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Agenda Trust Board Meeting in Public Session
06/06/2023
10:15-13:15
MS Teams
Elaine Baylis

PLEASE NOTE THAT ALL OF THE AGENDA TIMES ARE
APPROXIMATE AND SUBJECT TO CHANGE

Introduction, Welcome and Chair's Opening Remarks
Chair

Public Questions
Chair

Apologies for Absence
Chair

Declarations of Interest
Chair

Minutes of the meeting held on 2 May 2023
Chair

Matters arising from the previous meeting/action log
Chair

Chief Executive Horizon Scan Including ICS
Chief Executive

Patient/Staff Story
Director of Nursing

Please be aware that sometimes our patient and staff stories can deal

with very difficult subjects, which may affect you personally. If you are

concerned about this the Trust Secretary can advise you of the subject
to be discussed at the start of the meeting.

Break

Strategic Objective 1 To Deliver high quality, safe and responsive
patient services, shaped by best practice and our communities



8.1 Assurance and Risk Report from the Quality Governance
Committee

8.2 CQC Quarterly Report
Director of Nursing

9 Strategic Objective 2 To enable our people to lead, work differently
and to feel valued, motivated and proud to work at ULHT

9.1 Assurance and Risk Report from the People and Organisational
Development Committee

10 Strategic Objective 3 To ensure that services are sustainable,
supported by technology and delivered from an improved estate

10.1 Assurance and Risk Report from the Finance, Performance and
Estates Committee

11 Strategic Objective 4 To implement integrated models of care with
our partners to improve Lincolnshire's health and wellbeing

11.1 Paediatric Consultation

12 Integrated Performance Report

12.1 Integrated Improvement Plan 2023/24
13 Risk and Assurance

13.1 Risk Management Report

13.2 Board Assurance Framework 2023/24

13.3 Code of Governance - Update

13.4 Provider Licence Update

14 Any Other Notified Items of Urgent Business

15 The next meeting will be held on Tuesday 4 July 2023
EXCLUSION OF THE PUBLIC
In accordance with Standing Order 3:1 and Section 1(2) of the Public
Bodies (Admission to
Meetings) Act 1960: To resolve that representatives of the press and
other members of the
public be excluded from this part of the meeting having regard to the
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confidential nature of the business to be transacted, publicity on which
would be prejudicial to the public interest.
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NHS'

United Lincolnshire

Hospitals
NHS Trust
Minutes of the Trust Board Meeting
Held on 2 May 2023
Via MS Teams Live Stream
Present
Voting Members: Non-Voting Members:
Mrs Elaine Baylis, Chair Mrs Sarah Buik, Associate Non-Executive
Mr Andrew Morgan, Chief Executive Director
Professor Karen Dunderdale, Director of Dr Sameedha Rich-Mahadkar, Director of
Nursing/ Deputy Chief Executive Improvement and Integration
Mr Neil Herbert, Non-Executive Director Ms Claire Low, Director of People and
Dr Chris Gibson, Non-Executive Director Organisational Development

Ms Michelle Harris, Chief Operating Officer
Ms Dani Cecchini, Non-Executive Director

In attendance:

Mrs Jayne Warner, Trust Secretary

Mrs Karen Willey, Deputy Trust Secretary
(Minutes)

Mr Jon Young, Deputy Director of Finance
Professor Ciro Rinaldi, Deputy Medical Director
Ms Jennie Negus, Head of Patient Experience
Ms Sarah Addlesee, Associate Director of
Nursing

Mr Jason Green, Matron — Lincoln Theatres
Ms Julie Record, Matron — Surgical Unit
Grantham

Apologies

Dr Colin Farquharson, Medical Director

Mr Paul Dunning, Medical Director

Mrs Rebecca Brown, Non-Executive Director
Professor Philip Baker, Non-Executive Director
Mrs Vicki Wells, Associate Non-Executive
Director

508/23 | Item 1 Introduction

The Chair welcomed Board members and members of the public, staff or interested
parties who had joined the live stream to the meeting.

509/23 | Item 2 Public Questions




510/23

Q1 from Vi King

Please can | ask who is going to take on the service of Grantham's 24 UTC.
Also, when will this be fully open to provide this service.

| know this was part of the consultation and ULHT have said before its not
down to them, but with the staff who are employed by ULHT and are working in
Grantham's A&E surely you have a duty of care to keep them informed as well
as the public.

With the waiting times that people are having to endure at the other hospitals,
this would help ease this issue by having Grantham hospital open 24/7.

The Chief Executive responded:

The Urgent Treatment Centre (UTC) and medical beds at Grantham were 2 key
outcomes of the consultation led by the Integrated Care Board (ICB) with colleagues
being informed about progress with both of the services.

Updates were being offered as necessary with the last formal updated received in
February 2023.

Since then, the ICB had been working on the service specification for both the UTC
and medical beds

The Chief Executive noted that the second part of the question referred to the
procurement process of the services. The service specifications were now complete
and, in the last week, the ICB had confirmed the way forward in terms of
procurement.

The approach was for the 2 local providers, United Lincolnshire Hospitals NHS Trust
(ULHT) and Lincolnshire Community Health Services NHS Trust (LCHS) to work
together to agree how the 2 services were managed and provided.

This would avoid the need for a lengthy formal procurement and the next steps would
be for the 2 providers to work through this process. Assurance was offered that this
would be progressed as quickly as possible to conclude the discussions with LCHS
and communicate the outcome, including the date of commencement of both the
UTC and beds at Grantham.

The Chair noted the progress that had been made and looked forward to future
updates and establishing the services in the way intended.

511/23

512/23

Item 2.1 Ward Accreditation

The Chair welcomed the Associate Director of Nursing, and Matrons Green and
Record to the meeting.




513/23

514/23

515/23

516/23

517/23

518/23

519/23

520/23

521/23

522/23

The Director of Nursing was delighted to welcome the Associate Director of Nursing,
and Matrons Green and Record for the third occasion at the Board where the
presentation of accreditation awards were made. This was another proud moment
for members of the Board, as professionals but also for patients for the standards
each area had gained.

The Associate Director of Nursing was pleased to attend the Board to introduce
further teams who had been successful in achieving diamond awards, including the
first silver diamond award.

There were a number of core requirements departments needed to achieve against a
wider range of quality indicators, in addition to presenting a portfolio of evidence to
the quality accreditation panel.

It was noted that Lincoln Theatres had applied and were successful in achieving a
bronze award with the Surgical Unit at Grantham applying, and being successful for,
the first silver diamond award.

The Associate Director of Nursing advised the Board that in order to achieve the
silver diamond award the Surgical Unit had built on the previous bronze award and
achieved additional weeks and months in all quality indicators on a rolling 12-month
programme, in addition to presenting a new portfolio of evidence of continuous
quality improvement.

Matron Green was proud of the theatres team in making the quality improvement in
the department noting that this reflected all of the hard work the team were doing to
make improvements in the area. One of the improvements made had been to
introduce a separate area for the preparation of instruments pre-surgery. Feedback
had been offered from various members of the team including newly appointed staff,
new international nurses and apprenticeship colleagues.

The creation of the environment had enabled a controlled safe environment to be
used which was also educational for all staff. Feedback received was that staff were
pleased to have the environment to work in.

Matron Record noted that the Surgical Unit at Grantham was the first to receive the
silver diamond award noting the hard work of the team to achieve this.

One aspect of improvement had seen a continuation of the call don’t fall initiative that
had been implemented as a result of unexpected falls from patients who were not
high risk. There had been consideration of the medications being used and multi-
disciplinary discussions about changes which would be implemented.

Matron Record noted that since the implementation of call don'’t fall there had been
no falls or slips since November 2022. The changes made to medication used had
resulted in improvements for patients and would continue for a further month before
wider consideration of other medications was made.

The Director of Nursing noted that nurses required a range to technical skills and a
high level of education to effective but also needed to be critical thinkers and decision




523/23

524/23

525/23

526/23

527/23

528/23

529/23

530/23

531/23

532/23

533/23

534/23

makers. This was not just about what nurses did but how it was done with the
examples demonstrating the core values of the organisation of compassion, dignity
and respect, as well as desire to do the best of patients which could not be
overestimated.

The improvements described were a small example of the wider improvement work
which had been undertaken and demonstrated what United Lincolnshire Hospitals
NHS Trust was capable of undertaking.

The Director of Nursing was proud of the work done across the ward area and
offered thanks to Matron’s Green and Record and the respective teams.

The Chief Executive supported the comments made noting that it was a complete
team effort from a range of professions. At the launch of the NHS new strategy
around continuous improvement it was noted that this was not a new area of work for
the Trust with people focused on continuous improvement, using resources at their
disposal to make improvements.

It was hoped that Matron Green would strive for silver and Matron Record for gold
accreditations in the near future.

The Director of Improvement and Integration echoed the sentiments and asked how,
in such a busy environment, improvements were achieved and offered support of the
improvement teams should it be needed.

Matron Green noted that consideration was given to what needed to be achieved in
terms of quality for patients, as the Director of Nursing had stated the team was
patient focused and with that focus this was how achievements were made.

Matron Record support the view on achievements and improvements noting support
was already in place and now that the Get it Right First-Time accreditation had been
achieved for the Grantham Hub this had driven the focus.

It was noted that the achievements of the accreditation supported the team to remain
motivated.

The Chair was pleased to be able to present the awards noting these were not easily
given out and were hard earnt requiring all team members to make a contribution
along with great leadership.

It was noted that staff were encouraged to offer feedback and the example from
Matron Green demonstrated that the team felt about to offer this and see a positive
response as a result.

The learning from Matron Record’s team demonstrated professional curiosity to
understand why something was happening and then went beyond this to explore best
practice and was all done in the patients best interest.

The Chair noted that the certificates and awards would be presented in person but
offered congratulations on behalf of the Board.




535/23

536/23

Item 3 Apologies for Absence

Apologies were received from Dr Colin Farquharson, Medical Director, Mr Paul
Dunning, Medical Director, Mrs Rebecca Brown, Non-Executive Director, Professor
Phil Baker, Non-Executive Director and Mrs Vicki Wells, Associate Non-Executive
Director.

The Chair welcomed Mr Jon Young, Deputy Director of Finance and Professor Ciro
Rinaldi, Deputy Medical Director to the meeting.

537/23

Item 4 Declarations of Interest

There were no new declarations of interest.

538/23

Item 5.1 Minutes of the meeting held on 4 April 2023 for accuracy

The minutes of the meeting held on 4 April 2023 were agreed as a true and accurate
record.

539/23

Item 5.2 Matters arising from the previous meeting/action log

The Chair took the action log as read noting there were no actions due.

540/23

541/23

542/23

543/23

544/23

Item 6 Chief Executive Horizon Scan including ICS

The Chief Executive presented the report to the Board noting that the system
continued to be busy with a number of public holidays and a balance needed to run
services as well as having planned for Easter. There were further bank holiday’s
including the coronation weekend and at the end of the month.

This planning was alongside coping with industrial action however there had not been
industrial action on the 1 May by the Royal College of Nursing (RCN) as there was no
mandate to strike in Lincolnshire currently.

The Chief Executive noted the impact on the Trust of the Junior Doctor industrial
actions in March and April advising that, as a result, 165 electives and 1474
outpatient appointments had been lost due to cancellations. Whilst some would have
already been rearranged and completed the Chief Executive apologised to those
patients who had been cancelled.

There had been a cost of £250k to the Trust for staffing cover over the duration of the
strike action as well as £300k in lost activity however activity should be recovered
when the work was caught up.

The Board noted that the NHS Staff Council was meeting to consider the outcomes
of the ballots that the unions had conducted in respect of the government pay offer
with the Chief Executive noting that it appeared that the offer would be accepted by
the majority of unions.




545/23

546/23

547/23

548/23

549/23

550/23

551/23

552/23

553/23

554/23

555/23

Whilst there was a need to await the outcome of the meeting it was noted that any
acceptance of the offer would not prevent unions for continuing with further ballots
and possible further strike action.

The Chief Executive advised of the year-end financial position which had seen a
system deficit of £16.8m and Trust deficit of £13.6m. There had been detailed
discussions with NHS England about the 2023/24 plan with a final operational plan
for the system due to be submitted on 4 May.

A review had taken place with NHS England on 28 April which had been positive, and
it was felt that it would be possible to submit a plan for Lincolnshire which would meet
expectations on service delivery targets as well as finances. The system plan looked
to be a deficit of £15m following the meeting with NHS England.

The Hewitt review in to Integrated Care Systems (ICSs) had been published and
made a number of recommendations, setting out key principles. The report was now
with minister for them to decide on the action to be taken.

NHS England had issued a new report around continuous improvements, as well as
NHS Impact, the methodology for improvement in the NHS. The Trust would build on
this to continue with the Trust’s improvement journey, as well as doing this alongside
system colleagues.

The Chief Executive noted that the 75" anniversary of the NHS would be in July and
would be celebrated across the system, nationally coordinated by the NHS
Assembly.

It was also noted that the Chief Executive and ICB Chief Executive were now
members of the Court of the University of Lincoln and congratulations had been
offered to local MP Gareth Davies who had been appointed as junior minister in
treasury.

The Chief Executive advised Board members of attendance at a national conference
on the NHS People Promise, delivering a session based on the Trust being the
second most improved Trust in the country for staff survey results. Information was
also offered on the culture, leadership and behaviour changes that were being taken.

It had been pleasing to noted that the Chief Workforce Officer’s weekly blog had
covered the Trust’s work on flexible working.

The Chief Executive advised that Mr Matthew had now left the Trust and the new
Interim Director of Finance and Digital, Mr Barry Jenkins, would join the Trust on 8
May.

The Chair commented on the Chief Executives appearance at the NHS People
Promise event noting that it was positive to have the Trust being represented in the
national environment to celebrate the success of improvement in the staff survey.




556/23

557/23

This reflect the work being done in the Trust with thanks extended to the Chief
Executive for taking the time to commit to presenting at the event with positive
feedback having been received.

The Chair formally thanked Mr Matthew for the work done whilst in the role of
Director of Finance and Digital noting that the Trust had been left in a good position.
The Chair extended a welcome to Mr Jenkins who would be joining the Trust the
following week.

The Trust Board:
¢ Received the report and significant assurance provided

558/23

559/23

560/23

561/23

562/23

563/23

564/23

565/23

Item 7 Patient Story

The Director of Nursing introduced the patient story advising that this was from the
perspective of the schedulers who work in the heart centre. The schedulers visit all
patients on the cardiac ward prior to planned procedures taking place to meet
patients in person.

This allows the schedulers to get to know the patients and find out what would help to
calm them if anxious but to also understand if there were any additional needs or
requirements for the procedure. This ensures that the patient receives the best
experience and outcome when going through what is quite an invasive procedure.

The Trust Board watched the video which detailed the work of the team to support a
patient with learning disabilities to be less anxious and to have support in place to
ensure a smooth procedure and also a patient who was supported through the
procedure by having music, of their choice, played for the duration of the procedure.

The Chair noted with interest the insight of staff who were day in day out closely
engaging with patients and responding to their needs.

Dr Gibson noted that whilst the video offered the focus on the patient the staff still
demonstrated empathy and understanding of the individual patients themselves.

The Head of Patient Experience noted that, what was important about the level of
patient centred care was that this was not new to the scheduling team in the heart
centre. There were many services in the Trust which embed personalised care and
this example truly demonstrated going above and beyond.

The team know that it is likely that patients will return to them and in patient
experience training it is known, from research in the United States, that it can take 12
good experiences to wipe out 1 wrong one. This was a great example of getting it
right first time in terms of patient experience.

The Director of Nursing thanked the Head of Patient Experience for what was both a
staff and patient story noting that, despite the pressured environment being worked
in, the team continued to proactively deliver patient centred care and prioritised this
part of the patient journey.




566/23

567/23

568/23

569/23

570/23

It should be recognised that it was an incredibly important lesson to share across the
organisation as this was not the only part of the organisation which provided such an
intense and invasive type of care which was anxiety provoking.

There was a need to consider how this could be adopted and spread across the Trust
to work to tailor care.

The Director of Nursing was proud of the teams and the work being undertaken to
keep, not just those in the video but all patients supported to receive the level of care
and input to ensure good patient experience.

As indicated in the MS Teams Chat by Mr Herbert this was a perfect example of
outstanding care personally delivered.

The Chair endorsed all of the comments made and reflected that, from the video, it
was clear that the teams were also enjoying what they were doing and having fun
whilst working in the constrained clinical setting. It was great to see the level of
enthusiasm and commitment demonstrated.

The Trust Board:
¢ Received the patient and staff story

Item 8 Objective 1 To Deliver high quality, safe and responsive patient services,
shaped by best practice and our communities

571/23

572/23

573/23

574/23

575/23

576/23

577/23

Item 8.1 Assurance and Risk Report Quality Governance Committee

Dr Gibson, on behalf of the Chair of the Quality Governance Committee, provided the
assurances received by the Committee at the 18 April 2023 meeting.

Dr Gibson noted that a number of groups were unable to meet fully due to industrial
action however assurance could be offered to the Board.

The report from the Patient Safety Group had looked at incident analyses, internal
incidents and those alerted through the national Central Alert System (CAS) with
actions agreed to improve the response to CAS alerts by the Trust.

Dr Gibson made specific reference to the excellent national cardiac alert data for
which the Trust was a top performer in the country.

The Committee received the regular report on serious incidents and noted the first
never event which had occurred in the current financial year. This had been reported
and would be investigated.

The Committee had noted improvement in reporting in respect of duty of candour
with Dr Gibson noting the important of being honest, open and prompt.

Whilst an update was not received from the Infection Prevention and Control (IPC)
Group the Committee received the outcome letter following the NHS England IPC




578/23

579/23

580/23

581/23

582/23

583/23

584/23

585/23

586/23

587/23

588/23

visit. The letter was appended to the report and it was noted that this was not as
positive as the verbal feedback offered during the visit.

Trust staff had responded in the way expected to the comments made and actions to
address waste management, healthcare associated infections (HCAI) and sharps
management were in place and would be monitored.

Dr Gibson noted the report from the Medicines Quality Group with the Committee
monitoring a number of key issues with slow progress being made on some of the
issues.

The successful rollout of the Electronic Prescribing and Medicines Administration
(ePMA) across the medicine division was noted and was now progressing to the
surgery division. The impact of ePMA on patient safety would be significant.

7-day working continued to be difficult in pharmacy however there had been some
success through recent international recruitment.

Dr Gibson noted that the Committee had received the regular upward report from the
Children and Young People Oversight Group noting the significant progress made in
the service since 2019 with many previous issues resolved. The Committee had
been pleased to note the appointment of the Lead Nurse to the paediatric epilepsy
service.

A suite of papers had been received from the Maternity and Neonatal Oversight
Group which were appended to the report.

Dr Gibson noted that the group was looking at post-partum haemorrhage and 3 and
4t degree tears which had flagged in the recent reports as possibly requiring
attention.

It was also noted that the Trust had successfully submitted full compliance for the
Clinical Negligence Scheme for Trusts (CNST) maternity with formal feedback
awaited. There was confidence that the Trust had achieved the necessary standard.

Dr Gibson advised that the national 3-year plan, supplementing the Ockenden and
Kirk-Up reports, had been considered by the group and had not integrated in the way
hoped. The plan included additional targets to meet with the team working on
alignment with the Trust plan.

There had been some IT connectivity issues for community midwives with a trial now
in place to ensure access to required information and as detailed in the report from
the Non-Executive Director Maternity and Neonatal Safety Champion, some concern
had been raised about the capital plans at the Lincoln and Boston sites.

The Committee received the report form the Patient Experience Group noting the
innovation of the patient panel which was going from strength to strength. The panel
had assisted in the co-design of the patient visiting policy.




589/23

590/23

591/23

592/23

593/23

594/23

595/23

596/23

597/23

598/23

599/23

600/23

601/23

A patient story had been received which involved the transfer of a patient between
site and the Committee reflected on the positive outcome of the multidisciplinary
team working together on one incident that had led to improvement in care.

The Clinical Effectiveness Group upward report demonstrated a continued
improvement in the Summary Hospital Mortality Indicator (SHMI) which was the
preferred measure of mortality with the Trust being in a good position in relation to
this.

The Committee also noted the National Confidential Enquiry into Patient Outcome
and Death (NCEPOD) into perioperative deaths with a number of outstanding actions
received by clinical groups. These had now decreased over quarter 4 however a
number required addressing.

The draft Quality Account was received with comments offered by the Committee, the
final report would be offered to the Committee in May and onward to Board.

The Committee noted that all actions in response to the industrial action had been
completed.

The Chair noted the comprehensive report and disappointment of the first never
event being reported however reflected on a number of positives within the report.

An update was requested from the Deputy Medical Director in respect of the NHS
England IPC letter.

The Deputy Medica Director noted that there were both positives and negatives
within the report with the final rating being given as enhanced monitoring and support
as a result of the visit.

The main points related to ongoing regulatory breaches on waste management,
locations and safety of bins and sharps container management. Some frustration
had been expressed due to issues of the bins having been raised at a previous visit
with urgent action now being taken.

Infection trajectories on specific pathogens were also a concern due to the Trust
being an outlier in the trajectories. One area was Clostridioides difficile with a
reported 70 cases against a trajectory of 54. Root cause analyses had been
undertaken for each with no cross contamination between patients.

The Trust had also report 15 cases, against a trajectory of 13 for pseudomonas
aeruginosa bacteraemia however it was noted that other pathogens were in range.

The letter highlighted a number of improvements including IPC governance, ward
cleanliness and hand hygiene along with the appointment of a Contamination Matron.

The Deputy Medical Director noted that it was understood that NHS England would
likely revisit in 6-months to monitor progress on the areas identified. There had been
recognition by NHS England of the significant backlog in estates works however they
had recognised that some progress had been made.




602/23

603/23

604/23

605/23

606/23

607/23

608/23

609/23

610/23

611/23

612/23

613/23

The Chair noted the helpful summary reflecting that whilst there was work to doing
progress was being made and NHS England had identified good practice in a number
of areas that had not previously been able to provide the requite level of evidence.

It was hoped that progress would be made against the action plan along with
improvement prior to the revisit.

The Chair moved to the Director of Nursing to offer an update on the maternity
papers offered to the Board.

The Director of Nursing noted appendix A of the reports with the Head of Midwifery
having presented at a recent regional event, associated with the Ockenden review,
showing the Trust’s significant improvement journey.

This had been well received and subsequently a number of NHS maternity services
had approached the Trust seeking support and information sharing.

The transferable learning from the Kirk-Up report and how this could be shared with
other areas of the Trust was being considered along with the Ockenden report.
Whilst this focused on maternity and neonatal services there were aspects and
themes within the reports which could equally apply across the organisation.

Work had commenced on a gap analysis across the Trust which would be offered to
a future Quality Governance Committee meeting.

The maternity services 3-year plan was published on 30 March, following several
national plans including Ockenden and Kirk-Up with the plan bringing together key
objectives services were being asked to deliver against over a 3-year time period.

The report set out 12 priority actions for Trusts and systems across 4 themes of
listening to women and families with compassion, supporting the workforce,
developing and sustain a culture of safety and meeting and improving standards and
structures.

The Director of Nursing noted that, through the Maternity and Neonatal Oversight
Group, that work to consider the 3-year plan had commenced. Early indications
demonstrated that the current improvement plan supported the 4 themes with work
ongoing in relation to the 12 priority objectives. It was believed that the Trust was on
track to meet these.

A paper would be offered to the group in June and through to the Quality Governance
Committee ahead of the Board in July with the Director of Nursing proposing that the
Maternity Team attend the Board to present.

The Chair noted the great work of the team with the need to ensure the work on the
themes was completed and further updates offered to the Board. The Chair would
welcome the Head of Midwifery to a future Board meeting to present.

Action: Trust Secretary, 4 July 2023




The Trust Board:
e Received the assurance report

Item 9 Objective 2 To enable our people to lead, work differently and to feel
valued, motivated and proud to work at ULHT

614/23

615/23

616/23

617/23

618/23

619/23

620/23

621/23

622/23

623/23

Item 9.1 Assurance and Risk Report People and Organisational Development
Committee

The Chair noted that the People and Organisational Development Committee had
note met during April due to industrial action however a report was offered from the
Director of People and Organisational Development.

The Director of People and Organisational Development advised that due to the
conflict with the Junior Doctor strike the meeting had been stood down however the
assurance report summarised highlights.

It was noted that there had been concerns around the quoracy of the Workforce
Strategy and Organisational Development Group (WSODG) however assurance was
offered in terms of the review of members and the reinforcement of the importance of
attendance.

The meeting which took place in April was quorate however this would continue to be
monitored moving forward to ensure continued attendance.

The Director of People and Organisational Development advised that the Trust had
submitted the Trust Workforce Plan to NHS England noting that the overall
headcount position remained static for 2023/24. Dedicated recruitment and retention
plans would be in place to bolster the work being undertaken.

The Board was advised that there was now 21 Freedom to Speak Up Champions in
the organisation meaning that staff continued to be supported in terms of feelings that
there were able to speak up or speak with a champion to seek support and sign
posting.

The Director of People and Organisational Development noted that full papers due at
the April meeting would be considered in May.

The Chair noted that it had been important to receive the report and understand the
position and advised that the Non-Executive Director Chair of the Committee had
escalated the issue of non-quoracy of WSODG.

It was helpful that this had been rectified and thanks were offered to the Director of
People and Organisational Development for the personal leadership in moving the
position and ensuring the meeting took place in the right way. This was a
fundamental group to the assurance work of the Committee.

The Director of Nursing, in support of the Director of People and Organisational
Development noted that, as the Director of Nursing, monthly safer staffing reports




continued to be seen and whilst this had not reached the Committee oversight and
scrutiny had been offered on this occasion.

The Trust Board:
¢ Noted the position reported

624/23

625/23

626/23

627/23

628/23

629/23

630/23

Item 9.2 Staff Survey Update

The Chair noted that the report offered a position statement following formal receipt
of the staff survey results.

The Director of People and Organisational Development advised that the report
offered an update on the preparation of the 2023 staff survey whilst also celebrating
that the Trust was the second most improved in the country. There was a need to
galvanise the position and continue the work with the plan presented in line with the
structure of the People and Organisational Development Directorate.

There was now a fully resourced Organisational Development team in please and a
new Head of Organisational Development who, as part of their objectives, would lead
the work, in conjunction with the Divisions and Organisational Development Leads.

The Director of People and Organisational Development advised that key themes
had been identified from the 2022 survey with 10 strategic actions outlined in the
paper. Alongside the strategic actions a ‘you said we did’ campaign was being run to
highlight the great work the Trust was undertaking in terms of culture.

The next steps would be to finalise the plans by the end of May to be shared with the
Executive Directors and Trust Leadership Team. Progress against the actions would
be monitored through WSODG and upwardly reported to the People and
Organisational Development Committee.

It was recognised that, whilst this would continue to galvanise the work already done
there were still some areas that needed to be addressed.

The Chair noted the achievements made noting the reliance on the Divisions to work
with the People and Organisational Development Directorate staff in order to deliver
the improvements being sought.

The Trust Board:
e Received the report noting the moderate assurance

Item 10 Objective 3 To ensure that service are sustainable, supported by
technology and delivered from an improved estate

631/23

Item 10.1 Assurance and Risk Report from the Finance, Performance and
Estates Committee

The Chair of the Finance, Performance and Estates Committee, Ms Cecchini
provided the assurances received by the Committee at the 20 April 2023 meeting.
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633/23

634/23

635/23

636/23

637/23

638/23

639/23

640/23

641/23

642/23

643/23

Ms Cecchini advised the Board that some assurance had been received around
estates with a verbal update offered regarding mortuary services, a Quality
Governance Committee referral.

It was noted that the required improvements had been made but it was also noted
that a business case was being progressed through the Capital, Revenue and
Investment Group in respect of mortuary services.

The finance report was received with the Chief Executive report offering the final
position. The Committee had been pleased to note that the Trust had fully utilised
the capital allocation of £47.7m which had been a significant investment into the
Trust estate, equipment and IT.

The Committee noted the delivery of £18m efficiency however due to a large
proportion being non-recurrent this was impacting on the new financial year.

Ms Cecchini advised the Board that the contract position remained ongoing for
2023/24.

The Committee had received an update on the financial plan which was believed to
be in line with what would be accepted by NHS England, given the update offered by
the Chief Executive.

There was £32m of cost improvement plans (CIP) within this, largely predicated on
some significant productivity improvements which would be overseen by the
Committee.

The Committee also noted the capital resource for the year and the significant
backlog maintenance to be addressed which was potentially not all affordable in year.

Ms Cecchini noted that the Committee was looking to received greater oversight of
strategic procurement having received a report on this. It was hoped that there would
be a clearer view of the pipeline and for significant contracts the Committee wanted
to receive clarity on when these would be due for renewal.

The Digital Hospital Group meeting had been cancelled due to industrial action so a
report was not received, and the Committee noted an update in respect of a further
Quality Governance Committee referral in relation to clinical records.

The Committee held significant discussion regarding operational performance and
escalation beds which remained open. It was understood that there was system
work ongoing around right sixing of the bed base for Lincolnshire as a whole with the
Committee looking forward to seeing the outcome of this.

In planned care the Committee noted achievement of 0.79% of cancelled operations
noting that the ward accreditation achieved and presented to the Board at the start of
the meeting was part of the improvement.




644/23

645/23

646/23

647/23

648/23

649/23

650/23

651/23

652/23

653/23

654/23

Ms Cecchini noted that, unfortunately, the 78-week zero target had not been
achieved, largely as a result of the Junior Doctor strike and patient choice was also
an issue in this.

The Committee noted improvement in cancer services, particularly the 104-day
backlog and on the basis of the report and monitoring of the position, the red rating in
the Board Assurance Framework was moved to amber. This was to recognise the
additional assurances being received in respect of the improvements.

Discussions were also held by the Committee around governance arrangements
following the work which had commenced last year. This work had commenced to
ensure clarity and lines of reporting from the reporting groups to the Committee and
onward to the Board.

A planning update had been received which required further discussion however it
was noted that the Trust had been able to reduce agency spend broadly in line with
plan. There had been some positive outcomes of the 2022/23 Integrated
Improvement Plan.

The Chair noted the detailed report which had covered all aspects of the Committee’s
terms of reference with some encouraging signs of improvement in a number of
areas.

The Board would need to come back to the 2023/24 plan once feedback had been
received from NHS England.

The Deputy Director of Finance noted that the plan continued to move with a
submission due on the 4 May however good progress was being made and the
Board would be updated at the following meeting once there was an outcome.

The Chair noted the strategic procurement report and the recent comments of the
Board recognising the positive action to be clearer about the oversight.

The amazing achievement of the capital programme was noted along with the
investment into the organisation which could not be underestimated due to the impact
on both patients and staff and how the Trust buildings were benefiting from this.

There was great work seen in the improvements for cancer access and it was helpful
to see this reflected in the movement of the Board Assurance Framework.

The Board received and noted the content of the Committee annual report.

The Trust Board:
¢ Received the assurance report and annual report

Item 11 Objective 4 To implement integrated models of care with our partners
to improve Lincolnshire’s health and wellbeing

655/23

No items




656/23

657/23

Item 12 Integrated Performance Report

The Chair noted that the Integrated Performance Report had been considered in the
course of the Committees inviting Executive Directors to raise any other areas
required.

It was noted that there was nothing further to add with the Chair expressing
appreciation for the work undertaken in the Committees.

The Trust Board:
¢ Received the report noting the limited assurance

Item 13 Risk and Assurance

658/23

659/23

660/23

661/23

662/23

663/23

664/23

665/23

666/23

Item 13.1 Audit Committee Upward Report

The Chair of the Audit and Risk Committee, Mr Herbert presented the report to the
Board from the meeting held on 19 April 2023.

The Committee reviewed the progress on audit and the annual accounts and
received a report from the external auditors with the Committee noting that the scope
of work was unchanged with work on track for the year end audit,

The Committee considered and approved the Trust accounting policies with Mr
Herbert noting that these remained largely unchanged year on year with the
exception of the new IFRS16 leasing standard which was in hand.

Mr Herbert advised that the Committee had supported the assumption that the
accounts would be completed on an ongoing concern basis.

The Committee had been pleased to note the progress on the Internal Audit plan with
4 of the reaming 6 reports presented to the Committee with the final 2 reports with
management for comment.

The significant progress to clear overdue internal audit actions was noted however
there remained 1 report where an update had been requested by the Committee from
management due to stalled progress on actions on a prior year audit.

The draft Head of Internal Audit Opinion have been received with the Committee
welcoming the notable improvement in the control environment that had been
identified. There had been a positive response to the proactive approach of
management in directing Internal Audit to the areas of highest risk and concern.

The Committee welcomed the new Internal Auditors with an update offered form
them on the process for producing and agreeing the internal audit plan.

The Counter Fraud progress report had been received along with the 2023/24 annual
plan. The Committee was pleased to see the continued progress on fraud metrics
noting that the overall position would move from amber to green in the end of year
report which was a notable achievement.




667/23

668/23

669/23

670/23

671/23

672/23

The payroll payment and recovery report had been received with the Committee
requesting an update to the next meeting on the implementation of the agreed
actions form this.

The Committee was pleased to note the continued progress in respect of risk
management, evidenced by the risk management internal audit which had offered
significant assurance with some improvement required. It was noted that all actions
from this had been cleared.

The Committee considered and confirmed the assurance rating of objective 2c — Well
led services as amber on the Board Assurance Framework.

Mr Herbert advised the Board that the Committee had undertaken the annual self-
assessment effectiveness review and as Chair of the Committee one to one meetings
had been held with all Committee members. A follow up session would be held to
discuss future areas of development for the Committee.

The Chair noted that the report provided assurance on key areas within the terms of
reference of the Audit Committee and was pleased to note the comments of the
auditors in respect of the notable improvements in the control environment.

The annual self-assessment review was noted with the Board pleased to hear how
this would be taken forward.

The Trust Board:
¢ Received the assurance report

673/23

674/23

675/23

676/23

677/23

678/23

Item 13.2 Risk Management Report

The Director of Nursing presented the risk report to the Board noting that, since the
previous report, there had been 5 very high risks discussed at the March Risk
Register Confirm and Challenge meeting.

These risks had been added to the report and were regarding medication
reconciliation compliance, consultant capacity for haematology outpatient
appointments, outpatient appointment process in haematology, non-recurrent funding
in cancer services and intensive care unit capacity for elective surgery.

There were 11 remaining quality and safety risks rated very high, 3 very high risks
reported to the People and Organisational Development Committee, which did not
meet in April with the risks remaining the same as the previous month.

5 very high risks were reported to the Finance, Performance and Estates Committee
and again remained the same as the previous month.

There were a number of risks awaiting review at the next meeting where Executives
would review these with the divisions and corporate areas.

The Director of Nursing noted that the report offered the detail of each of the very
high risks and associated mitigations and risk reduction plans which again




679/23

680/23

demonstrated the live and dynamic nature of the risk register. The appendix to the
report offered the detail of the risks which it was hoped would be recognised by the
Board.

The Director of Nursing offered significant assurance, in part, from an audit
perspective due to the level of assurance received through the risk management
internal audit.

The Chair noted that the Committees saw the pertinent risks and assumed that the
mitigations were considered to be relevant and appropriate. Board members were
invited to accept the strategic risk report and be satisfied that the mitigating actions
were relevant and appropriate.

The Trust Board:
e Accepted the risks as presented noting the significant assurance

681/23

682/23

683/23

684/23

685/23

686/23

687/23

688/23

Item 13.3 Board Assurance Framework

The Chair noted that the Board Assurance Framework (BAF) presented was the
2022/23 version recognising that this was the last time the report would be received.

The Trust Secretary confirmed the report offered was the close down report for the
2022/23 year with the BAF having been considered through each of the Committees
in month, with the exception of the People and Organisational Development
Committee. This had however been subject to executive review and with senior
teams.

As noted in the Finance, Performance and Estates Committee upward report,
objective 3d Improving cancer services had moved from red to amber with the Trust
Secretary seeking the support of the Board in the movement of the objective.

The 2023/24 BAF was being drafted and would be presented through the
Committees in May alongside executive review prior to being received at the Board in
June.

The Chair stated that this presented as a dynamic governance document and
supported the review and achievement of the strategic objectives. The movement of
objective 3d was noted, as described in the upward report from the Committee.

There had been a number of movements of the strategic objective assurance ratings
from places where some had not been receiving much assurance to full or partial
assurance.

The Chair was pleased with the progress made in what had again been another
challenging year. The BAF represented some of the fantastic work that had taken
place across the Trust and provided assurance on delivery.

Thanks were offered to all involved in the updating of the BAF.

The Trust Board:




e Received the report noting the moderate assurance
e Approved the rating of Objective 3d from red to amber

689/23 | Item 14 Any Other Notified Items of Urgent Business

No items

690/23 | The next scheduled meeting will be held on Tuesday 6 June 2023 via MS Teams live

stream
Voting Members 3 7 5 2 6 4 1 6 7 7 4 2
May June July Aug Sept Oct Nov Dec Feb Mar Apr May
2022 2022 2022 2022 2022 2022 2022 2022 2023 2023 2023 2023
Elaine Baylis X X X X X X X X X X X X
Chris Gibson X X X X X X X X X X X X
Sarah Dunnett X A X A A
Paul Matthew X X X A X X X X X X X
Andrew Morgan X A A X X X X X X X X X
Simon Evans X X X A X X A X
Karen Dunderdale | X X X X X X X X X X X X
Philip Baker X X X X X X X X X X X A
Colin Farquharson | X X X X A A A A A A A A
Gail Shadlock X X X
Dani Cecchini X X X X X X X X X X X A
Rebecca Brown X X X X X X X A
Neil Herbert X X X X X X X X
Paul Dunning X X X X X X X A
Michelle Harris X A X X




PUBLIC TRUST BOARD ACTION LOG

Agenda item: 5.2

Trust Board | Minute Subject Explanation Assigned Action Completed
date ref to due at
Board
7 March 2023 | 340/23 | Assurance and Risk Update on medicines management to be Medical 07/06/2023
Report from the offered to the Board in 3 months’ time in order | Director
Finance, Performance | to ensure sight was not lost to due this having
and Estates been an issue for some time
Committee
2 May 2023 613/23 | Assurance and Risk Head of Midwifery to be invited to attend the Trust 04/07/2023
Report from the July Board meeting to present the outcome of Secretary

Quality Governance
Committee

the review of the maternity 3-year plan
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Chief Executive’s Report

Accountable Director Andrew Morgan, Chief Executive

Presented by Andrew Morgan, Chief Executive

Author(s) Andrew Morgan, Chief Executive

Report previously considered at N/A

How the report supports the delivery of the priorities within the Board Assurance
Framework

1a Deliver high quality care which is safe, responsive and able to meet the needs of
the population

1b Improve patient experience

1¢ Improve clinical outcomes

2a A modern and progressive workforce

2b Making ULHT the best place to work

2c Well Led Services

3a A modern, clean and fit for purpose environment

3b Efficient use of our resources

3c Enhanced data and digital capability

3d Improving cancer services access

3e Reduce waits for patients who require planned care and diagnostics to
constitutional standards

3f Urgent Care

4a Establish collaborative models of care with our partners

4b Becoming a university hospitals teaching trust

4c¢ Successful delivery of the Acute Services Review

Risk Assessment N/A

Financial Impact Assessment N/A

Quality Impact Assessment N/A

Equality Impact Assessment N/A

Assurance Level Assessment Insert assurance level
e Significant

Recommendations/ e To note
Decision Required

&Y porsonally DELIVERED




Executive Summary

System Overview

a)

b)

f)

g)

h)

All parts of the system continue to be under operational pressure due to service demand.
Services coped well over the long weekend of the Coronation celebration and the later
May Bank Holiday weekend. Preparations are now being made for the next round of
strike action by Junior Doctors, which is due to take place between 07:00 on Wednesday
14t June and 07:00 on Saturday 17t June.

The Government has reached agreement with Trades Unions, via the National NHS Staff
Council, on the Agenda for Change pay award for 2022/23 and 2023/24. Some Trades
Unions are still in dispute with the Government and are balloting their members about
industrial action. Irrespective of this industrial action, the pay award will be implemented
for staff, with the first payments being made in June salaries. The pay award comprises
a pay uplift for 2023/24 and two non-consolidated payments on top of the 2022/23 pay
award.

The final operational plan for the system was submitted to NHS England on 4t May
2023, in line with the national timetable. This followed a constructive meeting with NHS
England on 28 April 2023, during which it was agreed that the system financial plan
should consist of a planned deficit of £15.4m in 2023/24.

At Month 1 the system has delivered £3.69m of savings against the identified savings
plan of £3.15m, a positive variance of £0.54m. The full year savings plan requirement is
£55m.

The NHS Lincolnshire ICB is working with partner Trusts and other key stakeholders to
produce the five year Joint Forward Plan. The national deadline for the plan is 30t June
2023. A number of workshops have been held to identify the priorities for the plan and
there will be wider public and stakeholder engagement during June. As the Joint Forward
Plan is a system document, it will be important for partner organisations to take the final
draft plan through their own governance processes before it is published.

The Lincolnshire system has been allocated into Tier 3 in relation to Urgent and
Emergency Care. The tier level determines the level of improvement support and
oversight from NHS England. Tier 3 systems are those systems that require less
intensive support than Tier 1 and 2 systems. Those systems in Tier 3 will benefit from a
universal improvement support offer that spans the full urgent and emergency care
pathway. This includes national tools and guidance, as well as best practice sharing and
peer learning. Approximately two-thirds of systems nationally are in Tier 3.

NHS England is currently going through a management of change process regionally
following the introduction of ICBs and a new national operating model. As a result of
these changes, NHS Midlands is moving to two Directors of Strategic Transformation as
a transitional arrangement, pending formal consultation. Julie Grant will cover the East
Midlands ICBs. The Director of Intensive Support responsibilities will be taken on by
Dominic Raymont the Regional Director of Service Improvement during the transition
period. These changes mean that Oliver Newbould, the previous Director of Strategic
Transformation (Central Midlands) and Director of Intensive Support, will end his
relationship with the Lincolnshire system. We wish Oli well for the future and thank him
for his support and guidance.

Chris Hopson, the Chief Strategy Officer for NHS England spent the day in Lincolnshire
on Friday 26" May visiting services in Boston and Grantham and meeting staff. Chris
will be writing a tweet thread with his reflections on his day in the county.



Trust Overview

a)

b)

d)

f)

At Month 1, the Trust reported a deficit of £2.1m which is in line with plan. The full-year
plan is for a deficit of £20.8m. Savings of £1.691m were delivered against a plan of
£1.160m, a positive variance of £0.531m. The full-year savings plan is £28.1m.

Phase 1 of the Pilgrim Hospital A&E redevelopment commences in June 2023. This
consists of the demolition of ‘H block’ and the building of the first part of the new A&E,
pending future service decants and moves to enable further building work to take place.
All the building work is due to be completed by the end of 2025.

As part of the NHS@75 celebrations, a discussion took place with a group of staff about
their views of the NHS. This was part of a national programme. Three themes were used
for this discussion- ‘How far has the NHS come in 75 years?’ ‘Where is it now?’ and
‘What would you like from it in the future?’ Seven questions were used to inform these
discussions. The outcome is being shared with the NHS Assembly which includes
members from NHS clinical and operational leaders, frontline staff, patients, and
representatives from charities and community organisations. The NHS Assembly is
seeking to gain a consensus on the future development of the NHS, so it can advise the
NHS England Board.

Professor Sir Jonathan Van-Tam visited Pilgrim Hospital on Thursday 25" May to mark
the second anniversary of the Complex Covid Vaccination service at the hospital. This
service has supported over 800 higher-risk patients to receive their Covid vaccinations.
This cohort includes those with complex medical histories who were housebound or
shielding during the pandemic and who were unable to receive their vaccinations in more
traditional settings. It also included those who previously had a bad reaction to their first
dose. Sir Jonathan met patients and staff and did a number of media interviews.

The Staff Networks in the Trust are continuing their development and held a very positive
‘ELT Live special’ with staff across the Trust. This involved the leaders of the Networks
explaining the work of their specific Network and answering questions from staff. In
addition to the five existing Networks, a new Staff Network for Carers is being
established.

| have announced that | intend giving up full-time work at the end of March 2024 and will
therefore leave my role as CEO of the Trust. | have worked in the NHS full-time since
1982, so will be leaving after a career of 42 years. In that time | have had 19 jobs in 14
organisations in eight parts of the country. | will have been a CEO of eight different
organisations spread over 21 years and will have been a Board member for 34 years in
total.
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Purpose

This report summarises the assurances received and key decisions made
by the Quality Governance Committee (QGC). The report details the
strategic risks considered by the Committee on behalf of the Board and
any matters for escalation for the Board’s response.

This assurance committee meets monthly and takes scheduled reports
from all Trust operational groups according to an established work
programme. The Committee worked to the 2022/23 objectives.

Assurance in respect of SO 1a
Issue: Deliver high quality care which is safe, responsive and able to meet
the needs of the population

Clinical Harm Oversight Group (CHOG) Upward Report — meeting
cancelled

Whilst the Committee noted that the meeting had not gone ahead it was
recognised that consideration would be given to the future of the meeting
as the harm review monitoring process would move to the Patient Safety
Group.

The Committee would receive a proposal paper in June regarding the
future of the group and detail of reporting moving forward.

Patient Safety Group Upward Report

The Committee received the report noting that the group had received,
for the first time, clinical harm data alongside the suite of incident
management information.

The Committee was pleased to note the close down of the ophthalmology
actions which were responded to as a result of a National Patient Safety
Alert.

The Committee also noted that there were no outstanding Never Event
actions with the team being congratulated on the achievement.

Serious Incident Summary Report inc Duty of Candour

The Committee received the report noting the position presented and
again recognised that there were no outstanding actions form Never
Events.

The Committee noted the continued improvements being seen in respect




of duty of candour and noted the ongoing work to validate the data at the
end of each month.

The Committee considered the ongoing reporting, which would be seen
due to the implementation of the Patient Safety Incident Response
Framework (PSIRF) acknowledging that reporting would change but data
would likely continue to be received on a monthly basis.

Update on Covid SI

The Committee received the report noting the guidance issued from the
national team and the investigation that was undertaken. It was noted
that the Trust had considered the national guidance in detail and
conducted a thorough piece o work to close the actions appropriately.

It was noted that appropriate duty of candour had been undertaken in the
relevant cases. The Committee noted that the process had now been
built into the business-as-usual process going forward to ensure no future
backlog would arise should there be a further wave of Covid-19.

The report has been offered to the Board to ensure transparency of the
process.

High Profile Cases
The Committee received the report noting the content.

Safeguarding Group Upward Report

The Committee received the report noting the ongoing issues with
training which required a further push in order to ensure appropriate
completion by staff. This would be addressed with the Divisions through
the PRMs.

The Committed noted that responsibility for CPIS had now been
transferred to the Medicine Division however concern continued to be
noted in relation to the completion of this by the group.

Medicines Division Upward — Child Protection Information Sharing (CPIS)
The Committee welcomed members of the Medicine Divisions
Quadrumvirate to present an update on the progress being made in
respect of CPIS.

It was noted that weekly audits had commenced at Lincoln which
demonstrated improvement as a result however the intention was to put
these in place across Pilgrim and Grantham to see consistent
improvement across sites.

The Committee was pleased to note the 4-stage escalation process in
place where the audits identified a lack of engagement by clinicians
however requested additional measure at stage 1 with a letter being sent
from the division and escalating to the Medical Director by stage 4 with
HR support in place.




Further development of the process would include the validation of the
audits and the sharing of the audit results with the Director of Nursing
and Chief Operating Officer to ensure oversight.

At this stage the committee has received limited assurance that the issue
has been addressed.

The Committee has requested that the Quadrumvirate representatives
attend the Committee in 3 months’ time to demonstrate sustained
progress.

Infection Prevention and Control (IPC) Group Upward Report

The Committed received the report noting the outturn position of 66 c-
difficile cases which was above trajectory. This was however noted to be
in keeping with national prevalence.

The Committee noted the ongoing actions being taken as a result of the
NHSE IPC Visit outcome letter with a degree of assurance that the actions
would result in a positive outcome.

There was ongoing close engagement with the estates and facilities team
to support ventilation, water supply, cleanliness and waste management.
The Committee noted how the departments interlinked with progress
being made as a result of the Nurse Lead in estates and facilities.

PSIRF General Update including Phase 3 Close Down Report

The Committee received the report noting the phase 3 close down report
which is offered to the Board for information.

The Committee noted that PSIRF was the biggest change in patient safety
for a number of years with fundamental changes as to how patient safety
incidents were reviewed going forward. There was clear national
guidance in place on investigations of incidents and ensuring appropriate
training was in place for staff.

The Committee noted the changes to the structure being put in place to
ensure the appropriateness of the team to deliver the required changes,
which had been informed through consultations with the divisions.

Following the close of phase 3 the Committee noted that phase 4 was well
underway with an intended implementation date of 1 October 2023,
which would link to the commencement of the Datix IQ system and
support the process.

The Committee recognised the significant change not only for the Trust
but also for the NHS in incident management with the team commended
for the work being delivered.

UEC Oversight Group Upward Report
The Committee noted that the first Urgent and Emergency Care Oversight




Group had been held to offer support to the teams.

The Committee noted as a result of the meeting a compare and contrast
had been undertaken to determine if pre-existing meetings already
undertook the work intended to be supported by the oversight group. As
a result, the Committee noted that the group would be stepped down as
established arrangements were considered sufficient.

Ward Accreditation (Appendix 1)
The Committee received the report noting the significant achievements
that had been made across the Trust in respect of Ward Accreditations.

The Committee noted that engagement of the Patient Panel in the review
of evidence to support the achievement of ward accreditation and
provide feedback.

To provide a detailed update in respect of the achievements made the
Committee has appended the report for Board members information.

Medicines Quality Group Upward Report

The Committee received the report noting the continued progressin a
number of areas in respect of medicines management. The Committee
noted that since the report had been compiled progress had been made
on the matrons benchmarking quality measures and the development of
the medicines training programme.

The Committee noted the ongoing concerns in respect of pharmacy
staffing which was impacting on the ability to provide a 7-day service and
medicines reconciliation. It was noted however that there had been a
positive outcome following international recruitment with 10 new starters
due to join the Trust.

Assurance in respect of SO 1b
Issue: Improve Patient Experience

Patient Experience Report and Patient Experience Group Upward Report
The Committee received the quarterly report and group upward report
noting the ongoing positive work in respect of patient experience and
engagement with patients.

The Committee noted that the group had received the Savile action plan
for the first time and requested that consideration be given to this to
ensure that this was appropriately updated to reflect the position of
delivery of actions.

Mixed Sex Accommodation (MAS) Assurance Report

The Committee received the annual report noting that this offered an
overview of how breach reporting was managed and the national
guidance, which stated that local commissioning groups could determine
how this was managed.




It was noted that it was possible to agree locally that gold commander
level decisions could be taken to breach single sex accommodation on a
balance of risk.

It was noted that the Trust had established a task and finish group to gain
grip and control of the systems, processes and decisions with the
Committee noting that there had been 0 breaches since July 2022 which
had not met internal or national guidance.

It was recognised the Trust continued to experience breaches however
monthly reporting was in place and any breaches continued to be
resolved as soon as possible and root causes considered for each.

The Committee commended the work undertaken to address and
progress work in respect of mixed sex accommodation breaches.

Complaints Quarterly Report
The Committee received the report noting the content for information.

Assurance in respect of SO 1c
Issue: Improve Clinical Outcomes

Clinical Effectiveness Group Upward Report

The Committee received the report noting the ongoing oversight of
national audits with an outlie alert for the Early Inflammatory Arthritis
audit with an action plan requested for presentation at the group in June.

Actions were due to be taken in respect of the Care at End of Life Audit by
the Palliative and End of Life Oversight Group, which would address part
of the work plan.

The Committee noted the outcome of the 22/23 CQUINS and the progress
on the NICE baseline assessments.

A lack of assurance was noted in respect of mortality due to the reporting
group not having met for a number of months, this would be addressed
with the Chair of the group.

The Committee did however note assurance of the oversight of national
audits and the actions being taken in respect of those with ongoing
progress on NICE TAs and baseline assessments.

Assurance in respect of other areas:

Draft Terms of Reference and Work Programme 2023/24

The Committee received the proposed draft terms of reference and work
programme for 23/24 noting that further refinement was required to
ensure that the appropriate information was included to enable the
Committee to provide assurance to the Board.

It was noted that the Integrated Improvement Plan was due to be




approved at the Board in June which would allow full consideration of the
documents to be presented back to the June Committee.

Integrated Improvement Plan

The Committee received the 2023/24 IIP noting the need for this to be
formally approved by the Board. It was noted that the report offered the
metrics for the year, which would require concise reporting to ensure
appropriate assurances were offered.

The Committee was pleased to note the detail included in the report
which detailed the 22/23 achievements.

Report Group Terms of Reference
The Committee received the reporting group terms of reference noting
that the purpose was to ensure these had been received in year.

It was noted that some had historic dates associated and so confirmation
would be sought that these had been considered in year.

Internal Audit Recommendations
The Committee received the report for information noting the position
presented.

CAS and FSN Audit Report

The Committee received the internal audit report noting that this had
been received by the Audit Committee with actions in place to address
the areas highlighted as a result of the limited assurance.

The Committee noted that the outcome of the audit was not unexpected
and reflected that this had been requested to be undertaken to support
progress being made.

Follow up review of Clinical Governance Recommendations Audit Report
The Committee received the internal audit report noting the positive
outcome.

CQC Action Plan
The Committee received the report noting the limited change from the
previous month.

Quality Account 2022/23

The Committee received a further draft of the Quality Account which
would be shared with stakeholders for comment prior to final
amendments being made and submitted to Trust Board for approval.

Committee Performance Dashboard
The Committee received the dashboard noting that a number of items
had been considered through the reports to the Committee.

It was noted that there had been an increase in harm as a result of falls
with the Committee noting intensive work was being undertaken on the




falls reported.

Issues where assurance | None
remains outstanding

for escalation to the

Board

Items referred to other | None

Committees for
Assurance

Committee Review of
corporate risk register

The Committee noted the risk register noting those risks contained
within the register.

Matters identified None
which Committee
recommend are

escalated to SRR/BAF

Committee position on
assurance of strategic
risk areas that align to
committee

The Committee considered the reports, which it had received which
provided assurances against the strategic risks to strategic objectives.

Areas identified to visit | None

in dept walk rounds

Attendance Summary for rolling 12-month period

Voting Members J A|S |O|N|D|]J M| A
Chris Gibson Non-Executive Director | X X [ X | X |[A|X |X X | X
Sarah Dunnett Non-Executive X X

Director (Maternity Safety Champion)

Karen Dunderdale Director of Nursing | X X | X | X | X | X |D X | D
Simon Evans Chief Operating Officer | D X | X | X [X

Colin Farquharson Medical Director X X |D|D|D|D|D D|D
Rebecca Brown, Non-Executive X [ X | X | X [ X |X X | X
Director (Maternity Safety Champion)

Vicki Wells, Associate Non-Executive X A |X | X [X |X X | X
Director

Michelle Harris, Chief Operating A X X | X

Officer

X in attendance
A apologies given
D deputy attended

C Director supporting response to Covid-19
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Position update paper April 2023.
1.0 Introduction

The Quality Accreditation programme re-started as a new model based on a continuous
assessment process, in April 2021. Any area within the Trust can join the programme and
work towards achievement of a diamond award as part of the programme as detailed for the
Committee in previous papers.

The revised model focuses on empowering leaders and engaging staff to improve standards
in the clinical areas. It is based on the continuous improvement principle of standardisation,
recognising, sharing and adhering to best practice in the interests of patient care and the
basics of getting it right.

The aim of the Quality Accreditation Programme is to:

e Strengthen leadership

e Standardise care at ward and department level

¢ Objectively define and track the quality of care delivered by nursing staff

e Recognise and incentivise high standards of care

e Provide assurance that regulatory requirements (CQC fundamental standards) are
being met

¢ Identify areas of good practice and where improvements are required

e Provides a strong focus to leadership team

e Improves Patient Experience

This paper provides an update regarding the wards and departments achievements against
the 3 elements that make up the core requirements of the programme namely:

e Ward / Dept. weekly spot check audit
e Matron monthly audit
¢ Annual unannounced ward / Dept. inspection visit

This in turn shows the current position regarding the state of readiness of potential award
applications from the wards and Departments across the Trust. Appendix 1* shows the overall
accreditation dashboard results for all areas in the programme and reflects the continuous
assessment approach being taken to achieve a diamond award.

2.0 Quality Accreditation programme

2.1 Weekly Ward / Department Spot Check Audits

Each week every area that is part of the Quality Accreditation Programme must undertake a
weekly spot check audit that assesses elements of care and environmental factors against 8
domains. The weekly spot-check outcomes are submitted by the area Manager / Deputy
weekly. Of the 8 domains in the tool a default position to overall RED is applied for the following
reasons:
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e Nil return = overall RED week

¢ |Inadequate numbers of audits returned (unless by prior DoN approval) = overall RED
week

e Red IPC section = overall RED week

Achievement against the 8 domains results in the following:

e Achievement of 4 green domains or less = overall RED week
¢ Achievement of 5/6 green domains = overall AMBER week
e Achievement of 7/8 green domains = overall GREEN week

To achieve accreditation, the area must achieve a minimum criterion of ‘green’ weeks out of
the 52 weeks within a rolling 12-month period to meet the criteria for each level of
accreditation.

Silver 36 green weeks
Bronze 26 green weeks

The previous position at the end of November 2022 was that 61 areas had achieved 24 or
more green weeks in the previous 12 rolling months (December 21 — November 22). The
updated position at the end of February 2023 is that 68 areas have achieved 24 or more green
weeks in the previous 12 rolling months (March 22- February 23) this reflects both an increase
in the number of ward and departments which are now actively participating in the quality
accreditation programme and an improvement in the consistency of weekly spot checks being
undertaken and the standards being achieved.

The position at the end of February 2023 for areas that have achieved 30 or more green weeks
in the previous 12 rolling months (March 22-February 23):

6A 52 LCH Clinic 9 41 Clayton 34
GDH Surgical Unit | 50 PHB ANC 41 CHL Theatres 34
PHB Maternity M1 | 50 CHL OPD 40 PHB Fracture 34
Clinic

LCH Dermatology | 50 LCH Clinic 11 40 LCH Audiology 34
LCH Clinic 6 50 PHB Dermatology 40 6B 33
LCH UIS 49 Greetwell 40 Hatton 33
LCH 49 GDH Endoscopy 39 LCH Neonatal Unit 32
Rheumatology

LCH Clinic 7 49 PHB OPD 39 Shuttleworth 32
LCH MDU 48 PHB ENT 38 1B 32
PHB Neonatal Unit | 48 SEAU 38 Witham 31
LCH Clinic 8 47 AMSS 38 RSU 31
PHB Theatres 46 Bostonian 37 Branston 31
5B 44 GDH Eye Clinic 37 LCH SDEC 31
GDH ED 44 GDH Hospice 36 PHB SDEC 31
GDH OPD 42 Cardiac Short Stay 35 Burton 30
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LCH OPD 42 ACU 35 GDH Theatres 30
MEAU B 41 Johnson 35
Ingham 41 Neustadt Welton 35

2.2 Matron Monthly Audit

The Matron audit is aligned to the same 8 domains of care assessment and environmental
factors; a rag rating is applied per domain as above and then an overall rag rating is applied
monthly. A default position to overall RED is applied for the following reasons:

e Nil return = overall RED
¢ Inadequate numbers of audits returned (unless by prior DoN approval) = overall RED
o Red IPC section = overall RED.

Achievement against the 8 domains results in the following:

e Achievement of 4 green elements or less = overall RED month
¢ Achievement of 5/6 green elements = overall AMBER month
e Achievement of 7/8 green elements = overall GREEN month

In order to achieve accreditation, the area must achieve a minimum criterion of ‘green’ months
out of the 12 months in a rolling 12 month period to meet the criteria for each level of
accreditation.

Silver 8 months
Bronze 6 months
White 5 months or less

The previous position at the end of November 2022 was that 36 areas had achieved 5 or more
green months in the previous 12 rolling months (December 21 — November 22). The updated
position at the end of February 2023 is that 44 areas have achieved 5 or more green months
in the previous 12 rolling months (March 22 — February 23)

The position as at end of February 2023 for areas that have achieved 5 or more green months
in the previous 12 rolling months (March 22 — February 23):

PHB Neonatal Unit 12 AMSS 9 Waddington 6
Ward 1 12 PHB ICCU 9 Cardiac Short 6
Stay
GDH Theatres 12 LCH Neonatal 8 LCH SDEC 6
Unit

CHL Theatres 12 Greetwell 7 Saxon Suite 6
Cardiac  Catheter Ashby 7 Branston 5
Suite

LCH Theatres 11 PHB Dayward 7 MEAU B 5
PHB Theatres 10 GDH Hospice 7 LCH Stroke 5
Johnson 10 PHB SDEC 7 SAL 5
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GDH Surgical Unit 10 5A 7 Neustadt- 5

Welton
Shuttleworth 10 LCH ICCU 7 5B 5
CMDU 10 Bostonian 6 LCH UIS 5
PHB Labour Ward 9 GDH EAU 6 Vulcan Suite 5
PHB ANC 9 Harrowby 6 LCH ANC 5
PHB Maternity 9 SEAU 6 LCH Clinic 6 5
Navenby 9 PIU 6

Although a number of Diagnostic and Outpatient areas have already been undertaking the
weekly spot checks and Matrons audits, further non-ward areas have now formally
commenced undertaking quality assurance audits as part of the Quality Accreditation
Programme. Areas that have not traditionally been included within Quality Accreditation
programmes including Occupational Therapy, Physiotherapy and Dietetics have been
supported to develop and test out a quality metric tool relevant to their specialties and have
now started to participate formally in the accreditation programme. This provides an increased
level of assurance for areas which would not have previously been routinely monitoring the
quality of care in a formalised and structured way. The number of Diagnostic and Outpatient
areas now achieving 30 or more green weekly spot-checks and/or achieving 5 or more green
months in Matron audits demonstrates that value is being placed on the Quality Accreditation
framework and it is being owned and embedded by the clinical teams at a local level

The teams involved continue to feedback positively about being part of the process and have
reported it has provided new learning and development opportunities.

Monthly Quality Dashboard meetings continue to review all areas both inpatient and non-ward
areas.

2.3 Ward / Dept. Review Visits

Ward/Department quality review visits are an unannounced inspection visit with a multi-
disciplinary team. Those areas most likely to apply for diamond accreditation based on their
weekly and monthly audit results are being visited first in order for the 3 core components to
have been met. ICB Quality Lead Nurses continue to support the visit schedule. A Patient
Safety Partner representative is now scheduled to support as a member of the visit team for
a number of ward visits. Work will continue with the Patient Experience team to invite and
include patient representatives as members of the visit team wherever possible.

A Quality Matron, Senior Nurse or AHP leads every review visit and a weekly validation
meeting is held with the Assistant Director of Nursing for Quality and Safety to ensure
consistency of standards. A rag rating is applied to the visit and a written report provided to
the clinical area. Areas that are on enhanced monitoring will not have a review visit undertaken
until they have had opportunity to progress and a decision made that enhanced monitoring is
no longer required.

There have been 50 ward/department review visits undertaken as at the end of February.

The previous position at the end of November 2022 was 23 areas had achieved a green visit
in the previous 12 rolling months (December 21 — November 22). The updated position at the
end of February 23 is 25 areas have achieved a green visit in the previous 12 rolling months
(March 22- February 23).
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The following position as at end of February 2023 for areas that have achieved green status
in the previous 12 rolling months (March 22 — February 23):

Johnson Burton

Cardiac Catheter Lab Cardiac Short Stay
AMSS Harrowby

ACU GDH EAU

LCH Neonatal Unit 5A

LCH ANC PHB Labour Ward
PHB Neonatal Unit PHB Theatres
SEAU PHB Maternity M1
Navenby GDH Hospice

6A Ingham

LCH Theatres Medical Day Unit
GDH Theatres GDH Chemotherapy Suite

PHB Chemotherapy Suite

The remaining wards/departments (visit undertaken March 22—February 23) all achieved
amber status and will therefore require a further visit to achieve a green status as part of their
application for a diamond award.

Cancellation of a quality review visit will happen by exception and with prior discussion with
the Deputy Director of Nursing.

2.4 Harm Free Certificates

Wards/departments receive Harm Free Certificates as part of the Quality Accreditation
process to acknowledge and celebrate when they have achieved a specific number of days
harm free for falls, pressure ulcers and IPC. A roll call will be presented at Best Practice Day
in May.

The following position as at end of February 2023 for areas that have achieved harm free
certificates.

(some wards have received more than one level(s) certificate within the year):

Emerald (1 year) 6
Sapphire (250 days ) 6
Ruby (150 days) 13
Gold (100 days ) 15
Silver (60 days ) 29
Bronze (30 days ) 57

Emerald (1 year) 2
Sapphire (250 days ) 9
Ruby (150 days) 15
Gold (100 days ) 18
Silver (60 days ) 24
Bronze (30 days ) 49

(6]
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One year 21

As new non-ward areas join the accreditation programme they are being supported to identify
other measures of harm free care that they feel would be a more relevant indicator of quality
and safety in their clinical area of work so that harm free certificates can be awarded to enable
them to be able to evidence all of the essential criteria required to apply for diamond
accreditation status.

Staff recognise the value of celebrating harm free care and positively receive the harm free
certificates from the DoN.

2.5 Themes for Improvement

The monthly quality dashboard meetings provide oversight and allow early identification of any
themes, which require a focus to improve.

Current themes being observed are around:

e Late observations

¢ Indwelling Devices

e Missed medication doses
e Fluid Balance

¢ Risk Assessments

Divisional teams continue to take an A3 thinking approach when presenting their improvement
work and present Divisional themes and programmes of work in addition to those being
undertaken locally at ward level. Areas continue to work collaboratively to share learning and
are facilitating a number of Divisional forums established to provide a focus on themes for
example falls and late observations which have been identified through the dashboard metrics
as areas to improve. This demonstrates a developing culture of shared learning through
collaboration and teams being empowered to drive their own improvements.

2.6 Enhanced Monitoring

Wards/departments that require a level of enhanced monitoring due to their overall
performance not improving are identified through the monthly quality metric meetings with the
Director of Nursing. The length of time an area stays under enhanced monitoring is reviewed
through the monthly meetings. Additional support is identified which includes Quality Matrons,
training and education, corporate nursing teams. Current areas requiring an enhanced level
of monitoring are across the Divisions:

CYP x2 LCH; x1 PHB

Surgery x1 LCH

Medicine x1 LCH; x1 PHB.

Areas that are under enhanced monitoring are identified in blue per area on the dashboard in
Appendix 1.
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There are areas where a clinical summit with the Director/Deputy Director of Nursing is
undertaken, the requirement for this depends on the risks identified. Several areas have been
subject to a Clinical Risk Summit over the last year and this has proved invaluable in
understanding the detail which in turns has helped the clinical area to understand the root
cause(s) of the identified issues. In one case this has led to a Trust wide Oversight Group
being established to provide a further level of support to the clinical team, as well as developing
assurance for the team and upwardly to the DoN as grip is established. This in turn reflects
the process is successful in providing assurance or reassurance to the DoN regarding safety
and quality metrics within the Dashboard.

Ward/departments that do not require enhanced monitoring but still require an additional level
of monitoring and support are identified for Divisional monitoring and will have regular review
meetings to monitor their overall performance and progress with the Divisional Nurse. Current
areas requiring a divisional level of monitoring are across the Divisions:

Surgery x2 LCH

Family Health x1 LCH

Medicine x2 LCH; x4 PHB.

Areas that are under divisional monitoring are identified in amber per area on the dashboard
in Appendix 1.

The current position to the end of February 2023 is that ten areas which had been under
enhanced monitoring have had this requirement discontinued following evidence of positive
progress against quality and safety metrics being demonstrated through the monthly
dashboard meetings. Seven areas which had been under divisional monitoring have had this
requirement discontinued. This provides assurance that the framework and mechanisms in
place to support areas are having a positive impact and are driving improvements.

Appendix 1 shows the Quality Accreditation dashboard summary for each core component of
the accreditation programme along with other variable components that are area specific such
as FLO audit / Sepsis Audit results.

4.0 Accreditation Award summary position

The current position (February 2023) is that there is one area which has submitted an
application for a SILVER diamond award and have prepared their portfolio of evidence to
present to Quality Accreditation Panels in March/April namely: GDH Surgical Unit. They have
demonstrated further progress since achievement of their BRONZE award.

The current position (February 2023) is that there are four areas which have been successful
with their application for a BRONZE diamond award namely:
GDH Surgical Unit, LCH Neonatal Unit, PHB Labour Ward and PHB Maternity MI.

The current position (February 2023) is that there is one area which has submitted an
application for a BRONZE diamond award and have prepared their portfolio of evidence to
present to present to Quality Accreditation Panels in March/April namely:
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LCH Theatres.

The current position (February 2023) is that there are six areas which are currently in the
process of preparing their portfolio of evidence and application for a BRONZE diamond award
namely:

Navenby, Johnson ward, PHB Neonatal, Cardiac Short Stay, GDH Theatres, and Ward 1.

The current position (February 2023) shows that 20 areas are in a position within the next
three months submission of evidence to be able to apply for a BRONZE diamond award
namely:

CHL Theatres, Waddington, Bostonian, Branston, Cardiac Catheter Suite, Harrowby, SEAU,
5A, PHB ICCU, LCH ICCU, PHB Chemotherapy Suite, GDH OPA, Ingham, LCH MDU, 6A,
LCH ANC, GDH Hospice, AMSS , Neustadt Welton and LCH Stroke.

Three of these areas have previously been under enhanced monitoring and two have
previously been under divisional monitoring demonstrating how the Quality Accreditation
programme and supporting framework is helping to drive and achieve sustained improvement.

Support is provided to teams to prepare their applications and portfolio of evidence and in
response to the increasing number of areas that are in a position to apply for a BRONZE
diamond award there is a weekly Quality Accreditation clinic facilitated by the Assistant
Director of Nursing for Quality and Safety.

Based on the amount of required evidence for an award application, this is a huge step
forwards in the demonstration of safe quality care by the ward and departments within this
programme.

An annual review of the accreditation audit tools has commenced which will support updates
to be made in collaboration with subject matter experts and representatives from the clinical
teams who undertake the audits. This will ensure the audit tool content is current, aligned to
any recent changes in practice and will continue to support driving quality improvement at a
local level.

A digital solution to the dashboards is currently being sought internally to further strengthen
the process and reduce reliability on paper, streamlining the process and considering time
efficiencies for all staff involved in the completion of the audits, collation and production of the
results will continue to support the continuous improvement of the whole programme.

The Deputy Director of Nursing and Assistant Director of Nursing for Quality and Safety will
be representing ULHT at a newly formed Nursing and Midwifery Excellence Regional Network
which will have Ward Accreditation programmes as a focus and support shared learning.

5.0 Summary
The Quality Accreditation and diamond award programme provides a significant level of

assurance to the Trust Board around the provision of safe quality care and the engagement
and commitment of the team of staff within an area, in their efforts to do so.
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The 3 elements of the programme are now embedded, with rich professional discussions
occurring through the monthly quality metrics dashboard meetings. The clinical teams are able
to focus on key areas of practice for improvement, and equally, provide a dynamic picture of
assurance for their clinical areas.

When considering the following aims of the programme:

o Strengthen leadership

e Standardise care at ward and department level

e Objectively define and track the quality of care delivered by nursing staff

e Recognise and incentivise high standards of care

e Provide assurance that requlatory requirements (CQC fundamental standards) are
being met

e [dentify areas of good practice and where improvements are required

e Provides a strong focus to leadership team

e Improves Patient Experience

The Director of Nursing can offer a high level of confidence that the aims of the programme
are being realised and the benefits of the quality accreditation programme are being delivered
in practice.

*Note: Appendix 1 is a large spreadsheet which captures and provides an overview of accreditation evidence and progress by
Division. The plan is to seek to develop this into a digital solution.
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Dec-22 A

Jan-23 A

Feb-23 A A A

Mar-23




Accreditation Progress Medicine- PHB

Divisional Monitoring
Enhanced Monitoring

PHB ED CHAIR 4
TREATMENT

PHB ED CHAIR
4 TREATMENT

PHB Stroke
Unit

Weekly Spot
Check [Monthly]

Weekly Spot Check

PHB A
v (Weekly)

PHB AMSS | PHB ED S PHB Ward 1 PHB 6A PHB 6B PHB 7A PHB 7B PHB 8A PHB ACU PHB AMSS PHB ED MAIJORS PHB Stroke Unit PHB Ward 1 PHB 6A PHB 6B PHB 7A PHB 7B PHB 8A

Apr-21
May-21
Jun-21
Jul-21
Aug-21

Amber
Amber

Amber
Amber

Amber
Amber

Apr-21 A|lA]A]|A A|lA]A| A A A A A
May-21 Al A A A|lA]|]A|A]|A Al A A A A A A A A A
Jun-21
Jul-21
Aug-21 Al A A

> | >
> | >
> | >
> | >
>
>
>

Sep-21

Oct-21

Nov-21

Amber

Sep-21

Oct-21

Amber

Nov-21

Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

Dec-21 A Al A Al A A A
Jan-22 A A Al A]| A Al A]| A Al A A Al A A

Feb-22 A A A
Mar-22 A A A A A A A A A A
Apr-22 A A A A A
May-22 A Al A A A Al A Al A]| A A A
Jun-22 Al A A Al A Al A A Al A

Jul-22 A A A Al A] A A A A A

Aug-22 A CLOSED A A
Sep-22 A

Oct-22 A A
Nov-22 A A
Dec-22

Jan-23 A

Feb-23 A A
Mar-23

Amber
Amber
Amber
Amber
Amber

Amber
Amber

>|>|>|>|>
>
>

Amber
Amber

>

CLOSED

>
>
>
>
>

>
>
>
>
>

Amber
Amber

>
>
>
>
>
>
>

b D b bl bl
b = b -l bl b
>|>|>|>

PHB ED CHAIR Count of GREENS

PHB Stroke
4 TREATMENT PHB Ward 1 PHB 6A PHB 6B PHB 7A PHB 7B PHB 8A

Unit 47 75 8 8 23 10 41 71 56 13 45 33
Amber Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber

Matron Audit PHB ACU PHB AMSS PHB ED

Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

Amber

Amber Amber
Amber
Amber
Amber
Amber
Amber
Amber

Amber

Amber
Amber
Amber
Amber

Amber
Amber
Amber
Amber
Amber
Amber
Amber

Amber Amber Amber

Amber

Amber
Amber
Amber

Amber
Amber

Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber

Amber Amber Amber

Amber

Amber Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber

CLOSED

Amber

Amber
Amber
Amber
Amber
Amber
Amber
Amber

Amber Amber
Amber
Amber
Amber

Amber

Amber
Amber
Amber
Amber
Amber

Amber
Amber
Amber
Amber
Amber

Amber
Amber

Amber

Amber
Amber

Amber

Amber
Amber

Amber Amber

Amber
Amber

Amber

Amber
Amber
Amber
Amber
Amber
Amber
Amber
Amber

Amber

Amber
Amber
Amber
Amber
Amber

Amber Amber

Amber Amber Amber

Amber
None
Amber
Amber
Amber

Amber Amber Amber

Amber
Amber
Amber
Amber

Amber

Amber Amber
Amber

Amber

Amber
Amber
Amber

Amber

Ward/Dept.
Review Visit

PHB ED CHAIR
4 TREATMENT

PHB Stroke

PHB ACU Unit

PHB AMSS PHB ED PHB Ward 1 PHB 6A PHB 6B PHB 7A PHB 7B PHB 8A

Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

Amber

Amber Amber

Amber

Amber

Amber

Amber

Amber

PHB ED CHAIR
4 TREATMENT

PHB Stroke

PHB ACU Unit

PHB AMSS PHB ED PHB Ward 1 PHB 6A PHB 6B PHB 7A PHB 7B PHB 8A

B - Falls
IPC

B - Skin

S - Skin

Apr-21 B - Falls B - Skin IPC S - Skin

May-21 B - Skin
Jun-21
Jul-21

Aug-21
Sep-21
Oct-21

B - Skin
S - Skin

B - Skin
B - Falls
B - Falls
B - Skin
S - Skin
G - Skin

B - Skin
B - Skin
S - Skin

B - Skin B - Skin B - Skin

Nov-21
Dec-21
Jan-22
Feb-22
Mar-22 B - Skin B - Skin
Apr-22 IPC IPC

May-22 B - Skin
Jun-22
Jul-22

Aug-22
Sep-22
Oct-22
Nov-22
Dec-22

B - Skin

B - Skin B - Skin

B - Falls

B - Falls B - Falls B - Falls

B - Skin
S - Skin

B - Skin

B - Skin
S - Skin

B - Falls B - Skin

B - Falls

B - Falls

B - Skin

B - Falls B - Skin B - Skin

B - Falls
B - Skin
S - Skin

B - Falls

Jan-23
Feb-23
Mar-23

B - Falls

FLO
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

PHB ACU PHB AMSS PHB ED PHB ED CHAIR PHB Stroke | PHB Ward 1 PHB 8A

N/A

CLOSED

SEPSIS PHB ACU PHB AMSS
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22

| Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

PHB ED CHAIR

[ CLOSED |




Accreditation Progress Surgery - Wards:

Divisional Monitoring
Enhanced Monitoring

Weekly Spot Check

PHB Day Ward PHB 5A PHB 5B PHB 9A

GDH Surgical Unit - LCH Greetwell LCH Hatton LCH SEAU LCH Shuttleworth LCH SAL

Apr-21

Weekly Spot Check

GDH Surgical Unit

May-21

Apr-21

Jun-21

Jul-21

May-21

Aug-21

Jun-21

Sep-21

Jul-21

Oct-21

Aug-21

Nov-21

Dec-21

Jan-22

Sep-21

Oct-21

Nov-21

Dec-21

Feb-22

Amber
Amber

Amber Amber
Amber Amber

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Apr-21

GDH Surgical Unit

May-21

Jun-21

Jul-21

Amber

Aug-21

Amber

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Amber

Feb-22

Mar-22

Apr-22

Amber

May-22

Jun-22

Jul-22

Amber

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Amber

Amber

Amber

Mar-23

>

LCH Greetwell

LCH Hatton

LCH Shuttleworth

>

> >

A

A

A

>

>

H

PHB Day Ward

PHB 5A

>

: iiH

>

>

>|>

>

>

LCH Greetwell

Amber

Amber

Amber

Amber

LCH Hatton

Amber

Amber

LCH SEAU

Amber
Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

LCH Shuttleworth

Amber

Amber

Amber

Amber

LCH SAL

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber
Amber

Amber
Amber

Amber

Amber

Amber

Amber

Amber

PHB Day Ward

Amber

Amber

Amber

Amber

PHB 5A

PHB 5B

PHB 9A

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Ward/Dept. Review Visit

GDH Surgical Unit

Apr-21

LCH Greetwell

LCH Hatton

LCH SEAU

LCH Shuttleworth

LCH SAL

PHB Day Ward

PHB 5A

PHB 5B

PHB 9A

May-21

Jun-21

Jul-21

Amber

Aug-21

Sep-21

Oct-21

Amber

Nov-21

Amber

Amber

Dec-21

Amber

Jan-22

Feb-22

Amber

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Amber

Nov-22

Amber

Dec-22

Jan-23

Feb-23

Mar-23

Apr-21

GDH Surgical Unit

S - Skin
IPC

LCH Greetwell

LCH Hatton

LCH SEAU

LCH Shuttleworth

LCH SAL

PHB Day Ward

PHB 5A

PHB 5B

PHB 9A

B - Falls

S - Skin
S - Falls

S - Skin

B- Skin
IPC

B- Falls
IPC

IPC

May-21

B - Skin

G -Falls

G - Skin

S - Falls

B - Skin

Jun-21

G - Skin

G - Falls

B - Falls

Jul-21

B - Falls

Aug-21

B - Skin

B - Skin

Sep-21

B - Falls

S - Skin

B - Skin

B - Skin

B - Falls

S - Falls

Oct-21

B - Skin

B - Skin
B - Falls

S - Skin

B - Falls

B - Skin

B - Skin

Nov-21

B - Falls

G - Skin
B - Falls

B - Skin

S - Skin

Dec-21

B - Falls

S - Skin

B - Falls

B - Falls

B - Skin

Jan-22

B - Falls

B - Falls

S - Falls
S - Skin

B - Falls

B - Skin

Feb-22

S - Falls

B - Skin

G - Skin

Mar-22

G - Falls

B - Skin

B - Skin

B - Skin

B - Skin

Apr-22

IPC

S - Skin
IPC

B - Falls
B - Skin

IPC

B - Skin

May-22

R - Falls

S - Skin

B&S - Skin

B - Falls

Jun-22

B - Skin

B - Skin

G - Skin

B - Skin

Jul-22

B - Skin

S - Skin

B - Skin

G - Skin

B - Falls

Aug-22

S - Falls

B - Falls

R - Skin

B - Skin

G - Falls

Sep-22

S - Falls

B - Falls

B - Falls

B - Falls

Oct-22

B - Skin

S - Falls

Nov-22

B - Skin

S - Skin

B - Skin

B - Skin

B - Falls

Dec-22

R - Falls

S - Skin

Jan-23

B - Skin

B - Skin

B - Falls

G - Skin

Feb-23

Mar-23

GDH Surgical Unit

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

LCH Greetwell

LCH Hatton

LCH SEAU

LCH Shuttleworth

LCH SAL

PHB Day Ward

PHB 5A

PHB 5B

PHB 9A

A
A

70

43

49

57

16




SEPSIS

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

GDH Surgical Unit

LCH SEAU

LCH Shuttleworth

LCH SAL

PHB Day Ward




Accreditation Progress: Surgery Theatres & ICU
I

Divisional Monitoring
Enhanced Monitoring

LEE T CHL Theatres | GDH Theatres | LCH Theatres PHB Theatres LCH ICU PHB ICU OB TS CHL Theatres GDH Theatres LCH Theatres PHB Theatres LCH ICU PHB ICU

(Monthly) (Weekly)

Apr-21 Green Amber Amber Apr-21 A|lA|[A|A

May-21 Green Green May-21

Jun-21 Green Amber Jun-21

Jul-21 Green Amber Amber Amber Jul-21

Aug-21 Aug-21

Sep-21 Sep-21

Oct-21 Oct-21

Nov-21 Nov-21

Dec-21 Amber Dec-21

Jan-22 Jan-22

Feb-22 Amber Feb-22

Mar-22 Amber Amber Amber Mar-22

Apr-22 Amber Amber Amber Amber Apr-22

May-22 Amber Amber May-22

Jun-22 Amber Amber Jun-22

Jul-22 Amber Jul-22

Aug-22 Amber Amber Aug-22

Sep-22 Amber Sep-22

Oct-22 Amber Oct-22

Nov-22 Nov-22

Dec-22 Dec-22

Jan-23 Jan-23

Feb-23 Feb-23

Mar-23 Mar-23

Matron Audit CHL Theatres GDH Theatres LCH Theatres PHB Theatres LCH ICU PHB ICU Count of GREENS 39 62 32 58 31 36

Apr-21 Amber Amber

May-21 Amber

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Ward/Dept. Review Visit CHL Theatres GDH Theatres LCH Theatres PHB Theatres LCH ICU PHB ICU

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22




Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

CHL Theatres

GDH Theatres

LCH Theatres

PHB Theatres

LCH ICU

PHB ICU

Apr-21

IPC

May-21

Jun-21

Jul-21

Aug-21

Sep-21

B - Falls

Oct-21

S - Falls

Nov-21

G - Falls

Dec-21

1Yr-Falls

Jan-22

Feb-22

B - Skin

Mar-22

Apr-22

B - Falls

May-22

Jun-22

Jul-22

B - Skin

Aug-22

B - Falls

B - Falls

Sep-22

S - Falls

S - Falls

Oct-22

G - Falls

Nov-22

Dec-22

R - Falls

R - Falls

Jan-23

Feb-23

Mar-23

FLO
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

CHL Theatres

GDH Theatres

LCH Theatres

PHB Theatres

LCH ICU

PHB ICU




Divisional Monitoring
Enhanced Monitoring

Accreditation Progress: Family Health Wards

PHB
LCH LCH PHB M1
LCH Nettleham Labour PHB 1B LCH Nettleham PHB Labour Ward PHB 1B PHB M1 Maternity
Maternit LCH Bardne L4535]| LCH Branston L4635
Weekly Spot Check [Monthly] Bardney Branston aternity Weekly Spot Check (Weekly) y [ ] [ | [L4536] [P4535] [P4635] [P4536]

[L4536] Ward [P4635]
L4535 L4 P4536
[ : [L4635] P4535 [ :

Sep-21 Sep-21
Oct-21 Amber Oct-21
Nov-21 Amber Amber Nov-21
Dec-21 Amber Dec-21
Jan-22 Amber Amber Jan-22
Feb-22 Feb-22
Mar-22 Amber Amber Amber Amber Mar-22
Apr-22 Amber Amber Amber Amber Amber Amber Apr-22
May-22 Amber Amber Amber Amber May-22
Jun-22 Jun-22
Jul-22 Jul-22
Aug-22 Amber Amber Amber Aug-22
Sep-22 Amber Amber Sep-22
Oct-22 Amber Amber Oct-22
Nov-22 Nov-22
Dec-22 Dec-22
Jan-23 Jan-23
Feb-23 Feb-23
Mar-23 Mar-23

PHB
LCH LCH PHB M1
LCH Nettleham L PHB 1B
Matron Audit Bardney Branston abour Maternity Count of GREENS

[L4536] Ward [P4635]
[L4535] [L4635] pa535 [P4536] 31 33 37 39 41 67

Sep-21

Oct-21 Amber Amber

Nov-21 Amber

Dec-21 Amber Amber Amber

Jan-22 Amber Amber Amber

Feb-22 Amber Amber Amber

Mar-22 Amber

Apr-22 Amber Amber Amber Amber Amber Amber
May-22 Amber Amber Amber Amber
Jun-22 Amber Amber Amber

Jul-22 Amber Amber

Aug-22 Amber Amber Amber
Sep-22 Amber Amber Amber Amber

Oct-22 Amber Amber Amber

Nov-22 Amber Amber Amber Amber

Dec-22 Amber

Jan-23 Amber Amber Amber

Feb-23

Mar-23

PHB
LCH LCH PHB M1
LCH Nettleh Lab PHB 1B
Ward/Dept. Review Visit Bardney Branston ettieham abour Maternity

[L4536] Ward [P4635]
L4535 L4635 P4536
[ ] [ ] [P4535] [ ]

Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22

Oct-22

Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

PHB
LCH LCH

LCH Nettleham Labour PHB 1B PHB M_l
Bardney Branston Maternity

[L4536] Ward [P4635]
L4535 L4635 P4536
[ ] [ ] [P4535] [ ]

Sep-21 B - Falls
Oct-21 B - Falls S - Falls B - Falls
Nov-21 S - Falls G - Falls G - Falls
Dec-21 B - Falls
Jan-22 B - Falls B- Fa!ls
B - Skin
Feb-22 S - Falls B- Fa!ls
S - Skin
Mar-22 B- Falls S-Falls
-22 -
her S - Falls i ﬁ”s IPC IPC IPC
IPC .
B - Skin
May-22 S - Skin
Jun-22 G - Skin B - Skin
Jul-22 B - Falls
Ruby - Falls S- Falls B - Falls
Y S - Skin
Aug-22 R - Skin B - Falls B - Falls
Sep-22 S- Falls S - Falls
Oct-22 Saph - Falls B - Falls S - Falls
Nov-22 B - Falls
G - Fall B - Fall
ans B - Skin ans
Dec-22 B - Falls S -Falls
B - Skin Sapphire - Skin
Jan-23 Sapphire - Skin B - Skin
Feb-23
Mar-23

B - Falls

PHB
LCH LCH
FLO Bardne Branston LCH Nettleham Labour PHB 1B IVT:t:rI:Ii:
¥ [L4536] Ward [P4635] v

[P4535]

[L4535] [L4635] [P4536]

Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

PHB

LCH LCH PHB M1
LCH Nettleh Lab PHB 1B

SEPSIS Bardney Branston ettienam abour Maternity

[L4536] Ward [P4635]
L P4536
[L4535] [L4635] [P4535] [ 1

Sep-21 A N/A N/A

Oct-21 A

Nov-21 A A
Dec-21 A

Jan-22 A

Feb-22 A N/A

Mar-22 A A
Apr-22 N/A A

May-22 N/A

Jun-22 A N/A

Jul-22

Aug-22 A

Sep-22 A
Oct-22 A

Nov-22 N/A

Dec-22 A A
Jan-23 A

Feb-23

Mar-23




Accreditation Progress: FH CYP & NNU

Divisional Monitoring
Enhanced Monitoring

Weekly Spot Check [Monthly]

GDH Kingfisher
[UG4737]

LCH Clinic 5
[UL4720]

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

LCH NNU [UL4736]

PHB NNU
[UP4735]

Weekly Spot Check
(Weekly)

GDH Kingfisher [UG4737]

LCH Clinic 5

[UL4720]

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Matron Audit

GDH Kingfisher
[UG4737]

LCH Clinic 5
[UL4720]

Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22

Amber

Amber

Amber

Amber

Amber

Amber

Green

Green

May-22

Green

Jun-22

Green

Amber

Jul-22
Aug-22
Sep-22
Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Mar-23

A
|
|
|
|
||
|
||
| A |
[ |
|
||
|
|

LCH NNU

[UL4736]

>|>

>

=>>>>

>

PHB NNU

[UP4735]

LCH NNU [UL4736]

Amber

Amber

Amber

PHB NNU
[UP4735]

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Green

Amber

Amber

Green

Amber

Amber

Green

Amber

Amber

Green

Green

Amber

Amber

Amber

Green

Ward/Dept Review Visit

GDH Kingfisher
[UG4737]

LCH Clinic 5
[uL4720]

Apr-21

PHB NNU
[UP4735]

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Green

Jun-22

Green

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Count of GREENS

13

16

54

86




Apr-21

GDH Kingfisher
[UG4737]

LCH Clinic 5
[uL4720]

G - Falls

G - FallsIPC

IPC

LCH NNU [UL4736]

PHB NNU
[UP4735]

IPC

May-21

Jun-21

Jul-21

B - Falls

Aug-21

S - Falls

Sep-21

Oct-21

B - Falls

Nov-21

S - Falls

Dec-21

G - Falls

Jan-22

Feb-22

Mar-22

B - Falls

Apr-22

IPC

IPC

IPC

IPC

May-22

B - Falls

Jun-22

Jul-22

B - FallsS - Skin

Aug-22

G - Skin

B - Falls

Sep-22

B - SkinB - Falls

B - Falls

B - Skin

Oct-22

S - FallsB & S - Skin

S - Skin

Nov-22

G - Falls

Dec-22

R - Falls

B - Falls

G - Skin

Jan-23

B - Skin

R - Skin

Feb-23

Mar-23

FLO

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

GDH Kingfisher
[UG4737]

Sep-22

LCH Clinic 5
[UL4720]

LCH NNU [UL4736]

PHB NNU
[UP4735]

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

SEPSIS

GDH Kingfisher
[UG4737]

LCH Clinic 5
[UL4720]

Apr-21

LCH NNU [UL4736]

PHB NNU
[UP4735]

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

OO PO |O>|O|>|>

OIrP|oo|o|o|a|>]|>

May-22

Jun-22

Jul-22

Aug-22

OI>|>

Sep-22

> o

>IoO|>|>

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

>(>|P>>o




Accreditation Progress:

Divisional Monitoring
Enhanced Monitoring

Weekly Spot
Check
(Monthly)

LCH ANC

PHB ANC

Apr-21

May-21

Jun-21

Jul-21

Aug-21
Sep-21
Oct-21
Nov-21
Dec-21

XX [X]|X|X

Amber

XX [X[X]|X

Amber

Jan-22

Amber

Amber

Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22
Aug-22
Sep-22

Amber

Oct-22
Nov-22
Dec-22
Jan-23
Feb-23
Mar-23

Amber

Matron Audit

LCH ANC

Apr-21
May-21
Jun-21
Jul-21
Aug-21

Sep-21
Oct-21
Nov-21
Dec-21
Jan-22
Feb-22
Mar-22
Apr-22
May-22
Jun-22
Jul-22

Amber

PHB ANC

Amber

Aug-22

Amber

Amber

Sep-22

Amber

Oct-22

Nov-22

Dec-22
Jan-23

Feb-23
Mar-23

Amber

Ward/Dept
Review Visit

LCH ANC

PHB ANC

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Weekly Spot Check

(Weekly)

LCH ANC

PHB ANC

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Count of GREENS

27

49




Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Apr-21

PHB ANC

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

FLO

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

LCH ANC

PHB ANC




Feb-23
Mar-23

SEPSIS LCH ANC | PHB ANC

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23




Accreditation Progress:

Weekly Spot Check
[Monthly]

GDH Comm
Mid

SLE CofC

LCH Comm
Mid

PHB Comm
Mid

Skeg Cof C

JCH CofC

Wolds CoCo

Sep-21

Weekly Spot Check (Weekly)

GDH Comm Mid

LCH Comm Mid

PHB Comm Mid

JCH CofC

SLE CofC

Skeg Cof C

Wolds CoCo

Oct-21

Sep-21

Nov-21

Oct-21

Dec-21

Nov-21

Jan-22

Dec-21

Feb-22

Jan-22

Mar-22

Feb-22

Apr-22

Mar-22

May-22

Apr-22

Jun-22

May-22

Jul-22

Jun-22

Aug-22

Jul-22

Sep-22

Aug-22

Oct-22

Sep-22

Nov-22

Oct-22

Dec-22

Nov-22

Jan-23

Dec-22

Feb-23

Jan-23

Mar-23

Feb-23

Apr-23

Mar-23

May-23

Apr-23

Jun-23

May-23

Jul-23

Jun-23

Aug-23

Jul-23

Sep-23

Aug-23

Oct-23

Sep-23

Nov-23

Oct-23

Dec-23

Nov-23

Jan-24

Dec-23

Feb-24

Jan-24

Mar-24

Feb-24

Mar-24

Matron Audit

GDH Comm
Mid

SLE CofC

LCH Comm
Mid

PHB Comm
Mid

Skeg Cof C

JCH CofC

Wolds CoCo

Sep-21

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Oct-21

Amber

Nov-21

Dec-21

Jan-22

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Feb-22

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Mar-22

Green

Green

Green

Green

Green

Green

Green

Apr-22

Amber

Amber

Amber

Amber

Amber

Amber

Amber

May-22

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Jun-22

Green

Green

Green

Green

Green

Green

Green

Jul-22

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Aug-22

Green

Green

Green

Green

Green

Green

Green

Sep-22

Amber

Amber

Oct-22

Green

Nov-22

Amber

Amber

Dec-22

Amber

Amber

Jan-23

Amber

Amber

Feb-23

Mar-23

Apr-23

May-23

Jun-23

Jul-23

Aug-23

Sep-23

Oct-23

Nov-23

Dec-23

Jan-24

Feb-24

Mar-24

Ward/Dept Review Visit

GDH Comm
Mid

SLE CofC

LCH Comm
Mid

PHB Comm
Mid

Skeg Cof C

JCH CofC

Wolds CoCo

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Count of GREENS Rolling 12
Months




Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Apr-23

May-23

Jun-23

Jul-23

Aug-23

Sep-23

Oct-23

Nov-23

Dec-23

Jan-24

Feb-24

Mar-24

GDH Comm
Mid

SLE CofC

LCH Comm
Mid

PHB Comm
Mid

Skeg Cof C

JCH CofC

Wolds CoCo

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Apr-23

May-23

Jun-23

Jul-23

Aug-23

Sep-23

Oct-23

Nov-23

Dec-23

Jan-24

Feb-24

Mar-24




Accreditation Progress: CSS Wards

Divisional Monitoring
Enhanced Monitoring

Weekly Spot Check GDH Chemo GDI_-I LCH Ashby LCH LCH Waddington | PHB Bostonian PHB Chemo Weekly Spot Check (Weekly) GDH  Hospice LCH Ashby LCH Ingham LCH Waddington PHB Bostonian PHB Chemo
[Monthly] Hospice Ingham

Nov-21 Amber Nov-21
Dec-21 Dec-21
Jan-22 Jan-22
Feb-22 Feb-22
Mar-22 Mar-22
Apr-22 Apr-22
May-22 May-22
Jun-22 Jun-22
Jul-22 Jul-22
Aug-22 Aug-22
Sep-22 Sep-22
Oct-22 Oct-22
Nov-22 Nov-22
Dec-22 Dec-22
Jan-23 Jan-23
Feb-23 Feb-23
Mar-23 Mar-23

Count of GREENS 51 34 51 42 49 45

GDH LCH
Matron Audit GDH Chemo LCH Ashby

] LCH Waddington | PHB Bostonian PHB Chemo
Hospice Ingham

Nov-21 None None Amber Amber Amber None
Dec-21 None None Amber

Jan-22 None None Amber Amber Amber Amber None
Feb-22 None None Amber None Amber Amber

Mar-22 None None Amber Amber

Apr-22 None Amber None Amber

May-22 None None Amber Amber None
Jun-22 None None None Amber None
Jul-22 None None Amber None
Aug-22 None Amber None Amber Amber None
Sep-22 None Amber Amber None
Oct-22 None None Amber

Nov-22 None Amber None
Dec-22 None Amber Amber None
Jan-23 None None Amber None
Feb-23 None Amber None

Mar-23

GDH LCH
Ward/Dept. Review Visit GDH Chemo ] LCH Ashby LCH Waddington | PHB Bostonian PHB Chemo
Hospice Ingham

Nov-21
Dec-21

Jan-22

Feb-22
Mar-22
Apr-22
May-22
Jun-22
Aug-22

Sep-22 Amber
Oct-22
Nov-22
Dec-22
Jan-23

Feb-23
Mar-23

DH LCH
GDH Chemo G . LCH Ashby ¢ LCH Waddington | PHB Bostonian PHB Chemo
Hospice Ingham

Nov-21 B - Skin
Dec-21 S - Skin B - Skin
Jan-22 G - Skin B - Falls
B - Falls
Feb-22 B - Skin S - Falls S - Skin
Mar-22 B - Skin B - Falls B - Skin
R - Skin

Apr-22
May-22 B - Falls
Jun-22 B - Skin
Jul-22 B - Skin
Aug-22 S - Skin B - Falls
Sep-22 B - Falls G - Skin S - Falls B - Falls B - Falls
Oct-22 S - Falls B - Falls G - Falls S - Falls
Nov-22 R - Skin
Dec-22 G - Falls R - Falls
Jan-23

Feb-23
Mar-23




FLO

GDH Chemo

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

GDH
Hospice

LCH Ashby

LCH Waddington

PHB Bostonian

PHB Chemo

SEPSIS

GDH Chemo

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

GDH
Hospice

LCH Ashby

LCH
Ingham

LCH Waddington

PHB Bostonian

PHB Chemo




Accreditation Progress: CSS Diagnostics

Divisional Monitoring
Enhanced Monitoring

Weekly Spot

Check [Monthly]

CHL
Endoscopy

GDH
Endoscopy

GDH MRI

GDH
Nuclear
Medicine

GDH
Radiology
[X-Ray]

LCH
Audiology

LCH
Radiology
CT & Xray

LCH
Endoscopy

LCH
Interventio
nal
Radiology

LCH MRI

LCH Neuro
Physics

LCH
Nuclear
Medicine

LCH Resp
Physics

LCH
Ultrasound

PHB
Nuclear
Medicine

PHB
Radiology
[X-Ray]

PHB
Radiology
CcT

PHB
Interventional
Radiology

PHB
Endoscopy

PHB
Ultrasound

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Matron Audit

CHL
Endoscopy

GDH
Endoscopy

GDH MRI

GDH
Nuclear
Medicine

GDH
Radiology
[X-Ray]

Apr-21

May-21

LCH
Audiology

LCH
Radiology
CT & Xray

LCH
Endoscopy

LCH
Interventio
nal

Jun-21

Jul-21

Amber

LCH MRI

R Rea |

LCH Neuro
Physics

LCH
Nuclear
Medicine

LCH Resp
Physics

LCH
Ultrasound

PHB
Nuclear
Medicine

PHB
Radiology
[X-Ray]

PHB
Radiology
CcT

PHB
Interventional
Radiology

PHB
Endoscopy

PHB
Ultrasound

Amber

Amber

Aug-21

Amber

Sep-21

Oct-21

Nov-21

B —

Amber

Amber

Amber

Amber

Amber

Dec-21

Amber

]

Jan-22

Amber

Amber

Feb-22

Mar-22

Apr-22

Amber

May-22

Jun-22

Jul-22

Amber

Amber

Amber

Amber

]
[ Green |

Amber

Aug-22

Amber

Amber

Sep-22

Oct-22

Nov-22

Amber

Amber

Amber

Amber

Amber

Amber

Dec-22

Jan-23

Amber

Amber

Feb-23

Amber

Amber

Mar-23

Ward/Dept.
Review Visit

CHL
Endoscopy

GDH
Endoscopy

GDH MRI

GDH
Nuclear
Medicine

GDH
Radiology
[X-Ray]

LCH
Audiology

LCH
Radiology
CT & Xray

LCH
Endoscopy

ICH
Interventio

nal
Radinlnov

LCH MRI

LCH Neuro
Physics

LCH
Nuclear
Medicine

LCH Resp
Physics

LCH
Ultrasound

PHB
Nuclear
Medicine

PHB
Radiology
[X-Ray]

PHB
Radiology
CcT

PHB
Interventional
Radiology

PHB
Endoscopy

PHB
Ultrasound

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Amber

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Apr-21

CHL
Endoscopy

GDH
Endoscopy

GDH MRI

GDH
Nuclear
Medicine

GDH
Radiology
[X-Ray]

LCH
Audiology

LCH
Radiology
CT & Xray

LCH
Endoscopy

LCH
Interventio
nal
Radiology

LCH MRI

LCH Neuro
Physics

LCH
Nuclear
Medicine

LCH Resp
Physics

LCH
Ultrasound

PHB
Nuclear
Medicine

PHB
Radiology
[X-Ray]

PHB
Radiology
CT

PHB
Interventional
Radiology

PHB
Endoscopy

PHB
Ultrasound

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

B - Falls

Jun-22

S - Falls

Jul-22

G - Falls

Aug-22

Sep-22

B - Falls

Ruby - Falls

Oct-22

S - Falls

Nov-22

Dec-22

B - Falls

S - Falls

Sapphire -
Falls

Jan-23

G - Falls

Feb-23

Mar-23

FLO

CHL
Endoscopy

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

GDH
Endoscopy

GDH MRI

GDH
Nuclear
Medicine

GDH
Radiology
[X-Ray]

LCH
Audiology

LCH
Radiology
CT & Xray

LCH
Endoscopy

LCH
Interventio
nal
Radiology

LCH MRI

LCH Neuro
Physics

LCH
Nuclear
Medicine

LCH Resp
Physics

LCH
Ultrasound

PHB
Nuclear
Medicine

PHB
Radiology
[X-Ray]

PHB
Radiology
CcT

PHB
Interventional
Radiology

PHB
Endoscopy

PHB
Ultrasound

SEPSIS

CHL
Endoscopy

GDH
Endoscopy

GDH MRI

GDH
Nuclear
Medicine

GDH
Radiology
[X-Ray]

LCH
Audiology

LCH
Radiology
CT & Xray

LCH
Endoscopy

LCH
Interventio
nal
Radiology

LCH MRI

LCH Neuro
Physics

LCH
Nuclear
Medicine

LCH Resp
Physics

LCH
Ultrasound

PHB
Nuclear
Medicine

PHB
Radiology
[X-Ray]

PHB
Radiology
CcT

PHB
Interventional
Radiology

PHB
Endoscopy

PHB
Ultrasound

Apr-21

N/A

N/A

N/A

May-21

N/A

N/A

Jun-21

N/A

Jul-21

N/A

Aug-21

N/A

Sep-21

N/A

Oct-21

N/A

Nov-21

N/A

Dec-21

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Jan-22

N/A

N/A

N/A

Feb-22

N/A

N/A

Mar-22

N/A

N/A

Apr-22

N/A

N/A

N/A

May-22

N/A

N/A

N/A

Jun-22

N/A

N/A

Jul-22

N/A

N/A

Aug-22

N/A

N/A

Sep-22

N/A

N/A

N/A

Oct-22

N/A

N/A

Nov-22

N/A

N/A

Dec-22

N/A

N/A

N/A

Jan-23

N/A

N/A

N/A

Feb-23

N/A

N/A

Mar-23

H:

Weekly Spot Check
(Weekly)

CHL Endoscopy

GDH Endoscopy

GDH Radiology
Ray]

[X-

GDH MRI

GDH Nuclear Medicine

LCH Audiology

LCH Radiology CT & Xray

LCH Endoscopy

LCH MRI

LCH Nero Physics

LCH Nuclear Medicine

LCH Resp Physics

LCH Ultrasound

PHB CT

PHB Endoscopy

PHB Nuclear Medicine

PHB Radiology CT

PHB Interventional
Radiology

PHB Ultrasound

PHB X-Ray

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Count of GREENS

22

44

34

30

20

19

24

11




Accreditation Progress:

Divisional Monitoring

Enhanced Monitoring

Weekly Spot
Check [Monthly]

CHL OPD

GDH Eye
Clinic

GDH
Fracture
Clinic

GDH OPD

LCH Clinic
6

LCH Clinic
7

LCH Clinic
8

LCH Clinic
9

LCH Clinic
11

LCH
Dermatolo

4

LCH OPD

LCH
Rheumatol

ogy

LCH UIS

PHB
Breast
Clinic

PHB
Dermatol

ogy

PHB ENT

PHB
Fracture

PHB OPD

PHB
Royle Eye
Clinic

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Apr-21

CHL OPD

GDH Eye
Clinic

GDH
Fracture
Clinic

GDH OPD

May-21

Amber

LCH Clinic
6

LCH Clinic
7

LCH Clinic
8

LCH Clinic
9

LCH Clinic
11

LCH
Dermatol

ogy

LCH OPD

LCH
Rheumatol

ogy

LCH UIS

Amber

PHB
Breast
Clinic

PHB
Dermatol

ogy

PHB ENT

PHB
Fracture

PHB OPD

PHB
Royle Eye
Clinic

Jun-21

Jul-21

Aug-21

Amber

Sep-21

_—-

Oct-21

Nov-21

Dec-21

Amber

Amber

T E

Amber

Amber

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

_—-

Amber

Jul-22

Aug-22

Sep-22

Amber

Amber

Amber

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Amber

Ward/Dept.
Review Visit

CHL OPD

GDH Eye
Clinic

GDH
Fracture
Clinic

GDH OPD

LCH Clinic
6

LCH Clinic
7

LCH Clinic
8

LCH Clinic
9

LCH Clinic
11

LCH
Dermatol

ogy

LCH OPD

LCH
Rheumatol

ogy

LCH UIS

PHB
Breast
Clinic

PHB
Dermatol

ogy

PHB ENT

PHB
Fracture

PHB OPD

PHB
Royle Eye
Clinic

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Amber

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

Apr-21

CHL OPD

GDH Eye
Clinic

GDH
Fracture
Clinic

GDH OPD

LCH Clinic
6

LCH Clinic
7

LCH Clinic
8

LCH Clinic
9

LCH Clinic
11

LCH
Dermatol

ogy

LCH OPD

LCH
Rheumatol

ogy

LCH UIS

PHB
Breast
Clinic

PHB
Dermatol

ogy

PHB ENT

PHB
Fracture

PHB OPD

PHB
Royle Eye
Clinic

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21

Jan-22

Feb-22

Mar-22

Apr-22

May-22

Jun-22

Jul-22

Aug-22

Sep-22

Oct-22

Nov-22

Dec-22

Jan-23

Feb-23

Mar-23

FLO

Apr-21

May-21

Jun-21

Jul-21

Aug-21

Sep-21

Oct-21

Nov-21

Dec-21
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Accreditation Progress: OPD Medicine
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Accreditation Progress: Surgery OPD
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How the report supports the delivery of the priorities within the Board Assurance
Framework

1a Deliver high quality care which is safe, responsive and able to meet the needs of
the population

1b Improve patient experience
1c Improve clinical outcomes

3d Improving cancer services access

3e Reduce waits for patients who require planned care and diagnostics to
constitutional standards

3f Urgent Care
4a Establish collaborative models of care with our partners
4b Becoming a university hospitals teaching trust

4c¢ Successful delivery of the Acute Services Review

L

A OUTSTANDING CARE
personally DELIVERED




Assurance Level Assessment Insert assurance level
e Significant

Recommendations/ e Note the work undertaken to comply with requirements of

Decision Required Patient Safety Incident Response Framework (PSIRF)
including the outcome of the restructure within the Risk and
Governance Team.

Background

In August 2022, NHS England published the Patient Safety Incident Response Framework
(PSIRF) which fundamentally changes the way in which incidents are managed and
investigated within the NHS. The framework outlined a 7 stage implementation plan leading
to a transition from the current serious incident framework to PSIRF by the Autumn of 2023.

The oversight of the implementation of PSIRF takes place via the monthly PSIRF
Implementation Team, chaired by the Deputy Director of Clinical Governance and reports into
the Patient Safety Group and Quality Governance Committee.

ULHT have successfully completed Phase 1 (PSIRF orientation) and Phase 2 (Diagnostic and
Discovery) and are on track to deliver the remaining phases of the framework by the
implementation date of 1 October 2023.

Current Position

General Update

Implementation of PSIRF will fundamentally change the way in which the organisation
reviews and responds to patient safety events and will require a robust structure to be in
place to support the Divisions and Directorates in the delivery of the framework.

The main themes arising from the framework state that:-

e Learning response leads should have an appropriate level of seniority and influence
within the organisation and it is recommended that learning responses are led by staff
at Band 8a or above.

e Learning response leads should have dedicated paid time to undertake the role.

e There is dedicated staff resource to support engagement and involvement of those
affected by patient safety incidents with at least six hours of formal training and
evidence of continuous professional development in engagement and communication
skills.

e Formal training and skills development is required for those leading the learning
responses including Level 1 and Level 2 training from the patient safety syllabus.

e Learning response leads contribute to a minimum of two learning responses per year.



e Learning response leads are required to apply a human factors and systems thinking
principles alongside being able to present complex information and manage potentially
conflicting information.

e There are shared insights between the patient safety and quality improvement teams.

e Thorough analysis of organisational data is paramount for creating a patient safety
incident response plan and proactive forward planning.

Given the publication of the national guidance, the current structure and model of working
within the Risk and Governance team did not support the effective delivery of the framework.
This was felt to be the case taking into account both the recommendations arising from the
Patient Safety Incident Response Framework and learning from the Early Adopter Sites.

As a result of this, a consultation has recently been undertaken within the Risk and
Governance Team. The consultation proposed three alternative structures. The first
proposed centralising a new investigation team under the current role of Head of Risk and
Governance, the second proposed a new standalone investigation team and the third
proposed centralising the new investigation team under the role of the Patient Safety
Improvement Lead. The option of divisions undertaking investigations alongside their clinical
/ operational role was discounted as it did not support the principles within the framework and
did not have support from divisions. Helpful and constructive comments were received during
the consultation period, which led to the development of option 4, the final option. This is
attached as Appendix 1 and is currently in the implementation phase.

The removal of incident management from the current post of Head of Risk and Governance
has resulted in the disestablishment of this role. However, the final the structure includes a
Risk and Datix Manager supported by 3.0 wte Risk and Datix Facilitators, an increase of 1.0
wte as a direct result of the consultation feedback. The removal of incident management from
the portfolio of this team will enable improved focus on risk and the continued business
partner approach for divisions and corporate functions.

The Deputy Director of Clinical Governance, supported by the Assistant Director of Clinical
Governance is the strategic lead for risk in the Trust. Since the Deputy Director commenced
in post 2.5 years ago, a full review of the risk management process has been undertaken and
significant changes made to systems and processes which had been identified as not being fit
for purpose. This has led to an internal audit opinion of significant assurance in the most
recent audit. Risk Management will continue to be included in the annual internal audit
programme as is the requirement.

Finally, the Assistant Director of Clinical Governance is part way through completing the
Institute of Risk Management (IRM) Risk for Risk Practitioners Course in conjunction with
NHS Providers. This is the first course of its kind, with IRM covering the most up to date
thinking in regards to Risk Management. Being involved in such an early stage provides the
Trust with an excellent platform to continue to strengthen the work already undertaken by the
Deputy Director of Clinical Governance. The plan is that the Risk and Datix Facilitators will
undertake the course in the future so that, for the first time, the Trust will have a fully
accredited team of risk experts.

Phase 3 — Governance and Quality Monitoring (up to 31 May 2023)

The aim of phase 3 is to start to define the oversight structures and new ways of working that
will come into place once the Trust transitions to PSIRF on 1 October 2023.



In considering the proposed arrangements, advice was taken from the National leads for
PSIRF along with the early adopter sites. The guidance specifically asks that the
arrangements are developed with relevant partners and the ICB lead has been instrumental in
providing advice and support to the process.

Attached as Appendix 2 is a flowchart outlining the proposed incident management
arrangements including meeting and reporting structure. This will be supported by the Patient
Safety Incident Response Policy that sits behind the processes and details how it will work in
practice.

Of note, all early adopters have stressed that it will be important to take a PDSA approach
once we begin implementation as it may be necessary to adapt as we start to work with the
revised arrangements.

Phase 4 — Patient Safety Incident Response Planning (up to 30 June 2023)

The Patient Safety Incident Response Plan will determine how we respond to patient safety

incidents in future. In order to do that we need to review and agree the Trust’s safety profile.
There is a requirement that the safety profile is agreed in conjunction with key stakeholders,

including the Trust Board and ICB lead.

Work is currently underway to gather data from a variety of sources including incidents,
complaints, claims, patient experience, Freedom to Speak up, to name a few. This
information was shared and discussed at the PSIRF Implementation Team meeting on 3 May
2023 with a similar event taking place at TLT on 19 May 2023 where the Trust Patient Safety
Profile was considered.

Conclusion/Recommendations
The implementation of PSIRF is a key priority for the Trust over the coming months which will
impact on all staff members and fundamentally change the way in which we investigate
incidents in the future.
The Quality Governance Committee is asked to:-

¢ Note the work undertaken to comply with requirements of Patient Safety Incident

Response Framework (PSIRF) including the outcome of the restructure within the Risk
and Governance Team.



Issues for further consideration

Involvement of Health Watch, MVP, etc

Leeds University research project on methods for measuring
effectiveness

Training - Central Team and Wider organisation
Improvement team & Safety team feedback on improvement
What are our proportionate response methods

Ensure the link with non-clinical incidents

Need to add in the learning loop




[ MEETING STRUCTURE }
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How the report supports the delivery of the priorities within the Board Assurance
Framework

1a Deliver high quality care which is safe, responsive and able to meet the needs of
the population

1b Improve patient experience

1¢ Improve clinical outcomes

2a A modern and progressive workforce

2b Making ULHT the best place to work

2c Well Led Services

3a A modern, clean and fit for purpose environment
3b Efficient use of our resources

3c Enhanced data and digital capability

3d Improving cancer services access

3e Reduce waits for patients who require planned care and diagnostics to
constitutional standards

3f Urgent Care

4a Establish collaborative models of care with our partners
4b Becoming a university hospitals teaching trust

4c¢ Successful delivery of the Acute Services Review

Risk Assessment

Financial Impact Assessment
Quality Impact Assessment
Equality Impact Assessment
Assurance Level Assessment o Significant

Recommendations/ e Trust Board is asked to approve the proposed closure of the
Decision Required Duty of Candour process

&Y porsonally DELIVERED




1 Introduction

At the meeting on 23 May 2023, the Quality Governance Committee took receipt of the following
paper which outlined the process and current position in relation to the Hospital onset Covid-
19 Serious Incident investigation and resultant Duty of Candour.

2 Background

The Trust submitted the Hospital onset Covid deaths Serious Incident report to the ICB in
November 2022 having been presented at the Serious Incident panel and ELT alongside the
proposal for delivering written Duty of Candour to the relatives of the 59 affected patients. At
that time the decision was made to postpone the delivery of the duty of candour due to the time
of year and potential distress this may cause to those affected.

3 Current Position

A review of all 59 cases of Hospital onset Covid-19 has been undertaken, cross referencing
each case with any Complaints / Serious Incidents / Legal and Coroner’s cases. It can be
confirmed that documented verbal Duty of Candour was delivered to 56 patients or relatives by
either the ward staff during the patient’s admission or the Medical Examiner following the
patient’s death. For the 3 cases outstanding there was no formal recorded evidence within the
notes or by the Medical Examiner that Duty of candour had been delivered. However on further
review it was established that:

Patient 1 — Documented on the ReSPECT form that the patient wanted full treatment for his
Covid diagnosis.

Patient 2 — Documented within the notes that both the patient’s partner and daughter were
aware of the patient’s poor prognosis as a result of the Covid diagnosis.

Patient 3 — On review of the notes it has been established that the patient had acquired Covid
on their first admission and had undergone a full isolation period and discharged however they
were readmitted five days later and were not Covid positive or treated for Covid on this
admission and passed away with an unrelated co-morbidity.

In addition to the above, 15 of the cases also received written Duty of Candour in the form of a
letter, Complaint response or Serious Incident Report. There was no evidence within the notes
of written Duty of Candour for the remaining 44 cases.

The NHSE/I Regional Office issued guidance in March 2021 “Reporting and responding to
hospital onset Covid-19 cases” with further updated guidance in July 2021 which states:

‘Moderate harm’ includes harm that requires a moderate increase in treatment. There is no
easy rule for defining what is considered a ‘moderate’ increase in treatment but applying
previous guidance in the context of COVID-19 suggest moderate could include; a move to
specialty care (such as ICU), a prolonged hospital stay arising from the treatment needs of the



nosocomial infection, or need for higher levels of oxygen therapy for more than a short period.
Transfer to another area for the purpose of infection control alone (that is, transfer to a COVID-
19 ward when no other harm is identified) would be considered low harm. Note that prolonged
hospital stays for infection control reasons alone (e.g. need to be clear of infection before return
to a care home) would not automatically count as a moderate increase in treatment.

CQC have advised that it is reasonable for providers to adapt the form and method of
communication. For example, where additional face-to-face meetings are not possible on safety
grounds, it is appropriate for providers to find alternative ways to inform, apologise to and
support the relevant person rather than delay. Where providers are able to make clear at the
time to the patient or their family/carer that an infection was probably or definitely
acquired in the hospital — for example, through conversations with relevant clinicians
while an inpatient — this should minimise or remove the need for additional follow-up
communications.

This exercise above was undertaken to ensure that all patients included in the Serious Incident
investigation had received Duty of Candour. A business as usual process was instigated for
relevant patients identified after the date pertaining to the serious incident investigation.

4 Next Steps

The date range for the delivery of Duty of Candour spans from March 2021 — June 2022. Taking
all of the above into consideration, in particular the highlighted section above, alongside the
time elapsed since the relatives were contacted, it would be reasonable to assume that any
further concerns from the families would have been raised by now and that by proceeding with
writing to all 59 affected families at this point could have a detrimental effect potentially causing
more unnecessary harm.

5 Action Required

The Quality Governance Committee were asked to approve the proposal to stand down any
further Duty of Candour notifications on the basis of the report. This was agreed.

The Trust Board is asked to:

¢ Note the content of the report
¢ Note the approval of the Quality Governance Committee to stand down any further Duty
of Candour notifications on the basis of the above.
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Purpose This report summarises the assurances received and key decisions made

by the People and OD Assurance Committee. The report details the
strategic risks considered by the Committee on behalf of the Board and any
matters for escalation for the Board.

This assurance committee meets monthly and takes scheduled reports
according to an established work programme. The Committee worked to
the 2022/23 objectives following approval of the BAF by the Board.

Assurances received by | Lack of Assurance is respect of SO 2a
the Committee Issue: A modern and progressive workforce

Workforce Strategy and Organisational Development Group (WSODG)
Upward Report

The Committee received the report noting the content and focus by the
group on the scorecard to ensure appropriate metrics were being
considered.

It had been determined by the group that this was not the right forum to
be considering international recruitment and therefore the
recommendation was for this to be solely considered by the International
Nursing Group. The Committee supported the recommendation.

Committee Performance Dashboard

The Committee received the dashboard noting the improved vacancy rate
that was presented, being the lowest level in 2 years, and noted that there
had been national recognition of the improvements being made by the
Trust.

It was noted that progress against appraisals and mandatory training would
be addressed and were being developed into the objectives of the People
and OD Directorate objectives.

NHSE/I Workforce Plan and numbers

The Committee received the report noting the submission that had been
made and the intention to maintain a resource level of 8700 with a
reduction in the reliance on agency and bank staff and increase substantive
staff.

There would be a focus on a reduction of 25% in dental and medical
vacancies and the intention to end the year with a 60/40 split of
bank/agency use.
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Through the restructure of the talent academy there would be a local focus
on development including apprenticeship pathways and growing our own

Safer Staffing

The Committee noted the safer staffing position presented which had been
a stable position enabling Care Hours Per Patient Day to be maintained in
month despite a small reduction in fill rate.

The Committee noted work which was being undertaken to consider band
2 and 3 staff where changes were being made nationally and requested
that, when available, further information be presented to the Committee.

Lack of Assurance in respect of SO 2b
Issue: Making ULHT the best place to work

Freedom to Speak Up Quarterly Report

The Committee received the quarterly report noting the position
presented and was encouraged by the continued engagement of staff to
raise concerns with the Guardian.

Guardian of Safe Working Quarterly Report
The Committee welcomed the new Guardian of Safe Working, Dr Sant, to
the Committee to present the quarterly report.

The Committee noted the positive progress in respect of the medicine rota
but also recognised that a number of immediate safety concerns had been
raised which primarily related to staffing issues which had been addressed.

The Committee was pleased to note the availability of mess facilities at
Pilgrim and Lincoln noting the new opt out approach and charge to access
the facilities to address previous concerns which had been seen.

GMC Junior Doctor Survey

The Committee received the update noting that the current survey was still
active and had been extended with the output from this expected
June/luly.

Any actions related to this would be presented back to the Committee
however it was noted that there had been 2 alerts issues as a result of the
survey. These had related to staffing with both alerts being addressed in a
timely manner.

The Committee noted that the response to the alert demonstrated that the
process of the survey was functioning correctly however noted that the
alerts would be advised to the Quality Governance Committee for
information only due to the possible impact on quality.




OUTSTANDING CARE NHS|

P@I’SOM[@ DELIVERED United Lincolnshire

Hospitals
NHS Trust

Lack of Assurance in respect of SO 4b
Issue: To become a University Hospitals Teaching Trust

Research and Innovation Update

The Committee noted the update offered in respect of Research and
Innovation noted that a number of clinical trials had been opened with
positive recruitment however there remained a requirement to ensure
support was in place to recruit greater numbers.

The Committee noted the collaborative work with the ICB and University
of Lincoln to complete an application for NIHR Integrated Academic
Training, 2024/25 Competition for Academic Clinical Fellowships and
Clinical Lectureships. This was a positive position which would support the
Trust to progress University Teaching Hospital status.

University Teaching Hospital Group Upward Report

The Committee received the report noting that a previous discussion had
taken place at the private Board meeting regarding the progress and
improved relationship and engagement with the University of Lincoln.

The Committee noted the ongoing work in respect of the funding for posts
and the need to attract clinical academics however recognised that this
was not just about medical academics but the need for integration across
all professions.

Assurance in respect of other areas:

QGC Referral — Healthcare Safety Investigation Branch — Staff Wellbeing
The Committee gratefully received the referral from the Quality
Governance Committee as this had enabled a considered response of the
occupational health and wellbeing support in place for staff across the
Trust.

Whilst it was recognised that support was in place consideration would
be given as to whether this was sufficient for staff to be appropriately
supported. The Committee welcomed the commitment to consider and
strengthen the support in place for staff.

QGC Referral — Impact of flu vaccination rates and sickness levels

The Committee noted the response to the referral which did not indicate
that there had been an impact on sickness levels as a result of the lower
uptake of flu vaccinations however it was noted that there had been a
reduced efficacy of the vaccination this year.

The Committee considered and noted the positive impact of peer
vaccinators across the Trust noting that the approach should be
continued to encourage staff to be vaccinated.

Reporting Group Terms of Reference
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The Committee received and approved the reporting group terms of
reference noting the need to further develop the work programme of the
Workforce, Strategy and Organisational Development Group.

The Committee noted the need to seek clarity of the University Teaching
Hospital Group and Research and Innovation Governance Group remits as
these ran as parallel streams before approval of the terms of reference
could be given.

Integrated Improvement Plan

The Committee noted the ongoing work being undertaken to finalise the
2023/24 metrics within the 1IP which would be received to the next
meeting.

Internal Audit Recommendations

The Committee received the report noting that 4 actions were overdue
however reflected on the progress that had been made in respect of
actions being closed.

CQC Action Plan

The Committee noted the action plan and the 7 areas requiring attention
noting that 2 of these related to previously discussed appraisal and
training compliance.

It was noted that there was now a fully established education training and
development team within the directorate which would support
progression and delivery of mandatory training.

Whilst the levels of mandatory and statutory training were being
determined the Committee noted that it was not only important to
ensure staff complete the appropriate training but were also able to
access this. Work was underway to address all aspects of this.
Issues where assurance | None

remains outstanding
for escalation to the
Board

Items referred to other | None
Committees for
Assurance

Committee Review of The Committee received the risk register noting the current risks
corporate risk register | presented.

Matters identified No areas identified
which Committee
recommend are
escalated to SRR/BAF
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Committee position on | The Committee considered the reports which it had received which
assurance of strategic provided assurances against the strategic risks to strategic objectives.
risk areas that align to
committee

Areas identified to visit | No areas identified
in ward walk rounds
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Author:
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Purpose

This report summarises the assurances received, and key decisions made
by the Finance, Performance and Estates Committee (FPEC). The report
details the strategic risks considered by the Committee on behalf of the
Board and any matters for escalation for the Board’s response.

This assurance committee meets monthly and takes scheduled reports
from all Trust operational groups according to an established work
programme. The Committee worked to the 2022/23 objectives.

Assurances received
by the Committee

Assurance in respect of SO 3a A modern, clean and fit for purpose
environment

Estates Group Upward Report inc Health and Safety Committee Upward
Report

The Committee received a series of reports from the estates and facilities
directorate and noted that there continued to be learning required in
respect of assurance reporting to the Committee and Board.

The Committee noted ongoing issues with planned preventative
maintenance on the Lincoln site due to staffing and recognised that
whilst there were Authorised Engineers in post there was a need to
appropriately schedule annual reporting.

The Health and Safety Committee had met however challenges with the
meeting were noted and would be addressed to ensure this delivered the
expected assurances.

Fire training was highlighted to the Committee as a concern due to the
downward trend with work ongoing to carry out weekly ward level and
department checks. Additional fire wardens were required, and fire drills
were now in place across the sites.

The Committee noted the update in respect of ventilation and Entonox
use with work taking place alongside infection prevention and control. A
review of clinical space would be required to ensure environments being
utilised were done so effectively to ensure productivity.

PLACE Report

The Committee received the PLACE report noting the significant progress
since the previous inspection in 2019. The Committee noted the focus of
the team to undertake actions which would impact on the outcome of
the inspections which had seen a positive outcome.

United Lincolnshire
Hospitals

NHS Trust



Whilst improvements had been seen the Committee noted the lower
scores received at Louth however reflected the limited ability of the Trust
to affect this as this was not a Trust owned property.

Emergency Planning Group Upward Report

The Committee received the report noting that plans were in place across
the Trust to meet statutory requirements with a number of exercises in
place to test the Trust’s emergency response.

It was noted that work was required in respect of business continuity
plans with the divisions as these were not felt to be adequate however
work was ongoing with each division to ensure these are updated.

Assurance in respect of SO 3b Efficient Use of Resources

Finance Report inc Efficiency, Capital, Contracts and CIRG Upward
Report

The Committee received the informative set of reports noting the detail
contained within and the update provided including the positive
position reported for month 1. It was however recognised that month 1
reporting was reduced due to the financial plan having only been
submitted on 4 May.

CIP delivery was £500k favourable to plan with delivery of £1.7m
against target for month 1 which was a positive starting position due to
the CIP programme being backend loaded. The Committee were keen
to receive assurance that the Trust were putting in place any enabling
actions that will be required to enable the delivery of the CIP’s later in
the year.

The Committee noted the risk related to income as a result of activity
and reflected the need to drive productivity to improve the position
with focus being given by the Executive Team.

Concern was noted in respect of pending admissions which not only
presented a reporting issue but also a quality issue with the Committee
referring this to the Quality Governance Committee.

The cash position was noted with the intention of producing a cash
forward forecast as the year progressed. If the Trust remained on plan
this should not pose a risk into 23/24 however could become a
potential risk into the following year if a deficit was delivered.

The Committee noted the Better Payment Practice Code which was on
target in month however as work progressed to clear down old invoices
the position was likely to deteriorate before resolving.

Work continued to progress and sign relevant contracts which should
be resolved in the coming month however it was noted further work
was required on specialised commissioning contracts.




The Committee noted the CRIG upward report and the national cost
collection indices report which demonstrated the potential for
improvement and offered triangulation in respect of productivity and
agency reduction.

2023/24 Capital Plan Final

The Committee received the final plan which had been considered in
draft form at a Board Development session with the plan now being
recommended with schemes to a total of £37m.

The Committee noted the work that had been undertaken across the
finance and estates teams in order to mitigate known estates issues.

The Committee recommended the plan to the Board for approval.

2023/24 Planning Update
The Committee received the planning update for information noting the
significant effort to build the plan.

There had been good confirm and challenge of the plan not only
between directorates but also organisations with confidence that the
plan was challenging but built through a proper assessment process.

The Committee noted the need for an agreed mechanism in the system
for oversight and assurance on the execution of the plan..

Strategic Procurements
The Committee received the report including the expiry dates of
contracts and noted the forward look offered by the report.

The Committee offered thanks to the procurement team for the work
to produce the report which offered assurance to the Committee
regarding the position of strategic procurements for the Trust as well as
continued work, including an amnesty, to improve procurement across
the Trust.

Ongoing work was noted in respect of the procurement team
continuing to ensure best prices were received when purchases were
made with the Committee noting that there were some challenges with
price when purchasing through the national supply chain, this was being
challenged by the team.

Assurance in respect of SO 3c Enhanced data and digital capability

Information Governance Group Upward Report

The Committee received the report noting the updates offered and the
focus given to the ICO revisit due to take place in June and the
achievement against the action plan in place.

It was noted that whilst actions would not be fully complete plans were
in place to address outstanding actions, it was recognised that a number
of actions would require additional resource to address.
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The Committee reflected on the Data Security Protection Toolkit
submission due to be made in June noting that 5 of the 113 assertions
would not be met. The Committee was advised of the potential risk that
this presented in respect of e-mail accreditation and noted that this was
being formally placed on the risk register.

The improved position in respect of Subject Access Requests was noted
however there was recognition of the continued need for improvement
to be seen.

Assurance in respect of SO 3d Improving Cancer Services Performance

Operational Performance against National Standards

The Committee received the report noting for urgent care that
performance was stable overall month on month however the Trust
continued to be challenged.

The Committee noted the new constitutional standards in place from
April including the focus on ambulance handovers under 15 minutes
and the revised 4-hour target which had been set at 76% to be achieved
and sustained by March 2024.

It was recognised that there continued to be patients waiting extensive
times along with a number of medically optimised patients requiring
pathway 1-3 care.

Bed occupancy remained high and whilst some additional capacity had
been removed the Trust continued to have a significant number of beds
open against a core bed base of 968. System work continued to
consider the alignment of beds.

The Committee noted the planned care update with the Trust
continuing to progress the 78-week target of zero patients by the end of
June. It was noted that there were a cohort of patients breaching the
78-week target due to industrial action and patient choice. A further
cohort of patients had been identified who required treatment and
would be included in the actions being taken to achieve the target.

The Committee noted the performance of cancer services noting that
the Trust was in the bottom quartile of national performance at 67%.

It was noted that whilst there had been progress seen within breast
services a change to the rota was anticipated to impact the ability to
achieve the faster diagnosis at the end of June. Further work was
required to determine the level of risk being presented.

The Committee noted the 62-day backlog, noting the need for this to be
reduced to by April 2024.

Work had commenced with 6 tumour groups in order to provide
focused attention on the individual groups to achieve the faster
diagnosis standard and reductio in 62-day wait backlogs.
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The Committee noted the significant competing priorities described
noting the need to achieve the 78-week waits due to the national
expectations and faster diagnosis.

Assurance in respect of SO 3e Reduce waits for patients who require
planned care and diagnostics to constitutional standards

As reported at SO 3d

Assurance in respect of SO 3f Urgent Care

As reported at SO 3d

Assurance in respect of SO 4a Establish new evidence based models of
care

No reports

Assurance in respect of SO 4c Successful delivery of the Acute Services
Review

No reports

Assurance in respect of other areas:

Terms of Reference and Work Programme Draft 2023/24

The Committee received the draft terms of reference and work
programme noting the additional work required to ensure clear
alignment to the objectives and enable assurance to be delivered to the
Board.

Committee Performance Dashboard
The Committee received the dashboard noting this replicated the
information seen through the reports received by the Committee.

Integrated Improvement Plan
The Committee received and noting the report and information set out
within this which would be considered by the Board.

Improvement Steering Group Upward Report

The Committee received the report noting the position presented in
respect of the medical workforce programme which required clear
performance trajectories identifying however there was now senior
dedicated resource in place.

The Committee noted the progress on other programmes including
beds, outpatients and productive theatres. A review of quality impact
assessments would be undertaken of those CIP programmes already
delivered to ensure appropriate close down.




The urgent and emergency care deep dive report was received which,
whist this was not having the intended impact, the principle and theory
were correct and therefore consideration of the execution was
required.

Internal Audit Recommendations

The Committee received the outstanding internal audit
recommendations noting the position and recognising the need for
these to be receive to ensure these were current and relevant.

Internal Audit Reports

e Data Security and Protection Toolkit Internal Audit

e Core Financial Controls Internal Audit

e Data Quality Internal Audit
The Committee received the relevant internal audit reports noting
these had been received by the Audit Committee and reflecting that
relevant actions were in place. Consideration would be given to the
role of the Committees in receiving the assurance reports.

CQC Action Plan

The Committee received the CQC action plan noting a number of red
items however received verbal reassurance that action had been taken
and therefore an update to the report was required to reflect this.

Issues where
assurance remains
outstanding for
escalation to the
Board

None

Items referred to other
Committees for
Assurance

The Committee wished to refer to the Quality Governance Committee
the data set relating to pending admissions for information due to the
impact on quality.

The Committee wished to refer fire safety training to the People and
Organisational Development Committee to ensure oversight of the
position and to enable appropriate action to be taken.

Committee Review of
corporate risk register

The Committee received the risk register noting the risk as presented.

Matters identified
which Committee
recommend are
escalated to SRR/BAF

No items identified

Committee position on
assurance of strategic
risk areas that align to
committee

The Committee considered the reports which it had received which
provided assurances against the strategic risks to strategic objectives.

The Committee agreed that Objective 3b Efficient use of resources
should be uprated to Amber as a result of the level of confidence
indicated by the month 1 position.




The Committee agreed that Objective 3d Improving cancer services
access should be downrated to Red due to the declining performance

position.
Areas identified to None
visit in dept walk
rounds
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How the report supports the delivery of the priorities within the Board Assurance
Framework

1a Deliver harm free care

1b Improve patient experience

1¢ Improve clinical outcomes

2a A modern and progressive workforce

2b Making ULHT the best place to work

2c Well Led Services

3a A modern, clean and fit for purpose environment
3b Efficient use of resources

3c Enhanced data and digital capability

4a Establish new evidence based models of care
4b Advancing professional practice with partners
4c To become a university hospitals teaching trust

Risk Assessment Insert risk register reference
Financial Impact Assessment Insert detail
Quality Impact Assessment Insert detail
Equality Impact Assessment Insert detail
Assurance Level Assessment Insert assurance level
e Significant
e Moderate
e Limited
e None

Recommendations/ e To note progress that has been made in developing
Decision Required the model for paediatric care at Pilgrim hospital in the
past five years
To review, feed back on and agree the consultation
plan for a 12 week public consultation on the future of
the Pilgrim paediatric service, to launch on 07/06/23




e To review, feed back on and agree the draft

consultation documentation for Pilgrim paediatrics
public consultation

Executive Summary

This paper provides an update to the Board on the planned 12 week public
consultation on the future of the paediatric service at Pilgrim Hospital, Boston.

In August 2018, staffing challenges culminated in the service model being adapted
from a children’s inpatient ward to a 12-hour Paediatric Assessment Unit, with
children requiring a longer length of stay generally being transferred to Lincoln
hospital for part of their care. At the same time, the Pilgrim SCBU was limited to
only take babies of 36 week gestation or above.

Over the past four years, in response to patient and clinician feedback, the model
has been developed into one that enables almost every child or young person to
receive all of their care at Pilgrim hospital, without the need to transfer to other
hospitals. As a stable model developed at Pilgrim the SCBU was returned to
national normalised arrangements and moved back to full SCBU (32 week
gestation) status.

Having stabilised the service at Pilgrim we are now hoping to make the current
model a permanent arrangement, which will give certainty around the long term
future of the service, help with staff recruitment and also ensure ongoing support
for Boston-area children and their families.

The unit now:
* Retains a rapid assessment and discharge profile

* Allows for a number of patients to remain longer on the ward, when clinically
necessary

» The reduced length of stay has been maintained even with very few children
needing to transfer from the hospital, with the exception of those children following
specific specialist pathways (which was always the case)

Subject to Trust Board approval, we are proposing to launch the public
consultation to make this model a permanent arrangement on Wednesday 7 June
2023, running until Wednesday 30 August 2023.

Appendix A is the draft consultation document to be used as part of the
consultation
Appendix B is the EIA and QIIA completed on this change

Further consultation resources, including surveys, meetings and communications
activity, will be launched upon launch of the consultation period.










In early 2018, significant safety concerns were raised about the paediatric service
at Pilgrim Hospital, Boston, relating to a shortage of medical staff within the
service and subsequent withdrawal of Tier 1 and 2 medical trainees.

This resulted in an extensive public engagement exercise and the ULHT Trust
Board agreeing an interim model for the delivery of paediatric inpatient services at
the hospital, which was introduced in August 2018. This created a 24/7 Paediatric
Assessment Unit (PAU) supported by:

An agreement to assess and discharge (or transfer) all children presenting at
Boston hospital within a 12-hour time frame.

Children requiring longer inpatient periods being transferred to Rainforest Ward
at Lincoln County Hospital or other hospitals.

At the same time, the Pilgrim SCBU was limited to only take babies of 36 week
gestation or above.

A private ambulance being commissioned to provide this transfer service,
although the ambulance was unable to transfer sicker/unstable children when
East Midlands Ambulance Service (EMAS) services were then required.




& - ( )

By the Spring of 2019, it was clear that operationally the unit did/could not strictly
adhere to the described 12-hour PAU model with:

An inability to safely transfer some of the sickest children between hospital sites, with a
longer than 12 hour period of treatment therefore being required,;

The rapid discharge of some children at Lincoln following transfer, resulting in an
increasing number of families refusing transfer to Lincoln.

In June 2019, the service was inspected by the CQC, and it was apparent to
iInspectors that the service was not observing the planned12-hour PAU model. At
that point we acknowledged that the 12-hour length of stay could not be delivered
for all patients.

A more sustainable longer-term model of care has now been actively developed
alongside successful recruitment into the medical team and development of a
more sustainable nurse staffing model. This development has notably involved
service user families, and engagement with representatives of the local
population, to ensure their needs are met.




In Autumn 2019, the ULHT Family Health Division worked with clinicians and
patient feedback to agree changes to the way the service would be delivered,
taking account of clinical need and the safest form of service delivery.

This change meant that for many children, a length of stay of 24 hours allowed for
assessment and treatment without transfer, and for children with more complex
presentations it would be safest for them to remain at Boston, often to be
discharged within a further 24 hours.

The private ambulance service was no longer needed, due to the very low level of
transfers and limitations around the ambulance service itself.

This model was tested and resulted in positive medical recruitment, and gave
confidence to Health Education East Midlands, who agreed the return of Tier One
medical placements in August 2021.




The model of care has further evolved since then. The unit now:

Retains a rapid assessment and discharge profile

Allows for patients to complete their full stay at Pilgrim hospital unless transfer is
clinically necessary

Delivers a reduced length of stay, which has resulted in very few children needing
to transfer from the hospital, with the exception of those children following specific
specialist pathways (which was always the case)

It now offers good performance around limiting patient transfers, quick access to

paediatric care for children accessing the Emergency Department, high levels of family

satisfaction and a low level of complaints. The service has most recently been rated by
+ -

In addition, as a stable model has been developed the SCBU has returned to national

normalised arrangements to become a full SCBU (32 week gestation).

This has been made possible due to significant improvements in the recruitment of
clinical staff, which means we have a full complement of medical staff for the first time
in a number of years.




Pre 2018 Inpatient model vs Current
/

2018

Number of beds 19

Average length of 25 hours

stay

Nurse staffing 44.09 WTE

Medical staffing 1:8 Consultant rota (4.5
substantive plus
agency)

4.5 WTE middle tier
doctors (high agency
usage)

16 (with ability to flex to
21 at times of
pressure)

22 hours

36.9 WTE
(WTE reflecting bed
numbers)

8 consultants on call
8 middle tier doctors
5 HEE trainees and
non-training posts
making up 1:8 rota



Issues

The change of model into a PAU created a high level of uncertainty for the
local community, and the development of a community campaign group.

Whilst the new model of care is not dissimilar to the offer of an inpatient ward,
in terms of access for patients, it is still a change.

Outside of this work, alongside a small number of adult pathway
developments, the pathway for some children for ENT and urology has
changed with emergency access now delivered at Lincoln rather than Boston.

The unit continues to work actively with the 0 % 1

(ED) to support prompt identification and transfer of children and young people
who need support from the children's unit. Within the next few years, a new ED
will open at Pilgrim Hospital, with significantly improved facilities for children
and young people and families, following national best practice.




successes

2 H /
Paediatric Assessment Unit (PAU):

Providing increased access to senior decision makers (including a consultant
on site until 10pm weekdays) which has led to more rapid discharges for many
patients.

Improved staff recruitment.
Removed almost all nurse and medical agency from unit

The certainty of staffing allows the option of flex to higher bed numbers if
necessary.

We have maintained elective surgery and MRI work, and have set up a new
%

The integration of Assessment / Observation / inpatient care has produced a
more responsive model of care for the south of the county.




Engagement to date

Over the last five years, the Family Health Division has participated in a number of
discussions with representatives of the community served by Pilgrim hospital, to
discuss the developing models of care. Their honest feedback on experiences in
hospital was extremely helpful in allowing us to develop an appropriate service model.

They have engaged with the below groups:
SOS Pilgrim
Lincolnshire Health Overview and Scrutiny Committee (HSC)
Lincolnshire Healthy Conversation
3 4 2

The development of the model has included engagement with affected health
professionals and a staff survey.

The team are also now securing real time patient/parent service feedback at point of

.2 & # , 4
information boards in our paediatric environments as well as informing future social
media activity.
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What is being proposed?

The Trust Board of ULHT are confident that the challenges of 2018 have now been
addressed, and are seeking views of patients and the public of Lincolnshire around the
continuation of paediatric care at Boston Pilgrim Hospital

Therefore, we are proposing to make the current model the permanent arrangement for
paediatric care at Pilgrim hospital.

This is the only option being proposed, as alternatives have been explored and worked
through and this is the best way to deliver the service for population of Boston and
surrounding areas.

This is a unit that offers a service ethos of rapid senior assessment and discharge, but with
patients able remain longer on the ward, when clinically necessary.

We believe that the model delivers a service that reflects national best practice, using early
decision-making processes to actively assess, treat and discharge patients to avoid the
need for a traditional in-patient ward approach.
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