q10

		The advocate must be available to families attending follow up meetings with clinicians where concerns about maternity or neonatal care are discussed, particularly where there has been an adverse outcome.

		No expectation that this action is met - national guidance awaited

		

		

		

		3/3/22 no change



		National guidance still awaited



		Q11

		Each Trust Board must identify a non-executive director who has oversight of maternity services, with specific responsibility for ensuring that women and family voices across the Trust are represented at Board level. They must work collaboratively with their maternity Safety Champions.

		Name of NED and date of appointment

                                                                                                                                                                                                                                  Evidence of ward to board and board to ward activities e.g. NED walk arounds and subsequent actions

                                                                                                                                          Evidence of NED sitting at trust board meetings, minutes of trust board where NED has contributed                           

Evidence of how all voices are represented: 

Evidence of link in to MVP; any other mechanisms  

NED JD

		Confirmation of an identified Trust Board Non Exec

		Ruth Prentice/ NED / JW



31/1/22

		Name of NED and date of appointment and JD

Family services divisional newsletter

Maternity Transformation Board TOR

Maternity Transformation Meeting minutes

QSC meeting minutes March 2021 and April 2021

Shout out Wednesday

NED Safety Champions description

January 2021 – Maternity safety Champion Bulletin.

Safety Champions Framework – mechanisms for communication.

21/1/22 

NED attended MVP meeting.





		3/3/22 SENT TO MP / SARAH MEGGITT

		Evidence of how all voices are represented.

Evidence of NED sitting at Trust Board meetings

Minutes of Trust Board mtg where NED has contributed

Evidence of ward to board and board to ward activities of NED eg NED walkarounds and subsequent actions

NED JD



		Q12

		Link to maternity safety actions:

Action 1: Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the required standard?



		Local PMRT report. 

                                                                                                                                                                                                                                                                                                                            PMRT trust board report.   

                                                                                                                                                                                                                                                                                                                          Submission of a SOP that describes how parents and women are involved in the PMRT process as per the PMRT guidance.    

                                                                                                                                                                  Audit of 100% of PMRT completed demonstrating meeting the required standard including parents notified as a minimum and external review.



		Confirmation that PMRT is undertaken   

                                                                   Confirmation that Parents are involved



		

		Jan 2021 and April 2021 PMRT Trust Board report.

PMRT membership, ToR and guideline

PMRT local summary report 1/12/20 to 7/6/21

Parent engagement flowchart and letters

PMRT Case list

		

		



		Q13

		Action 7: Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices Partnership to coproduce local maternity services?

		Upload your CNST evidence of co-production.  If utilised then upload completed templates for providers to successfully achieve maternity safety action 7. CNST templates to be signed off by the MVP.                                                                                                          Evidence of service user feedback being used to support improvement in maternity services (E.G you said, we did, FFT, 15 Steps)                                                                                                                                               Clear co-produced plan, with MVP's that demonstrate that co production and co-design of service improvements, changes and developments will be in place and will be embedded by Dec 2021.

		Confirmation of approach to gathering Service User feedback (i.e. 15 steps / FFT / You Said We Did) AND MVP in place that Coproduces services

		

		CNST evidence of co production.



		3/3/22 met, action plan formatted – to be added as evidence

		21/1/22 

Picker – coproduction. NF and RP meeting Feb to produce action plan.



		Q14

		Action 3: Can you demonstrate that the Trust safety champions (obstetrician and midwife) are meeting bimonthly with Board level champions to escalate locally identified issues?

		SOP that includes role descriptors for all key members who attend by-monthly safety meetings.                                                                                                                        Log of attendees and core membership.                                                                                                                                                                                                                                            Action log and actions taken.                                                                                                                                                                                                                                                                       Minutes of the meeting and minutes of the LMS meeting where this is discussed.

		Identified Safety Champions working with  Exec and Non Exec Board Leads for Maternity

		NJ – For discussion at Maternity Transformation Board re meetingthis action

31/12/21

		Maternity Transformation Board TOR

Maternity Transformation Board Minutes and Action Log March 2021 

LMS Safer workstream minutes

		3/3/22 to discuss with N chatterton

		Trust Safety Champions meeting bi-monthly with Board Level Champions.

SOP to include role descriptors for all key members who attend by-monthly safety meetings.



		Q15

		(a) List of urgent clinical priorities:  Evidence that you have a robust mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices Partnership (MVP) to coproduce local maternity services.

		Please upload your CNST evidence of co-production.  If utilised then upload completed templates for providers to successfully achieve maternity safety action 7. CNST templates to be signed off by the MVP.    

                                                                                                                 Evidence of service user feedback being used to support improvement in maternity services (E.G you said, we did, FFT, 15 Steps)  

                                                                                                                                                       Clear co produced plan, with MVP's that demonstrate that co-production and co-design of all service improvements, changes and developments will be in place and will be embedded by December 2021.

		Same score as Q13

		

		CNST evidence of co production.



		3/3/22 RP part of 15 Steps

To ask RP for MVP workplan

		20/1/22

QI/PIL 

Listening events –recent users had IOL – hear their stories

MVP workplan 

Arranged for RP to be part of 15 steps assessments



		Q16

		(b) In addition to the identification of an Executive Director with specific responsibility for maternity services, confirmation of a named non-executive director who will support the Board maternity safety champion bringing a degree of independent challenge to the oversight of maternity and neonatal services and ensuring that the voices of service users and staff are heard.

		Name of ED and date of appointment

                                                                                                                                                         Name of NED and date of appointment

                                                                                                                Evidence of participation and collaboration between ED, NED and Maternity Safety Champion, e.g. evidence of raising issues at trust board, minutes of trust board and evidence of actions taken   

Role descriptors

		Confirmation of an identified Trust Board Executive Director AND a Non Executive Director

		NED / JW



31/1/22

		NED name and date of appointment – email evidence

ED – name and date of appointment

Safety Champions Framework – mechanisms for communication

Maternity Transformation Board TOR 

Maternity Transformation Board Agenda & Minutes – Feb & Mar 2021



		3/3/22 EMAILED Mike Proctor / Sarah Meggitt







		Non-exec director support the board maternity safety champion – evidence of participation and collaboration between Exec Director, NED & Maternity Safety Champion eg evidence of raising issues at trust board, minutes of trust board and evidence of actions taken.



		Q17

		Immediate and essential action 3:

Staff training and working together

Trusts must ensure that multidisciplinary training and working occurs and must provide evidence of it. This evidence must be externally validated through the LMS, 3 times a year.





		Submit training needs analysis (TNA) that clearly articulates the expectation of all professional groups in attendance at all MDT training and core competency training. Also aligned to NHSR requirements.                                                                                                                                                                      Submit evidence of training sessions being attended, with clear evidence that all MDT members are represented for each session.                                                                                                                                     LMS reports showing regular review of training data (attendance, compliance coverage) and training needs assessment that demonstrates validation describes as checking the accuracy of the data.                       

Where inaccurate or not meeting planned target what actions and what risk reduction mitigations have been put in place.                                                                                                                                                    A clear trajectory in place to meet and maintain compliance as articulated in the TNA.       

		Training together:



Confirmation of MDT training AND this is validated through the LMS x 3 per year

		LMS / NJ

31/1/22

		TNA

LMS evidence

DCP211 Trust Mandatory Policy GL.

Man training

Monthly stats -(year) January,February, March, April, May 21.

Trajectory re PROMPT re Training Group attendees Jan –June 21 SGH/DPOW



		3/3/22 require trajectory and action plan (see last note)



Training data inputted to PQSAG – to save evidence (minutes)

Need roll call of staff grp attending PROMPT

		MDT training and working occurs evidence must be externally validated through the LMS 3 times per year. 

A clear trajectory to be in place to meet and maintain compliance as articulated in the TNA.

LMS reports showing regular review of training data (attendance, cover compliance) and training needs assessment that demonstrates validation describes as checking the accuracy of the data.

Submit evidence of training sessions being attended, with clear evidence that all MDT members are represented for each session.

Where inaccurate or not meeting planned target what actions and what risk reduction mitigations have been put in place.



		Q18

		Multidisciplinary training and working together must always include twice daily (day and night through the 7-day week) consultant-led and present multidisciplinary ward rounds on the labour ward.

		SOP created for consultant led ward rounds.

 Evidence of scheduled MDT ward rounds taking place since December, twice a day, day & night. 7 days a week (e.g. audit of compliance with SOP)

		Working together:



Confirmation of all criteria requested

		

		SGH coordinator handover tool

Coordinator tool

Audit SGH

SOP Ward Round DPOW SGH/ DPOW Dec 21 / June 2021 

		3/3/22 need spot check audit



		



		Q19

		Trusts must ensure that any external funding allocated for the training of maternity staff, is ring-fenced and used for this purpose only (e.g. Maternity Safety Fund, Charities monies, MPET/SLA monies etc that is specifically given for training)

		Evidence that additional external funding has been spent on funding including staff can attend training in work time.                                                                                                                                                                                       Evidence of funding received and spent.                                                                                                         Confirmation from Directors of Finance

Evidence from Budget statements.

MTP spend reports to LMS

		Confirmation of ring fenced Maternity training budget

		Finance – Jane Price

31/1/22

		Ellie Parker email re Funded courses

Email from Kirsty Harper added.

LMS end of year report

		3/3/22 emailed Jane Price

		Confirmation from directors of finance.

Evidence from budget statements

Evidence of funding received and spent

MTP spend reports to LMS



		Q20

		Link to maternity safety actions:

Action 4: Can you demonstrate an effective system of clinical workforce planning to the required standard?

		See section 2

		See section 2

		

		CNST Safety action 4

		



		



		Q21

		Action 8: Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies training session since the launch of MIS year three in December 2019?

		Submit training needs analysis (TNA) that clearly articulates the expectation of all professional groups in attendance at all MDT training and core competency training. Also aligned to NHSR requirements. 

                                                                                                                                      Submit evidence of training sessions being attended, with clear evidence that all MDT members are represented for each session.   

                                                                                                                                                                                           LMS reports showing regular review of training data (attendance, compliance coverage) and training needs assessment that demonstrates validation describes as checking the accuracy of the data.                                                                                           Where inaccurate or not meeting planned target what actions and what risk reduction mitigations have been put in place.      

                                                                                                                                                                       A clear trajectory in place to meet and maintain compliance as articulated in the TNA.   

                                                                                                                                                                                                                                        Attendance records - summarised      

		90% achieved on MDT training of all Staff groups (Obstetrics / Anaesthetists / Maternity / Neonates / Support Workers)















		NJ

31/1/22

		TNA

Attendees for 6 months 

Attendance records summarised.

Trajectory re PROMPT training Group attendees Jan –June 21 SGH/DPOW

		See no.17

		A clear trajectory in place to meet and maintain compliance as articulated in the TNA.

LMS reports showing regular review of training data, (attendance, compliance coverage) and training needs assessment that demonstrates validation describes checking the accuracy of the data.  Where inaccurate or not meeting planned targets what actions and what risk reductions mitigations have been put in place.



		Q22

		Link to urgent clinical priorities:

Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per week.

		SOP created for consultant led ward rounds.  

                                                                                                                                                  Evidence of scheduled MDT ward rounds taking place since December 2020 twice a day, day & night; 7 days a week (E.G audit of compliance with SOP)

		See Q18

		

		SOP ward rounds DCR 187

Spot check audits Dec 20 / Dec 20 / June 21 DPOW & SGH

		See no. 18

		



		Q23

		The report is clear that joint multi-disciplinary training is vital, and therefore we will be publishing further guidance shortly which must be implemented. In the meantime we are seeking assurance that a MDT training schedule is in place

		Submit training needs analysis (TNA) that clearly articulates the expectation of all professional groups in attendance at all MDT training and core competency training. Also aligned to NHSR requirements.

                                                                                                                                                                                                                                 Submit evidence of training sessions being attended, with clear evidence that all MDT members are represented for each session.  

                                                                                                                                   LMS reports showing regular review of training data (attendance, compliance coverage) and training needs assessment that demonstrates validation described as checking the accuracy of the data.                                          Where inaccurate or not meeting planned target what actions and what risk reduction mitigations have been put in place.       

                                                                                                                                                                           A clear trajectory in place to meet and maintain compliance as articulated in the TNA.    

		See Q21

		LMS / NJ

31/1/22

		TNA

Attendees for 6 months 

Attendance records summarised.

Trajectory re PROMPT training - Group attendees Jan –June 21 SGH/DPOW

		See no. 17

		A clear trajectory in place to meet and maintain compliance as articulated in the TNA.

LMS reports showing regular review of training data, (attendance, compliance coverage) and training needs assessment that demonstrates validation describes checking the accuracy of the data.  



		









Q24

		Immediate and essential action 4: 

Managing Complex Pregnancy

Through the development of links with the tertiary level Maternal Medicine Centre there must be agreement reached on the criteria for those cases to be discussed and /or referred to a maternal medicine specialist centre.

		SOP that clearly demonstrates the current maternal medicine pathways that includes: agreed criteria for referral to the maternal medicine centre pathway. 

Audit that demonstrates referral against criteria has been implemented that there is a named consultant lead, and early specialist involvement and that a Management plan that has been agreed between the women and clinicians   

		Agreement reached on criteria for referral to Mat Med Specialist Centre

		Preeti Gandhi + Clinical Leads – SOP

31/1/22

		LMS evidence as to current position

		

3/3/22 to PG + Clinical Leads

		Audit that demonstrates referral against criteria has been implemented, that there is a named consultant lead and early specialist involvement and management plan agreed between the women and the clinician.

A SOP that clearly demonstrates the current maternal medicine pathway, that includes agreed criteria for referral to the maternal medicine centre pathway.





		Q25

		Women with complex pregnancies must have a named consultant lead

		SOP that states that both women with complex pregnancies who require referral to maternal medicine networks and women with complex pregnancies but who do not require referral to maternal medicine network must have a named consultant lead.  

 Audit of 1% of notes, where all women have complex pregnancies to demonstrate the woman has a named consultant lead.

		Named consultant lead for all women identified = Yes

		PG + Clinical Leads

31/1/22

		Spot check audit of Lead consultant for complex pregnancies  21/12/21 (8 DPOW/10 SGH)

DCG204 (appendix D) Midwifery Led Care Guideline

		3/3/22 – to PG + Clinical Leads

		Audit of 1% of notes where all women have complex pregnancies to demonstrate the woman has a named consultant lead.

A SOP that states that both women with complex pregnancies who require referral to maternal medicine networks and women with complex pregnancies but who do not require referral to maternal medicine unit have a named consultant.



		Q26

		Where a complex pregnancy is identified, there must be early specialist involvement and management plans agreed between the woman and the team

		SOP that identifies where a complex pregnancy is identified, there must be early specialist involvement and management plans agreed between the woman and the teams.   

Audit of 1% of notes, where women have complex pregnancies to ensure women have early specialist  involvement and management plans are developed by the clinical team in consultation with the woman.

		Referenced to specialist involvement and management plans developed

		PG + Clinical Leads

31/1/22

		DCG 177 Clinical Risk Assessments during Antenatal Care Guideline

Notes audit

		3/3/22 to PG + Clinical Leads

		An Audit of 1% of notes where women have complex pregnancies to ensure that women have early specialist involvement and management plans are developed by the clinical team in consultation with the woman.



		Q27

		Link to maternity safety actions:

Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?

		SOP's

Audits for each element. 

Guidelines with evidence for each pathway

		Confirmation of compliance with all elements

		

		Email from SBL survey 5 (T Grandison)

Guildlines – SGA, DCG238 Fetus growth assessment and management, DCG367 Preterm Birth Management of Women at risk of preterm birth between 22 weeks and 36+6 days and Referral Form

CNST Element 1: CO results March/April 21

Element 2: FGR spotcheck audit

DCG221 - Raised BMI 

Quarterly audit SGA and action plan. May 21

Element 3: Computerised CTG and reduced fetal movements leaflet audit x2  DPOW and SGH

Element 4: K2 stats 20th and 26th May 2nd June 21.

Element 5: Steroid /Mag sulphate administration stats – May 21 / Birth outside appropriate care setting.

		???updated versions required for 21/22 - ?amber

		



		Q28

		Link to urgent clinical priorities:

A. All women with complex pregnancy must have a named consultant lead, and mechanisms to regularly audit compliance must be in place.

		SOP's

Audits for each element. 

Guidelines with evidence for each pathway

		Confirmation of compliance with  all elements

		Matrons

31/1/22

		Midwifery Led Care Guideline DCG 204







		3/3/22 SOP to be written

		A SOP that states women with complex pregnancies must have a named consultant lead.





		Q29

		B. Understand what further steps are required by your organisation to support the development of maternal medicine specialist centres

		The maternity services involved in the establishment of maternal medicine networks evidenced by notes of meetings, agendas, action logs.                                                                                                                                    Criteria for referrals to MMC                                                                                                                                                                    Agreed pathways

		Confirmation that Trust is developing their local actions as part of an agreed Network approach

		

		

			

		



		



Q30

		Immediate and essential action 5: Risk Assessment Throughout Pregnancy

All women must be formally risk assessed at every antenatal contact so that they have continued access to care provision by the most appropriately trained professional

		SOP that includes definition of antenatal risk assessment as per NICE guidance.      

                                                                                                                                                                                         How this is achieved within the organisation.                                                                                                                                                                                                                                                                                   What is being risk assessed.      

                                                                                                                                                                                                                                                                Review and discussed and documented intended place of birth at every visit.    

Personal Care and Support plans are in place and an ongoing audit of 1% of records that demonstrates compliance of the above.  

		Risk Assessment at every AN Contact

		Clinical Leads

31/1/22

		DCG 177 Antenatal Risk Assessment Guideline - Clinical Risk assessments during antenatal care.

Monthly Maternity Documentation Audit May 21.



		3/3/22 to do - ???NF

		How is this achieved within the organisation.  Personal Care and Support Plans are in place and an on-going audit of 1% of records that demonstrate compliance of the above.

Review and discussed and documented intended place of birth at each visit.

A SOP that includes definition of antenatal risk assessment as per NICE guidance.

What is being risk assessed





		Q31

		Risk assessment must include ongoing review of the intended place of birth, based on the developing clinical picture.

		SOP that includes review of intended place of birth.

                                                                                                                                                                 Personal Care and Support plans are in place and an ongoing audit of 1% of records that demonstrates compliance of the above.   

                                                                                                                                                  Out with guidance pathway.        

                                                                                                                                                       Evidence of referral to birth options clinics

		Review of place of birth in risk assessment at all AN contacts

		Clinical Leads

31/1/22

		Guideline DCG 177 Antenatal Risk Assessment Guideline - Clinical Risk assessments during antenatal care.



		.

3/3/22 – SOP with Risk Assessment SOP - ???NF



Evidence – Natalies learning lessons Feb 22

		Evidence of referral to birth options clinic.

Out with guidance pathway.

Personal Care and Support Plans are in place and an on-going audit of 1% of records that demonstrates compliance of the above.

A SOP that includes review of intended place of birth.



		Q32

		Link to Maternity Safety actions

Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?

		SOP's

Audits for each element

Guidelines with evidence for each pathway

		See Q27

		

		Email from HCV survey 5 (T Grandison)

Guildelines – SGA, DCG238 Fetus growth assessment and management, DCG367 Preterm Birth Mgmt of Women at risk of preterm birth between 22 weeks and 36+6 days and Referral Form

CNST Element 1: CO results March/April 21

Element 2: FGR spotcheck audit

DCG221 - Raised BMI 

Quarterly audit SGA and action plan. May 21

Element 3: Computerised CTG and reduced fetal movements leaflet audit x2. – DPOW & SGH

Element 4: K2 stats 20th and  26th May 2nd June 21.

Element 5: Steroid ?Mag sulph administration stats – May 21 / Birth outside appropriate care setting

		

		



		Q33

		A risk assessment must be completed and recorded at every contact. This must also include ongoing review and discussion of intended place of birth. This is a key element of the Personalised Care and Support Plan (PSCP). Regular audit mechanisms are in place to assess PCSP compliance.

		SOP to describe risk assessment being undertaken at every contact.                                                                       What is being risk assessed.                                                                                                                                           How this is achieved in the organisation.                                                                                                                                  Review and discussed and documented intended place of birth at every visit.                                                                                                          Personal Care and Support plans are in place and an ongoing audit of 5% of records that demonstrates compliance of the above.                                                                                                                                                                                                                                                           Example submission of a Personalised Care and Support Plan (It is important that we recognise that PCSP will be variable in how they are presented from each trust)

		Are PCSPs in place and are they audited

		Clinical Leads

31/1/22

		Guideline DCG 177 Antenatal Risk Assessment Guideline - Clinical Risk assessments during antenatal care.

Email from Becky Case re PCSP.

Posters

		3/3/22 as no. 30 - ???NF

		How this is achieved in the organisation – (PC&SP) are in place and an on-going audit of 5% of records that demonstrates compliance of the above.

Review and discussed and documented intended place of birth at every visit.

A SOP to describe risk assessment being undertaken at every contact.

What is being risk assessed.



		Q34

		Immediate and Essential Action 6: Monitoring Fetal Wellbeing

All maternity services must appoint a dedicated Lead Midwife and Lead Obstetrician both with demonstrated expertise to focus on and champion best practice in fetal wellbeing. 

		Name of dedicated Lead Midwife and Lead Obstetrician                                                                                                              Copies of rotas / off duties to demonstrate they are given dedicated time.                                                                        Examples of what the leads do with the dedicated time E.G attendance at external fetal wellbeing event, involvement with training, meeting minutes and action logs.                                                                                                           Incident investigations and reviews

		Both MW and Obstetrician in place

		PG

31/1/22

		Names –safety champion bulletin March 21

LK JD

Job plans

Examples

		3/3/22 – sent to MM / MK for job plans.

7/3/22 – MM confirmed in job plan



		Copies of rotas/off duties to demonstrate they are given dedicated time.



		Q35

		The Leads must be of sufficient seniority and demonstrated expertise to ensure they are able to effectively lead on: 

Improving the practice of monitoring fetal wellbeing 

Consolidating existing knowledge of monitoring fetal wellbeing

Keeping abreast of developments in the field

Raising the profile of fetal wellbeing monitoring 

Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately supported

Interfacing with external units and agencies to learn about and keep abreast of developments in the field, and to track and introduce best practice.

The Leads must plan and run regular departmental fetal heart rate (FHR) monitoring meetings and cascade training. 

They should also lead on the review of cases of adverse outcome involving poor FHR interpretation and practice. 

The Leads must ensure that their maternity service is compliant with the recommendations of Saving Babies Lives Care Bundle 2 and subsequent national guidelines

		• Job Description which has in the criteria as a minimum for both roles and confirmation that roles are in post                                                                                                                                                                       • Improving the practice & raising the profile of fetal wellbeing monitoring                                                         • Consolidating existing knowledge of monitoring fetal wellbeing

• Keeping abreast of developments in the field

• Ensuring that colleagues engaged in fetal wellbeing monitoring are adequately supported e.g clinical supervision

• Interface with external units and agencies to learn about and keep abreast of developments in the field, and to track and introduce best practice.

• Plan and run regular departmental fetal heart rate (FHR) monitoring meetings and training. 

• Lead on the review of cases of adverse outcome involving poor FHR interpretation and practice

		JD fulfils All criteria

		Fetal Monitoring leads – MK / MM / LK

31/1/22

		LK JD - See 27

Email from HCV survey 5 (T Grandison)

Guidelines – SGA, DCG238 Fetus growth assessment and management, DCG367 Preterm Birth Mgmt of Women at risk of preterm birth between 22 weeks and 36+6 days and Referral Form

CNST Element 1: CO results March/April 21

Element 2: FGR spotcheck audit, DCG221 - Raised BMI,  Quarterly audit SGA and action plan. May 21

Element 3: Computerised CTG and reduced fetal movements leaflet audit x2. DPOW & SGH

Element 4: K2 stats 26/5, 20/5, 2/6 

Element 5: Steroid ?Magnesium 21.sulphate administration stats – May 21 / Birth outside appropriate care setting.



		3/3/22 – emailed LK and MK & MM re developments



4/3 received from MM

		Interface with external units and agencies to learn about and keep abreast of developments in the field and to track and to introduce best practice.

Keeping abreast of developments in the field.



		Q36

		Link to Maternity Safety Actions: 

Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care bundle Version 2?

		SOP's

Audits for each element

Guidelines with evidence for each pathway

		See Q27

		

		Email from HCV survey 5 (T Grandison)

Guidelines – SGA, DCG238 Fetus growth assessment and management, DCG367 Preterm Birth Mgmt of Women at risk of preterm birth between 22 weeks and 36+6 days and Referral Form

CNST Element 1: CO results March/April 21

Element 2: FGR spotcheck audit, DCG221 - Raised BMI,  Quarterly audit SGA and action plan. May 21

Element 3: Computerised CTG and reduced fetal movements leaflet audit x2. DPOW & SGH

Element 4: K2 stats 20th and  26th May 2nd June 21.

Element 5: Steroid ?Mag sulph administration stats – May 21 / Birth outside appropriate care setting.

		To check re 21/22

		



		Q37

		Action 8: Can you evidence that at least 90% of each maternity unit staff group have attended an 'in-house' multi-professional maternity emergencies training session since the launch of MIS year three in December 2019?











		• Submit training needs analysis (TNA) that clearly articulates the expectation of all professional groups in attendance at all MDT training and core competency training. Also aligned to NHSR requirements.                                                                                                                                  • Submit evidence of training sessions being attended, with clear evidence that all MDT members are represented for each session.                                                                                                                                 • LMS reports showing regular review of training data (attendance, compliance coverage) and training needs assessment that demonstrates validation describes as checking the accuracy of the data.                         

  • Where inaccurate or not meeting planned target what actions and what risk reduction mitigations have been put in place.                                                                                                                                                                                                                                                                • A clear trajectory in place to meet and maintain compliance as articulated in the TNA.                                                                                                     Attendance records - summarised  

		See Q21

		NJ

31/1/22

		TNA

Attendees for 6 months 

Attendance records summarised.

Trajectory re PROMPT training

Group attendees Jan –June 21 SGH

		3/3/22 as above

		A clear trajectory in place to meet and maintain compliance as articulated in the TNA



		Q38

		Implement the saving babies lives bundle. Element 4 already states there needs to be one lead. We are now asking that a second lead is identified so that every unit has a lead midwife and a lead obstetrician in place to lead best practice, learning and support. This will include regular training sessions, review of cases and ensuring compliance with saving babies lives care bundle 2 and national guidelines.

		• Name of dedicated Lead Midwife and Lead Obstetrician                                                                                                              • Copies of rotas / off duties to demonstrate they are given dedicated time. Examples of what the leads do with the dedicated time E.G attendance at external fetal wellbeing event, involvement with training, meeting minutes and action logs.                                                                                                                                                                                                                                                        • Incident investigations and reviews      

		See Q34

		

		Names –safety champion bulletin

LK JD

Job plans

Examples

See 34

		

		



		





Q39

		Immediate and essential action 7: Informed Consent  

All Trusts must ensure women have ready access to accurate information to enable their informed choice of intended place of birth and mode of birth, including maternal choice for caesarean delivery.  

		• Information on maternal choice including choice for caesarean delivery.                                                            • Submission from MVP chair rating trust information in terms of:  accessibility (navigation, language etc) quality of info (clear language, all/minimum topic covered) other evidence could include patient information leaflets, apps, websites.

		All place of birth information easily accessible

		NF / Ruth Prentice

31/1/22

		LMS/MVP info 

Caesarean section Guideline

Where will you have your baby IFP

Personalised care plans – working with LMS

Website review RP

Patient information leaflet review RP and service users

Where will you have your baby – trust or NHS

Video of HASR review 

Ask a midwife promotion

Website





		3/3/22 NF & RP mtg mid March to discuss website and PIL

		Information on maternal choice including choice for caesarean delivery.

Submission from MVP chair rating trust information in terms of accessibility (navigation, language) quality of info (clear language, all /minimum topic covered).  Other evidence could include patient information leaflets, apps, websites

20/1/22

Revie w leaflets – Michelle and Christine -Midwives/ service users/ Ruth – half day - 21 April (? Brigg) 

PCP – available on LMS website and editable version (need to promote on NLAG website) 

PIL top 5 – review 





		Q40

		All maternity services must ensure the provision to women of accurate and contemporaneous evidence-based information as per national guidance. This must include all aspects of maternity care throughout the antenatal, intrapartum and postnatal periods of care

		• Information on maternal choice including choice for caesarean delivery.                                                                                                                                      • Submission from MVP chair rating trust information in terms of:  accessibility (navigation, language etc) quality of info (clear language, all/minimum topic covered) other evidence could include patient information leaflets, apps, websites.

		All information is easily accessible

		

		LMS/MVP info



		

		Caesarean Section guideline

Where will you have your baby PIL

Comms re new website

NHS England animation – your choice – where to have your baby. Midwives  ? discuss at booking (? On LMS website)

20/1/22

RP to organise survey monkey re PIL



		Q41

		Women must be enabled to participate equally in all decision-making processes and to make informed choices about their care

		• SOP which shows how women are enabled to participate equally in all decision making processes and to make informed choices about their care. And where that is recorded.                                                                         • An audit of 1% of notes demonstrating compliance.                                                                                                • CQC survey and associated action plans

		Confirmation that trust has a method of recording decision making processes that includes women's participation & informed choice

		NF / Ruth Prentice

31/1/22

		Leaflets: x8 examples included











		3/3/22 audit to do

		An Audit of 1% notes demonstrating compliance.  CQC survey and associated action plans.

A SOP which shows that women are enabled to participate equally in all decision making processes and to make informed choices about their care – and where that is recorded

21/1/22

SOP -  co-produced

PCP and findings from survey – specific data

Informed consent and PCP (SW/LMS) 

Coproduced PICKER action plan 

Audit







		Q42

		Women’s choices following a shared and informed decision-making process must be respected

		SOP to demonstrate how women’s choices are respected and how this is evidenced following a shared and informed decision-making process, and where that is recorded.                                                                                                                                                             An audit of 5% of notes or 150 whichever is the least from January 2021 demonstrating compliance, this should include women who have specifically requested a care pathway which may differ from that recommended by the clinician during the antenatal period, and also a selection of women who request a caesarean section during labour or induction.                                                                                                                                                              CQC survey and associated action plans

		Reference made to how Women's choices are respected and evidenced

		NF

31/1/22

		No evidence



		3/3/22 to audit

		An audit of 5% of notes demonstrating compliance, this should include women who have specifically requested a care pathway which may differ from that recommended by the clinician during the antenatal period, a selection of women who request a caesarean section during labour or induction.

A SOP to demonstrate how women’s choices are respected and how this is evidenced following a shared and informed decision making process, and where that is recorded.

21/1/22

SOP -  co-produced

Audit

Coproduced PICKER action plan 







		Q43

		Link to Maternity Safety Actions

Action 7: Can you demonstrate that you have a mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices Partnership to coproduce local maternity services?



		• Please upload your CNST evidence of co-production.  If utilised then upload completed templates for providers to successfully achieve maternity safety action 7. CNST templates to be signed off by the MVP.                                                                                              •  Evidence of service user feedback being used to support improvement in maternity services (E.G you said, we did, FFT, 15 Steps)                                                                                                                                                                     • Clear co produced plan, with MVP's that demonstrate that co production and co-design of all service improvements, changes and developments will be in place and will be embedded by December 2021.

		See Q13

		

		CNST evidence of Coproduction

		

		



		Q44

		Link to urgent clinical priorities: 

Action 7: Every trust should have the pathways of care clearly described, in written information in formats consistent with NHS policy and posted on the trust website. An example of good practice is available on the Chelsea and Westminster website.

		• Gap analysis of website against Chelsea & Westminster conducted by the MVP                                           

 • Co-produced action plan to address gaps identified                                                                                                                     • Information on maternal choice including choice for caesarean delivery.                                                            • Submission from MVP chair rating trust information in terms of:  accessibility (navigation, language etc) quality of info (clear language, all/minimum topic covered) other evidence could include patient information leaflets, apps, websites.   

		All information on trust website

		NF / Ruth Prentice

31/1/22

		HCV LMS personalised care plans 

LMS website link to NLaG

Caesarean Section g/l

Where will you have your baby IFP

GAP analysis against Chelsea and Westminster – involved other service user reps. RP completed – co produce action plan.

20/1/22 

Lay person and professional to compile basic information then ask for service user views. Can we have access to website? Layout . Meeting planned  March 22



		3/3/22 gap analysis to be saved as evidence



NF & RP to meet mid March

		Co-produced action plan to address gaps identified.

Gap analysis of website against Chelsea & Westminster conducted by MVP.

Submission from MVP chair rating Trust information in terms of accessability, (navigation, language etc), quality of information (clear language, all/minimum topic covered).  Other evidence could include patient information leaflets, apps, websites



		Q45

		Link to maternity safety actions

Workforce Planning

Action 4.

Can you demonstrate an effective system of clinical workforce planning to the required standard

		Most recent BR+ report and board minutes agreeing to fund.                                                                                                                                                       • Evidence of reviews 6 monthly for all staff groups and evidence considered at board level.                                                     

 • Consider evidence of workforce planning at LMS/ICS level given this is the direction of travel of the people plan

		Midwifery workforce planning system in place

		Nicola Glen

31/1/22

		Trustboard public mins 7/7/20 – agreement to fund

Maternity Staffing review final (included BR+ report) Feb 2020

March 2021 Maternity staffing review (draft)

Email Marie Washbrook re commencing BR+ 2/6/21

		

3/3/22 to ask LMS



BR+ report in draft

		Consider evidence of workforce planning at LMS / ICS level, given this is the direction of travel of the People Plan.

Evidence of reviews, 6 monthly for all staff groups and evidence considered at board level.



		Q46

		Action 5.

Can you demonstrate an effective system of midwifery workforce planning to the required standard?

		• Most recent BR+ report and board minutes agreeing to fund.

		Confirmation of a maternity workforce gap analysis and  a plan in place (with confirmed timescales)  to meet BR+ standards

		

		Maternity Staffing review final (included BR+ report) Feb 2020

Trustboard public minutes 7/7/20 – agreement to fund

		

		



		Q47

		Midwifery Leadership

Please confirm that your Director/Head of Midwifery is responsible and accountable to an executive director

		Evidence the Director/Head of Midwifery responsible and accountable to an executive Director

		HoM/DoM Job Description with explicit signposting to responsibility and accountability to an executive director  

		

		HOM JD

		

		



		Q48

		Describe how your organisation meets the maternity leadership requirements set out by the Royal College of Midwives in Strengthening midwifery leadership: a manifesto for better maternity care:

A Director of Midwifery in every trust and health board, and more Heads of Midwifery across the service

A lead midwife at a senior level in all parts of the NHS, both nationally and regionally

More Consultant midwives

Specialist midwives in every trust and health board

Strengthening and supporting sustainable midwifery leadership in education and research

A commitment to fund ongoing midwifery leadership development

Professional input into the appointment of midwife leaders

		• Gap analysis completed against the RCM strengthening midwifery leadership: a manifesto for better maternity care                                                                                                                                                • Action plan where manifesto is not met

		Meets all that apply 

Note - Trusts would not lead on actioning all seven steps

		JW

31/1/22

		Midwifery leadership element of Ockenden Assessment tool.

		3/3/22 JW to do

		Action plan where manifesto is not met.

Gap analysis completed against the RCM strengthening midwifery leadership: a manifesto for better maternity care.



		Q49

		NICE Guidance in relation to Maternity

We are asking providers to review their approach to NICE guidelines in maternity and provide assurance that these are assessed and implemented where appropriate. Where non-evidenced based guidelines are utilised, the trust must undertake a robust assessment process before implementation and ensure that the decision is clinically justified.

		SOP in place for all guidelines with a demonstrable process for ongoing review.                                                             

• Audit to demonstrate all guidelines are in date.                    

• Evidence of risk assessment where guidance is not implemented.

		All guidance assessed & implemented = Yes (green)

		NJ

31/1/22

		Policy for acting on NICE guidance and quality standards DCP212 

Integrated governance report (Obstetrics and Gynaecology May 21)

		3/3/22 to go to NJ



DCP212 does not look to exist currently

		Audit to demonstrate all guidelines are in date.

Evidence of risk assessment where guidance is not implemented.

SOP for all NICE guidelines with the demonstrable process for on-going review.







1




		7 Ockenden IEAs (including 12 Clinical Priorities): 
Trust _Northern Lincolnshire & Goole NHS Foundation Trust      
Exec Sign off Ellie Monkhouse – Chief Nurse		Compliant		Partially Compliant		Non-Compliant

		1) Enhanced Safety		 		 		 

		A plan to implement the Perinatal Clinical Quality Surveillance Model		 
		 		 

		All maternity SIs are shared with Trust boards at least monthly and the LMS, in addition to reporting as required to HSIB		 
		 		 

		2) Listening to Women and their Families		 		 		 

		Evidence that you have a robust mechanism for gathering service user feedback, and that you work with service users through your Maternity Voices Partnership (MVP) to coproduce local maternity services		 
		 		 

		Identification of an Executive Director with specific responsibility for maternity services and confirmation of a named non-executive director who will support the Board maternity safety champion 		 
		 		 

		3) Staff Training and working together		 		 		 

		Implement consultant led labour ward rounds twice daily (over 24 hours) and 7 days per week		 
		 		 

								

		The report is clear that joint multi-disciplinary training is vital. We are seeking assurance that a MDT training schedule is in place. 		 
		 		 

		Confirmation that funding allocated for maternity staff training is ringfenced 		 
		 		 

		4) Managing complex pregnancy 		 		 		 

		All women with complex pregnancy must have a named consultant lead, 		 				 

		and mechanisms to regularly audit compliance must be in place 						

		Understand what further steps are required by your organisation to support 		 
 				 

		the development of maternal medicine specialist centres 						

		5) Risk Assessment throughout pregnancy 		 		 		 

		A risk assessment must be completed and recorded at every contact. This must also include ongoing review and discussion of intended place of birth. This is a key element of the Personalised Care and Support Plan (PSCP). Regular audit mechanisms are in place to assess PCSP compliance 		 		 
		 

		6) Monitoring Fetal Wellbeing 		 		 		 

		Implement the saving babies lives bundle. Element 4 already states there needs to be one lead. We are now asking that a second lead is identified so that every unit has a lead midwife and a lead obstetrician in place to lead best practice, learning and support. This will include regular training sessions, review of cases and ensuring compliance with saving babies lives care bundle 2 and national guidelines.		 
		 		 

		7) Informed Consent		 		 		 

		Every trust should have the pathways of care clearly described, in written information in formats consistent with NHS policy and posted on the trust website. An example of good practice is available on the Chelsea and Westminster website.		 
		 		 

		 						









Partially compliant information

4 Managing complex pregnancy

	All women with complex pregnancy must have a named consultant lead, and mechanisms to regularly audit compliance must be in place. 	COMPLIANT – spot check audit of lead consultant undertaken, on-going audits, guideline updated, still to complete a SOP.  Regional Chief Midwife 		satisfied that Trust is compliant.

	Understand what further steps are required by your organisation to support the development of maternal medicine specialist centres.   	COMPLIANT – Maternal Medicine Specialist Centres due to commence, Trust committed to referring women and awaiting commencement.  Regional 	Chief Midwife satisfied that Trust is compliant.



5 Risk Assessment throughout pregnancy

	A risk assessment must be completed and recorded at every contact.  This must also include ongoing review and discussion of intended place of birth.  	This is a key element of the Personalised Care and Support Plan (PSCP).  Regular audit mechanisms are in place to assess PCSP compliance.  

	PARTIALLY COMPLIANT – PSCP in place, guideline details and regular audit.  Require a SOP.  Regional Chief Midwife satisfied that Trust is partially 	compliant.
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Northern Lincolnshire & Goole NHS Foundation Trust NLG(22)036

*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

1.1

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To
seek always to learn and to improve so that what is offered to patients gets better every year and matches the
highest standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the
Trust fails to deliver treatment, care and support consistently at the highest standard (by international
comparison) of safety, clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance
targets which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical
harm because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating
both to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which
is high quality, safe and sustainable.

14

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust's estate, infrastructure and engineering equipment may be
inadequate or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog
maintenance requirements or enforcement action) for the provision of high quality care and/or a safe and
satisfactory environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strateqgic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse
and dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing,
training, development, continuous learning and improvement, attractive career opportunities, engagement,
listening to concerns and speaking up, attractive remuneration and rewards, compassionate and effective
leadership, excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a
workforce which is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or
morale) to provide the levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber
Coast and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and
to shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic
Objective: The risk that the Trust is not a good partner and collaborator, which consequently undermines the
Trust’s or the healthcare systems collective delivery of: care to patients; the transformation of care in line with
the NHS Long Term Plan; the use of resources; the development of the workforce; opportunities for local talent;
reduction in health and other inequalities; opportunities to reshape acute care; opportunities to attract
investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be
adequate to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more
of these strategic objectives

Finance Directorate, 5 April 2022 Page 2 of 3




Northern Lincolnshire & Goole NHS Foundation Trust NLG(22)036

Highlight Report to the Trust Board

Report for Trust Board Meeting on: 5 April 2022
Report From: Finance & Performance Committee — 18-2-22
and 23-3-22

Highlight Report:

The Trust's 4 hour performance had improved slightly, but ambulance waits continued to
cause concern due to inability to discharge patients and continued high demand on the
service. UCS hours had been extended at Scunthorpe and the UCS had also gone live at
Grimsby. 99% of patients were seen within 4 hours by the UCS, but that only led to a small
improvement against the overall 4 hour target. Further improvement activities were
underway, including IAAU discharging 38% of patients the same day and growth of 111
First resulting in fewer ambulance attendances. A paper was received by the Committee on
the additional actions being taken to improve performance against the 4 hour standard, but
the Committee was not assured that all of the improvements underway would result in the
standard being met, due to workforce challenges and lack of flow out of the hospital.

The Planned Care waiting list and 52 week waits had both deteriorated, with a forecast
outturn for the year of circa 100 52 ww patients, due mainly to anaesthetic need, patient
choice, tipover, levelling up and lost capacity due to absences and theatre availability.

The Committee was assured by the draft Operational Plan for 2022/23 and the subsequent
discussion about assumptions, dependencies, risks and further improvement plans, but it
should be noted that the plan did not meet all the targets in the guidance received. This
was mainly due to IPC limitations, theatre capacity, current backlog and levelling up which
will increase Trust waiting lists. Funding availability for investments was also a risk.

The level of Backlog Maintenance required on the Trust estate was the reason for the
continued high rating of the strategic risk, which would not reduce without significant extra
investment. However, much of the structure was outdated and that would not change even
if the existing buildings were fully maintained, reinforcing the need for a new hospital.

The Committee received two deep dive reports on Water and Lifts. An improvement notice
had been received from Anglian Water in relation to cold water tanks at Scunthorpe.
Funding had been included in 22/23 plans. If capital funding was available, the work could
be completed before the next inspection date of 25 October. The Committee requested a
quarterly update on the status of all enforcement or improvement notices affecting the
Trust. The Committee were assured by the report on lifts, as there were no high risks.

Confirm or Challenge of the Board Assurance Framework:

A deep dive on Cancer performance was carried out, which highlighted that failure to meet
the 28, 38 and 62 day targets was due to delays with diagnosis mainly due to inefficient
paper processes, shortage of oncologists and increase in out of area referrals. Earlier
notification when cancer had been ruled out would improve performance, as would
improvements to EUS and PET/CET pathways and timescales at HUTH. It was agreed that
a temporary workaround for the paper processes in diagnostics would be investigated.

Action Required by the Trust Board:

The Trust Board is asked to note the key points made and consider whether any further
action is required by the Board at this stage.

Gill Ponder
Non-Executive Director / Chair of Finance and Performance Committee

Finance Directorate, 5 April 2022 Page 3 of 3
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Title of the Report

Workforce Committee Highlight Report and Board Challenge

Purpose of the Report and
Executive Summary (to
include recommendations)

The Committee recommended highlighting the following matters

of concern to the Board, namely:

e The Committee approved the revised disciplinary policy

e The Committee agreed the Gender Pay Gap report to be
published by the deadline of 30" March

e The Committee also approved the Modern Slavery statement

for the next 12 months.

¢ A deep dive into the proposed leadership model was
undertaken ahead of the report being presented to the April

2022 Board.
No changes to the Board Assurance Framework were
recommended.
Background Information
and/or Supporting N/A
Document(s) (if applicable)
Prior A | P ] TMB [ Divisional SMT
rior Approval Frocess ] PRIMs [ Other: Click here to enter text.
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*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

11

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To seek
always to learn and to improve so that what is offered to patients gets better every year and matches the highest
standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the Trust fails to
deliver treatment, care and support consistently at the highest standard (by international comparison) of safety,
clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance targets
which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical harm
because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating both
to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which is high
quality, safe and sustainable.

1.4

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be inadequate
or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog maintenance
requirements or enforcement action) for the provision of high quality care and/or a safe and satisfactory
environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse and
dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing, training,
development, continuous learning and improvement, attractive career opportunities, engagement, listening to
concerns and speaking up, attractive remuneration and rewards, compassionate and effective leadership,
excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a workforce which
is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or morale) to provide the
levels and quality of care which the Trust needs to provide for its patients.

To live within our means

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber Coast
and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and to
shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic Objective:
The risk that the Trust is not a good partner and collaborator, which consequently undermines the Trust’s or the
healthcare systems collective delivery of: care to patients; the transformation of care in line with the NHS Long
Term Plan; the use of resources; the development of the workforce; opportunities for local talent; reduction in
health and other inequalities; opportunities to reshape acute care; opportunities to attract investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be adequate
to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more of these
strategic objectives

Page 3 of 5
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NHS Foundation Trust

BOARD COMMITTEE HIGHLIGHT REPORT

Report for Trust Board Meeting on: | 05 April 2022

Report From: Michael Whitworth, NED & Chair of
Workforce Committee

Highlight Report: Workforce Committee — 29 March 2022

1 Introduction
1.1 The aim of this report is to provide an update and prompt discussion and
scrutiny of the work of the Committee and Board Assurance.

2 Items Highlighted by the Committee for the Attention of the Board
2.1 The Committee agreed to change the Trust targets for staff turnover and
unregistered nurse vacancy rates.

2.2  The changes were made to bring the Trust in line with Humber Coast & Vale
and other NHS partner target rates.

2.3  All the workforce targets in the Committee integrated performance were
reviewed, however, the above 2 were the only ones changed.

2.4 It should be noted that the changes do not impact on any external reporting
requirements or the Board Assurance Framework.

3 Items for Committee Ratification and Assurance
3.1 The Committee approved the revised disciplinary policy.

3.1.1 The revised policy includes the Dido Harding recommendations from May
2019, and supports the move to a Just and Learning Culture for the
organisation.

3.2  The Committee approved the Gender Pay Gap Report for 2021 so that it
could be published by the deadline of 30" March 2022.

3.3 The Committee approved the Modern Slavery Statement for the next 12
months.

3.4 Assurance deep dives were undertaken for:
e Culture Transformation programme
e Leadership Development

e Retention

3.4.1 The critical importance and also long-term nature of the culture and leadership
programmes was highlighted by the Committee

Page 4 of 5
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3.4.2 The Committee also review available retention data and agreed metrics for
regular performance reporting going forward. This is part of a suite of
recruitment metrics that will be reported to the Committee in line with agreed
Audit recommendations.

3.5 A comprehensive report from the Workforce Resource Centre was welcomed
by the Committee.

Confirm or Challenge of the Board Assurance Framework:

No changes to the Board Assurance Framework were recommended.

Action Required by the Trust Board:

The Board is asked to receive and note the content of this highlight report.

Page 5 of 5
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Name of the Meeting

Trust Board - Public

Date of the Meeting

5 April 2022

Director Lead

Christine Brereton Director of People

Contact Officer/Author

Karl Portz EDI Lead

Title of the Report

Gender Pay Gap Statutory Reporting

Purpose of the Report and
Executive Summary (to
include recommendations)

The purpose of the report is to present the Trust’'s Gender Pay
Gap against the six key components. All public sector bodies in
England with 250 or more employees are required to publish their
gender pay and bonus gap. The Equality Act 2010 (Specific
Duties and Public Authorities) Regulations 2017 bring in the
gender pay gap reporting duty as part of the existing public sector

equality duty (PSED).

The data needs to be submitted annually by 30" March. Board
are asked to note the information as approved for submission by
the Workforce Committee at its meeting held on 29" March 2022.

This report provides data for three years: 2019, 2020 and 2021.
The Trust’s Electronic Staff Record system has a specific

standard report for this purpose.

Background Information

and/or Supporting N/A
Document(s) (if applicable)
O TMB v' Divisional SMT
Prior Approval Process O PRIMs [ Other: Click here to enter

text.

Which Trust Priority does
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v 2 L] Not applicable
Financial implication(s) N/A
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Implications for equality,
diversity and inclusion,
including health
inequalities (if applicable)

Achieving an inclusive and representative workforce demographic

Recommended action(s)
required

] Information

v Approval :
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[ Assurance o ther: Click here to enter




*Board Assurance Framework (BAF) Descriptions:

1.

To give great care

1.1

To ensure the best possible experience for the patient, focussing always on what matters to the patient. To
seek always to learn and to improve so that what is offered to patients gets better every year and matches the
highest standards internationally. Risk to Strategic Objective: The risk that patients may suffer because the
Trust fails to deliver treatment, care and support consistently at the highest standard (by international
comparison) of safety, clinical effectiveness and patient experience.

1.2

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strateqgic Objective: The risk that the Trust fails to deliver constitutional and other regulatory performance
targets which has an adverse impact on patients in terms of timeliness of access to care and/or risk of clinical
harm because of delays in access to care.

1.3

To engage patients as fully as possible in their care, and to engage actively with patients and patient groups in
shaping services and service strategies. To transform care over time (with partners) so that it is of high quality,
safe and sustainable in the medium and long term. Risk to Strategic Objective: The risk that the Trust (with
partners) will fail to develop, agree, achieve approval to, and implement an effective clinical strategy (relating
both to Humber Acute Services and to Place), thereby failing in the medium and long term to deliver care which
is high quality, safe and sustainable.

14

To offer care in estate and with engineering equipment which meets the highest modern standards. Risk to
Strategic Objective: The risk that the Trust’s estate, infrastructure and engineering equipment may be
inadequate or at risk of becoming inadequate (through poor quality, safety, obsolescence, scarcity, backlog
maintenance requirements or enforcement action) for the provision of high quality care and/or a safe and
satisfactory environment for patients, staff and visitors.

1.5

To take full advantage of digital opportunities to ensure care is delivered as safely, effectively and efficiently as
possible. Risk to Strategic Objective: The risk that the Trust's digital infrastructure (or the inadequacy of it) may
adversely affect the quality, efficacy or efficiency of patient care and/or use of resources, and/or make the Trust
vulnerable to data losses or data security breaches.

1.6

To provide treatment, care and support which is as safe, clinically effective, and timely as possible. Risk to
Strategic Objective: The risk that the Trust’s business continuity arrangements are not adequate to cope without
damage to patient care with major external or unpredictable events (e.g. adverse weather, pandemic, data
breaches, industrial action, major estate or equipment failure).

To be a good employer

To develop an organisational culture and working environment which attracts and motivates a skilled, diverse
and dedicated workforce, including by promoting: inclusive values and behaviours, health and wellbeing,
training, development, continuous learning and improvement, attractive career opportunities, engagement,
listening to concerns and speaking up, attractive remuneration and rewards, compassionate and effective
leadership, excellent employee relations. Risk to Strategic Objective: The risk that the Trust does not have a
workforce which is adequate (in terms of diversity, numbers, skills, skill mix, training, motivation, health or
morale) to provide the levels and quality of care which the Trust needs to provide for its patients.

To live within our means

3.1

To secure income which is adequate to deliver the quantity and quality of care which the Trust’s patients require
while also ensuring value for money for the public purse. To keep expenditure within the budget associated with
that income and also ensuring value for money. To achieve these within the context of also achieving the same
for the Humber Coast and Vale HCP. Risk to Strategic Objective: The risk that either the Trust or the Humber
Coast and Vale HCP fail to achieve their financial objectives and responsibilities, thereby failing in their statutory
duties and/or failing to deliver value for money for the public purse.

3.2

To secure adequate capital investment for the needs of the Trust and its patients. Risk to Strategic Objective:
The risk that the Trust fails to secure and deploy adequate major capital to redevelop its estate to make it fit for
purpose for the coming decades.

To work more collaboratively

To work innovatively, flexibly and constructively with partners across health and social care in the Humber
Coast and Vale Health Care Partnership (including at Place), and in neighbouring Integrated Care Systems, and
to shape and transform local and regional care in line with the NHS Long Term Plan. Risk to Strategic
Objective: The risk that the Trust is not a good partner and collaborator, which consequently undermines the
Trust’s or the healthcare systems collective delivery of: care to patients; the transformation of care in line with
the NHS Long Term Plan; the use of resources; the development of the workforce; opportunities for local talent;
reduction in health and other inequalities; opportunities to reshape acute care; opportunities to attract
investment.

To provide good leadership

To ensure that the Trust has leadership at all levels with the skills, behaviours and capacity to fulfil its
responsibilities to its patients, staff, and wider stakeholders to the highest standards possible. Risk to Strategic
Objective: The risk that the leadership of the Trust (from top to bottom, in part or as a whole) will not be
adequate to the tasks set out in its strategic objectives, and therefore that the Trust fails to deliver one or more
of these strategic objectives
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Gender Pay Gap Reporting
PURPOSE/AIM

The purpose of this report is to provide an overview of the data that the
Northern Lincolnshire & Goole NHS Hospital Trust (NLaG) statutorily needs
to publish on its website and report to the Government on the gender pay
gap. The report covers data for 2019, 2020 and 2021.

BACKGROUND/CONTEXT

The introduction of the Government regulations in April 2017 saw the
requirement for public sector bodies in England with 250 or more employees
to publish their gender pay and bonus gap. The Equality Act 2010 (Specific
Duties and Public Authorities) Regulations 2017 bring in the gender pay gap
reporting duty as part of the existing public sector equality duty (PSED).

The main requirements are for public sector employers to carry out six
calculations based on annual data and to publish those figures on their
organisation’s website and upload on the Government website, annually, by
30 March, with a rationale for the pay gap. This report provides data for three
years: 2019, 2020 and 2021. The Trust’s Electronic Staff Record system has
a specific standard report for this purpose.

There are two sets of nationally mandated regulations. The first is mainly for
the private and voluntary sectors and the second is mainly for the public
sector. Employers have up to 12 months to publish their gender pay gap, on
their own website and on the government's online reporting service
https://www.gov.uk/report-gender-pay-gap-data. This means that the gender
pay gap will be publicly available, including to commissioners, patients,
employees and potential future recruits.

The purpose of a gender pay gap audit is to focus on reducing any gaps in
the pay of male and female employees by comparing and evidencing the
difference in their average earnings.

The Gender Pay Gap Indicators

The legislation requires employers to publish the results of six calculations, as
set out below. This report provides information on each of these six
calculations, the formulas for which are explained below:

1. Mean gender pay gap in hourly pay - adding together the hourly pay
rates of all male or female full pay and dividing this by the number of male
or female employees. The gap is calculated by subtracting the results for
females from results for males and dividing by the mean hourly rate for
males. This number is multiplied by 100 to give a percentage.

2. Median gender pay gap in hourly pay - arranging the hourly pay rates of
all male or female employees from highest to lowest and find the point that
is in the middle of range.

3. Mean bonus gender pay gap - add together bonus payments for all male
or female employees and dividing this by the number of male or female
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2.7

2.8

3.1

3.2

3.3

employees. The gap is calculated by subtracting the results for females
from results for men and dividing by the mean hourly rate for men. This
number is multiplied by 100 to give a percentage.

4. Median bonus gender pay gap - arranging the bonus payments of all
male or female employees from highest to lowest and find the point that is
in the middle of the range.

5. Proportion of males and females receiving a bonus payment - total
males and females receiving a bonus payment divided by the number of
relevant employees.

6. Proportion of males and females in each pay quartile - ranking all of
our employees from highest to lowest paid, dividing this into four equal
parts (‘quartiles’) and working out the percentage of men and women in
each of the four parts.

Gender pay reporting is different to equal pay. The gender pay gap is the
average difference between the gross hourly earnings for all men and women
which is expressed as a percentage of men’s earnings (as set out at 2.5
calculation 1). Equal pay refers to men and women being paid the same for like
work; work rated as equivalent or work of equal value as set out in the Equality
Act 2010. It is unlawful to pay people unequally purely because they are a man
or a woman.

It should be noted that whilst current pay structures support equal pay for men
and women, factors such as length of service can affect the gender pay gap.

The majority of the Trust’s staff are on national terms and conditions of
employment. These are recognised as being an excellent example of equal
pay for work of equal value. This will significantly assist in reducing our pay

gap.
NLaG TRUST DATA TO BE PUBLISHED BY 30™ MARCH 2022

This section provides the breakdown of the statutory information the Trust is
required to publish by 30" March 2022; all 2021 data provided in the tables
below is a snapshot of a month’s data as at 31t March 2021. The report also
includes data from the same point in 2019 and 2020 to provide comparative
information.

All data provided has been internally verified by NLaG HR Systems and
Finance departments.

The data for reporting is as follows:

Average gender pay gap as a mean average for years 2019, 2020 and
2021

(Mean is calculated as the sum of all the values (hourly rates) divided by
the number of staff). Table 1

Average Hourly

2019 2020 2021
rate
Male: £19.21 £19.72 £20.23
Female: £12.66 £13.04 £13.68




3.4

3.5

34.11% [ 33.84% %

Gap: 132.36% 8 |

The Average Hourly Rate (in table 1 above) is the figure that is used to calculate
our gender pay gap nationally. The Average Hourly Rate calculation for all
employees includes any unsocial payments made in the reporting period (01t
April 2020 -31st March 2021) i.e. unsocial hours and weekend allowances.

The average pay gap decreased by 1.48%, from 33.84% in 2020 to 32.36% in
2021. (Men’s Average Hourly Rate (pay) increased by £0.51 and women’s by
£0.64 over the two year reporting period 2019 -2021), therefore a small increase
in male and female Average Hourly Rates respectively. The reduction in the pay
gap is due to a slightly higher increase in women’s Average Hourly Rate
compared to the Average Hourly Rate for men. Further analysis of Average
Hourly Rate shows the reduction in the pay gap is due to the higher proportion of
women in the workforce working in areas that attracted unsocial payments (i.e.
unsocial hours and weekend allowances) compared to male staff.

3.6 Median average gender pay gap for years 2019, 2020 and 2021

3.7

3.8

Table 2
Median Hourly rate 2019 2020 2021
Male: £14.34 £14.89 £15.35
Female: £10.46 £10.78 £11.55
Gap: 27.09% 27.59% 4@ | 24.74% %

The median average gender pay decreased by 2.85% (men’s median average
hourly pay increased by £0.46 and women’s by £0.77 over the two years). The
higher increase in the median hourly rate for women has led to a slight
improvement in our gender pay gap.

The improvement of the average mean and median pay gap is explained by the
composition of our workforce. NLaG employed 4,305 more women (5692.00),
than men (1387.00), in 2021; see Table 6 below for further breakdown. The
increase for women is as a result of less women being at the top of their pay
scale, with a greater percentage of women compared to men with headroom to
move up the pay scale. A greater percentage of men have already reached the
top of their pay scale due to longer service.

3.9 Average bonus gender pay gap as a mean average
Table 3
Average Bonus 2019 2020 2021
Male: £7,155.02 £6,757.46 £7,280.07
Female: £2,043.35 £2,374.18 £3,677.42
Gap: 71.44% 64.87% ¥ 49.49% ¥

3.10 The table above shows the average bonus payments for the last 3 years. Bonus

payments include ‘Refer a Friend’ incentives paid to staff for helping to fill ‘hard to
fil’ posts as well as Clinical Excellence Awards (CEAs). CEAs are awarded to
consultants who perform their role ‘over and above’ the expected standard and
can be in the form of both national and local CEAs. In 2021, the average bonus
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3.12

3.13

3.14

payment made to females increased by £1,303.24*. In comparison, male bonus
payments increased by £522.61. This resulted in the average bonus pay gap
being reduced from 64.87% to 49.49%. This improvement is largely due to the
increased number of female consultants in the workforce qualifying for CEA
payments and back pay of CEAs to female consultants. A large proportion of
bonus payments made in 2021 were attributable to CEAs.

*Please note during the reporting year (2020-21) bonus payments includes back
pay for CEA payments from 2014-18 and 2018-21; therefore 2021 saw a higher
number of CEAs awarded compared to previous reporting years.

Average bonus gender pay gap as a median
Table 4
Median Bonus Payment 2019 2020
Male: £3,015.96 £3,015.96 £5,037.00
Female: £731.25 £351.43 £1,841.00
Gap: 75.75% 88.35% M | 63.45% @

The median average bonus pay decreased in 2021 by 24.9%, from 88.35% in
2020 to 63.45% in 2021. In 2021, the median bonus payment to females
increased by £1,489.57. In comparison, the median male bonus payments
increased by £2,021.04. The median bonus pay has improved due to the large
increase in female consultants qualifying for CEA payments compared to
previous years.*

*Please note during the reporting year (2020-21) bonus payments includes back
pay for CEA payments from 2014-18 and 2018-21; therefore 2021 saw a higher
number of CEAs awarded compared to previous reporting years.

Proportion of males and proportion of females receiving a bonus payment
Table 5
Proportion of bonus 2019 2020 2021
Payment
Male: 6.23% 6.45% 9.89%
Female: 1.73% 0.86% 0.79%
Gap: 4.50% 550% % |91% %

Table 5 shows the proportion of male and female staff who received bonus
payments. In 2021, the gap between male and female increased by 3.51% to
9.1% with more male staff receiving bonus payments. It can be seen that the
percentage of the workforce who receive bonus payments remains higher for
males and has reduced for females. This is mainly due to a higher number of
male consultants in the workforce than females who qualify for CEA payments.
Only 33 females were awarded a CEA compared to 115 males. CEA’s awards
range from values of £498.00 up to £36,192. This is the main reason for the
bonus pay gap.

3.15 The data below ranks our full pay employees from highest to lowest paid, divided

into four equal parts (quartiles) and then calculates the percentage of men and
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women in each of the four groups. The lower quartile represents the lowest
salaries in the Trust and the upper quartile represents the highest salaries.

Table 6
2019
Quartile Female Male Female % | Male %
Upper Quartile 1129.00 576.00 66.22% 33.78%

Upper Middle Quartile 1440.00 265.00 84.46% 15.54%
Lower Middle Quartile 1537.00 222.00 87.38% 12.62%

Lower Quartile 1417.00 230.00 86.04% 13.96%
Total 5523.00 1293.00 | 81.03% 18.97%
2020

Quartile Female Male Female % | Male %
Upper Quartile 1117.00 600.00 65.06% 34.94%

Upper Middle Quartile 1441.00 275.00 83.97% 16.03%
Lower Middle Quartile 1476.00 241.00 85.96% 14.04%

Lower Quartile 1484.00 230.00 86.58% 13.42%
Total 5518.00 1346.00 | 80.39% 19.61%
2021

Quartile Female Male Female % | Male %
Upper Quartile 1176.00 596.00 66.37% 33.63%

Upper Middle Quartile 1443.00 324.00 81.66% 18.34%
Lower Middle Quartile 1531.00 239.00 86.50% 13.50%
Lower Quartile 1542.00 228.00 87.12% 12.88%
Total 5692.00 1387.00 | 80.41% 19.59%

3.16 The data in the upper quartile, shows that NLaG have a higher proportion of
men in the upper quartile compared to all other quartiles. In contrast, there are
fewer women in the upper quartile compared to the remaining quartiles.

3.17 Looking at the data in the upper middle quartile, men saw a large increase
from 275 to 324 (2.31%). The number of females in the upper middle quartile
increased by 2.

3.18 The lower middle quartile for females increased by 55. The number of males in
this quartile increased by 2.

3.19 The lower quartile for men decreased in 2021 and the percentage in this
quartile decreased by 0.54%. The number of women in this quartile increased
by 58.

3.20 Overall, men’s representation increased by 41 but with a greater increase in
women employed, the overall male percentage fell by (0.02 %). There remain
more women in the middle and lower quartiles. This is due to a high number of
female staff applying for and being appointed to HCA and administration and
clerical roles.

3.21 The table below illustrates NLAG gender pay gap scores compared to peer
median (other acute trusts) and national median (Model Hospital). In common
with the Acute Healthcare Sector, there is a higher number of female to male
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4.2

4.3

ratio. Males represent 19.59% of our workforce and females represent 80.41%.
This disproportionality in the upper quartile is one of the main reasons for both
the mean and median gender pay gap. As can be seen in the comparator table
below, NLaG has a higher proportion of males in the upper quartile compared
to our peer groups.

Metric Trust value Peer median Nathnal
median

‘:;’;frgaf: gender hourly 33.80% 26.20% 22.60%

y::"a“ gender hourly pay 27.60% 12.90% 10.00%

Proportion of males in

lower quartile of hourly 13.40% 16.30% 18.70%

pay

Proportion of females in

lower quartile of hourly 86.60% 83.70% 81.30%

pay

Proportion of males in top o o o

quartile of hourly pay 34.90% 31.60% 31.70%

Proportion of females in o o o

top quartile of hourly pay 65.10% 68.40% 68.30%

*Model Hospital recommended peer groups have been used as a comparator. Data period 2020/21.

WHAT HAVE WE DONE TO DATE?

In recognition of the importance workforce data plays in understanding the
performance of the Trust we have successfully appointed an Associate
Director of Workforce Systems and Recruitment. This role ensures the
accuracy and consistency of workforce data, and together with the Trust
Equality, Diversity and Inclusion Lead further interrogates our gender pay gap
data to identify areas for improvement.

We have fully implemented Agenda for Change with the national job
evaluation scheme in place to ensure our roles are evaluated against criteria
that has been rigorously tested. The pay system is well-recognised as being
an excellent example of equal pay for work of equal value.

The Trust Board have received a development session which focussed on
Equality, Diversity and Inclusion. This session explored the importance of
equity across all equality groups including; age, disability, gender identity,
marriage and civil partnership, pregnancy and maternity, race, religion or
belief, sex and sexual orientation. The Trust EDI lead delivered a participative
workshop enabling the Trust Board to strengthen knowledge and
understanding of their individual and collective responsibilities in relation to
our Public Sector Equality Duties. A further session is planned for 2022
including the themes of unconscious bias, the importance of values based
leadership and updates on the Trust EDI work plan and strategy refresh.
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To celebrate International Women’s Day during 2021 some of the Trust’s
senior female consultants developed a free on-line health awareness session
in partnership with the Health Tree Foundation. Additionally, the Trust shared
information with our staff to promote equality and the ‘Choose to Challenge’
International Women’s Day 2021 theme.

We have an equality impact assessment process for our policies and service
changes to ensure we do not discriminate; we advance equality of opportunity
and we foster good relations between all equality groups. In particular we
have a number of family friendly policies which support flexible working,
maternity and paternity, parental and adoption leave. We also have a new
Health and Wellbeing Strategy, implementation plan and participation in the
second NHS El trail blazer pilot centred on enabling equal access to health
and well being interventions.

Early discussions are taking place to introduce a Women’s Staff Equality
Network and to celebrate International Women Day 2022 we are currently
planning a half day women’s development conference.

The Trust has a very successful virtual Menopause staff equality network
which has more than 200 members of staff.

Whilst the actions at 4.6 and 4.7 do not directly influence our gender pay gap
disparity they do indirectly positively enhance our employee proposition for
our female workforce.

NEXT STEPS

Gender Pay Gap report will be published on the Trust's website and the
government’s online reporting service as legally required.

We will continue to implement the Trust’'s Equality, Diversity and Inclusion
work plan to ensure we meet our legal and contractual responsibilities, and to
meet our social and fairness responsibilities as a large employer and
healthcare provider. This work plan will incorporate the actions identified
within this report.

The EDI Lead will monitor the diversity workforce data in relation to
recruitment, retention, employee relations, access to training and the overall
make-up of the Trust’'s workforce in relation to diversity. This data will be
reported into the forthcoming Culture Transformation Working Group (CTWG)
which will meet monthly to facilitate the Trust-wide culture change agenda.
The CTWG will report quarterly to the forthcoming Culture Transformation
Board, accountable to the Trust Workforce Committee for the delivery of our
Culture Transformation agenda. Proactive action will be taken where the data
is disproportionate.

We will continue to work with other NHS Trusts via the Yorkshire and Humber
regional equality, diversity and inclusion leads group to learn from best
practice and explore opportunities to develop joint activities.

The gender equality action plan, as can be seen in Appendix 1, has been
reviewed and refreshed in line with our 2021 gender pay gap data and will be
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monitored by the forthcoming Equality, Diversity and Inclusion Steering
Group. The EDI steering group will feed its reporting into the CTWG.

CONCLUSION

Whilst we can see slight improvements in both the Average and Median pay
compared to the last two years this improvement is small and potentially very
fragile due to the narrow margins. It can be seen that we have a large female
workforce (80.41% female) but the upper pay quartile disproportionately
favours male staff. The improvements shown links to females moving up pay
spines within their pay bands whilst many male staff are already at the top of
their pay bands. This suggests we need to do more work in the area of
female staff progression and recruitment.

Due to a disproportionally high number of male consultants compared to
female consultants, we made 115 Clinical Excellence Awards (CEAs) to
males, compared to only 33 CEAs to female consultants. As stated at 3.10
above, a large proportion of bonus payments made in 2021 were in relation to
CEAs. Bonus payments made during the reporting year 2020-21 also include
back pay for CEA payments from 2014-18 and 2018-21; therefore 2021 saw
a higher number of CEAs awarded compared to previous reporting years.

RECOMMENDATIONS
It is recommended that the Trust Board:

1. Note the contents of this report and its data;

2. Note that the results, as set out in Section 3, have been submitted on
30th March, as approved by the Workforce Committee, on the Trust’s
website and to the government portal as required;

3. Support the next steps and actions to reduce the Trust’'s gender pay gap
as monitored through the Workforce Committee.

12



Appendix 1

Gender Action Plan 2021/22

Introduction

Northern Lincolnshire and Goole NHS FT is committed to reducing our gender pay gap and this is our 5" publication against this standard.

April 2017 saw the introduction of the Government regulation setting out the requirement for public sector bodies in England with 250 or more
employees to publish their gender pay and bonus gap. Northern Lincolnshire and Goole NHS FT, as an organisation that employs more than 250
people, has met our legal requirement of submitting gender pay gap data to the Government for five consecutive years.

For the 2021 result’'s we have produced an action plan that builds on some progress but also recognises that more work is required to narrow the
gender pay gap. It provides detail on work planned to advance gender equality more generally. The action plan below has been developed into
three themes to reflect the Trust’'s People Strategy.

NLaG People Strategy
e Workforce

e Culture
e Leadership

Monitoring and Evaluation
The action plan will be monitored by the Equality, Diversity and Inclusion Work Plan and the Culture Transformation Working Group on a
quarterly basis, and through the Trust Board for end of year assessment and evaluation.
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Gender — Action Plan 2021/22
No Objective

1.0  Workforce
1.1 Ensure that

recruitment and

selection
practices are
inclusive for all
prospective
applicants
regardless of
gender

Ensure policies

are in place to
support a
diverse and
inclusive

Relevant Workforce

Indicators of

Specific action Lead Timeline Gender Data 2021 improvement Progress
Analyse ADWS | July 22 Average gender pay | Following EDI and The median and mean
recruitment data | &R /EDI gap (mean): 32.36% | Unconscious Bias pay gaps have reduced
to explore drop- | Lead training, all selection | compared to 2020.
out rates by m panels will be
roles and inclusive and EDI Recruitment data is
service areas £20.23 | £13.68 compliant. being reviewed to
ensure that meaningful
Identify reasons | EDI July 22 We aim to have analysis can be
and trends for Lead gender undertaken.
drop outs (all representation on all
equality groups) Recruitment and
Selection panels.
Review and EDI July 22
analyse Lead / Workplace Disability | Adverts have been
inclusivity of Hof E Equality Scheme updated to include an
recruitment (WDES) inclusive statement. All
materials job descriptions and
(including where Workplace Race person specifications to
adverts are Equality Scheme be reviewed to ensure
placed). (WRES) that criteria are
inclusive.
Equality & Diversity
System 2 (EDS2) All recruitment literature
has been reviewed to
Gender pay gap ensure it is inclusive.
report.
For all newly EDI August Average gender pay | Flexible working Flexible working policy
created jobs and | Lead 22 gap (mean): 32.36% | policy usage in place.
for all individual monitoring.

requests we will
commit to

Equality Impact
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No Objective

culture — linked
to gender
Yo [TE1114Y;

1.3 To hold
comprehensive
workforce data
on all protected
characteristics
for staff

Specific action

exploring
opportunities for
more flexible or
alternative shift
working across
the organisation.

For all newly
created jobs and
for all individual
requests we will
commit to
exploring
whether flexible
working could be
introduced into a
wider range of
roles, including
at a senior level.

Lead

EDI
Lead

Timeline

August
22

Relevant Workforce
Gender Data 2021

£20.23 | £13.68

Indicators of
improvement
Assessment

Progress

The intention is
for the recently
reenergised
Equality,
Diversity and
Inclusion
Steering Group
to monitor the
workforce data
in relation to:
Applications/
Shortlisting/
Recruitment
Pay and reward

ADWS
&R /EDI
Lead

April 22

Average gender pay
gap (mean): 32.36%

£20.23 | £13.68

The following
mandated and
published work
programmes benefit
from equality
monitoring data

Workplace Disability
Equality Scheme
(WDES)

Workplace Race
Equality Scheme
(WRES)

Standard reporting
templates under
development
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Objective

Specific action

Employee
relations case
work

Access to
training &
development
Staff
satisfaction. In
addition WRES
and

WDES data will
continue to be
presented at
Workforce
Committee

Monitor the
make-up of the
Trust’'s
workforce in
relation to all
protected
characteristics
via the annual
Equality and
Diversity Report
and to complete
mandated
reports to NHS
England

To explore
equality of
access to

Lead

EDI
Lead

EDI
Lead

Timeline

August
22

August
22

Relevant Workforce
Gender Data 2021

Average bonus
gender pay gap
(mean): 49.49%

£3,677
42

£7,280.07

Indicators of
improvement

Equality & Diversity
System 2 (EDS2)

Gender pay gap
report

NHS staff survey

As above

Progress
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Relevant Workforce Indicators of

No Objective Specific action Lead Timeline Gender Data 2021 improvement Progress
leadership
programmes for
clinical / medical | EDI
staff (all equality | Lead
groups)
2.0 Culture
2.1 Staff work in an [EBENEle]ok:} EDI Monthly Fewer cases of Monthly staff
environment culture of dignity | Lead events conflict/ harassment | engagement events to
free from and respect for going through formal | support equality, health
bullying all staff which processes (WDES, and wellbeing, and
’ includes any WRES) FTSU.
h_aras_srpen? and VIR
SIECLINILENEUI considered to be Staff are aware of
disrespectful as Health and Wellbeing
a result of support and feel
gender comfortable
accessing it
Unconscious EDI March 23
Bias Training Lead Staff feel confident
Package about reporting
incidences of bullying
Design and EDI April 22 and harassment
deliver a range Lead regardless of gender
of knowledge, (NHS staff survey)
skills and
awareness
programmes
focussed on
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Objective

2.2 Examine gender

issues
experienced by
staff to improve
staff experience
and increase
retention

Specific action

strengthening
inclusion and
reducing
exclusion,
equipping staff
with the skills to
explore and
understand
difference.
These modules
will be included
in the culture
transformation
and leadership
development
work 2022/23.

Lead

Timeline

Relevant Workforce

Gender Data 2021

Indicators of
improvement

Progress

Launch a
Women’s Staff
Equality Network

Host a Women’s
Network Event
to promote
female leader on
International
Women’s Day
(8t March)

EDI
Lead

EDI
Lead

April 22

March 22

NHS staff survey

NHS staff survey

Menopause virtual

network in place 200+

members
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Indicators of
improvement

Relevant Workforce

Lead Gender Data 2021

Timeline

No Objective

Specific action Progress

3.0 Leadership

3.1 Create an EDI March 22 Group in place

3.2 | To ensure that

the Health and
Wellbeing
Services
reflects the
gender specific
needs of staff

Equality,
Diversity and
Inclusion
Steering Group

Develop the
EDS2
framework in
relation to
workforce
gender equality
(assemble
evidence)

Lead

EDI
Lead

May 22

EDS2 Grades
(workforce)

Refresh the
current Equality
Impact
Assessment
(EIA) Policy and
Procedure

Undertake an
Equality Impact
Assessment on
the Health and
Wellbeing
Services and
ensure that the
gender specific
needs of staff
are met

EDI
Lead

EDI
Lead

July 22

July 22

New EIA system in
place

EIA Policy and
Procedure in place.
New EIA system under
development due to be
introduced July 22
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Objective

3.3 | To have

enabling
strategies that
support staff to
succeed
regardless of
their gender

Relevant Workforce

Indicators of

Specific action Lead Timeline Gender Data 2021 improvement Progress
Ensure equality, | EDI On-going

diversity and Lead

Human Rights

embedded into

all training

Monitor take-up | EDI August WRES and WDES,

of Learning and | Lead 22 workforce data

Development
opportunities by
protected
characteristic,
including at
events designed
to improve
learning e.g.
conferences,
seminars.

metrics
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NLG(22)039

NHS

Northern Lincolnshire

and Goole
NHS Foundation Trust

Name of the Meeting

Trust Board of Directors — Public

Date of the Meeting

5 April 2022

Director Lead

Gill Ponder, NED/Chair of Finance & Performance Committee

Contact Officer/Author

Gill Ponder

Title of the Report

Finance & Performance Committee Highlight Report —

Finance 18-2-22 and 23-3-22

Purpose of the Report and
Executive Summary (to
include recommendations)

To highlight to the Board the main Finance and Digital areas
where the Committee was as