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Introduction and Background
North West Anglia NHS Foundation Trust (‘NWAngliaFT’ or ‘The Trust’) was formed on 1 April 2017,
following the merger of Peterborough and Stamford Hospitals NHS Foundation Trust and
Hinchingbrooke HealthCare NHS Trust. The Trust runs three main hospital sites – Peterborough City
Hospital, Hinchingbrooke Hospital and Stamford and Rutland Hospital, serving a population of
approximately 700,000 living predominantly in Cambridgeshire and South Lincolnshire. The Trust also
operates community sites at Princess of Wales, Ely; Doddington Hospital and North Cambridgeshire
Hospital. The Trust employs over 6,000 staff and is supported by over 500 volunteers.
The Trust commissioned Effective Leadership Solutions (ELS) to carry out an independent,
development Well-Led Review of its leadership and governance using the Care Quality Commission’s
(CQC) well-led framework and associated key lines of enquiry (KLOEs) published in June 2017 by NHS
Improvement. ELS are hosted by Arden & Greater East Midlands CSU (Arden & GEM) and comprises
an experienced team of senior leaders with strong consulting and NHS backgrounds who have been
involved in conducting Well-Led Reviews or undertaking similar evaluations in the NHS and third
sector, as well as delivering Board and executive development programmes.
The Trust received a rating of ‘Requires Improvement’ for Well-Led in their first CQC inspection in July
2018 following the merger, and subsequently in September 2019. Key findings resulting in this rating
were:







Leaders were visible and approachable with the integrity, skills and abilities to run the service.
The Trust had a vision for what it wanted to achieve and a strategy to turn it into action, developed
with all relevant stakeholders.
Leaders did not always operate effective governance processes throughout the Trust.
Culture continued to be addressed at the Trust however there was a mixed picture of staff who
felt empowered but also those who didn’t always feel they had been listened to.
The Trust did not collect, analyse, manage or use information well to support all of its activities.
Quality improvement was not embedded throughout the Trust.

This Developmental review builds on the progress since the last CQC inspection and focuses on the
areas that need further work in order to embed a culture of learning and robust systems of governance
to enable the delivery of high quality and safe care. It takes into account the previous CQC findings,
as well as some of the key dilemmas facing NHS Boards which are varied and many at this time.
The demands of the Covid-19 Pandemic has been a significant challenge, increasing the pressures on
operational delivery, patient safety and creating the leadership environment to support staff through
an unprecedented crisis. Throughout the review we heard positive reports of how the Trust had
responded.
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Further to the multiple demands on NHS Boards, the NHS is undergoing significant and ongoing change
in an already challenging and complex environment. Whilst maintaining and improving the quality of
care to patients, all Trusts are being encouraged to work in collaboration with local partners within
the NHS and other stakeholders to establish integrated care systems. This new way of working will
test the capacity and capability of NHS Boards to develop good governance practices, deliver a
strategic vision focused on quality of patient care, and demonstrate robust financial controls. While
this has not been the focus of the review references are made on how the Trust can build on work to
date.
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Methodology
Our approach to undertaking Well-Led Board reviews is shaped by recognition that effective
leadership and governance is not a static process, but is a living dynamic state, characterised by values,
behaviours and relationships, informed by professional judgement and underpinned by effective
processes.
Our review, and this report, focus on the following 5 key themes:

In delivering our review, we made extensive reference to the guidance contained in the NHS Well-Led
Framework and the associated KLOEs, with an emphasis on delivering excellence in high quality
sustainable care. We also used other best practise models such as the OECD “Four Dimensions of
Board Evaluation” and The Learning Board framework, developed by Bob Garrett in “The Fish Rots
from the Head”, widely recognised as a leading reference guide on Board effectiveness and
governance.
We adopted a four-step approach to delivering the Well Led Review:

Preparation

Observation

Engagement

Analysis and
reporting

Preparation
The review team undertook a desk top review of evidence provided by the Trust. The evidence
reviewed included the Trust’s self-assessment and evidence pack (PIR); the most recent CQC
inspection report and well led reviews by Deloitte in 2016 and the new Company Secretary in 2019;
specific information on areas identified by the Trust prior to the review as important for testing the
effectiveness of their operation (serious incidents, risk management and the quality assurance
committee); as well as a range of relevant strategies, policies and Board and committee papers (see
appendix 1 for detailed list).
The desktop review and analysis findings formed the basis of an internal team report highlighting key
areas for the team to explore further in the subsequent observation and engagement steps.
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Observation
A series of Board meetings, committees and a divisional triumvirate meeting were observed by the
review team. The purpose of this step was to understand how the committees and the Board work in
practice, observe the content of meetings and how this drove discussions and decision making, and to
observe the behaviours displayed by meeting members (see appendix 2 for a detailed list of meetings
observed). Following one of these meetings, a follow up coaching and development feedback session
was delivered by the members of the review team with staff at NWAngliaFT to support continuous
improvement and knowledge transfer as part of the well led review process.

Engagement
Stakeholder Interviews
The review team conducted a number of semi-structured interviews with members of the Board, an
agreed list of key senior leaders and external stakeholders who regularly engage with the Trust (see
appendix 3 for a detailed list). The interviews were structured around the 5 key themes of the review
and provided an opportunity to further explore key areas identified during the preparation and
observation steps of the review. We adopted a coaching approach to the interviews, to enable open
and honest conversations and support developmental thinking around key topics moving forward. All
interviews were confidential and non-attributable, and where issues where identified, we triangulated
the findings with alternative evidence sources to support the comments made.
Focus Groups
The review team held focus groups with key internal and external stakeholders including, the Council
of Governors, staff and volunteers from each of the three hospital sites, and with service users
including patients and carers (see appendix 4 for detailed list). Focus groups were designed to
understand how key stakeholders view the Trust, how well led they feel the organisation is and how
engaged they are in making changes to culture, services and clinical quality.

Analysis & Reporting
During the first three steps of the review, progress meetings were held with the Chair, Chief Executive
and Company Secretary in order to test, confirm and challenge our early findings.
Following the preparation, observation and engagement phases, the review team met to collate all
evidence gathered to identify key findings and recommendations against each of the 5 key themes of
the review. Our analysis and reports undergo a rigorous quality assurance process by a member of
senior panel who has not been directly involved in the detailed delivery of the review, but who has
considerable expertise in Board Leadership and Well-Led reviews.
Our final report contains
recommendations based on development and improvement opportunities, drawn from our review
team’s experience and based on evidence of good practice.
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Limitations
We would usually conduct the observation and engagement steps of a Well Led review face to face,
on site at the Trust. Due to restrictions relating to the Covid-19 pandemic this review has been
conducted in its entirety over Microsoft Teams which results in potential limitations with regards to
observing culture and behaviours first hand. This limitation was discussed throughout the review with
the Trust Chair, Chief Executive and Company Secretary.
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Executive summary
Effective Leadership Solutions has undertaken an independent well-led review on behalf of
NWAngliaFT focused on supporting the Board in its development journey in line with the guidance on
reviews of leadership and governance published in June 2017 by NHS Improvement. This report sets
out our findings from that review.
Context
The NHS is going through a period of significant and rapid change at the moment reflecting the
immediate need to adapt and respond to the current pandemic, whilst delivering against a strategic
change agenda set out in the Long-Term Plan. NWAngliaFT like every other organisation is going
through a period of significant change and transformation, whilst progressing its focus on maintaining
and improving the quality of care and safety for patients.
Due to the current restrictions associated with the pandemic the review has been undertaken
remotely via MS Teams. We have been able to complete the schedule of planned interviews and
observations. However, we have not been able to visit the Trust’s premises, and thus have not had
the opportunity for more informal discussions and observations that provide an additional insight into
culture, behaviours and values.
It is also recognised that the Trust, in common with all other trusts, has been operating a ‘governance
light’ regime in response to the pandemic. This impacts on the visibility and engagement of nonexecutive directors and Governors in particular. However, we acknowledge the extensive efforts
made to keep these groups engaged and informed through the crisis.
Despite these challenges, by undertaking this review during the period of Restoration and Recovery,
alongside preparing for a second wave, the Trust has demonstrated its commitment to its continued
development journey. This review provides a ‘snap shot’ insight into progress on that journey.
Key Findings
The documentation review, interviews and Board observation showed good senior leadership
behaviours across the organisation. All the leaders interviewed demonstrated a commitment and
focus to improving care and services for patients. We recognise that a number of actions are
underway in keeping with the feedback of the last CQC reports and the Trust’s desire to improve.
In this section we set out our summary findings bringing together the priority areas for improvement
arising from our review. A number of more detailed recommendations are included in the body of
the report, which sets out our findings in more detail, based on the five key themes. These have been
discussed with the Chair, Chief Executive and Company Secretary, and will be presented to the Board
in December 2020.
Strategic Focus and external engagement
The Trust has a wide range of strategies setting out its ambition for clinical services, workforce, estates
and digital technology, amongst others. However, we were not convinced that these individual
strategies were set in an overarching framework, that sets out the overall direction and ambition for
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the Trust, operating within the wider system.
The leadership of the Trust is engaged in a large number of system wide meetings, focused on a
number of important issues including the development of the ICS, clinical networks and the people
agenda. Each of these connections provides an important opportunity for the Trust to reflect on the
positioning it wants to have in relation to its peer organisations. In order to achieve this, a consistent,
coherent and well-understood strategy needs to be developed and communicated by all senior
leaders.
Governance Arrangements
The Trust has made extensive changes to its internal governance arrangements, and we recognise that
this is an ongoing process of change and improvement. As part of this, a detailed review of risks and
the board assurance framework has been undertaken, and divisional boards have been established to
provide a key link in the chain between Board and ward.
The Board has recently reviewed its committee arrangements and is proposing to revise its structure.
We support the proposed outcome of this review, and would recommend that new committees follow
an inclusive, participative and unitary board approach observed in the Quality Assurance Committee.
The inclusion of Governors as observers and Healthwatch representatives is consistent with good
practise. Consistent with this development, we have proposed that a more formal approach is
adopted for Committee reporting to the Board where reports are considered that are part of the
assurance framework.
Whilst progress has been made, there is still work to do to ensure that the assurance framework and
risk management are integral to the system of controls and assurance operating within the Trust,
below Board level. In relation to the divisional board we observed, the risk management and delivery
priorities are not clear. The agenda for this meeting was too full and lacking appropriate focus and
effective action planning to provide assurance that the Board’s key priorities were being addressed.
Trust wide learning culture
There is a need for additional focus on the development of a genuine and open Trust-wide learning
culture, with a focus on effective action plans in key areas of patient safety, particularly sepsis, falls
and mortality. Progress in dealing with these issues has been slower than might be expected in the
circumstances. We were told of and observed what may be regarded as a defensive approach to
reporting and learning from incidents. This is consistent with perceptions of a top-down performance
management culture, rather than an embedded, bottom-up approach to quality improvement,
innovation and learning.
We heard a number of areas where staff felt disengaged from the process of reporting errors or raising
patient safety concerns citing a blame culture, and fear of unfair treatment. This is consistent with
the findings from the staff survey and should be addressed as part of the relaunch of the Good to
Outstanding organisational development programme.
The Trust has made significant progress in areas of Freedom to Speak Up, with the appointment of a
full-time guardian, and in relation to equality, diversity and inclusion. The impact to the latter initiative
has been widely recognised and praised both within the Trust and externally. This has been an
important focus during the pandemic. The success of these initiatives should be built upon to provide
a more inclusive approach to quality improvement and service redesign involving staff, patients and
public.
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Quality Improvement
The Board are committed to developing a culture of continuous quality improvement. Our review
found that this is still in its early days and that although quality improvement is supported at Board
level, it is currently reactive in response to issues or feedback from regulators, rather than embedded
as a systematic approach throughout the organisation. This approach will take time and needs to be
accompanied by a more open culture encouraging staff to come forward with improvement ideas and
innovations.
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Detailed Findings and Recommendations
Leadership

Related CQC Key Lines of Enquiry
KLOE1: Is there the leadership capacity and capability to deliver high-quality, sustainable care?
KLOE2: Is there a clear vision and credible strategy to deliver high-quality sustainable care to
people, and robust plans to deliver?
KLOE6: Is appropriate and accurate information being effectively processed, challenged and
acted on?

Key Findings
The documentation review, interviews and Board observation showed good senior leadership
behaviours across the organisation. All the leaders interviewed demonstrated a commitment and
focus to improving care and services for patients. The role of the Chief Executive was crucial, with high
dependency on her leadership both internally and externally. Consistent reports showed that the
Chief Executive was visible, approachable and had presence across the hospital sites and in areas of
concern, for example Emergency Department (ED). Visibility of other Executive Directors was not
reported.
It was consistently reported that the Chair and Chief Executive work in partnership, leading the
organisation well and through a strong and positive relationship.
The detail of these key findings are outlined below:
Board leadership
The Board composition and leadership capability demonstrated a diverse and complimentary range
of knowledge and skills. The interactions observed at the Board and the information provided enabled
the Board to conduct their role in a professional manner in line with the Nolan principles. The Board
felt open and operated with a professional approach. We observed constructive challenge from NEDs
holding executives to account for delivery, as well as some executive to executive challenge. Attention
to make the Board membership more diverse and representative was commented on during the
review and is encouraged.
The Board meeting was chaired well, discussions of agenda items allowed for contributions from all
members and a summary was provided at the end of each item. When discussing Board issues, the
focus was on the business and process rather than through the lens of the patient, with little
connection to clinical leadership and safety observed. NEDs demonstrated a good grasp of the issues
and the chairs of the committees were knowledgeable about their specific portfolios. Overall, the
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minutes and tracking of actions were done to an acceptable standard. The time between Public and
Private Board allowed members to have a break and refresh. The balance between the two agendas
should be reviewed on a regular basis in order to test what has to be discussed in private due to
confidentiality and to encourage openness and transparency.
Governors currently feel somewhat detached from the organisation at the moment primarily due to
the new Covid-19 governance arrangements and the mandate to work remotely. A few concerns were
raised in the focus group with them about access to the right information to fulfil their role and being
able to undertake their own surveys and discussions with patients and carers. Examples of good
practice we heard had been paused due to Covid-19 are, Governor walkabouts of ward areas (resulting
in a clear action plan that Governors would follow up with the relevant ward matron) and staff /
governor engagement meetings. Governors are very keen that these are restarted. We observed
good practise of detailed presentations on quality being made by Non-executive directors and
Governors do attend Board and Committee meetings as observers. When walkabouts are resumed,
Governors would welcome a greater emphasis on feedback loops to demonstrate any findings and
concerns raised are followed through.
Delegated decision making throughout the organisations is still in development, which means there is
some duplication as the Board is not adequately assured of delivery against plans. For example,
mortality was discussed at the Quality committee (QAC) and escalated to the Board due to limited
assurance. However, this topic has been an issue for some time, and it is not clear why this escalation
process has not resulted in a more robust action plan and focus. The observation of the Divisional
Board did not provide assurance that this issue was being given the focus required, and no effective
action. Formal mechanisms between Board, committee and services are not sufficiently strong
enough to provide confidence in the oversight of actions.
The involvement of Board members in quality visits enabled them to be visible and have direct contact
with staff delivering care. This was positive in enabling triangulation of data and information
presented to the committees and Board, and as a next step, it would be useful to have a system of
sharing the learning across the organisation.
The Hospital Management Committee (HMC) is reported into by the executive team and has good
attendance enabling wider debate and discussions. Our review found the HMC to be more of an
information sharing forum, with opportunity for it to be developed into a full leadership forum
enabling debate and decision making.
During Covid-19 the Board made the decision to conduct business within a framework of ‘governance
light.’ This enabled a command and control management style and was executed well. Consistent
reports (both internally and externally) were of an effective executive team, improved partnership
working and mutual aid. The NEDs did express views that they felt distant and disconnected from
pandemic/ crisis management.
Developing a forward plan for further Board development was reported to be a need particularly
following the pandemic. Board oversight of the recovery and restoration could be improved and the
risks around waiting list management and associated harm reviews was cited a concern.
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Executive team
The Executive team has been relatively stable for several years. Recently it has been acknowledged
that there was a need to increase capacity in the strategic function which has been a positive step.
The executive directors have a large agenda to deal with in relation to the day to day operations,
managing Covid-19, recovery and restoration, the transformation agenda and strategic stakeholder
management. The review team did think a more collective executive team approach would both
improve leadership, delivery and join up some of the functions with a shared responsibility.
There is opportunity for Executive team development to build on Board development activities already
initiated utilising the Myers Briggs profiles as learning tool. A focus on becoming a high performing
team with a more collective approach, breaking down the observed silo working in the review would
be beneficial.
Strategic Development
During the 2019 inspection, the CQC reported that the Trust had a vision for what it wanted to achieve
and a strategy to turn it into action, developed with all relevant stakeholders. The clinical strategy was
developed at the time of the merger and was rightly focussed on the integration of the hospital sites
around quality sustainable services. The local and national context has shifted since the development
of the clinical strategy, providing the impetus for it to be revisited and developed into an overall
organisational strategy. We recommend this builds on the approach the Trust has initiated to re-focus
around its future role in delivering sustainable care for the population of the local health economy
(both within the STP / ICS and the North Alliance), working in a system with a range of general and
specialist needs
The review team heard repeatedly about the challenges of working in a system with a range of general
and specialist needs with different levels of risks and issues. This has manifested in a lack of clarity
about the Trust’s role within the system. However, we also heard positive messages confirming that
mindsets are changing – a key message from one staff focus group was the need to emphasise
confidence in the Trust’s offer to patients as one of the largest DGHs in the country.
We observed during interviews and meetings that the Chief Executive and executive colleagues had a
strong grasp of the detail which could a be a risk if it leads to a lack of strategic oversight, particularly
in light of the current pressures caused by Covid-19 and restoration. While the operational demands
can be time consuming for executives and crowd out the strategic thinking, executive teams need to
create space to discuss and design a clearer and widely owned strategy for the Trust. The new role of
Director of Strategy and Transformation should ensure more pace around strategic development and
the enabling strategies to support the future vision of the Trust. The Trust has acknowledged this by
establishing a Strategy and Transformation Committee, we would expect this to provide additional
focus and pace on this important area.
We did not focus on finance during the review due to the current context of the Covid-19 pandemic,
however, we did observe and hear external challenges relating to the ongoing issues relating to the
Peterborough PFI. Any new or refreshed Trust strategy should align leaders around improving finance
as well as performance and quality.
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Distributed Leadership through Divisions
The divisional structure with identified lead clinicians signals the principles of collective distributed
leadership across the organisation. It is a relatively new operating model that needs to continue to
develop to become sufficiently mature to provide leadership and assurance in all areas. The divisional
leads report to the COO with professional lines of accountability to Chief Medical Officer and Chief
Nurse. The Clinical Business Unit (CBU) are operationally accountable to the divisional team.
A new Maternity Division was established to provide focussed leadership and attention on
improvement following previous Trust and CQC findings, reporting Maternity services as one of the
significant risks for the organisation. The transformation approach was supported by a lead role in
quality improvement to work alongside the divisional leaders.
The observation of the Emergency Medicine (EMED) Divisional Board and the follow up session
indicated that their excessive and complex challenges were proving difficult to manage. The divisional
team did not feel empowered to set their priorities and had many demands from the corporate
processes in place. The accountability to the executive team was well understood, however, setting
the agenda for the meetings from the executive did not tackle the right local priorities. Responding
to the CQC findings is important and requires pace. The divisional teams should be given the freedom
to generate ideas and approaches to tackle the issues and address the underlying factors to the CQC
findings. There appeared to be excessive demands for reporting by the divisional team and it was
unclear what added value this approach had in driving improvements. It created substantial time
pressures to address the performance management requirements rather than managing the teams in
delivery. The relationships between Board, committees, HMC and Divisional Boards need clarifying
and strengthening in terms of process, prioritisation and engagement.
The leadership cultural behaviour feels top down to the divisional team. It is important to encourage
and support a bottom up approach creating the environment to engage and shape the agenda and
priorities with divisional leaders and staff.
In light of the info outlined above it appears that the current structures and leadership culture do not
enable the divisional aspirations to be delivered. The aspirations of the divisional team were clear i.e.
lead the strategic objectives, assess priorities and own the risks locally, and monitor the subsequent
outcomes and learn lessons.
Organisational development resource has been put into place to support the continuing maturity of
the divisional teams. It was however unclear how the improvement plans for divisions were agreed
and how the practical corporate support was being delivered. The review team would encourage
discussions on how the OD support could be specific and tailored to meet the divisional needs. This
would connect the divisions in a more meaningful way in both leadership and governance.
External Partnership working
External relationships and the perception of the trust amongst its external partners has improved over
the last 12 months. Throughout our interviews, we heard many examples of how the Chair and the
Chief Executive are engaging with external partners including the STP. The Chief Executive is chair of
new workstream on health inequalities across the system which demonstrates commitment to
population health and the role the acute Trust has moving forward. The relationship with the CQC has
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improved with more sharing of information and dialogue on specific areas of concern, which is a
positive step forward. The Quality committee include CCG members and Healthwatch colleagues
which does demonstrate a commitment to sharing information in an open way.
We heard less evidence of strong relationships between external partners and other Board and Senior
Leaders. There is concern that too much responsibility for maintaining external partner relationships
is placed on the Chief Executive. Whilst there is attendance at system wide meetings by senior leaders,
there is still significant opportunity to shape and influence the future of the system from the
perspective of the Trust. Having a consistent overarching that is understood by all Board members is
critical to support this.
Where senior leaders did have relationships with external partners, these were viewed as positive in
building an open culture of engagement. For example, the Chief Nurse is reported to have an excellent
relationship with colleagues at the CCG, and Healthwatch also reported good engagement at a senior
level through their attendance at the Quality Committee. The Chief People Officer has also recently
taken the role of Deputy Chair of the STP People Board which is seen as a positive opportunity for
NWAngliaFT to engage and influence across the STP.
Engagement with external partners has improved further due to the Covid-19 response and this is
viewed as an opportunity on which the relationship can continue to develop. The potential to further
involve non-executive directors could be explored.

Recommendations
1. Review the Board business and consider what items need to be in the private section of the
Board. This would be considered a positive step to strengthen the views that the organisation
is building and developing a more open culture.
2. The Board should revisit Trust’s existing strategies and develop a refreshed overall strategy
that has clear priorities underpinned by the vision and values. The process should engage
staff, patients and key system partners, and align to the plans of the STP/ ICS and the North
Alliance. Involving HMC in discussions about the role of the organisation in the wider system
and the role of divisions in delivering the strategy would be helpful.
3. Enabling strategies and associated implementation should also be reviewed / developed and
aligned to a new overall Trust Strategy. This includes for workforce, estates, organisational
development and a quality strategy which sets out the ambition for patient experience, safety
and outcomes with engagement and partnership working.
4. Further develop positive relationships with external partners through increased engagement
from both Executive and Non-Executive Board members (other than the Chair and Chief
Executive). An external partner engagement plan should link to the Trust’s overall strategy,
linked to the ambition to further develop as a key partner within the North Alliance and across
the STP.
5. Build on executive development support with a focus on effective team working and the
development of distributed leadership to divisions.
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6. Alongside this, focussed development and improvement support should be provided to the
divisional leadership teams so the wider leadership community are clear about roles,
responsibilities and accountabilities, and how assurance works from ward to Board.
7. Review the effectiveness of the mortality reduction plan and how it’s being managed.
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Engagement

Related CQC Key Lines of Enquiry
KLOE6: Is appropriate and accurate information being effectively processed, challenged and
acted on?
KLOE7: W7. Are the people who use services, the public, staff and external partners engaged
and involved to support high-quality sustainable services?
KLOE8: Are there robust systems and processes for learning, continuous improvement and
innovation?

Key findings
The perception of the Trust locally by service users, staff and external partners is positive. The Chief
Executive and Chair are viewed as visible and approachable by staff and have excellent relationships
with key stakeholders with whom they regularly engage with. There is opportunity for more
engagement from other members of the Board.
Co-production happens in pockets and there is opportunity to establish a systematic Trust wide
approach to how patient experience shapes the development of high-quality services. Opportunities
have been identified to engage with lesser heard population groups who may be at risk of facing health
inequalities.
There are good processes in place for service users and staff to raise concerns and provide feedback,
however they do not always feel listened to, or that feedback is acted on, or that they are given the
opportunity to be involved in improvement activities. Further to this, some staff we spoke to as part
of the review no longer raise concerns as they feel they are treated unfairly due to being involved in
an incident or error.
Team Brief is viewed positively but there is opportunity to ensure that key communications are
accessible to all Trust staff. The Trust’s communication and engagement strategy was written at the
time of the merger and was focussed on the integration of clinical services. We understand that a new
strategy is currently in development and as part of our recommendations, suggest this should be split
into separate communication and engagement strategies.
The detail of these key findings are outlined below:
External Partners are engaged
The Trust’s engagement with its key external partners (excluding its population) is reported to be
positive, supportive and collaborative.
Colleagues from Healthwatch, Cambridgeshire &
Peterborough CCG, Public Health, Lincolnshire CCG, the STP and the North Alliance were
complimentary of their relationships with the Trust, noting that collaboration and mutual support had
improved over recent years. (Further detail relating to how leaders engage with external partners is
provided in the Leadership section of this report).
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Engagement and co-production with service users and the public
The perception of the Trust locally by service users and staff is positive and those we engaged with
would recommend the Trust to friends and family members. More co-production is happening than
in the past but there is opportunity to do more. This message was heard unanimously from Trust
leaders, external partners, staff and service users who we spoke to during our engagement. We heard
good examples of where co-production is happening, for example through established patient
experience groups (such as the IBD patient group) and within certain services (such as the tissue
viability team) who felt positively engaged in the design of quality services, however this is happening
in silos rather than as a systematic established approach across the Trust.
We observed the use of a patient story at the Board and although we heard examples from Senior
Leaders of how changes are made to processes and working practice as a result of patient stories,
there is opportunity to have a greater focus on learning outcomes. There is opportunity to engage
with a more diverse range of patients and carers, in order to undertake co-production with lesser
heard population groups who may be facing health inequalities. For example, we heard during our
engagement that the local Eastern European population may be more likely to suffer a cardiac
problem at a younger age compared to the local British population, and that members of the local low
income immigrant population are more likely to “drop off” care pathways sooner resulting in greater
health inequalities in this group.
Service users felt that the Trust did invite feedback (e.g. through an accessible complaints process and
‘Tell Matron’ initiatives on wards), but that feedback is not always acted on or they are not involved
in developing changes as a result of feedback. Carers would like more opportunity to engage with the
Trust as they are not always communicated with or listened to regarding their dependant’s care. This
was exacerbated due to rules on separation from dependants during Covid-19.
The Trust’s communication and engagement strategy was written at the time of the merger and was
focussed on the integration of clinical services. We understand that a new strategy is currently in
development and as part of our recommendations, suggest this should build on the effective
communication developed during the COVID response, but also provide an enhanced approach to
engaging with staff, patients, carers and the wider public to support co-production and continuous
improvement.
Staff have opportunities to raise concerns but don’t always feel that they are acted on
We heard many positive examples of how the Trust provides opportunities for staff to raise concerns,
including making the Freedom to Speak Up (F2SU) Guardian a full time role over the last year, and the
work of the Trust Equality and Diversity (EDI) lead who is very well thought of throughout the Trust as
highlighted by several people during the interview process. These roles have been introduced
following feedback from the staff survey and most staff we spoke to during our engagement were
aware of the F2SU and EDI teams. Although there are improved processes in place through which
staff can raise concerns, they do not always feel as if these are acted upon as the changes made
because of raising a concern are not communicated back to staff.
The National staff survey findings for ‘staff feeling secure enough to raise concerns’ and ‘staff feeling
they are treated fairly when they are involved in errors or incidents’ are in line with averages when
benchmarked against similar organisations. However, we heard feedback during focus groups that
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staff in lower pay bands feel particularly disengaged with the process of raising concerns, stating that
they feel even less likely to receive feedback on outcomes, which they describe as being discussed at
a management level only. Of particular concern, we heard that some staff avoid raising DATIX
incidents as they feel disengaged with the process due to a lack of feedback and that raising DATIX
incidents has in the past led to blame or reprimand rather than an opportunity to learn from errors.
We saw evidence that the Trust engaged proactively with staff throughout the Covid-19 response
through listening events and surveys. Linked to the above findings, it will be important for the Trust
to communicate back to staff any changes made and any best practice to maintain in relation to Covid19 lessons learnt.
We heard mixed reports regarding the relationship between senior leaders and the staff-side / unions.
Positively there are regular established forums with the staff-side that include the Chief Executive,
however there is also concern that key decisions affecting staff are communicated with the staff-side
after they are made (rather than them informing the decision-making process). Although discussions
relating to the current Soft FM outsourcing have been progressing, there is concern that relationships
may become strained by further dispute.
Communication with staff
The Chief Executive is seen as visible and approachable by staff, this is aided by communication
activities such as the Chief Executive’s blog and Team Brief. Staff feel that Team Brief is an informative
and useful method of communication but that there is opportunity to make it more accessible, to
more staff. Patient facing staff often lack the capacity to release their own and their team’s time during
working hours to attend Team Brief. The same staff have limited access to computers and headsets to
watch the recording on the Trust intranet. Staff working weekend or overnight shifts fed back that due
to the reduced number of senior staff at the Trust during those hours, and limited time during shift
hand-over, they rarely received updates on key Trust communications or opportunity to provide
feedback on issues raised. The team brief is not just about cascading information downwards but is
also a tool to engage staff in conversations about issues. It’s a chance for managers to listen to staff,
respond to their questions and concerns and to pass on their feedback to Trust senior leaders.

Recommendations
1. Ensure the patient story at the Board has a focus on learning and improvement actions rather than
just what has happened. It was acknowledged that the patient story observed was time
consuming and the actions would be considered at the next Board. Outstanding organisations
ensure that the changes are tracked and shared across the services and then report back to the
Board about the impact. Board members to have assurance on actions and improvements that
have been put in place as a result of the patient story.
2. The Trusts should engage with its established carers group, or with carers who have raised
concerns through both formal and informal mechanisms, to better understand and improve on
the concerns highlighted above. These carers should be involved not only in a listening process,
but also in a redesign process to ensure policies and processes are truly coproduced and that
carers can see the outcomes from the feedback they have provided.

Page | 19

Not to be forwarded without approval.
3. The Trust is developing a new engagement strategy and we recommend that this should be
focussed on an organisational commitment to listen and make change happen. Key points to
consider during development of the strategy include its alignment to STP / ICS plans on
engagement with populations at greater risk of health inequalities; how feedback from service
users informs decision making and service redesign and how staff-side and unions are proactively
involved in decision making relating to staff.
4. All staff and service user concerns are legitimate, and it is vital that they feel listened to and are
part of the regular feedback loop with staff, leaders and the organisation. Even if the issues raised
are not ultimately acted upon the process of listening and responding thoughtfully is crucial. The
Trust can build on its reputation for listening well, by improving how changes are fed back through
developing a regular feedback loop demonstrating the impact of raising concerns.

5. The Trust is developing a new communication strategy which should allow for clear, consistent
communication with staff through a variety of channels to ensure broad reach to all individuals
and service areas. This should align to the communication stream of the Trust’s ‘Good to
Outstanding’ programme which may act as the vehicle for delivery of the strategy.
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Culture

Related CQC Key Lines of Enquiry
KLOE2: Is there a clear vision and credible strategy to deliver high-quality sustainable care to
people, and robust plans to deliver?
KLOE3: Is there a culture of high-quality, sustainable care?
KLOE6: Is appropriate and accurate information being effectively processed, challenged and
acted on?
KLOE7: W7. Are the people who use services, the public, staff and external partners engaged
and involved to support high-quality sustainable services?
KLOE8: Are there robust systems and processes for learning, continuous improvement and
innovation?

Key Findings
Culture can be defined in broad terms as “the way we do things around here”. In many healthcare
settings, differences in culture within large organisations can be accepted and indeed, celebrated,
reflecting the different services provided, patient groups served and size of the hospital. Hence it is
normal for a small local hospital such as Stamford to have a more local, “one family” feel than a larger
site such as Peterborough. However, on key issues, size must not get in the way of an effective
organisational-wide Trust culture that emphasises the importance of patient safety, continuous
learning and improvement and a commitment to staff well-being and support.
In common with many recently merged Trust, we came across a number of different cultures and subcultures across NWAngliaFT, with distinct differences between the three main sites. There was a
general recognition that a more open culture has been fostered by the Chief Executive over the last
two years, with people more willing to raise issues than they were before, although challenges remain.
The detail of these key findings are outlined below:
Board Culture
At Board level, there is a commitment to develop an open and more transparent culture. Board
members clearly demonstrated a collective focus on improving quality and performance. There was
a significant difference in the culture, style and openness displayed in some Board Committees,
compared to others. The Quality Assurance Committee demonstrated a very open, engaging process
that encouraged dialogue and debate to understand different perspectives. It was clear from our
interviews and observations that the focus on quality and safety is not constrained by financial
considerations. The People and Performance Committee was very different, we observed a question
and answer session between non-executive directors and the respective executive director, rather
than a dialogue to build a picture of assurance and build effective action plans with a broader range
of stakeholders.
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Safety Culture
Developing a high-quality safe culture that is sustainable requires strong leadership at all levels with
the addition of strategies to enable an open learning culture. Work to improve the safety culture is in
place, however additional focus is required. Continued focus to give more confidence that it is
embedded and real for staff is a key next step. A key part to this is ensuring that there are consistent
messages and focus from those in leadership positions to create the right environment where all staff
feel empowered to raise safety issues and challenge potential poor practise.
Although reviewing the staff survey as an indicator to test safety culture is considered as a blunt tool
the review team did assess the Trust results, and the messages were consistent with the feedback we
received. The last 2 years results were broadly static but did show a deterioration in staff confidence
about raising concerns around patient safety and importantly less confidence that the organisation
would act on it. There was also a deterioration in the score on ‘less satisfied in the quality of care’ that
staff were able to provide.
The Trust has made a very visible commitment to F2SU over the past year. However, the processes
are not fully embedded and trusted yet, and further work is required in this area to support staff to
really engage in developing and being part of a genuine learning culture.
Staff groups at Hinchingbrooke and Stamford both indicated that they did not feel safe reporting
incidents and issues within the Trust. This was echoed within the clinical community on two separate
occasions – one observed, one from feedback – where senior clinicians referred to a blame culture,
together with some defensive interview discussions. In relation to the observed behaviour, we noted
comments that the process of serious incident reviews was an exercise in hindsight, “retrospectively
hauling ourselves over the coals”, with a tone of “blame, not learning”. We were left with a distinct
impression that, in some areas and clinical teams, there was a real fear of a blame / fault / punishment
culture rather than a learning and development culture.
The Quality Account did detail how the complaints processes worked across the Trust and how the
data informed service improvement. Following a review of the complaints processes in Outstanding
Trusts, the processes for learning and sharing following investigations has been revised and
streamlined. All complaints continue to be risk rated and significant complaints are discussed weekly
at the Chief Nurse rapid review which provides oversight of the process. The review team would
encourage further learning from peer organisations thus indicating a more open culture.
We recognise that some teams are using human factors in developing a safety culture however it
would be worth exploring whether it is beneficial in developing an open safety culture more widely.
The review did not hear about the use of human factors across the organisation indicating that it is
not embedded.
The review did hear that teams and individuals were proud of their services, worked well with their
colleagues and took pride in their local hospital site, with positive recommendations for “friends and
family”. Repeatedly external views from interviewees were that individuals would be happy to receive
care in the Trust.
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This support and positivity were less forthcoming when transferred to the overall Trust as
NWAngliaFT. At this level, there was a keenness to have less of a defensive culture and more sharing
and learning across sites.
It was also unclear how staff, patients and clinical leaders identified with the Trust’s vision and values
and the review team did not capture any references to the organisations values through the interviews
or focus groups. In this context, a more visible leadership – from executives, non-executive and
Governor walkabouts - would build a wider sense of staff having the opportunity to share views and
be listened too.
Despite the challenges of COVID over the past 8 months, staff morale was generally high, and teams
had pulled together to support each other effectively, with some focus over the summer on reflection
and lessons learnt. The messages and reality about a focus on staff welfare, counselling sessions and
“wobble” rooms reflected a positive culture for dealing with the crisis. The engagement and feedback
mechanisms for staff were reported as different through Covid and should be revisited as future ways
of engaging and hearing from staff.
Good to Outstanding Programme
The Trust’s Good to Outstanding (‘Good to Outstanding’) programme has been paused in 2020 due to
Covid-19 and should be revisited. The programme has excellent Board level involvement including
from the Chief Executive and Chair, with each of its five workstreams led by a member of the Executive
team. Staff we spoke to were mostly aware of the programme but did not understand how it was
translating into improved OD outcomes for themselves and for the organisation. The programme
would benefit from greater clarity and structure. For example, our information review identified
separate action trackers for the ‘Good to Outstanding’ Programme Board, the staff survey results and
the NHS People Plan, some of which were not clearly defined in terms of ownership, timescale and
expected outcome. Many of the actions are process rather than outcome driven, and we heard during
the review that the programme had slipped into becoming a ‘tick box’ exercise rather than one
focussed on delivering empowering outcomes for staff.
The Trust has already made great progress (with positive results) in building the capacity and capability
of its F2SU and EDI teams. Other teams, such as organisational development (OD), Business
Partnering, Occupational Health and Health and Wellbeing may need to be similarly enhanced in order
to support a re-invigorated culture and OD programme to support the development of a more
devolved leadership style.
Performance management culture
There is a lack of clarity between the ‘Good to Outstanding’ programme focused on OD, and the CQC
improvement agenda. This further adds to it coming across as ‘must do’ rather than an empowering
‘can do’ programme. This is consistent with several cultural pointers we identified during our review,
that indicated a top-down approach to performance management rather than adopting a staged
process of improvement and addressing issues. For example, we observed one of the divisional quality
governance and management Board meetings. This meeting, and subsequent discussions on the
content of the data packs and meeting papers, gave the impression that everything needed to be
addressed now, rather than a having a more considered approach to a priority-based improvement
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plan, with achievable actions and targets – agreed through dialogue and building a sense of ownership
and empowerment. In an acute hospital setting, there will always be “urgent” priorities that get in
the way, but management and improvement focus should be on delivering the “important” priorities
that will lead to sustainable improvement.
Healthwatch and other external agencies are very positive about the progress that is being made in
the Trust, and the level of dialogue and engagement with the leadership team, particularly the Chief
Executive. There is a recognition that it will not change overnight, and there is more to do.
Engagement with patients and carers needs more focus, including a much greater openness and
involvement in service redesign and co-production. A specific issue was raised, in different
discussions, concerning the way carers had been excluded from discussions and care delivery during
COVID. The Trust should explore this in more detail.
There was universal praise for the significant change made within the Trust towards dealing with
equality, diversity and inclusion. The new manager in post is highly visible, trusted and makes things
happen. It is less clear that there is a pro-active plan to increase diversity amongst the Board
membership, or how to make up for a less diverse group through other means of engagement.

Recommendations
1. The Trust needs to take steps to address any sense that reporting errors, omissions or near misses
will result in blame, fault or punishment. This is a priority for the Trust in order to build a safety
culture. Exploring the use of human factors to support an open culture is advised.
2. The ‘Good to Outstanding’ programme should be refreshed and relaunched with a focus on
creating an empowered organisation, where performance and quality management is driven from
the bottom up, not imposed on front line staff. In turn, this means management must provide a
clear sense of priorities – so that focus is directed at specific areas, and not spread too widely that
it becomes blurred. The communications strategy being developed should include a plan to focus
on embedding ‘Good to Outstanding’ into organisational culture at all levels. To support the
delivery of a new organisational approach, the Trust should build capacity and capability in key HR
and OD roles and teams, learning from the success of the recent development of the F2SU and
EDI teams.
3. Staff should be encouraged to visit other Trusts to get a feel for what good looks like – not to
replicate what others do, but to bring new ideas, innovation and thinking into their teams and
adopt / adapt where helpful. This is particularly useful where new structures and processes are
being developed, or long-standing problems are being addressed, such as establishing effective
divisional management, or building realistic action plans to sort challenging care issues such as
sepsis or falls.
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Governance and Assurance

Related CQC Key Lines of Enquiry
KLOE4: Are there clear responsibilities, roles and systems of accountability to support good
governance and management?
KLOE5: Are there clear and effective processes for managing risks, issues and performance?
KLOE6: Is appropriate and accurate information being effectively processed, challenged and
acted on?

Key Findings
Previous Well Led reviews (including by the Company secretary in 2019) made a series of
recommendations relating to governance and assurance which the Trust has been pursuing, providing
the framework for improvement. The CQC findings (2019) identified that the risk escalation and
assessment processes were not fully effective. The Trust has embraced all the findings and is making
progress on further developing the leadership, systems and processes on governance and assurance.
This has included the establishment of the risk management task and finish group, with the aim of
improving organisational wide risk culture. Structures and reporting processes improved so far
include new risk cards and new definitions for risk severity with all high and significant risks now
reported to the Board.
The task and finish group are working with divisions and teams to embed new risk management
processes and develop a deeper understanding of risk management at local level. A recent risk
management cultural survey was conducted to engage with staff and seek views for improvement
which has identified further support for the divisional teams to be actioned by the task and finish
group. All of the major risks have been subject to a detailed review over recent months
Despite the detailed review undertaken, there are still a number of major risks that have been in
existence for a long time, dating back to 2009, on the registers. This indicates that the Board and
management do not have confidence that there are effective mitigations in place and timely action
plans, or that risks are rolled forward without proper consideration. The Trust are also undertaking a
review of the committee structure, which can be used to enhance the focus the Board Assurance
Framework (BAF), effective performance and risk management, enabling the Board to focus more of
its time on vision and strategy.
The detail of these key findings are outlined below:
Governance & Risk Management Systems
The governance structure at Board, committee and operational level is becoming more aligned. The
review team observed the Board is currently in the process of separating strategic and operational
risks and building an effective bridge between the two. This in turn identifies what leadership
attention is required at divisional level and strengthens ownership of the risks with the executives
holding to account for progress.
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The organisation has been pursuing improvements in governance and risk management and this was
evident during the review. The recent Board report in October 2020 provided a summary of the
current position and what was further required to strengthen the governance arrangements and build
on the work to date. The paper reflected much of the work in progress with focus on getting consistent
processes across the organisation. The Trust is in the process of consolidating and strengthening its
risk management arrangements. Standardisation of risk recording and ensuring the BAF becomes an
active tool for the Boards focus on risk will be the next important step.
Whilst progress is being made on the processes and governance arrangements supporting risk
management, there is still work to be done with the content. During interviews, there was little
commonality of response when we asked Board members to list the Trust’s top 3 risks, and these
differed from those on the risk register. Some risks have remained on the register for a long period of
time, with little evidence that they had been refreshed and updated. This suggests that the risk
registers are not used as a key document informing the focus and business of the Board and the
committees. It is unclear how the risk register is used to inform the papers and discussions at these
committees, and how they are providing assurance on progress back to the Board. Overall, there
appears to be a lack of control with no embedded process flow, accountability for who is managing a
risk, and time bound clear action plans / mitigation controls in place. This was mirrored in the
Divisional Board meeting we observed, where risk identification has been prioritised, but without the
necessary follow through into effective mitigation and action planning that will manage those risks in
a timely fashion.
The Board papers included some analysis and consideration of performance trends, and the
introduction of SPC charts is a positive step forward. The Integrated Performance Report (IPR) was
well structured with relevant information presented in a way to enable debate and discussion about
actions and timescales for improvement. The next step is to establish effective triangulation around
service areas or sites by bringing in the collective data from finance, performance and quality.
Committee working
The current review looking into the Board committees, terms of reference (TOR) and membership is
timely, and should incorporate consideration of how information, assurance processes and escalation
routes work into these committees. The newly proposed Estates & Infrastructure Committee with
responsibility for the oversight of Estates, facilities and IM&T is considered a positive step in tightening
up the leadership accountabilities and governance on delivery. Likewise, we observed discussions on
where performance should sit within the committee structure; we support the view that this sits
within a Finance and Performance Committee alongside a separate People (Workforce) Committee.
We observed three committees – Quality, People and Performance and Audit. These three
committees had very different styles – partly due to their nature – but also driven by the breadth of
the membership, the quality of the papers submitted, and the clarity over the purpose of why topics
were being discussed at the meeting. The Quality meeting was effective, inclusive and well chaired
with good summaries after each item discussed; it had the right expertise around the table to have
good discussions, proper scrutiny and challenge. These discussions were also informed by the
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restarting of patient safety walkabouts. Overall, this committee demonstrated a unitary Board
approach, where discussions, questions and observations came from all members. This was in
contrast to the People and Performance Committee, which resembled a “question and answer”
session between non-executives and the relevant executive director. The Audit committee was
broadly as expected with effective discussions in some areas, reflecting the timing of the audit cycles
and the relative reduction in activity due to COVID. However, there was an imbalance in the priorities
and focus of some of the debate. For example, the longest and most in-depth discussion and debate
was focused on gifts and hospitality. Whilst an important governance issue, we would have expected
a greater focus on the outstanding audit recommendations and the actions required to effectively
mitigate risks – particularly those which remain “High” having been on the register for many years,
2009 being the earliest. Whilst no audit actions were recorded as overdue, 30 had revised due dates
held over from previous years. Focus in this area would highlight gaps in the flow of key assurance
and risk management processes between the Board and the divisions that needs to be addressed and
should be a key focus of the audit committee.
It is important that the risks are owned across the organisation and not just escalated to the Board.
Divisions and committees need to own the risks, have clear plans to mitigate and have oversight of
the progress. It is key that there is absolute clarity regarding why items are discussed at committees
(i.e. for assurance, information or for decision). The review team did not observe an appropriate level
of assurance being provided by the committees to the Board. Where items are for assurance, best
practice is for committees to report back a grade of assurance received to the Board; this is an area
on which the Trust can improve. This allows the Board to discuss the committee findings and
corporately agree the recommended actions to move the position to ‘assured’.
The proximity of the committees to the actual Board has the benefits of reducing paperwork and
ensuring that in each area the data is the same and up to date. However, it also impacts on the core
reporting between the committees and Board and the ability of the committees to effectively escalate
items for full Board consideration. For example, the Audit Committee discussed a detailed paper on
risk appetite, which went to the Board at the same time. A better use of available time would suggest
a proper debate at Audit Committee, with a report and recommendation to the Board that reflected
that discussion.
Divisional Performance Management & Governance
We observed a Divisional Board meeting for emergency medicine and the emergency department
(EMED). We have followed this up with a feedback session with the divisional triumvirate leadership,
with some key messages. Overall, the meeting lacked focus and a clear sense of prioritisation and
commitment to key action plans. The meeting was scheduled in the diary for two hours, the agenda
timings planned for two and a half hours plus break, and the actual meeting lasted over three and a
half hours. Given the wide attendance for the meeting, this represents a significant investment in
time from senior management. This overrun could be avoided by a clear focus on the key issues that
need to be addressed within the directorate, effective development and follow through of action plans
and a data pack that highlighted the areas and trends where performance, safety and care
improvements were a priority.
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Our sense from the meeting observation and subsequent discussions were that the divisional team
did not feel empowered to set their governance and performance priorities, within an overall
framework set by the executive and Board. We are aware there is an accountability framework in
place but this is not embedded and understood by all participants within in the framework. They were
trying to cover every issue, and almost “chasing down” CQC findings, rather than focusing on core
clinical standards. A better approach would be to focus on four key areas (such as Sepsis, Fluids, Falls
and Mortality) at every meeting, with other areas, such as patient complaints, out of date policy
reviews and CREWS, given sharper focus on a quarterly cycle. This needs to be supported by an
improved better data and information pack, that follows the flow of the agenda and supports effective
action planning and monitoring. This approach worked through between the executive and the
Divisional Boards will foster a stronger sense of collaboration between the executive team and
divisional structure and enable a clearer accountability framework to be established.
The aspirations of the divisional team were to discuss the strategic objectives, informed by the BAF
and the corporate risk register, and what they mean for their services, assess priorities, own the risks
locally, escalate appropriately, execute and oversee specific interventions and monitor the
subsequent outcomes and learn lessons. The current governance and accountability structures do not
enable these aspirations to be fulfilled. The leadership and cultural behaviour appears to be top down,
and it is important to encourage and support a bottom up approach creating the environment to lead
and shape the agenda and priorities.
Clinical Governance systems
All Board members we spoke to describe patient safety to be a priority throughout the Trust and a
number of stakeholders commented that no matter what financial pressure the Trust had patient
safety was not compromised. While it was recognised that patient safety was core to the values and
cultural development of the organisation, it remains a key challenge. Whilst we saw plenty of data
highlighting issues and safety risk, this was not supported by evidence of effective and co-ordinated
action plans, against which progress was consistently monitored. There were a number of safety risks
reported with some consistency i.e. mortality, sepsis, respiratory physician shortages, falls, Maternity
services.
The systems and processes were in place to report, analyse, triangulate and draw out themes but
there was lack of confidence in the management information to identify key risks and distinguish
between urgent and important. This led to a lack of capacity and capability to develop action plans
with clear timescales to mitigate key clinical risks. We did see evidence of deep dives and root cause
analysis being used as a positive way to explore in depth issues and assess the pace and detail of the
response.
Clinical governance systems and processes were in place across divisions, and at the corporate level.
Specific operational groups worked corporately to ensure the escalation of risks and issues for
example infection control and safeguarding were key mechanisms to collate the data and intelligence
and monitor action plans. The CQC steering group with divisional representation was in place holding
to account for delivery of the findings from the CQC inspection.
A number of policies and associated guidance documents (both clinical and non-clinical) are currently
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out of date. Work to update policies was put on hold during the first wave of the Covid-19 pandemic,
however, we were assured to observe discussions and the development of clear action plans with
associated timescales for updating policies at the Audit Committee (non-clinical policies) and the
Quality Committee (clinical policies).SI Management and the grading of serious incidents has been
reviewed following the last CQC inspection. The CCG involvement in the SI process has ensured more
scrutiny and challenge offering assurance on the SI processes.
The DATIX system is in place throughout the Trust. However, we were told that some staff did not
have confidence in the process, citing a fear, blame and punishment culture, and therefore did not
raise DATIX cases. This was also linked to staff feeling that there was limited reporting and no
feedback following DATIX incidents being raised and a lack of understanding as to how these inform
any improvement work. DATIX forms are an important part of the assurance process, and the
development of a safety culture within the Trust. In order to place reliance on it, it needs to be trusted
and supported by all staff. Feedback on actions following DATIX and sharing lessons is fundamental to
staff trusting the processes in place.
The Quality committee provided the oversight of the actions and interventions on patient safety and
patient experience across the organisation. CCG and Healthwatch representatives are members of
the committee and were able to provide external challenge thereby strengthening the governance
processes.
CREWs was the reported model of assurance within the Trust, adopting an inspection like process that
involved CCG, NEDs and Governors. The judgement and accreditation scheme was reported in a
positive light and considered an assurance process on ward safety, staffing and patient
experience. Moving forward the information drawn from the visits needs to inform effective action
plans to address gaps and provide a focus for continuous improvement. Based on the observation
and document review of the EMED Divisional Board, there are some significant delays in some of the
related reports, with one outstanding from September 2019. Such delays are not conducive to a
continuous learning and development culture.
Some interviewees expressed concern around the position on mortality. The trend was picked up in
October 2019 and the pace around getting to grip with the issue is slow. We observed a detailed
discussion on this issue within the Quality Assurance Committee, with a mortality reduction strategy
and associated action plan expected next month. With regards to inpatient mortality reviews in EMED,
700 cases were reported as still awaiting initial consultant review to understand if an expectable
standard had been given with only seven completed in the previous month. Without significant focus
and freed up capacity, this will take time to address. An agreed approach using QI methodology has
been adopted but, based on progress to date, this lacks pace, resource and focus. One of the
comments was whether the Royal College should be invited in to provide peer/external scrutiny which
the review team think is worthy of consideration. The Mortality position was reported at the Board
with challenge from the Chief Executive and NEDs although there was a strong tendency to rely on the
assumption that poor coding was the cause. The findings of the data needs to be completed and
review of the care pathways and using the Learning from Deaths National Guidance is considered a
priority.
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Recommendations
The areas identified for improvement by the review team acknowledges the work and progress on
governance and assurance over the last few years. The issues identified and the recommendations
that follow should further strengthen the accountability framework. It is important to ensure the
structures are not overly complicated.
1. It is advised that there is a discussion between senior leaders and Board members to agree the
top risks for the organisation. The operational risks were referred to in the interviews but there
was no consistency of opinion based on the evidence received. Whilst we acknowledge a strategic
risk register was recently introduced, the top strategic risks were not clear and the distinction
between operational and strategic risks was inconsistent.
2. The backlog of risks on the risk register should be reviewed with challenge to the risks that have
been sitting on the register for a number of years with no effective mitigation plans, actions or
closure of risks. We know this is currently a focus area for the Trust. The Trust should develop a
more systematic structure to reviewing risk, developing actions and continual oversight of the risk
until they can be downgraded.
3. Review how the BAF works in practice so it becomes an active tool for developing the agenda of
the Boards both at corporate and divisional level. Divisions play a key role in identifying and
manging risks at a local level. An audit / review of how the escalation processes are working is
advised. Developing a more integrated approach would improve Board and committee working
and have a line of sight from divisions to the Board.
4. Board papers could be further developed, making better use of executive summaries and giving
clarity on what is for information and decision, to steer the Board to the right action (i.e.
consideration, approval decision, information).
5. Committee papers should be restructured to make it clear why such papers are on the agenda. A
typical Committee agenda might be split into four key areas:
i.
ii.
iii.
iv.

Items for Committee assurance
Items for Committee information and discussion
Core governance (e.g. BAF and Risk Register relevant to that committee)
Items for Ratification

Where items are in the agenda for Committee assurance, best practice would be for the
Committee chair to agree and formally report to the Board on the level of assurance that the
committee had received in relation to each item, on a range of full, significant, moderate, limited
or no assurance received. A possible template is attached in Appendix 5.
6. The reporting cycle of the committees should provide enough time to analyse information and
report on levels of assurance, reducing the need for verbal reports and updates. Board
Committees exist to enable greater scrutiny, assurance gathering and discussion of specific areas
pertinent to the wider Board programme of work and governance framework and the papers
supporting the discussions tend to be more detailed, potentially with options which may not be
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appropriate for a public Board meeting. As such, committee need to be able to consider papers,
and amend based on their discussions prior to them being issued to the escalating issues where
appropriate or providing the required levels of assurance. We understand the Trust is already
revising its committee schedules for next year in line with this recommendation.
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Approach to quality improvement

Related CQC Key Lines of Enquiry
KLOE2: Is there a clear vision and credible strategy to deliver high-quality sustainable care to
people, and robust plans to deliver?
KLOE3: Is there a culture of high-quality, sustainable care?
KLOE6: Is appropriate and accurate information being effectively processed, challenged and
acted on?
KLOE7: Are the people who use services, the public, staff and external partners engaged and
involved to support high-quality sustainable services?
KLOE8: Are there robust systems and processes for learning, continuous improvement and
innovation?

Key Findings
The CQC (2019) findings reported that Quality Improvement (QI) was not embedded throughout the
Trust. Our review identified that the organisation has made early developments to implement a QI
approach with the clear ambition to improve and deliver safe care to patients and improve staff
experience since the last CQC inspection. Previous approaches have included 6 Sigma and Lean as
methodologies to support innovation and change with a shift to develop a more systematic approach
through NHSEIs Quality, Service Improvement and Redesign (QSIR) programme. This new approach
will take time to embed and developing a more open culture, encouraging staff to come forward with
ideas will further support a safety culture.
We acknowledge that due to the operational challenges presented by the Covid-19 response, some of
the progress and focus on implementing quality improvements approaches has been paused. We
heard examples of good practice and application of improvement methodologies, mainly as a
response to issues or feedback from regulators rather than as a systematic quality improvement
approach. Whilst we heard some examples of where staff had been involved in shaping and improving
services we do not believe that this is embedded or mainstream within the Trust.
There appeared to be numerous action plans on quality improvement initiatives but no overall
framework for QI with an agreed set of priorities and associated outcomes metrics signed off by the
Board, leading to a lack of clarity on what the organisation’s quality improvement priorities are and
how staff obtain support for change and innovation.
The Quality Account 19/20 includes priority areas for the year (including sepsis, mortality and
maternity safety) as well as a process to review and update these priorities on an annual basis. A
review of the Quality Strategy is planned.
At all levels in the organisation, we heard a clear commitment and wish to undertake quality
improvement for the benefit of patients and staff. The Board are committed to the QSIR approach and
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staff we spoke to were enthusiastic about ideas they would like to take forward but don’t always feel
they have the permission, methodology and structure through which to implement those ideas. Reenergising QSIR would provide this framework, alongside revisiting the Trust’s quality strategy.

Continuous Quality Improvement is not yet embedded in Trust culture
It was clear throughout the review that the Board are committed to developing a culture of continuous
quality improvement. Without leadership from the Board, quality improvements approaches are
unlikely to bring about sustainable change and there needs to be an appropriate balance between
governance and quality improvement. Our review found that this is still in its early days and that
although quality improvement is supported at Board level, it is currently reactive in response to issues
or feedback from regulators, rather than embedded as a systematic approach throughout the
organisation. Some of the examples we observed are:





Maternity transformation programme initiated following internal indicators and CQC findings
which has quality improvement approaches embedded in the programme.
CREWs ward accreditation as a process of improving patient care by peer review and inspection
initially led by matrons. Essentially CREWS is an assurance process, but interviewees did report it
acts as an improvement process which engages Board members in quality visits.
The Sepsis programme has been relaunched as previous attempts have not embedded the desired
changes throughout the organisation. The programme aims to refocus staff on the basics of
managing patients who trigger the signs of sepsis.

The next step for the Trust is to build its Quality Improvement capability and capacity, around a
framework for Quality Improvement to embed a culture of proactive (rather than reactive) quality
improvement. Listening and involving staff and patients to express their views on the quality of
services and how their views can shape and improve care is fundamental to developing a culture of
quality improvement which is open and transparent thus informing the future framework. The drive
for improvement should come from all professions and staff groups.
Staff we spoke to as part of our review were enthusiastic about wanting to undertake quality
improvement, but (except for those that had been part of the QSIR programme) mostly felt that they
did not have the structure, resource, tools or permission needed to test and implement ideas for
change. Staff offered ideas for service improvements during the review focus groups. We heard more
than one example of where the perception of ‘what good looks like’ differed between clinical areas.
Staff did recognise there were opportunities to work together across departments, wards, teams and
staff groups to co-design processes and pathways, as well as opportunities for greater sharing of best
practice across the organisation and between hospital sites.
Building Quality Improvement Capability & Capacity
The QSIR faculty was launched in September 2019 to draw previous learning together, creating a
framework for a systematic approach to Quality improvement. The QSIR methodology, which consists
of eight workstreams, supports the Trust’s Good to Outstanding Programme, encouraging and
supporting staff to identify and manage ways to improve their services and to be involved in key
service redesigns. The Faculty is part of the Business Transformation and Service Improvement Team
and is sponsored by the Chief Strategy and Transformation Officer.
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One of the key areas is using data and benchmarking to drive improvement and triangulate
intelligence. There was some evidence in the quality reporting processes of benchmarking supported
by quality visits and peer reviews. The use of more comparable data with peers would indicate a more
outward looking approach and learning from others
The academy has trained approximately 30 members of staff in tools and techniques to support and
encourage ideas and suggestions to improve care. This is an excellent starting point to empower and
develop staff in continuous improvement and service redesign. The faculty includes staff across a wide
range of professional groups including medical staff and will provide a much-needed expertise for
staff. It was reported through several interviews that increasing medical engagement would be
beneficial to continuous quality improvement within the Trust.
The Covid 19 Pandemic has impacted on the implementation and spread of the QSIR across the
organisation and so although it’s early in its development, the review team did consider it a good way
of developing skills and competencies in quality improvement. Supporting the divisions to build
confidence and develop QI skills should enable the spread of creative thinking and shape an
improvement culture.
Alongside Quality Improvements there needs to be a proactive and supportive OD team with the right
capability and capacity to support staff to deliver the interventions that improve outcomes for
patients.
Data & measurement for improvement
Data is essential to assess whether there is a problem, it does not explain why the problem exists.
Developing good data that can inform and identify where there are issues is the basis of engaging staff
in developing solutions and improve patient outcomes. The review did see examples of data at
divisional level, committees and the Board. While there were attempts to analyse the data using SPC
charts and process metrics it was difficult to see how the data indicated clear priorities and more
importantly outcomes. It should also be noted that SPC charts are primarily used for systems that are
“in control”, and where the control limits reflect acceptable standard variation. Where improvement
is required, they can deliver mis-leading semblance of progress. The trend information is a useful
indicator and would provide enhanced information to the divisional team. Additional analytical
resource would enable them to focus on priority areas and measure progress and impact of
improvements more effectively.
The review team found that the Trust does have a programme of local and national audits within the
work on effective care. It would be advised that the findings are used to support the spread and
learning of good practice. Revisiting any changes that have been put in place as a result of audit
findings would be helpful to capture outcomes and sustainable changes in clinical practice.
Engaging staff & Clinical leadership
The Clinical Strategy published in 2017 was a comprehensive strategy and had the clear ambition of
‘working together to be the best & providing outstanding care for local community’. Its development
was clinically led with an engagement process supported by a clinical integration group with the
purpose of aligning the Hinchingbrooke and Peterborough sites. The clinical strategy was reviewed in
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January 2020 and provided an opportunity for staff to share their learning. The Trust are currently
revisiting and refreshing the clinical strategy which is timely and an opportunity to widen participation
and develop clear ambitions for quality improvements.
In the areas where there have been improvements it is important to recognise, reward and celebrate
when goals are met and share the learning across teams and sites.

Recommendations
1. The Executive lead for QI needs to confirm roles and responsibilities, clarifying individual and
collective responsibilities for further developing a QI plan to build on the work to date. There is an
opportunity to bring a number of functions together to break down the silo approach and ensure
the right resource is used efficiently i.e. data, engagement, outcomes learning. It would be
beneficial to map out all improvement projects and share the learning more widely across the
organisation.
2. Revisit Quality strategy and refresh Clinical strategy and develop an overall QI plan to support the
priorities. Strengthen staff engagement in developing priorities and build on relationships across
the system. Build on the work with patients and carers and engage with them on specific
improvements and clinical service redesign. The Board should consider how the plans are aligned
to the Trust values.
3. To ensure all staff from many professional groups buy in to the QI approach the Trust should
regularly communicate progress and develop an engagement programme to support the faculty
and sharing of learning and outcomes.
4. Explore how a system wide approach / QI network would support building capacity across the
system and develop improvement approaches to patient pathways.
5. The Trust should undertake a review of data sets and consider how the organisation utilises
evidence on improvements, including benchmarking with external peers.
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Appendices
Appendix 1 – Summary of Evidence Reviewed
CQC & Well Led
CQC Report – December 2019
CQC Action Plan – 21 August 2020
Deloitte Well Led Governance Review, Hinchingbrooke – October 2016
Deloitte Well Led Governance Review, Peterborough & Stamford – October 2016
Deloitte Action Plan – 8 March 2017
Review of Governance arrangements against the well led framework – December 2019
Well Led Action Plan – Progress update – 24 March 2020
Board Assurance
Board Minutes – 30 June 2020
Board Minutes – 28 July 2020
Board Minutes – 30 June 2020
Board Action Tracker from Private Board - 2 October 2020
Board Action Tracker from Private Board -23 September 2020
Board Action Tracker from Private Board - 18 August 2020
Board Action Tracker from Private Board - 21 July 2020
Covid 19 Lessons Learnt & Governance Arrangements
Board paper Covid 19 lessons Learnt – August 2020
NHS Guidance on reducing burden and releasing capacity to manage Covid pandemic – March 2020
Governance Arrangements through Covid 19, Private Board paper – March 2020
Governance Arrangements through Covid 19, Private Board paper – June 2020
Risk & Assurance Documents
Board Assurance Framework – 19th August 2020
Board Risk Presentation – 20th August 2020
Board Strategic Risk Management Presentation – 19th August 2020
Strategy
Clinical Service Strategy
NWAngliaFT Estates Strategy 2019-2026
Board Development
Board Development Workshop – 25th August 2020
The Healthy NHS Board 2013 Principles for Good Governance.
Board Skills Matrix Self-Assessment – February 2020
NWAngliaFT MBTI Trust Board summary – September 2020
Good to Outstanding Programme
Good to Outstanding Programme Board Terms of reference – August 2019
Good to Outstanding Programme Board Agenda, Actions and Minutes – September 2020
Covid Lessons learnt Good to Outstanding Programme Board Summary – September 2020
Staff Survey actions plan – September 2020
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Outstanding Leadership update report - September 2020
Hospital Management Committee (HMC) Papers
HMC Agenda, Actions and Minutes – August 2020
HMC Paper – Chief Executive Officers Update
HMC Paper – Integrated Performance Report
HMC Paper – Annual Planning Process
HMC Paper – Finance Papers
HMC Paper – Ops Recovery Update
HMC Paper – Briefing on governance peer review
HMC Paper – Draft Governance Peer Review
HMC Paper – HMC Board Assurance framework
HMC Paper – Potential risk to patient diagnosis and non-compliance with JAG
HMC Paper – Delay in treatment for vascular patients leading to potential harm
HMC Paper – Hinchinbrook risk of fire spread within the hospital
HMC Paper – Hospital associated pressure ulcers
HMC Paper – NWAngliaFT Waste management procedure reviewed July 2020
HMC Paper – Trauma Reconfiguration Report
HMC Paper – EMED Divisional Board minutes
HMC Paper – Surgery minutes
HMC Paper – CQC Action Plan
HMC Paper – Risk Register September 2020
HMC Paper – Core Standards Review
HMC Paper – EPRR Annual Report
Infection Control
CQC Summary record – assessment of infections prevention and control arrangements.
Quality
Quality Assurance Committee (QAC) Agenda – July 2020, August 2020
QAC Minutes – June 2020, July 2020
QAC Action tracker – June 2020, July 2020
QAC Paper – Quality Reports – July 2020, August 2020
QAC Paper – Risk Register – July 2020, August 2020
Serious Incidents (SI)
SI Report – July 2020, July 2020
Learning from SI’s – June 2020, July 2020
General Documents
PIR Data submitted to Arden & GEM CSU – 4 September 2020
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Appendix 2 – Meetings Observed
Board Meetings Observed
Meeting Title
Board Meeting – Private
Board Meeting - Public

Date
29 September 2020
29 September 2020

Observer
Maggie Boyd & Jan Sobieraj
Maggie Boyd & Jan Sobieraj

Committees Observed
Meeting Title
People & Performance Committee
Quality Assurance Committee
Audit Committee

Date
25 September 2020
28 September 2020
26 October 2020

Observer
Martin Charters & Mike Walker
Martin Charters & Maggie Boyd
Martin Charters & Paul Thefaut

Date
23 September 2020

Observer
Martin Charters & Maggie Boyd

Hospital Meetings observed
Meeting Title
Emergency Medicine Triumvirate
Meeting
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Appendix 3 – Interviews Conducted
Board Member Interviews
Name
Role
Ray Harding
Chair of Finance Committee
Jo Bennis
Chief Nurse
Graham Wilde
Kanchan Rege
Caroline Walker
Rob Hughes
Arshiya Khan
Sarah Dunnett
Joel Harrison
Mary Dowglass
Mike Ellwood
Jo Bennis
Bev Shears
Louise Tibbert
Taff Gidi
Gareth Tipton

Chief Operating Officer
Deputy Chief Executive and Chief
Medical Officer
Chief Executive
Chairman
Chief Strategy and
Transformation Officer
Chair of Quality Assurance
Committee
Acting Chief Financial Officer
Charitable Funds Committee
Chair
Audit Committee Chair
Chief Nurse
Chair of Remuneration
Committee
Chief People Officer
Company Secretary
Senior Independent Director
(Chair of the People Committee)

Senior Staff Interviews
Name
Role
Sally Mumford
Freedom to Speak Up Guardian
Samantha Hemraj
Staffside Chair
Equality, Diversity, Inclusion and
Simon Howard
Armed Forces Manager
External Stakeholder Interviews
Name
Role
Elliot HowardDirector of Performance &
Jones
Improvement. NHSE
Chief Nurse
Cambridgeshire & Peterborough
Carol Anderson
CCG
Chief Executive
Sandie Smith
Healthwatch Cambridgeshire

Date
24 September 2020
25 September 2020 and 7
October 2020
28 September 2020
28 September 2020 and 7
October 2020
28 September 2020
30 September 2020
30 September 2020

Interviewer
Martin Charters
Maggie Boyd

30 September 2020

Maggie Boyd

30 September 2020
30 September 2020

Paul Thefaut
Maggie Boyd

2 October 2020
7 October 2020
8 October 2020

Paul Thefaut
Maggie Boyd
Paul Thefaut

9 October 2020
12 October 2020
16 October 2020

Mike Walker
Martin Charters
Martin Charters

Date
2 October 2020
2 October 2020
5 October 2020

Interviewer
Mike Walker
Mike Walker

Jan Sobieraj
Maggie Boyd
Jan Sobieraj
Jan Sobieraj
Paul Thefaut

Mike Walker

Date

Interviewer
Jan Sobieraj

22/09/2020
Maggie Boyd
23/09/2020
25/09/2020

Martin Charters
Page | 39

Not to be forwarded without approval.

Dr Liz Robin
Rebecca Neno
Neil Modha
Mike More

Director of Public Health Member
PCC Health Scrutiny Committee
Cambridgeshire County Council
Deputy Chief Nurse
Lincolnshire CCG
Co-Chair
North Alliance
Chair
STP

Jan Sobieraj
28/09/2020
Maggie Boyd
01/10/2020
Paul Thefaut
07/10/2020
Paul Thefaut
13/10/2020
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Appendix 4 – Focus Groups Undertaken
Meeting Title
Council of Governors workshop
Public, Patient & Carer focus group
Staff & Volunteer focus group –
Peterborough
Staff & Volunteer focus group –
Hinchinbrook
Staff & Volunteer focus group –
Stamford

Date
7 October 2020
7 October 2020
7 October 2020

Observer
Martin Charters
Martin Charters & Sara Roberts
Martin Charters & Sara Roberts

15 October 2020

Martin Charters & Sara Roberts

15 October 2020

Martin Charters & Sara Roberts
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Appendix 5 - Illustration of definition of assurance levels for reporting from
Committees to Board
Assurance
Level

Assessment Rationale

No

The report highlighted weaknesses in the design or operation of controls that have not
only had a significant impact on the delivery of key system objectives; they have also
impacted on the delivery of the organisation’s strategic objectives. As a result, no
assurance can be given on the operation of the system’s internal controls to prevent
risks from impacting on achievement of both system and strategic objectives.

Limited

The report highlighted some weaknesses in the design or operation of control that
have had a serious impact on the delivery of key system objectives and could also
impact on the delivery of some or all of the organisation’s strategic objectives. As a
result, only limited assurance can be given on the operation of the system’s internal
controls to prevent risks from impacting on achievement of the system’s objectives.

Moderate

The report did not highlight any weaknesses that would in overall terms impact on the
achievement of the system’s key objectives. However, the report did identify some
control weaknesses that have impacted on the delivery of certain system objectives.
As a result, only moderate assurance can be given on the design and operation of the
system’s internal controls to prevent risks from impacting on achievement of the
system’s objectives.

Significant

The report did not highlight any weaknesses that would materially impact on the
achievement of the system’s key objectives. The report did find some low impact
control weaknesses which, if addressed, would improve the overall performance of the
system. However, these weaknesses do not affect key controls and are unlikely to
impair the achievement of the system’s objectives. As a result, significant assurance
can be given on the design and operation of system’s internal controls to prevent risks
from impacting on achievement of the system’s objectives.

Full

The report did not highlight any weaknesses that would impact on the achievement of
the system’s key objectives. It has therefore been concluded that key controls have
been adequately designed and are operating effectively to deliver the key objectives of
the system. As a result, full assurance can be given on the operation of the system’s
internal controls to prevent risks from impacting on achievement of the system’s
objectives.
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