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Board of Directors’ Purpose and Behaviours
Our Board Purpose
We are here to ensure that the Trust achieves its vision;
‘Working together to be the best at providing outstanding care in local communities’
We always put patients first.
We are here to set the strategic direction of the Trust in support of our vision and within the
overall policies and priorities of the Government and the NHS, define the Trust’s annual and
longer term objectives and agree plans to achieve them.
We ensure systems of good governance are in place that are tested against national
principles and standards to enable rigorous scrutiny and assurance and that Trust is Well
Led.
We ensure we get value for money for taxpayers from our hospitals. We oversee the
delivery of planned results by monitoring performance against objectives and ensuring
corrective action is taken where necessary.
We seek upper quartile performance in all key performance areas.
We challenge the status quo and seek improvement and transformation in the care we
provide.
We show leadership in our dealings with our partners both in the local health economy and
nationally and encourage effective and collaborative ways of working.
We demonstrate the Trust’s values in everything we do and lead by example.
We support our staff and patients to raise issues of concern about the quality of care that
we deliver and the processes for managing the Trust, and take action to address these
concerns.
We strive continuously to lift the engagement level of our staff.
We are proactive in enhancing the safety and wellbeing of our employees.
We ensure we are well informed and have an external perspective and continually learn
and improve through regular review of our performance and commitment to individual and
board development.

Our Board Behaviours
The Board and individual directors will:
1. Prepare well, read all the papers before the meeting, be punctual and participate fully.
2. Support and not duplicate the work of Board Committees.
3. Focus the discussion on material issues and make decisions when we have collected
and studied the facts.
4. Take decisions with clear actions and accountability and abide by them.
5. Be honest open and act with integrity at all times.
6. Listen carefully to all ideas and comments and respect other points of view.
7. Ensure individual points are relevant, brief and avoid duplication.
8. Respect one another as possessing individual and corporate skills, knowledge and
responsibilities.
9. Show determination, tolerance and sensitivity in challenging questioning.
10. Be courteous and respect freedom to speak, disagree or remain silent.
11. Support the Chair and colleagues in maximising scope and variety of viewpoints heard.
12. Focus on the strategic picture as well as the detail.
13. Be courteous to those invited by the board to participate in the board meeting.
14. Actively seek feedback from each other when necessary and annually through 360
feedback.
15. Make the most of time and finish on time.

PUBLIC BOARD OF DIRECTORS
Tuesday 30 July 2019 – 13:30
Board Room, Peterborough City Hospital

AGENDA
Timings
13:30

59.19

Welcome, Apologies for Absence and Declarations of Interest
Apologies received from:

Mr Hughes

Mr Wilde

MAIN MEETING
13:30

60.19

Mental Health/APLS

Presentation

Mrs Bennis

For approval
Appendix 1

Mr Hughes

Dr Catherine Maxey
Consultant Liaison Psychiatrist
13:50

61.19

Minutes of the meeting held on
Wednesday 29 May 2019

13.55

62.19

Matters Arising and Action Tracker

For discussion
Appendix 2

Mr Hughes

14.00

63.19

Chairman’s Review of the Month

For information
For approval
Appendix 3

Mr Hughes

For information
Appendix 4

Mrs Walker



14.10

64.19

Board Effectiveness Proposal

Chief Executive Officer’s Report

INTEGRATED PERFORMANCE
14.20

65.19

Integrated Performance Report (IPR)







Quality including CQC Update
Operations
Finance
Workforce & Organisational Development
Governance
Fire Safety Inspection Report

For review
Appendix 5

Appendix 5a

Mrs Bennis
Mrs Coburn
Mr Pratt
Mrs Tibbert
Mr Gidi
Mr Gidi

For noting

Mrs Bennis

ASSURANCE UPDATES
15:00

66.19

Quality Assurance Updates
Page 1 of 2








Safe Staffing Report
DIPC Report
CQC Action Plan Compliance Update Q1
Infection Control Annual Report
Freedom to Speak Up Guardian Report
Learning from Deaths Quarterly Report

Appendix 6a
Appendix 6b
Appendix 6c
Appendix 6d
Appendix 6e
Appendix 6f

Mrs Bennis
Mrs Bennis
Mrs Bennis
Mrs Bennis
Mrs Bennis
Dr Rege

ITEMS FOR APPROVAL
15:30

67.19

Clinical Negligence Scheme for Trusts
(CNST)

Appendix 7

Mrs Bennis

15:40

68.19

Workforce Disability Equality Standard
(WDES)

Appendix 8

Mrs Tibbert

15:50

69.19

Workforce Race Equality Standard (WRES)

Appendix 9

Mrs Tibbert

16:00

70.19

Equality Diversity and Inclusion (EDI)

Appendix 10

Mrs Tibbert

16:10

71.19

Health and Safety Annual Report 2018/19

Appendix 11

Mrs Tibbert

16:20

72.19

Any Other Business

Mr Hughes

16:30

73.19

Questions from the floor
(related to agenda items)

Mr Hughes

Details of Next Meeting:
Wednesday 28 August 2019
Board Room, Peterborough City Hospital
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Minutes of the Meeting of the Public Board of Directors
held on Wednesday 29 May 2019 in the
Board Room, Peterborough City Hospital
Present:

Mrs Sarah Dunnett
Mrs Caroline Walker
Mrs Jo Bennis
Ms Mary Dowglass
Mr Mike Ellwood
Mr Graham Wilde
Mr Ray Harding
Mr David Pratt
Dr Kanchan Rege
Mrs Beverley Shears
Mrs Louise Tibbert
Mr Gareth Tipton
Mr Paul Denton

Deputy Chair
Chief Executive
Chief Nurse
Non-Executive Director
Non-Executive Director
Chief Operating Officer
Non-Executive Director
Director of Finance
Medical Director
Non-Executive Director
Director of Workforce & OD
Non-Executive Director
Acting Company Secretary

In attendance

Miss Janice Thompson
Miss Mandy Ward

(Minute taker)
Communications

In attendance
for agenda item
46.19

Mrs Fran Stephens

Head of Midwifery & Divisional Head of Nursing,
Family & Integrated Support Services
Deputy Head of Midwifery

In attendance
for agenda item
53.19

Mr Alec Dearden
Mr Mike Lumb

In attendance
for agenda item
54.19

Mrs Libby Grooby

Mr Andy Mills
Mr Nik Ramsden

Head of Information Services
Chief Information Officer and a Consultant
Obstetrician
Deputy Head of IT (Projects)
IT Operations Manager

Dr Cilla Reid

Junior Doctors Guardian of Safe Working Hours

45.19 Welcome, apologies for absence & declarations of interest
Mrs Dunnett opened the meeting. Apologies were received from Mr Hughes.
Mrs Bennis declared a Declaration of Interest. Mrs Bennis father has recently been
voted in as a Public Governor for North West Anglia NHS Foundation Trust. The Acting
Company Secretary agreed to update the Register of Interests.
Action: Mr Denton to update Register of Interests
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MAIN MEETING
46.19

Maternity Update
Mrs Stephens and Mrs Grooby presented the Clinical Negligence Scheme for Trust,
and the Trust’s ATAIN plan.
Mrs Shears thanked both Mrs Stephens and Mrs Grooby for the presentation and
noted it was good to hear about the high levels of performance. Mrs Shears asked
what the main challenges were in delivering the Scheme. Mrs Stephens confirmed the
Trust is very much on top of the three safety actions however there was concern
around training the workforce, with 90%of the workforce having ongoing training with
high levels amongst midwifery staffing which was positive but lower levels around
obstetric anaesthetists.
Mr Pratt advised in terms of outcome there are financial benefits which accrue as a
result. Mrs Dunnett thanked both Mrs Stephens and Mrs Grooby.

47.19

Minutes of the Meeting held on Tuesday 30 April 2019
The minutes were agreed to be a true and accurate record of the meeting and were
officially approved by the Board.

48.19

Matters Arising and Action Tracker
The Action Tracker was discussed and updated accordingly. There were no new
matters arising. The Board noted that it would receive the final submission of the
staffing report.. This will be discussed at QAC in June 2019.
Mr Wilde confirmed he had had conversations with the FISS Division with a dashboard
in place which was reviewed at monthly meetings. The action was closed.
Chairman’s Review of the Month

49.19
Mrs Dunnett gave a review on behalf of the Chairman.
She noted the 7 new Public Governors and 1 new Staff Governor who were
appointment this month. The Chairman was looking forward to them joining the Council
of Governors and would be meeting them all individually over the next few weeks.
A presentation made at the recent STP Board meeting in public on 20 May which
highlighted the health inequalities within Cambridgeshire and Peterborough. There are
five areas in the region where health inequalities persist, four of which are in Northern
part of the region; Huntingdon East, Stanground Central, March East and Ramsey, and
one in the South of the region; East Chesterton. The presentation also showed
admissions to hospitals are higher where there are health inequalities. The
presentation will be posted on the Trust’s website.
Ongoing work by the Board Task & Finish Group reviewed on improvements in Risk
Management. This was approved at a Board Workshop on 30 April and the Revised
Trust Risk Register is shown in this month’s Governance Report.
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Mrs Dunnett reported that the Chairman was keen to emphasise that last year was very
challenging for the Trust and it is recognised that we lost momentum versus the
previous five years where we met the majority of our targets. As a Board we should be
proud of our track record including the merger with Hinchingbrooke, the development of
Clinical, Estate and IT Strategies and our progress within the STP with the creation of
the Northern Alliance. 2019/20 is going to be another challenging year which will
require the Board and the organisation to quickly regain momentum on performance
and financial delivery whilst delivering out strategies. This will require extra focus on
key priorities and organisation alignment and commitment.
At the Board meeting in Public on 30 April it was agreed to move the frequency of
Board meetings in Public from monthly to bi-monthly to support our growing
participation in the STP and to support more time for strategy and Board Development.
Following this decision our next Board meeting in Public will be on Tuesday 30 July at
Peterborough City Hospital.
Mrs Dunnett reminded the Public that access to the board also includes the four
Council of Governors’ meetings each year, the three Member’s meetings and the AGM.
There are also the bi-monthly STP Board meetings which the Trust’s Chief Executive
and the Chairman are members in Public.
Ms Dowglass explained that the Public Health paper which started the meeting made it
clear that city depravation was evident however rural deprivation was equally so. Mrs
Walker advised this Council produced paper provided more evidence of the needs of
the community. She agreed that care was needed for the frail and elderly but also for
young people with diseases such as diabetes. Wrapping care around local needs was
essential and this paper provided further evidence of this and should be used in future
planning.
50.19

Chief Executive Officer’s Report
Mrs Walker presented the key messages from her report. She advised a plan had been
agreed for the year which had been signed by the Board. This was to provide
outstanding care to show to the CQC.
Mrs Walker highlighted the continued pressures, with unprecedented numbers at the
Emergency Department and stressed the importance of using partners to stem activity
growth and to use out of hours GP’s, minor injuries units, the Walk In Centres, the 111
Service and pharmacies for treatment and advice. She advised this would be achieved
by educating the public that other options, other than arriving at the Emergency
Department, were available and more appropriate.
Mrs Walker updated the Board on the Trust’s Travel Plan. She confirmed a survey had
been completed and work was being done on the results. Some positive news had
been received on the status of the planning application to provide extra spaces for the
public.
Mrs Walker confirmed that the new Public Governors and Staff Governor have been
announced.
Good news stories were highlighted by Mrs Walker including the recent royal visit by
Page 3 of 15

Board of Directors, 30 July 2019 - App 1

the Duke of Kent to open the Woodlands Centre at Hinchingbrooke Hospital, which
looked impressive.
Mrs Walker spoke of the ongoing being done to improve health and wellbeing and
retention of staff. She also highlighted the Global Challenge which was an important
part and was again being undertaken by staff including the Executive Team.
Finally, Mrs Walker reminded the Board of the upcoming Members’ meeting.
Ms Dowglass advised she would like the Non-Executive Directors to be involved in the
Global Challenge next year.
Ms Shears advised it was important to recognise the high levels of demand for North
West Anglia NHS Foundation Trust, which are reflected in the performance report. She
commented that surges can be experienced for no particular reason. She confirmed
she was confident with the progression on the Travel Plan. Ms Shears asked if the
local surroundings had been taken into account. Mrs Walker confirmed this was the
case, the whole Trust, environment and travel flow on and off the site at peak times
being considered.
Mrs Dunnett asked Mrs Walker whether the Trust had seen increases in unelected flow
following changes at Grantham in recent years and challenges being faced at Pilgrim
Hospital and the Queen Elizabeth Hospital at King’s Lynn.
Mrs Walker advised that since Grantham hospital had closed at 1800 hours NWAFT
had received on average two extra patients a day. She confirmed she had recently met
with John Turner, Accountable Officer at Lincs CCG. A recent paper showed that
Lincolnshire as a county were admitting less patients than before and managing to
contain non-elective admissions. Mrs Walker spoke of the NWAFT catchment line
moving further up the county and queried whether this was patient choice or the
decision of the ambulance drivers as to which hospital they choose. She advised she
would include this information in her report to Board next month.
Action: Mrs Walker to include information in Report
Mrs Dunnett thanked Mrs Walker and the Board for the delivery of this year’s plan. She
welcomed the additional paper offered for the next meeting and also welcomed the
Travel Plan, she added her confidence in the positive moves forward.
Mrs Dunnett confirmed that all submission annual reporting had been met by the Trust,
with the accounts submitted. She noted a lot of work had taken place to check and
challenge documents to ensure they were all presented and submitted. Mrs Dunnett
thanked all the teams involved in this work.

INTEGRATED PERFORMANCE REPORT
51.19

Integrated Performance Report (IPR)
Quality including CQC Update
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Mrs Bennis highlighted that the report is in a different format, She advised the report
will contain only one dashboard for clearer reporting.
Mrs Bennis noted that safeguarding was being looked at in ED, with standardised
processes being introduced across the organisation.
Mrs Bennis advised in April there had been 21 falls less compared to April 2018, and
the falls per 1000 bed days for the Trust is 5.4% against a national average for acute
hospitals of 6.6%.She advised there had been 7 falls grade 3 and above in the month.
Mrs Bennis reported there had been three category 3 pressure ulcers in the month, two
at the Peterborough site and one at the Hinchingbrooke site. She explained that
extensive training on Sepsis for staff had taken place in ED at Hinchingbrooke and
maternity.
There were also 3 serious incident reported in the month. She highlighted that families
were being involved from the beginning of the investigation. At the time of the Board
she was currently waiting to hear from two families who had been contacted
subsequent to an SI.
Regarding adult safeguarding Mrs Bennis explained that issues had been experienced
with liberty training. She reported that a new Band 7 had been appointed which will
address shortfalls.
Mrs Bennis reported that 26 new clinicians had been appointed in the Trust, and
quarterly targets have been set for appraisals. She advised mortality was 93.6 which
was lower than peer and national averages with weekend non-elective HSMR at 96.4
which is now again lower than national average.
On maternity, Mrs Bennis advised rates regarding induction of labour were at 30.8%
against a national target of 26% or less, and that a working party had been established
with a benchmark review to take place and engagement with the medical team.
Mrs Bennis reported that the emergency department improvement plan continues. She
advised a night walkabout had taken place on 17 April 2019 at Peterborough City
Hospital. There had also been a CQC inspection of the IR(ME)R regulations on 26 April
where full compliance was reported.
Mrs Dunnett requested feedback from Ms Dowglass who had been at the Quality
Committee meeting. Ms Dowglass advised the quality improvement framework had
been looked at and this had received good feedback from the CCG’s. Ms Dowglass
advised positive reports had been received from South Lincs CCG following scheduled
visits to endoscopy services at PCH and to Stamford Hospital.
Ms Dowglass reported the Trust was now likely to be green on infection control
following a CCG review and this is the result of a reinvigorated approach which will
continue to address screening at Hinchingbrooke, cleaning at PCH and mandatory
training levels. She advised the Safety Thermometer was positive but within this
NWAFT appear to be an outlier for pressure ulcers. However, the Committee was
assured that the current changes in reporting nationally mean that at present accurate
comparison cannot be made. Positive reports had been received from recent
management walkabouts which had focused on the recent integration of CCS
paediatric services into the Trust. Medical recruitment and SCBU estate are the issues
of concern following the inclusion of these services into NWAFT.
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The work of the Patient Experience Group was acknowledged under its retiring chair
who was thanked. Patient experience remains the focus of the committee and she
noted complaints around communication continue to be the largest group and that
some of these seem to increase where services such as therapies, the mortuary and
some wards are struggling with vacancies. Ms Dowglass reported that the Committee
had encouraged the work to improve rostering and had emphasized the need to
complete investment appraisals swiftly for new services and service expansion.
Concern continued around Pear Tree Ward dependence on nonpermanent staffing
during its bed expansion.
Following attendance by the FISS Division Ms Dowglass reported that the areas the
Committee was most concerned about were Breast Services, Radiology and
Endoscopy where capacity and recruitment continue to be a concern. Where risk
stratification had been put in place to manage waiting times the Committee will
continue to seek assurance around clinical incidents, communication and patient
experience. The committee also noted the extensive work that will be required to put in
place new midwifery pathways and supervision arrangements in the months ahead.
Ms Dowglass ended with the report on the in-depth look at the Emergency Department
quality improvement plan, where patient safety is assessed as a priority by external
visits but where experience may be compromised. This will be an area for scrutiny at
the June QAC meeting.
She advised the Terms of Reference had been approved for the Children’s and Young
People’s Board and had been pleased to receive the annual Chaplaincy report for
recommendation to the Board.
Ms Shears advised the ED performance focus on the above triangulates well and
reported that the Annual Chaplaincy Report presented the opportunity in this group
Ms Shears gave feedback on the People Committee. She advised a grip was being
achieved on staffing levels and highlighted the upstream problem of a national
shortage of radiologists and the lack of places in universities. She recommended the
Trust needs to be heard at NHSE.
Mrs Dunnett thanked Ms Dowglass and Ms Shears.
Action: Ms Shears and Mrs Tibbert to discuss
Mr Tipton noted that the sepsis training figure is high and asked if this was related
directly to training at Peterborough and Hinchingbrooke sites. Mrs Bennis advised this
was down to the passion and drive of the two Specialist Nurses in post, with advertising
wraps in elevators and on walls, social media promotion, and focussed visits. This work
is now starting to impact on the increased performance in this area.
Mr Tipton asked for an update on access requests, and noted that in complex cases an
additional 60 days was permitted. Mrs Bennis acknowledged the challenge affecting
response times was around annual leave. She confirmed complex cases were
discussed and revisited to decide on a suitable rating.
Ms Shears confirmed that if a case was discussed at the Quality Assurance Committee
and had met standards despite being on an extended timescale this was assessed as
green rather than amber.
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Mrs Dunnett thanked both the Chief Nurse and the Quality Assurance Committee on
their feedback. She noted the Trust was facing significant demand and capacity
challenges and emphasised the continual focus on making patients safe and improving
patient experience. She advised ED remained a main focus.
Operations
Mr Wilde advised the Integrated Performance Review was discussed in detail at the
People & Performance Committee. He confirmed the cancer target was the main
driving factor with the wait for diagnostics and he added that there was high activity in
colorectal – he confirmed in terms of ITT the Trust has reported on a 52 week break in
April. He added there was a diagnostic reporting decline, predominantly in
Hinchingbrooke endoscopy. He noted the very slight improvement in the ED nonelective pathway. He believes this is a seasonal blip and there is still further work and
effort to be focused on this area.
Mr Wilde confirmed concerns around the two week wait. He advised a Patient Group
would be working on this. He added the urgent care slide showing stroke dedicated
facilities should be green but this was not amended in time.
Ms Shears informed the Board she had Chaired the Performance Committee for Mr
Tipton. She advised the general direction of the committee was looking at where a
difference can be made. She advised a sea of reds in ED feels intractable. She noted
the difficulty in motivating an organisation where all that is seen is this sea of reds. She
acknowledged that two new Improvement Directors have recently started which should
make a difference and in the next few months the Trust should be turning the
performance around. She added for her it was about sustainability, and queried if 75%
of acute Trusts were in red what could make a Trust green. She added there were
plans in place to address the surge adversely affecting the ED data, with a more
holistic approach being employed.
Mr Tipton advised he will soon be having discussions with Mr Wilde to realise the
activities which make a difference.
Mr Harding highlighted the danger in benchmarking which he noted could be sterile.
Mrs Dunnett thanked Mr Wilde for his report and commented that he is getting up to
speed after just two months in the role of Chief Operating Officer. She continued that it
was good to question if the Trust is focusing on the correct areas and how to make
change sustainable. She added that the Trust was moving in the right direction despite
not seeing a shift in the outcomes to date.
Ms Shears advised there was no quick fix, and Mr Harding advised he felt the Trust
was moving in the right direction with the impact of Mr Evans and now Mr Wilde’s work.
Finance
Mr Pratt updated the Board in terms of the 2019/20 control total.
He confirmed that at the last Finance Committee meeting he had gone through recent
changes to the way the Trust would meet the control total and that these had now also
been agreed in the Board’s private session.
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This meant that the Trust had now been able to accept its original control total of
£35.3m deficit (before incentive monies of £29.6m) and re-submitted the associated
financial tables to a tight deadline at the end of the previous week.
Mr Pratt advised that due to the timing of the changes to the control total plan, Month 1
had already been reported and hence the financial performance presented to the Board
was in relation to the first month of the previous deficit plan of £54.5m.
A deficit in April of £6.8m was in line with the previous plan and expenditure had been
lower than budget with all divisions underspent, except Surgery. £449k of £505k CIP
had been achieved in the month.
Mrs Dunnett asked Mr Harding for feedback from the Finance Committee. Mr Harding
advised the Cost Improvement Plan was the main item discussed with the emphasis
placed on the CIP being a rolling process rather than an annual event. He reported the
Committee had seen an improvement in the work carried out and was ahead of the
position at the same point last year.
Mr Ellwood advised he took comfort around these rolling processes. Mr Ellwood asked
what the vulnerabilities were on the control total if the capital plan was not approved.
Mr Pratt advised that the lower control meant that good cash planning and
management was going to be even more vital this year and the opportunities to
internally vire cash to support capital expenditure until specific capital loans were
approved was going to be much more limited. Accordingly it was important that the
Trust completed and submitted its 2019/20 capital loan application as soon as possible.
In the short term, there would be some leeway with the notification of £6.5m of 2018/10
‘reward’ PSF and the fact that the Trust had not borrowed up to its 2018/19 limit.
Mr Pratt agreed that it was essential to monitor the position closely, highlighting risks to
the regulator and ensuring internal approvals focused on the highest priorities.
Mrs Dunnett thanked Mr Pratt for the report and confirmed the new agreed control total
of £35.3m.
Workforce & Organisational Development (OD) Report
Mrs Tibbert presented the Workforce & OD Report and highlighted the new targets,
advising that risks needed to be embedded into the totals. She added that the definition
had been changed to enhance transparency on leavers and to be clear on the number
of vacancies the Trust has. Mrs Tibbert advised there was also work going on with
being transparent on staff and an improvement had been seen with vacancies
decreasing as successful recruitment occurs, overall the trend was positive.
Mrs Tibbert highlighted the need to be clear that the Trust is tracking the number of
vacancies not currently in recruitment. She confirmed staffing in Emergency &
Medicine is in an improved position. On reviewing the data on the charts she
highlighted that medical turnover has reduced, with consultant interview panels set up
each week therefore progress is being made. Mrs Tibbert advised recruiting
radiologists was very challenging. She acknowledged that it was important to attract
people to the Trust and there had been some success however there was more to do.
This included looking at EU employees and tracking them to ensure they are
requesting settled status. Mrs Tibbert pointed out that for the first time retention rates
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could be seen by Division.
Ms Shears advised the Committee welcomes the robust balanced scorecard for people
issues and noted the sickness absence which can mask shift workers. Mrs Tibbert
confirmed she has requested information through a particularly deeper dive and
reported considerable absence on Mondays.
Ms Shears advised vacancies have been delayed however it was good to see
mandatory training showing consistently back in the green. She noted appraisals
dipped during winter pressures and it was important to take a fresh look at how
appraisals are carried out.
Mr Tipton agreed it was good to see an upward trajectory with performance appraisals.
Ms Dowglass highlighted that high turnover in workforce created long waits in
administration which impacted on patient experience and this needed to be looked at.
Mrs Dunnett thanked Mrs Tibbert and added that the report had been ? by the People
and Performance Committee. The Board noted the report and welcomed the improved
trend, data and development of benchmarks.
Mrs Dunnett summarised that significant advances had been made particularly a real
step change in the number of staff in nursing and midwifery and medical staff, which
meant recruitment and retention efforts are now working to outlines. Maintaining this
was essential and Board welcomed addition of work in MPA’s.
(a) Governance
Mr Denton advised the Board that the Board Assurance Framework was amber and
green across all indicators. He noted the improved picture on both non-clinical and
clinical policies. Mr Denton reported three policies had been presented to the Hospital
Management Committee this month. He noted Freedom of Information was static but
there was likely to be an increase in requests associated with the publication of
the Annual Report and Accounts.
Mr Ellwood advised that the Audit Committee will undertake a review of the annual
report and accounts process towards the end of June.

ASSURANCE UPDATES
52.19

Quality Assurance updates
Staffing Update
Mrs Bennis presented the report on staffing. She advised the skill mixes for nursing
and midwifery were being examined, looking at how many were on each shift. Wards
that had a low rate on some days were being triangulated. She advised the wards with
the low rates were being affected by temporary and substantive members of staff. She
confirmed hours owed and rostering practice were being considered to improve service
for patients.
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Infection Prevention and Control
Mrs Bennis reminded the Board that information on Infection control will be in the DIPC
report. She confirmed the Hygiene Code was examined at the QAC the previous day.
She informed the Board that Cdiff was being looked at as to whether it was community
acquired or hospital acquired. She reported 12 Cdiff in April, with 6 cases in one
weekend and the concern was that this had been cross contamination, however tests
proved all different so no cross contamination involved. Mrs Bennis advised MRSA
screening needed compliance of 99% or greater. She acknowledged compliance for
MRSA screening was not good at the Hinchingbrooke site however good at the
Peterborough site. She added that once IT screening was in place with Etrack figure for
Hinchingbrooke should improve.
Mrs Bennis confirmed cleaning standards and maintenance was being addressed with
estates, facilities and Medirest. She added that the Water Safety Group was looking at
concerns at the Hinchingbrooke site and this had been added to the Risk Register with
discussions at the Trust Infection and Control Committee and a more detailed plan was
being put in place with contributions from microbiologists.

53.19

IM&T Quarterly Report and PAS Readiness Report
Mr Pratt introduced Mr Mills, Mr Dearden, Mr Lumb and Mr Ramsden from the Trust IT
Department.
Mr Pratt reported on the update of patient and public WIFI at Stamford and advised a
virus had been replaced at the Hinchingbrooke site.
Mr Pratt reiterated that PAS was the main focus with the Go Live date of 19 July 2019.
He advised a dress rehearsal report would be issued on 28 June. Mr Pratt
acknowledged that training was key for PAS to succeed, and that the availability of
floorwalkers and trainers during Go Live was crucial. He highlighted that issues will
occur but it was how the Trust responds to the issues was key.
Mr Tipton stated he was assured that training was a high priority, he also noticed the
Hinchingbrooke anti-virus was mentioned in March and April. Mr Ramsden confirmed
this will be completed in 10 days. Mr Tipton asked about the end of life support and
was concerned about the level of risk. Mr Ramsden replied that as far as Windows 7
was concerned there was a risk it would not be completed for end of life, however the
risk reduction was less because of the lengthened assistance from Windows.
Mrs Dunnett asked if some systems were at risk because of the focus on PAS. Mrs
Bennis advised this was a conversation that needed to take place with executives and
then with the Board.
Action: Mrs Bennis to discuss risk level with Mr Denton
Mrs Walker thanked the IT team for the report and advised a crucial eight weeks were
approaching. She reported that the current PAS system is 28 years old and there had
not been an option not to replace. She confirmed she took some assurance from the
report and noted that business continuity plans would be critical as issues arose. She
advised patient safety would be assured with business continuity plans.
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Mrs Walker asked the IT team if there was anything else the Board could do to assist
with the rollout of PAS, aside from Team Briefs and asking for training to be complete.
Mr Mills advised financial support would be paramount if needed
Mr Pratt highlighted the importance of feeding information down through professional
lines and confirmed that he would be continuing to promote necessary messages. Mr
Lumb stated he didn’t expect substantial problems as previously experienced which
made him feel assured from a clinical perspective. Mr Mills cautioned underestimating
how difficult it has been migrating two systems into one and incorporating
Hinchingbrooke hospital, and added that familiarisation with major change processes
would be achieved by concentrating on training. He agreed there would be post-Go
Live issues but informed the Board the IT team would be pre-empting issues and
planning for these. He advised there would be data capture issues with a weekend of
downtime for the organisation. Mr Dearden advised there would be data issues with
reporting systems and there was a risk of losing patients as they get migrated however
this was being tested with many backups being put in place.
Mrs Dunnett acknowledged the Governance issues around the PAS implementation
and informed the Board this was being discussed at the appropriate committees and on
the weekly Directors’ meeting agenda for the next 8 weeks.
Mr Mills confirmed Mrs Celia Kendrick has all business continuity plans in place in a
response to Mr Ellwood’s query on BCPs.
Mrs Dunnett advised two actions – one around risk and one around cyber. Mr Tipton
will discuss with Mr Denton.
Action: Mr Tipton to discuss with Mr Denton Governance Risks
Mrs Walker thanked the IT Team for their work.
54.19

Guardian of Safe Working Hours Annual Report
Mrs Dunnett introduced Dr Reid, Guardian of Safe Working Hours for Junior Doctors.
Dr Reid presented the Guardian of Safe Working Hours Annual Report for Junior
Doctors, covering the period from 1 April 2018 to 31 March 2019.
Dr Reid highlighted the issues surrounding Junior Doctors and noted these have not
changed since she last spoke to the Board on this subject, with staffing rota gaps
causing an issue. She noted many Doctors are still working late and have not yet
managed to understand the concept of exceptional reporting on each occasion they
work over their allotted hours. The Doctors reported that doing this was timeconsuming and were not keen to draw attention to the fact that they are working over
their hours. Dr Reid noted working extra hours was caused by increasing demands.
Dr Reid confirmed that all Junior Doctors rotated their workplace in the first week of
August so will be acclimatising to a new environment, new equipment and systems etc
and she recommended preparation for this was paramount, as this rotation will mean
working at a slower pace initially.
Dr Reid acknowledged that winter pressure capacity issues continue however she
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noted that immediate safety reports have fallen, which was reassuring. She advised
there was a Consultant on duty for each safety report that had been reported which
confirmed their involvement. Dr Reid reported work was still ongoing on changing the
culture of reporting and encouraging transparency.
She noted education reports have fallen, which was also positive, and advised E
Rostering is not yet fully live so no full reports were available to date. Dr Reid added
that reporting had gone up at Peterborough City Hospital and down at Hinchingbrooke
Hospital.
Dr Rege acknowledged the good relationship between Dr Reid and the Junior Doctors.
She advised with regards to Mrs Bennis’ paper there is no recognised establishment
for Junior Staff. She noted that issuing rotas six weeks in advance is positive. Dr Rege
concluded that it is about acknowledging culture difference.
Dr Reid noted the use of Locums, she advised the Board that Urology had used 850
locums this year, amounting to three a day, and it was essential to look at ways to fill
these posts.
Mrs Dunnett thanked Dr Reid. She expressed the need for the Board to note the safety
concerns highlighted in this report and also acknowledged the improvement in culture
at the Hinchingbrooke site. She added there were clearly some areas that needed to
be focused on as a Board, and confirmed that Dr Rege was currently working on this.
She advised the People Committee can look at the actions and issues especially
relating to exceptional reporting. She noted the Bank issues and recommended the
Board looking at what can be done to the culture at the August changeover. Dr Reid
advised the addition of two members of staff in August would be beneficial.
Action: Two members of staff to be in place for August
55.19

Mandatory Self-Certification
Mr Denton explained to the Board that self-certification is an annual requirement. The
process involves a review of three conditions associated with the provider licence. The
remaining certificate is associated with training for Governors. Mrs Dunnett proposed
going through each Condition individually. The Board agreed the following statements:
Condition G6(3)
This condition requires that The Licensee shall take all reasonable precautions against
the risk of failure to comply with:
(a) the conditions of this Licence
(b) any requirements imposed on it under the NHS Acts, and
(c) the requirement to have regard to the NHS Constitution in providing health care
services for the purposes of the NHS
The Trust confirmed this statement, due to:




an internal process to review compliance with Licence conditions;
the monitoring of standards detailed in the NHS Constitution
the lifting of enforcement actions by NHS Improvement in November 2017.

Condition CoS7(3)
Page 12 of 15

Board of Directors, 30 July 2019 - App 1

This condition relates to the Trust’s ability to continue to provide commissioner
requested services, deemed as required to ensure ongoing provision for local health
services. In particular that The Licensee shall at all times act in a manner calculated to
secure that it has, or has access to, the Required Resources and that the Licensee
shall not enter into any agreement or undertake any activity which creates a material
risk that the Required Resources will not be available to the Licensee.
The Board is required to confirm one of the three statements noted below:
(a) After making enquiries the Directors of the Licensee have a reasonable expectation
that the Licensee will have the Required Resources available to it after taking account
distributions which might reasonably be expected to be declared or paid for the period
of 12 months referred to in this certificate
(b) After making enquiries the Directors of the Licensee have a reasonable expectation,
subject to what is explained below, that the Licensee will have the Required Resources
available to it after taking into account in particular (but without limitation) any
distribution which might reasonably be expected to be declared or paid for the period of
12 months referred to in this certificate. However, they would like to draw attention to
the following factors (as described in the text box below) which may cast doubt on the
ability of the Licensee to provide Commissioner Requested Services
(c) In the opinion of the Directors of the Licensee, the Licensee will not have the
Required Resources available to it for the period of 12 months referred to in this
certificate.
The Board confirmed statement (a):
After making enquiries the Directors of the Licensee have a reasonable expectation
that the Licensee will have the Required Resources available to it after taking account
distributions which might reasonably be expected to be declared or paid for the period
of 12 months referred to in this certificate
Condition FT4(8)
This condition requires that The Licensee shall apply those principles, systems and
standards of good corporate governance which reasonably would be regarded as
appropriate for a supplier of health care services to the NHS
The Trust is required to Confirm or Not Confirm the following four statements:
The Board is satisfied that the Licensee applies those principles, systems and
standards of good corporate governance which reasonably would be regarded as
appropriate for a supplier of health care services to the NHS
The Board has regard to such guidance on good corporate governance as may be
issued by NHS Improvement from time to time
The Board is satisfied that the Licensee has established and implements:
(a) effective board and committee structures;
(b) clear responsibilities for its Board, for committees reporting to the Board and for
staff reporting to the Board and those committees; and
(c) clear reporting lines and accountabilities throughout its organisation
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The Board is satisfied that the Licensee has established and effectively implements
systems and/or processes:
(a) to ensure compliance with the Licensee’s duty to operate efficiently, economically
and effectively;
(b) for timely and effective scrutiny and oversight by the Board of the Licensee’s
operations;
(c) to ensure compliance with health care standards binding on the Licensee including
but not restricted to standards specific by the Secretary of State, the Care Quality
Commission, the NHS
The Board confirmed the four statements due to:
 satisfactory assurance in the Corporate Governance internal audit for 2018/19 (and
substantial assurance in 2017/18)
 a process for reviewing external publications and consultations including those from
NHS Improvement
However, it is also recognised that the confirmation of the last statement should
acknowledge the expected external auditors concerns about value for money.
Mr Denton advised the final condition:
The Board is also required to Confirm or Not Confirm that The Board is satisfied that
during the financial year most recently ended the Licensee has provided the necessary
training to its Governors, as required in s151(5) of the Health and Social Care Act, to
ensure they are equipped with the skills and knowledge they need to undertake their
role.
The Board confirmed the following statement due to:
 induction material maintained for new governors;
 access to NHS Providers GovernWell training;
 governor self-assessment and attendance at workshops.
This statement was confirmed by the Council of Governors on 9 May 2019Mrs Dunnett
noted the Board agreement to this.

56.19

Corporate Governance
Mr Denton reported the Hospital Management Committee Terms of Reference had
been agreed by the Hospital Management Committee. The Board endorsed the terms
of reference.
Mrs Dunnett noted the Risk Register was work in progress and had been received from
Mr Denton and looked at by the Board Sub-Committees. Mr Denton confirmed this had
been through the HMC, where high and significant level risks were noted. Mrs Walker
advised that whilst mitigations were recorded on one table but the risk mitigation was
available in the risk action card which also provided a chronological history of the
actions being taken to mitigate against specific risks.
Mrs Bennis added that as the Board matures with the new system assurance will be
given for any risks that sit with the Board. Assurance will also be considered by the
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relevant sub-board committee. She noted that this will be further embedded by the
next Board meeting.
FINAL ITEMS
57.19

Any Other Business
There was no other business.

58.19

Questions from the floor (related to agenda items)
Mrs Walker advised there had been a series of complaints over the service change for
the Trust in relation to the Pain Service at Stamford Hospital, with this no longer being
provided by NWAFT for South Lincolnshire patients. This was because the service was
tendered by the Commissioners in Lincolnshire as they desired a County-wide service
for patients. The Trust looked at tendering and made the decision not to tender for a
service they couldn’t offer the whole County, and the tender was won by Connect
Health. As a result of this patients have to attend a different site for treatment as
Connect Health decided to work from Spalding Hospital and Lincolnshire patients
cannot exercise their choice, which has resulted in patients being affected significantly
with longer journey times.
Mrs Prior thanked Mrs Walker for the explanation and advised she will speak to the
CCG as she has had over 50 comments from members and patients.
The meeting closed at 17:05 hours.
Date of next meeting
Tuesday 30 July 2019 at Peterborough City Hospital
Signed……………………………………………
Name……………………………………………..

Date……………………………………………….

Page 15 of 15

Trust Public Board of Directors, 30th July 2019 – App 2

Public Board of Directors’ Action Tracker as at 23 July 2019
Date

Item

18 Dec 18

159.18

Issue
Clarity on process to
minimise the delay in
dispensing drugs (TTOs and
outpatients)

Action taken/Update
Management of outpatient
dispensing queue remains
outstanding. Further work
acknowledged

Items greyed out have been completed and do not require further discussion.
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Remitted to

Lead
Mr Evans/
Mr Wilde

Target Date
30 Apr 19

Date
Closed
29 May 19
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Board Effectiveness Review Proposal
Presented for:

Approval

Presented by:

Rob Hughes, Chairman

Scrutinised by:

Trust Board

Strategic
Objective:

Well Led

Date:

30 July 2019

NHS Constitution
delivery

Not applicable

Equality and
Diversity

This report covers services and individuals equally and there are no
specific equality and diversity issues for consideration

Freedom of
Information
Release

This report can be released under the Freedom of information Act 2000

Private Debate

Not applicable

1.

Introduction
This proposal follows up on recommendations made on improving Board
Effectiveness in the Board Development Plan which was approved by the Board on
26 March 2019.

2.

Objective
To improve the efficiency and effectiveness of the Board and its sub–committees to
improve assurance and delivery of performance and strategic development. Where
possible remove duplication.
A full review is not required as a formal External Governance Review will take place
in 2020.

3.

Scope
Board meetings.
Board Sub–Committees including how they interact with each other.
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Also Consider:
-

4.

Method
a)
b)
c)

5.

Link to PRM /HMC / Directorate Review Meetings
Link to Council of Governors
Actions/Learnings from Board Development ‘Leadership for improvement’
programme.
CQC feedback

Assessment by the new Company Secretary through observation and
discussion with Board Members.
Learning from ‘Governing for Improvement’ Board Development on 3 Oct plus
any QSIR recommendations.
Board Workshop on 29 October.

Output
Revised Terms of Reference for Board Sub-Committees.
Key Processes are clear with actions to improve and embed.
Opportunities to standardise e.g. Reporting Templates.
Improvement in information provided. (nb. this will mainly be addressed as part of
measuring for Improvement workshop in Feb 2020).

6.

Timing
29 October – Workshop
November to January – Implementation.
Q2/3 2020 – External Governance Review.

7.

Action required from the Board of Directors
The Board are asked to approve the above proposal on improving Board
Effectiveness.

Rob Hughes
Chairman
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Chief Executive Officer’s Report
Presented for:

Discussion
Information
Approval

Presented by:

Caroline Walker, Chief Executive

Scrutinised by:

Hospital Management Committee

Strategic goal:

All Strategic Objectives

Date:

19 July 2019

Regulatory
relevance:

NHS Improvement: Foundation Trust Governance

NHS Constitution
delivery

None

Equality and
Diversity

This report covers services and individuals equally and there
are no specific equality and diversity issues for consideration

Freedom of
Information
Release

This report can be released under the Freedom of information
Act 2000

Launch of our new Patient Administration System (PAS)
The Trust is installing a new, purpose-built patient administration system across its
hospitals from 19 July 2019. The systems for recording patients’ details and their
journey through our hospitals have been, until now, separate. They are also out of
date and no longer fit for purpose. Developing and launching a new PAS was a key
element of our merger implementation plan and our plans for an electronic patient
record. Once fully installed, we can ensure all patient information is aligned across
our hospital sites.
Implementing a new system is challenging, especially as it is being installed while our
hospitals are operating as usual. The launch weekend (which, at the time of writing,
is imminent) will see our staff revert to manual (paper) systems for patient care, as all
clinical systems used for patient care will need to be switched off in order to integrate
the new PAS. Once we switch the new system on, staff will then have to put their
training into practice to begin working with it. As with any new system, we expect
users to be a little slower while they familiarise themselves with it. We also expect
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some teething problems. We will have members of the PAS Support Team available
to assist with the roll-out of the system and to support staff as they begin using it.
I have appealed for colleagues to try to be patient with the new arrangements during
what might be a more stressful time. It is important that we accept that while
launching any new system is a challenge, it is a vital step towards further clinical
integration for our Trust.
We have created information leaflets to help our patients and visitors understand why
services may be a little slower over the launch weekend and in the weeks that follow.
The leaflets also explain how the new system will enhance patient care and
experience.
NHS Performance statistics
The NHS works to performance standards across many aspects of care to help
ensure patients received quality treatment and care in a safe and timely way. Whilst
these are important measures for NHS organisations to achieve, it can prove
challenging at times when demand for the services provided increase. Naturally,
during periods of greater pressure on services, performance against specific targets
can fall and extra measures need to be taken to meet demand and thus improve
performance standards.
One key target is the waiting time standard for patients visiting Emergency
Departments. This requires 95% of patients to be seen, treated and admitted or
discharged within four hours. Collectively, NHS organisations across the country
missed this target by a record low in June 2019, according to NHS England,
recording a figure of 86.4% of patients seen in four hours. This is against a backdrop
of higher attendances across the country compared with the same period in 2018.
Our Trust achieved 83.4% against this standard in June, which also corresponds with
some of the highest attendance figures in our emergency departments that we have
seen to date. However, within that overall figure there are some positives: I must
commend our Minor Injuries Unit at Stamford Hospital for achieving 100% and our
colleagues at Hinchingbrooke for reaching 94.5% in June despite high demand. With
regard to addressing this challenge, we do not expect to be able to claw back our
performance during the summer months it is generally accepted that ‘winter
pressures’ now exist all year round.
Other key standards, including referral to treatment times, access to diagnostic tests
and cancer waiting times are also proving a challenge to achieve due to both a
national and local increase in patient numbers. Like many Trusts in England, we are
working to specific action plans aimed at improving our pathways and processes to
ensure we can meet the rise in demand and continue to provide patients with care
and treatment within the agreed timeframes.
I am confident that we will improve our performance on all these national standards
by working together to implement our improvement plans.
Chief Operating Officer Graham Wilde will present more context on this in his
Performance report.
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Fast track prostate cancer service nominated for NHS parliamentary Award
Our Urology team were nominated for an NHS Parliamentary Award after developing
a new service that significantly cuts the waiting times for patients with suspected
prostate cancer.
The team, which includes Lead Uro-Oncology Nurse Sue Pilcher and consultant
Janine Nethercliffe, were put forward for the Excellence in Healthcare Award
category by South East Cambridgeshire MP Lucy Frazer. Sadly they were pipped to
the title at the awards which were held in London in mid-July. However, the service
they have helped create is making a real difference to our patients’ care – resulting in
earlier diagnosis and faster access to treatment.
Working with local GPs, the team has reduced the wait for a first appointment for
patients with suspected prostate cancer from 12 days to 8. Patients now have their
MRI scan on the same day as their first appointment, when previously they may have
waited for up to two weeks for the scan. In addition, the waiting time for a biopsy has
been reduced from 25 to 17 days.
The service is already up and running in the Peterborough and Stamford area and
will now be rolled out to patients in Huntingdonshire. This work has been championed
by the local Cancer Alliance Board which has had requests from other trusts in the
region who are interested in how the service has been implemented.
On behalf of the board, I would like to congratulate Sue, Janine and team for this
excellent achievement which will also have a positive impact on our Trust
performance statistics.
Taking our recruitment plans further afield
The Trust has entered into talks with ministers in the Caribbean islands of Trinidad
and Tobago to forge a collaborative approach in recruiting registered nurses from the
islands who are currently unemployed.
Chief Nurse Jo Bennis, Lead for Nurse Education, Recruitment and Retention Helen
Hutchings and Director of Transformation Anita Jackson visited Trinidad and
Tobago at the end of June to meet with the Minister of Health, Wellness and Family
Development and other distinguished influential people, to discuss the current
situation regarding unemployed registered nurses and our recruitment plans at North
West Anglia NHS FT.
As a result of this extremely positive trip, the Trust has agreed, in principle, to an
exclusive collaborative partnership approach to the recruitment of registered nurses,
further education and training of experienced nurses, and a potential exchange
programme. This is due to be discussed by the Trust Board of Directors once a
Memorandum of Understanding (MOU) has been received from the House of
Assembly in Tobago. I am due to finalise the MOU in the coming month with Trinidad
and Tobago’s Minister for Health.
STP launches recruitment and attraction website
At the beginning of 2019, The Cambridgeshire and Peterborough Sustainability and
Transformation Partnership (STP), which consists of nine combined NHS and social
care partners, including our Trust, joined forces to work on a Recruitment and
Attraction project. The aim of the project was to showcase Cambridgeshire and
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Peterborough as a great place to be employed in Health and
Social Care - plus a great place to work and live, a great place
to settle, to raise families and to have a career. Whether
potential candidates are starting out in work, moving on or
looking for new opportunities, the aim of the project was to
showcase all that is good about where and who we are and to attract great people to
join us.
A number of workshops were held to gain insights from colleagues across the patch
to establish how best to develop this work. It was very clear that the staff who took
part in the creation of this work valued working with us, and appreciated the work/life
balance Cambridgeshire and Peterborough offers. This helped to form the
proposition for the project.
On Thursday 18 July the project launched with the publication of a new website
www.itsallcomingtogether.co.uk which showcases our region as a place to live and
work and all the jobs currently on offer by each of the nine employers who are part of
the STP. This is the first time all local health and social care employers have worked
together in this way and it is hoped it will reap many benefits for our local healthcare
system. This coincided with a three-day recruitment stand promotion in the
Queensgate Centre, Peterborough - which was supported by some of our trust staff.
Please take a moment to visit the website and watch the video - you may spot a few
colleagues and locations that look familiar!
Welcoming our new Staff Governors
We have appointed three new staff governors to our Council of Governors –
representing colleagues at Hinchingbrooke and Peterborough City Hospitals.
Hinchingbrooke Hospital
 Dr Nik Johnson is a consultant paediatrician who transferred to Trust
employment with his acute paediatric services colleagues from
Cambridgeshire Community Services NHS Trust on 1 April 2019. Nik was
previously a public governor for the Trust, but successfully stepped into
one of two vacant staff governor posts at Hinchingbrooke following his
transfer of employment.
 Lorraine Davey is a discharge planning assistant working in the discharge
team at Hinchingbrooke Hospital.
Peterborough City Hospital
 Emilie Hall is a staff nurse on Amazon Children’s Ward.
Welcome to all three, who have joined our remaining four staff governors to ensure
staff views are represented on the Trust’s Council of Governors. They will undertake
a governor induction before joining the next quarterly Council of Governors meeting
in September 2019.
Friends of Hinchingbrooke Hospital – latest donations
Thank you to the Friends of Hinchingbrooke Hospital for supporting two important
donations to improve patient care and experience across the hospital.
The group has kindly funded the design and print of new pictoral menus designed to
help any inpatients with communications issues have more control over what food
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they would like to eat while in hospital. The large-scale, wipeable menus feature
pictures of each meal offered on the extensive Hinchingbrooke menu. The menu will
be shown to the patient by a member of ward staff who will then fill out the menu card
on their behalf.
The Friends have also funded the creation of a fabulous new mural that has made a
huge difference to the Audiology waiting room. The mural was designed by former
staff member Tom Stebbing who sadly left the Trust in March before he could see it
take pride of place on the wall. It depicts jungle animals having a hearing test and
aims to take the fear out of a trip to the clinic for local children.
Cancer Services awarded Macmillan Quality Environment Mark
The Haematology/Oncology Ward and the Robert Horrell Macmillan Centre at
Peterborough City Hospital have been awarded the Macmillan Quality Environment
Mark in July.
The Macmillan Quality Environment Mark (MQEM) is a detailed quality framework
used for assessing whether cancer care environments meet the standards required
by people living with cancer. It is the first assessment tool of its kind in the UK. The
MQEM standards were developed in collaboration with over 400 people living with
cancer and with numerous stakeholders, including the Department of Health. The
standards recognise and environment that is:






welcoming and accessible to all
respectful of people's privacy and dignity
supportive to users' comfort and well-being
giving choice and control to people using the service
listening to the voice of the user.

Congratulations to the teams in both areas on this excellent achievement.
Technical Services Team secures ISO accreditation for the 23rd year running
The Technical Services team at Hinchingbrooke Hospital has achieved the coveted
ISO 9001:2015 Quality Management System accreditation. This is the 23 rd year on
the trot the team have demonstrated that they have met this international standard
that is recognised by the Medicines and Healthcare products Regulatory Agency
(MHRA) as well as CQC.
The team of six is responsible for the maintenance of medical equipment at
Hinchingbrooke, plus Doddington and Ely outpatient’s departments. This ranges from
the MRI scanner to blood pressure machines and most items in between, such as
defibrillators, anaesthetic machines, ventilators, patient beds, hoists and other
patient-moving equipment.
Congratulations to the team for keeping up such high standards.
The Board of Directors is asked to note and discuss the contents of this report.
Caroline Walker
Chief Executive
19 July 2019
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EXECUTIVE SUMMARY
The integrated performance report for North West Anglia NHS Foundation Trust includes the agreed range of Trust indicators across the key
areas of Quality, Operations, Finance, Workforce and Governance. Full reports are received and discussed in the appropriate board sub
committee.
In June we had five more falls compared to June 2018, however it was only within the last week of June that this increase occurred.. The rate of
falls per 1000 bed days for the Trust in June 2019 has reduced to 4.5 and this rate of falls and harm to 0.1. The national average of an acute
hospital falls per 1000 bed days is 6.6.%. There were 3 grade 3 and above falls in June 2019. There were three category 3 pressure ulcers and
above reported in June 2019. Sepsis training continues but not completed due to numbers of staff and time constraints. There were 8 SIs
reported to the CCG in the month of June 2019. The Trust submitted 5 completed SI investigations to the Clinical Commissioning Group in
June 2019. The Trust achieved 95% for complaints that were responded to within the 30 working day timeframe for June 2019, compared to
94% in June 2018.
A&E four hour performance has improved in June to 83.7%, the highest performance reported since November 2018. For Q1 2019/20 the Trust
achieved 82.7% compared with 79.4% in Q4 2018/19. This performance improvement reflects the resilience and commitment of our staff and
demonstrates that actions underway are beginning to have an impact on outcomes. The Trust is reporting performance below national standard
for three of the four cancer standards reported in June, however data remains provisional for some areas. Our 62 day screening and 2 week
wait performance improved, particularly for breast 2ww, though overall 62 day GP referral performance remains below trajectory. The Trusts
RTT incomplete performance is below standard in June at 85.5% however, the overall waiting list reduced by 842 patients or 2%. The total
waiting list in June is now below the March 2019 baseline position. We reported 9 individuals waiting longer than 52 weeks in June.
Month 3 has been reported in line with the revised Annual Plan which was submitted on 23 May. The revised plan reflects a Control Total deficit
of £(35.3m) before MRET, PSF and FRF amounting to £29.6m. The net Control Total value is a deficit of £(5.7m). Commissioner contracts
have been agreed and signed with South Lincolnshire CCG and East Midlands consortia CCGs. Contract value, profile and timing of cash
payments have been agreed with Cambridgeshire and Peterborough CCG (with final agreement subject to completion of the details around £4m
payment for activity reduction). The financial out-turn for Month 3 is a £10.4m deficit, in line with the plan for the year to date. CIP has been
delivered to 98.7% of the plan to Month 3.
The 12 month range for sickness is 3.85% - 4.09% since October 2018 there has been a steady increase in the absence rate which has
increased by 0.24%. Although since then, this has decreased to 3.99%. There has been a decline in Turnover over the past 12 months.
Reaching a peak in July 2019 at 11.01% and now below target at 9.41% There has been a slight increase in medical appraisals (MPAs) over
the past 12 months (89.37%) and non medical at 85% against a target of 95%. Mandatory training has been constant over the 12 months with a
low of 88.78% in November 2018 and to a high in June 2019 of 92.56% The current vacancy rate of 9.3% has decreased by 1% due to the
Community Paediatric pay budgets and associated posts being finalised and added to the system from last month.
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Care Quality Dashboard 2019/2020
Quality Perform ance Dashboard
Safety Therm om eter

Target

Apr-19

May-19 Jun-19

% of patients assessed as Harm Free w ithin & outside the Trust

>95%

93.8%

93.90% 93.40%

% of patients assessed as Harm Free w ithin the Trust

>95%

97.9%

97.70% 97.20%

0

0

CAUTI's

Hospital Acquired Catheter associated urinary tract infections

0

0

Falls

Grade 3 and above inpatient falls - NWAFT

N/A

7

10

3

2017/18 Figures Grade 3 and above

N/A

8

9

4

N/A

3

3

3

>95%

97.4%

96.7%

96.9%

>90%

94.0%

93.5% 96.20%

>80%

87.0%

80.7% 76.20%

>80%

78.0%

Hospital Acquired Pressure Category 3 and above Attributable
Ulcers
Venous throm boem bolism
(VTE) Com pliance
Nutritional Screening

Patient Safety

Trustw ide - NWAFT
Patients w ho have had a nutritional screening assessment completed w ithin 24
hours of admission/w ithin 24 hours of admission to a new w ard
Patients w ho have had all aspects of the nutritional screening tool completed
accurately
Patients w ho have had an appropriate nutritional care plan in place

Sepsis - Part 2a - Screening - ED
reported quarterly
Crude No. to assess ( ) & No. assessed
Inpatient - Adult
Crude No. to assess ( ) & No. assessed
Sepsis - Part 2b - Treatm ent - ED
reported quarterly
Crude No. to assess ( ) & No. assessed
Inpatient - Adult

N/A

(36/50)

100%

80.0%

N/A

(40/50)

100%

77.8%

N/A

(28/36)

100%

84.0%

N/A

(21/25)

Safe Discharge

Safe Discharge Documentation Audit

95%

96.2%

96.8%

96.4%

Serious Incidents

Crude number reported per month

N/A

9

17

18

Crude number of SI reports reported to the CCG w ithin 48hrs of identifying SI

N/A

3

4

8

Crude number of SI reports completed w ithin 60 day agreed timeframe

N/A

9

13

5

0

0

0

1

Never Events

Crude number reported per month

Adverse Events

Total Number reported - Clinical

N/A

1854

1877

1829

Total Number reported - Non-Clinical

N/A

286

260

268

Crude Number of Complaints

N/A

71

95

81

Crude number responded to w ithin 30 days

N/A

69

89

77

Percentage responded to w ithin agreed timeframe (30 days)

90%

97%

94%

95%

Com plaints

Crude number responded to w ithin 40 days

N/A

70

95

81

100%

99%

100%

100%

Total number of Adult Inpatient Deaths

N/A

185

166

149

Number Review ed against LFD criteria

N/A

138

89

138

Number Meeting LFD criteria

N/A

6

7

12

SJRs carried out

N/A

8

7

9

Number of Very Poor/Poor Care

N/A

2

0

2

SJRs referred to SCIG

N/A

1

0

0

Number declared as SI

N/A

0

0

0

Total LD Deaths

N/A

1

0

2

Number of LD SJRs carried out

N/A

3

0

0

SJRs referred to SCIG

N/A

0

0

0

Number declared as SI

N/A

0

0

0

Total SJRs undertaken

N/A

11

2

9

Total NCEPODs undertaken

N/A

24

34

58

Percentage responded to w ithin agreed timeframe (40 days)
Mortality Review s

6

72.0%

Crude No. to assess ( ) & No. assessed

Patient Experience

Effectiveness

81.1% 76.80%

100%
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Jul-19

Aug-19 Sep-19 Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

YTD total

Trend

Key Points for Decision and
Discussion
Action required from the Board of Directors
•

Board members are asked to raise any questions regarding the
content of the report, especially focussing on the areas
highlighted in the summary.

Key Points
Children’s Safeguarding
• Training of the new version of Symphony and the set up of
CWILTED continues to take place with all ED staff monthly set
sessions and through day to day drop in sessions by the
Hinchingbrooke Safeguarding Team
• This element cannot commence being monitoring until the roll out
of PAS and the updated version of Symphony in Hinchingbrooke
ED. This will take place at the end of July
• Compliance around concern sheets is improving and the numbers
of relevant concern sheets completed by ED staff is being
sustained. Individual feedback is being given to the clinician when
the team complete a concern sheet, where they feel one is
required.
Emergency Planning
• 122 BCPs – at the end of June, 26 are out of date. Reduction
from last month.
• Of these 26 - Corporate Services - 11 out of date with three of
those completed but awaiting local approval; EMED – four out of
date with one of those completed awaiting local approval; Surgery
– 11 out of date with three of those completed but awaiting local
approval; none are awaiting ratification.

7

Falls
• Training for lying and standing blood pressure - raised awareness within
sessions at the student forum at Hinchingbrooke Hospital and Frailty Day for
Overseas Nurses
• Networked with community, completed a talk on 100 day falls challenge in
Lincolnshire
• Meeting arranged to commence Joint Steering Group with Frailty to work
together to improve compliance
• In June 2019 there were five more falls compared to June 2018, however it
was only within the last week of June that this increase occurred. The rate of
falls per 1000 bed days for the Trust in June 2019 has reduced to 4.5 and the
rate of falls with harm to 0.1. The national average of an acute hospital falls
per 1000 bed days is 6.6. Three grade 3 and above falls
Pressure Ulcers
• Themes from RCA investigations: complete pink stickers daily; ward to ensure
preventative dressings are put in place whilst patient has medical device in
place; if patient declines skin checks or repositioning ward to clearly explain
the risks to patients and document in patient’s notes
• There were three category 3 Pressure Ulcer’s and above reported in June
2019.
Sepsis
• ED - Training ongoing but not completed due to numbers of staff and time
constraints; continued daily morning focus on sepsis training for staff within
ED; continued focused work within ED linking with champions; identified QI
initiative to plan and implement in September.
• INPATIENTS - Sepsis link meeting at HH - focused on data feedback and
improvement; Sepsis team commenced focused education within maternity
PCH to continue into July; Sepsis team to ensure presence in inpatients areas
to ensure sepsis screening is completed and education provided at bedside.
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7

Key Points for Decision and
Discussion
Serious Incidents
• A pre-investigation meeting is offered to all patients /families on
first point of contact. In June eight offered and two accepted.
• A copy of the report is always offered. In June 2019 a copy of the
report was offered to four patients/families and three have been
sent out, we are still awaiting a response from the other
patient/family. Duty of candour was not required with one case
as this was infection control so a copy of the report was not
offered/sent out.
• One SI report was submitted outside of the 60 day timeframe due
to ongoing discussions between the Clinicians about the
appropriate actions that needed to be put in place. This extension
was granted by the Clinical Commissioning Group.
• One Never Event was reported in June 2019. The patient was
admitted for an elective left total knee replacement. An incorrect
sized polyethylene insert was used. The patient progressed well
postoperatively and was discharged. The Surgeon was informed
of the incident by the prosthesis supplier. The patient was
immediately re-admitted and the correct sized prosthesis was
inserted.
• Eight Serious Incidents were reported to the Clinical
Commissioning Group in June 2019
• Trust submitted five completed SI investigations to the Clinical
Commissioning Group in June 2019
Complaints
• The Trust achieved 95% for complaints that were responded to
within the 30 working day timeframe for June 2019, compared to
94% in June 2018.
• 81 complaints were due to be responded to within this period and
77 of these cases were responded to within the 30 days
timeframe. The four cases that did not meet this timeframe were
down to the Division facing delays in obtaining staff statements to
complete their responses and annual leave causing further
delays.

8

FFT
• The Trust has completed and awarded an new FFT contractor June 2019 to
support in the processing and reporting of FFT feedback. As part of the
process report presentation and different methodology of collection have been
discussed including SMS to increase response rate. Due to informatics
capacity as a result of PAS upgrade it is unlikely SMS collection methodology
will be operational till late 2019 early 2020 as part of the final awarded
contract.
Adult Safeguarding
• MCA/DoLS training – the Hinchingbrooke site has arranged bespoke training
sessions at individual departments requests. Increased training sessions
have been arranged up to the end of 2019. The Adult Safeguarding Lead is in
the process of identifying staff whom are non-compliant and sending
reminders to complete the mandatory training session.
Medical
Appraisals
• Continued audit of appraisals undertaken; 32 appraisals were due for the
month of June and 27 were completed. Of the 5 not completed:
1. Four had authorised extensions due to work related constraints
2. One has not completed with no reason given
Job plans
• Localised job plan training sessions given by the Medical Director; continued
work by all Directorates to complete job plans; Medical Director has instructed
all Divisional Directors to have all job plans signed off by 1 st July 2019.
Mortality
• HSMR as at 5 July 2019 is 93.2 lower than national and peer average.
• SMR is 94.4 lower than national and peer average.
• SHMI is 107.8 which places in 102 Trusts with deaths which were expected.
In month acute bronchitis and other GI disorders are alerting with a higher RR
than expected.
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Key Points for Decision and
Discussion
Maternity
• Roll out of A-Equip - mandatory training on-going; expressions of
interest received for recruitment into sessional Professional
Midwifery Advocate roles - recruitment in process; 2.0 WTE
substantive Professional Midwifery Advocates in place – x1
trained and x1 awaiting to be trained;
• Continuity of Care pathway – in-month bookings = 15 out of 463 =
3.24%; total booked on Continuity of Care pathway = 269/3738 =
7.19%;
• Staff will continue to identify suitable women for the Continuity of
Care pathway and book them accordingly
• Induction of Labour data reviewed to identify themes/points to be
investigated; process on each site and pathways to be reviewed.

Nurse Recruitment
•

•

Local Nurse Recruitment - 24 new registered practitioner commenced their
induction programme with the Trust in June 2019. Interviews took place for the
next cohort of TNA and we have offered 40 places to commence in September.
The Trust were represented at a number of recruitment events including a
celebration of Armed Forces day in the centre of Peterborough.
International Nurse Recruitment - OSCE pass rates remain high at 92%, above
the national average which is 80%. Since April 2019, 39 nurses have sat their
OSCE; 36 have passed first time with only three passing on a second attempt.

Care Quality Commission
•
The Trust was informed that we will receive an announced
comprehensive inspection on Tuesday 30 and Wednesday 31
July 2019, followed by a Use of Resources assessment on
Friday 2 August 2019 and a Well-Led inspection on Tuesday 3
and Wednesday 4 September 2019.
•
A CQC Walkabout took place on Thursday 13 June 2019 at the
Hinchingbrooke site and visited Cherry Tree, Plum Tree and
Pear Tree Ward. All feedback has been shared with the
Matrons for those areas. Further walkabouts are scheduled
during July 2019.
•
All Yellow Pages Folders across all sites have been updated
with CEO/Chief Nurse Message, Trust Structures and Quality
Factsheets.
•
The staff CQC Booklet has been updated and is being
distributed across all sites.
•
CQC Staff Briefings have also been booked for Stamford,
Hinchingbrooke and Peterborough.

9
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Patient Safety
Priorities
1a

Children’s Safeguarding - Introduction of CWILTED at
Hinchingbrooke Hospital - Daily Monitoring

1b

Children’s Safeguarding - 90% compliance of those
eligible for first stage of assessment by end of Q3

n/a

Children’s Safeguarding - 90% compliance of those
eligible for second stage of assessment by end of Q4

n/a

1c

G

5a

Falls - Add lying and standing blood pressure to all
mandatory and ward based training – Training in place
by end of Q1

5b

Falls – Training should reach 90% of ward staff who
carry out observations by end of Q3

6a

Falls - Roll out the process to all wards and
departments – All medical wards by end of Q1

6b

Falls - Roll out the process to all wards and
departments – Rest of the wards and departments by
end of Q2

7a

Sepsis - Training and focused work in the EDs around
the emergency pathway for patients with sepsis – by
the end of Q1

8a

Sepsis - Increase screening rates by accurate
completion of the screening tool – Inpatient >90% by
end of Q2

8b

Sepsis – ED by end of Q1

8c

Sepsis - 75% by end of Q2

n/a

n/a

Children’s Safeguarding - Quality Improvement in
Children’s Safeguarding processes in Emergency
Departments – roll out of concern sheets - Introduction
into Hinchingbrooke Hospital Emergency Department
by end of Q1

G

2b

Children’s Safeguarding - Introduction to all clinical
areas at Hinchingbrooke Hospital (as required)by end
of quarter 3

n/a

3a

Children’s Safeguarding - Introduction of CP-IS checks
on all children (0-18 yrs) at Peterborough City Hospital
- Agreement from ED Leadership team by 01/04/19

G

3b

Children’s Safeguarding - Agreement from ED Admin
Team by 01/04/19

G

3c

Children’s Safeguarding - Daily monitoring by the
Children’s Safeguarding Team

G

8d

Sepsis – 80% by end of Q3

n/a

3d

Children’s Safeguarding - 50% compliance of checking
for those eligible by end of Q2

n/a

8e

Sepsis – 90% by end of Q4

n/a

Children’s Safeguarding - 70% compliance of those
eligible for checking by end of Q3

9a

3e

n/a

Sepsis - Increase treatment rates of antibiotics given
within one hour – Inpatient >90% by end of Q2

n/a

Children’s Safeguarding - 90% compliance of those
eligible for checking by end of Q4

9b

Sepsis – ED – 85% by end of Q2

3f

n/a

n/a

9c

Sepsis – ED by end of Q4

n/a

4a

Emergency Planning - Business Continuity Plans
(BCPs) to be in place and within date for all
departments to ensure all areas can respond
effectively to any incident affecting their area - 95%
compliance by end of Q1

R

4b

Emergency Planning - BCPs - 100% compliance by
end of Q2

n/a

4c

Emergency Planning - BCPs - Maintain 100% during
n/a
Q3 and Q4
NWAFT Integrated Performance Report – July 2019

2a

10

Priorities

n/a

n/a

Patient Safety
Children’s Safeguarding
CWILTED
CWILTED is an mnemonic taught and used within our
emergency departments by clinicians to support them
in assessing children and young people when they
access our service, to consider, suspect and rule out
any safeguarding or child protection concerns.

11

Reasons for
prioritisation

Action taken in month

Quality Improvement in Children’s Safeguarding
processes in Emergency Departments
Aim - Introduction of CWILTED at Hinchingbrooke
Hospital
1a Daily Monitoring
1b 90% compliance of those eligible for first stage
of assessment by end of Q3
1c 90% compliance of those eligible for second
stage of assessment by end of Q4

•
•
•
•

Monitor uptake and completion of CWILTED by clinical teams in Hinchingbrooke ED Monthly through
the Children's Safeguarding Dashboard
The Childrens Safeguarding Team have updated their yearly Dashboard to include this new level of
recording for 2019-2020
Training of the new version of Symphony and the set up of CWILTED continues to take place with all
ED staff monthly set sessions and through day to day drop in sessions by the Hinchingbrooke
Safeguarding Team
This element cannot commence being monitoring until the roll out of PAS and the updated version
of Symphony in Hinchingbrooke ED. This will take place at the end of July.

Target

Actual in month

Compliance of those eligible for first stage of
assessment

90% by Q3

94%

Compliance of those eligible for second stage of
assessment

90% by Q4

6.5%
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Patient Safety
Children’s Safeguarding
Concern Sheets
Part of the Children’s Safeguarding Process within the Trust that the team teach and promote is the use of the
Concern sheet. This is a form which we have used for a long time at PCH and Stamford and would now like to
introduce at Hinchingbrooke Hospital.
It is used by any member of staff to highlight concerns that they have seen when they have been in contact with a
child or a adult who is responsible for a child. These are concerns which do not meet the threshold for a referral to
Children’s Social Care and/or the Police, but where the staff member feels further communication or action needs to
be taken.

Reasons for
prioritisation

Action taken in month

Quality Improvement in Children’s Safeguarding
processes in Emergency Departments
Aim - Roll out of concern sheets at Hinchingbrooke
Hospital
2a Introduction into Hinchingbrooke Hospital
Emergency Department by end of Q1
2b Introduction to all clinical areas at
Hinchingbrooke Hospital (as required) by end of
Q3

•
•
•
•

•
•

12

Concern Sheet
numbers

Apr 19

May 19

Jun 19

HH ED

18

25

25

CYP Service

12

7

17

SG Team

33

39

11

Other areas

2

2

1

Monitoring of the appropriate use of the concern sheet daily by the Children’s Safeguarding team
Monitor uptake and completion of Concern sheet in Hinchingbrooke ED Monthly through the
Children's Safeguarding Dashboard.
Concern sheet to be introduced across Hinchingbrooke Hospital . This is being taught at all
Hinchingbrooke Safeguarding training sessions to all areas of the Trust.
Monitoring of the appropriate use of the concern sheet daily by the Children’s Safeguarding team –
Initially the uptake from ED staff was satisfactory, however it has been noted by the team that the
numbers they had to complete remained higher than they would like, so they have increased their
presence and feedback in ED to support the staff in their completion.
Monitor uptake and completion of Concern sheet in Hinchingbrooke monthly through the Children's
Safeguarding Dashboard.
The compliance for this is improving and the numbers of relevant concern sheets completed by ED
staff is being sustained . Individual feedback is being given to the clinician when the team complete a
concern sheet, where they feel one is required.
Jul 19

Aug 19

Sept 19

Oct 19

NWAFT Integrated Performance Report – July 2019

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Patient Safety
Emergency Planning
Reasons for
prioritisation

Actions taken in month

Business Continuity Plans (BCPs) to be in
place and within date for all departments to
ensure all areas can respond effectively to
any incident affecting their area
Aim - Improvement in compliance with BCPs
4a - 95% compliance by end of Q1
4b - 100% compliance by end of Q2
4c - Maintain 100% during Q3 and Q4

•
•
•

Status reports forwarded to each divisional triumvirate and corporate teams
122 BCPs – at the end of June, 26 are out of date. Reduction from last month.
Of these 26:
- Corporate Services - 11 out of date with three of those completed but awaiting local
approval
- EMED – four out of date with one of those completed awaiting local approval
- Surgery – 11 out of date with three of those completed but awaiting local approval
- None are awaiting ratification.

Trajectory for improvement versus current performance
Total BCPs

Expired BCPs
15

13

Corporate

10

Mar-20

Feb-20

Jan-20

Dec-19

Surgery

Nov-19

FISS

Oct-19

0
Sep-19

FISS

Aug-19

EMED
Jul-19

5
Jun-19

EMED

May-19

Mar-20

Feb-20

Jan-20

Dec-19

Nov-19

Oct-19

Sep-19

Aug-19

Jul-19

Jun-19

May-19

Apr-19

Corporate

Apr-19

40
30
20
10
0

Surgery

Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 19

Feb 19

Mar 19

Target
Compliant

75%

85%

95%

97%

99%

100%

100%

100%

100%

100%

100%

100%

Actual
Compliant

76%

76%

79%

BCPs out
of date

29

30

26
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Patient Safety
Total Falls – (all grades) incident details and lessons learnt
Safety Thermometer Data (Point
Prevalence) Falls within 72hrs

Total Falls (Datix)

In June 2019 there were five more falls compared to June 2018, however it was only within the
last week of June that this increase occurred. However the rate of falls per 1000 bed days for
the Trust in June 2019 has reduced to 4.5 and the rate of falls with harm to 0.1. The national
Ward A10 – PCH
average of an acute hospital falls per 1000 bed days is 6.6. There were three grade 3 and
above falls, all occurring in the last week of June 2019. None of the three falls could have been Ward B7 – PCH
predicted as these patients had been mobilising safely within the wards prior to their fall with
harm. Post fall care could have been improved.
FEU – PCH
Total

Lessons learned
 Ensure correct priority selected for x-rays for suspected fracture to avoid a delay in detection
 Timely review of x-rays to ensure fracture can be identified and treated in a timely manner

14
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Grade 3 Grade 4 Grade 5
1

0

0

0

1

0

1

0

0

2

1

0

Patient Safety
Themes from RCA investigations:
• Complete pink stickers daily.
• Ward to ensure preventative dressings are put in
place whilst patient has medical device in place.
• If patient declines skin checks or repositioning ward to
clearly explain the risks to patients and document in
patient’s notes.
Tissue Viability Plans for the Month:
• Pressure Ulcer leaflets to be distributed to all wards
and departments to raise awareness of Pressure Ulcer
prevention.
• Continue to provide regular ward based teaching to
raise awareness on Pressure Ulcer prevention and
categorising as well as training on other areas such as
VAC therapy.
There were three category 3 Pressure Ulcer’s and above
reported in June 2019. An unstageable Pressure Ulcer
developed on Ward B5 and an unstageable Pressure
Ulcer on ward B12 were not deemed as an SI as all the
preventative care in place. One category 3 Pressure
Ulcer developed at Ward B5 is awaiting scrutiny panel
meeting on 10/07/19.

Pressure Ulcers
Pressure Ulcer developed
after admission to hospital –
Safety Thermometer (Point
Prevalence)

Hospital Acquired Pressure
Ulcers (Datix) – NEW
GUIDANCE
NWAFT Hospital Acquired Pressure
Ulcers 2019/20

100
80

60
40
20
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

0
Category 1
Category 3
Total

15

Category 2
Category 4

PCH/Stamford

Category 1

Category 2

Category 3

Category 4

June 2019

43

39

3

0

Hinchingbrooke

Category 1

Category 2

Category 3

Category 4

June 2019

4

4

0

0

NWAFT

Category 1

Category 2

Category 3

Category 4

Total

47

43

3

0
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Patient Safety
Sepsis
Reasons for Actions taken in month
prioritisation
To provide early identification
of patients with sepsis and to
improve sepsis screening and
treatment rates in the
Emergency Departments
(EDs) as well as inpatient
areas.
Aim - Training and focused
work in the EDs around the
emergency pathway for
patients with sepsis
7a - To be completed by end
of Q1
Aim - Increase screening rates
by accurate completion of the
screening tool.
8a - Inpatient - >90% by end
of Q2
8b - ED – 70% by end of Q1
8c - 75% by end of Q2
8d - 80% by end of Q3
8e - 90% by end of Q4

Aim - Increase treatment rates
of antibiotics given within one
hour.
9a - Inpatient - >90% by Q2
9b - ED – 85% by end of Q2
9c - ED – 90% by end of Q4

ED
• 7a – Amber- Training ongoing but not completed due to numbers of staff and time constraints. Continued daily morning focus on sepsis
training for staff within ED. Sepsis team to continue this with the aim to achieve >75% of staff. Training will continue into Q2.
• Concerns around risks raised with Head of Nursing for EMED who will feedback to team in view of risk registry and priority for department.
• Continued focused work within ED linking with champions. Identified QI initiative to plan and implement in September. Lead Nurse to discuss
with team at PCH.
INPATIENTS
• Sepsis link meeting at HH- focused on data feedback and improvement.
• Sepsis team attending training requested by wards and areas of concern.
• Sepsis team commenced focused education within maternity PCH to continue into July.
• Sepsis team to ensure presence in inpatients areas to ensure sepsis screening is completed and education provided at bedside.
INPATIENTS

Apr-19

May-19

Jun-19

Q1

100%

100%

100%

100%

Relevant Sepsis Screening commenced
Sepsis screening tool completed
accurately

76%

85%

78%

79%

71%

80%

75%

75%

Was sepsis indicated?
Sepsis 6 Elements completed and
evidenced on document
Sepsis 6 Elements completed and
evidenced on document w ithin 60
minutes
Were the antibiotics delivered w ithin 60
minutes of sepsis identification
evidenced on drug chart?

46%

48%

51%

49%

81%

86%

76%

80%

71%

88%

70%

75%

87%

102%

89%

Did patient meet relevant EWS criteria

Senior clinical review documented w ithin
60 minutes of sepsis identification?

May-19

Jun-19

Q1

100%

100%

100%

100%

Relevant Sepsis Screening commenced
Sepsis screening tool completed
accurately

55%

45%

70%

57%

64%

40%

95%

67%

91%

45%

55%

59%

60%

67%

73%

67%

40%

56%

73%

57%

92%

Was sepsis indicated?
Sepsis 6 Elements completed and
evidenced on document
Sepsis 6 Elements completed and
evidenced on document w ithin 60
minutes
Were the antibiotics delivered w ithin 60
minutes of sepsis identif ication
evidenced on drug chart?

60%

67%

73%

67%

Senior clinical review documented w ithin
60 minutes of sepsis identif ication?

87%

95%

86%

93%

92%

May-19

Jun-19

Q1

100%

100%

100%

100%

Relevant Sepsis Screening commenced
Sepsis screening tool completed
accurately

74%

60%

79%

70%

79%

60%

86%

74%

Was sepsis indicated?
Sepsis 6 Elements completed and
evidenced on document
Sepsis 6 Elements completed and
evidenced on document w ithin 60
minutes
Were the antibiotics delivered w ithin 60
minutes of sepsis identif ication
evidenced on drug chart?

95%

47%

61%

64%

78%

100%

82%

86%

33%

100%

88%

71%

61%

93%

82%

39%

93%

88%

Did patient meet relevant EWS criteria

Senior clinical review documented w ithin
60 minutes of sepsis identif ication?

16

Apr-19

Apr-19

ED

ED PCH
Did patient meet relevant EWS criteria

70%

100%

91%

Apr-19

May-19

Jun-19

Q1

Did patient meet relevant EWS criteria

100%

100%

100%

100%

Relevant Sepsis Screening commenced
Sepsis screening tool completed
accurately

100%

100%

100%

100%

100%

100%

63%

88%

100%

100%

75%

92%

100%

100%

50%

88%

25%

100%

67%

67%

78%

Was sepsis indicated?
Sepsis 6 Elements completed and
evidenced on document
Sepsis 6 Elements completed and
evidenced on document w ithin 60
minutes
Were the antibiotics delivered w ithin 60
minutes of sepsis identif ication
evidenced on drug chart?

63%

100%

100%

88%

71%

Senior clinical review documented w ithin
60 minutes of sepsis identif ication?

0%

90%

83%

58%

ED HH
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Patient Experience
Priorities
10a

Serious Incidents - To involve families in a more inclusive manner with Serious Incident (SI) investigations in line with
Being Open and Duty of Candour requirements - Contact to be made with 100% of patients or their family (where NOK
details are known) who are involved in an SI within 10 working days of incident being reported on STEIS (as per national
guidance). To be achieved by the end of Q1

10b

Serious Incidents - 40% compliance of families attending meetings during the investigation process by the end of Q4

n/a

10c

Serious Incidents - 90% compliance of families attending meetings at the end of the investigation process by the end of Q4

n/a

11a

Complaints - To achieve 90% of all complaints to be responded to within 30 working days on a monthly basis

G

11b

Complaints - To achieve 100% compliance of all complaints to be responded to within 40 working days where there is an
agreed extension, or within the agreed extension timeframe, on a monthly basis

G

12a

FFT - Satisfaction rates should improve in the EDs above the national average of 87% - 90% by end of Q2

n/a

12b

FFT – 92% by end of Q4

n/a

13a

FFT - for Inpatient Rehabilitation Services - Consistently achieve at least 3 star rating of those who would recommend the
service and achieve 4 star rating by making changes as a result of the feedback received – 3.5 by end of Q3

n/a

13b

FFT – 4.5 by end of Q4

n/a

14a

Therapy Services - Introduction of patient survey (Musculoskeletal Physiotherapy – MSK-HQ Health Questionnaire) for
patients who complete their rehabilitation programme with the aim of people with MSK conditions to report impact from their
symptom and QOL in a standardised way. - Initial and end score – looking for a positive variance, for 75% of patients who
complete their rehabilitation programme.

G

G

Patient Experience
Serious Incidents
Reasons for prioritisation

Actions taken this month

•

•

•

•

•
•

To involve families in a more inclusive manner with Serious Incident (SI)
investigations in line with Being Open and Duty of Candour requirements
Aim - Ensure more robust lessons learnt by listening to families prior to the
investigation
10a - Contact to be made with 100% of patients or their family (where NOK
details are known) who are involved in an SI within 10 working days of
incident being reported on STEIS (as per national guidance). To be
achieved by the end of Q1
10b - 40% compliance of families attending meetings during the
investigation process by the end of Q4
10c - 90% compliance of families attending meetings at the end of the
investigation process by the end of Q4

•

•

•
•

An initial telephone call is made to the patient or family member or a visit to the ward if still
an inpatient. Of the four SIs reported this month, all four patients/families were contacted.
A pre-investigation meeting is offered to all patients /families on first point of contact. In
June eight offered and two accepted.
A copy of the report is always offered. In June 2019 a copy of the report was offered to four
patients/families and three have been sent out, we are still awaiting a response from the
other patient/family. Duty of candour was not required with one case as this was infection
control so a copy of the report was not offered/sent out.
One SI report was submitted outside of the 60 day timeframe due to ongoing discussions
between the Clinicians about the appropriate actions that needed to be put in place. This
extension was granted by the Clinical Commissioning Group.
One Never Event was reported in June 2019. The patient was admitted for an elective left
total knee replacement. An incorrect sized polyethylene insert was used. The patient
progressed well postoperatively and was discharged. The Surgeon was informed of the
incident by the prosthesis supplier. The patient was immediately re-admitted and the
correct sized prosthesis was inserted.
Action and reflection by Staff
- Read the implant labels loudly and cross check
- Check the implants after opening
- Prosthesis’ have now been separated out and stored accordingly to avoid any further
confusion

Trajectory for improvement versus current performance
Reported SI's June 2019
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Diagnostic
Incident
Treatment including delay
Delay 2
and failure to
act on test
results 2
Surgical
Slips/Trips/Fall
Invasive
s
Sub-optimal procedure
1
care of a
1
deteriorating
patient 2

Month

Number of
incidents
considered
as
POTENTIAL
SI’s

Cumulative
number of SI’s
reported
(NWAFT)*

Number of SI’s
reported
(PCH &
Stamford)*

Number of SI’s
reported
(HH)*

Number of
completed
SI reports
submitted

Number final reports
submitted on time
(within 60 days) *

Apr - 19

9

3

0

3

9

9

May – 19

17

4

3

1

13

13

June - 19

18

8

5

3

5

4
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Patient Experience
Serious Incidents
Eight Serious Incidents reported to the Clinical Commissioning Group in June 2019.
Steis Number

Date of
incident

STEIS SI Category

STEIS SI Sub Categories – ( list of 30 reporting
criteria to chose from)

2019/12220

28/05/2019

Unexpected / potentially avoidable death

Slips/Trips/Fall meeting Si Criteria

2019/12559

28/05/2019

Unexpected / potentially avoidable death

Treatment delay meeting SI criteria

2019/12690

29/05/2019

Unexpected / potentially avoidable death

Sub-optimal care of the deteriorating patient
meeting SI criteria

2019/13184

04/06/2019

Unexpected / potentially avoidable injury
causing serious harm

Diagnostic incident including delay meeting SI
criteria (including failure to act on test results)

2019/13620

14/06/2019

Never Event

Surgical invasive procedure meeting SI criteria NEVER EVENT

2019/13820

13/06/2019

Unexpected / potentially avoidable injury
causing serious harm

Diagnostic incident including delay meeting SI
criteria (including failure to act on test results

• Peterborough City
Hospital
• Surgery

2019/13824

12/06/2019

Unexpected / potentially avoidable death

Sub-optimal care of the deteriorating patient
meeting SI criteria

2019/14246

23/01/2019

Unexpected / potentially avoidable injury
causing serious harm

Treatment delay meeting SI criteria

• Peterborough City
Hospital
• Emergency and
Medicine
• Hinchingbrooke
Hospital
• Emergency and
Medicine
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Division & Site

• Peterborough City
Hospital
• Emergency and
Medicine
• Hinchingbrooke
Hospital
• Emergency and
Medicine
• Peterborough City
Hospital
• Emergency and
Medicine
• Peterborough City
Hospital
• Emergency and
Medicine
• Hinchingbrooke
Hospital
• Surgery

Patient Experience
Serious Incidents
The Trust submitted five completed SI investigations to the Clinical Commissioning Group in June 2019 with some of the learning
identified in a summarised format below. A more detailed report is circulated to the Quality Assurance Committee and other
forums.
Steis
Number

Date of
Incident

2019/5443 01/03/2019

2019/6065 04/03/2019

2019/7189 14/03/2019

STEIS SI Category

Unexpected /
potentially
avoidable death

Incident
demonstrating
existing risk that is
likely to result in
significant future
harm
Unexpected /
potentially
avoidable death

STEIS SI Sub
Categories

Sub-optimal
care of the
deteriorating
patient
meeting SI
criteria
Screening
issue meeting
SI criteria

Division &
Site

•
•

EMED
HH

Actual Impact Lessons Learnt

Death

•
•
•

•
•

EMED
PCH

No actual
Impact
identified

•
•

The policy on dialysis did not have a section on infection prevention.
All patients prior commencing dialysis should be risk assessed and
include the latest BBV status on the prescription chart and if a sole
use machine is required or not. If BBV status is unknown then treat as
a positive result until status.

•
Treatment
delay meeting •
SI criteria

EMED
PCH

Delay in care

•

The patient should have had a complete set of observations
completed whilst he was being cohorted. This would likely have
guided further escalation and sepsis screening.
Electronic ambulance patient records should be printed and placed
with patient notes as quickly as possible.

•
2019/5557 26/02/2019

2019/7187 11/03/2019
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The investigation showed we need to review and standardise
pathways and policies regarding sick children across all NWAFT sites.
The child was ineffectively assessed by Nursing and Medical staff in
the ED.
ED do not have the resources to adequately assess paediatrics.

Unexpected /
potentially
avoidable injury
causing serious
harm

•
Treatment
delay meeting •
SI criteria

Surgery
Stamford

Unexpected /
potentially
avoidable injury
causing serious
harm

•
Diagnostic
•
incident
including delay
meeting SI
criteria
(including
failure to act
on test results)

Surgery
PCH/HH

Delay in
treatment will
now require
further
Surgery

•

Requested
treatment not
received in
timely
manner,
causing delay.

•

•

•

Ongoing measures are required to address the capacity issues within
the department of Plastic Surgery.
All staff working within Plastics/Dermatology should have an
awareness of the potential complications patient’s may face if there
basal cell carcinoma progresses/ increases in size whilst awaiting
surgery .
Timely communication with patients and relatives must be at the
forefront of all clinical interactions.
Referral information on imaging requests needs to be specific in order
for the Radiologists to consider the referral in context.

Patient Experience
Complaints
Reasons for
prioritisation

Actions taken in past month

Complaints to maintain 100% compliance of responses
within agreed timeframes.
Aim - Ensure complaints are responded to within 30
working days and ensure complaints are responded to
within 40 working days where there is an agreed
extension timeframe

11a - The Trust achieved 95% for complaints that were responded to within the 30 working day timeframe for June
2019, compared to 94% in June 2018.
81 complaints were due to be responded to within this period and 77 of these cases were responded to within the 30
days timeframe. The four cases that did not meet this timeframe were down to the Division facing delays in obtaining
staff statements to complete their responses and annual leave causing further delays.
11b – All of the 81 cases that were due to be responded to during this period met the 40 working day timeframe for
June 2019.

11a - To achieve 90% of all complaints to be responded
to within 30 working days on a monthly basis
11b - To achieve 100% compliance of all complaints to
be responded to within 40 working days where there is
an agreed extension, or within the agreed extension
timeframe, on a monthly basis

The top complaint themes for the complaints responded to in June 2019 were;
Clinical Care Medical (15), Communication - Medical, Nursing and General (11), Staff attitude (10), Diagnosis (7),
Clinical Care Nursing (5), Waiting List –Outpatient (5), Medication (5) and Cancellation – Inpatient/Outpatient (5).
Trends are analysed further at the quarterly CLAEP meeting and details regarding actions are included in that report.

Trajectory for improvement versus current performance
The pie chart below shows the number of new
Complaints received for June 2019

102%

2019/20 Reply sent
within 30 days

100%
98%
4

2018/19 Reply sent
within 30 days

96%

19

31

Peterborough

94%

Hinchingbrooke

92%

Stamford

2018/19 Reply sent
within agreed
timescale

90%
88%
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Mar-20

Feb-20

Jan-20

Dec-19

Nov-19

Oct-19

Sep-19

Aug-19

Jul-19

Jun-19

May-19

Apr-19

86%

2019/20 Reply sent
within agreed
timescale

Patient Experience
FFT
Reasons for
prioritisation

Actions taken in month

Improve Friends and Family
Test (FFT) patient satisfaction
rates for Emergency
Departments across the
Trust.
Aim - Satisfaction rates
should improve in the EDs
above the national average of
87%.
12a – 90% by end of Q2
12b – 92% by end of Q4

•

•
•

The Trust has completed and awarded an new FFT contractor June 2019 to support in the processing and
reporting of FFT feedback. As part of the process report presentation and different methodology of collection
have been discussed including SMS to increase response rate. Due to informatics capacity as a result of
PAS upgrade it is unlikely SMS collection methodology will be operational till late 2019 early 2020 as part of
the final awarded contract.
NOTE: As a result the Trust will be unable to submit the August FFT return for July data. This is due to
contract implications in respect of the change of FFT contractor.
Peterborough City Hospital (PCH), Stamford Hospital (MI) satisfaction score have increased month on month
(PCH >3%, MI >25%) however Hinchingbrooke Hospital (HH) has decreased by 2%. The Patient
Experience team engaged with the clinical lead at Stamford, June 2019 and as such the response rate
increased slightly by 1%. An increased response rate at MI has resulted in an increased satisfaction score for
the service. The higher the survey response rate, the more confident we can be that the FFT survey findings
are representative of our patients as a whole.

Trajectory for improvement versus current performance

22

Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Trajectory

86%

87%

88%

89%

90%

90%

90%

90%

90%

91%

91%

92%

Actual

90%

91%

91%
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Patient Experience
Spotlight on: Friends and Family Test
Background

Challenges to process

The contract for the Friends and Family Test (FFT) had come up
for renewal so has been reviewed and renewed. The previous
contract finished at the end of June 2019 and a new contract is
in place with Healthcare Communications.

Due to the contract changeover there are no cards available in
the Trust to record any data during July 2019. The FFT team are
working with the new contractor to devise a form to be used from
1 August 2019. This will depend on printing dates.
The display of data will also be affected. The standard posters
used also have the company logo on so will need to be removed
from noticeboards. Other ways to display the data will be
considered for the June data but there will be no July data at all.

Recovery Time
It is hoped that new cards will be available for the wards/departments to use in August. This data will then be reported so that wards
have data to display by the middle of September 2019.
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Effectiveness
Priorities
15a

R&D - Increase recruitment of patients to each
research trial within target timescales, from 56% to
80% - Baseline 56%

15b

R&D – Achieve 80% by end of Q4

n/a

16a

R&D - Increase number of home grown studies that
are approved by ethics, including student studies - In
line with the launch of the Investigator fund increase
the number of home grown studies by 10%.

n/a

G

21b

Therapy Services - To improve the quality of the
patient experience for stroke survivors - - HH
65% by end of Q1
70% by end of Q2
75% by end of Q3
80% by end of Q4

G

22a

Therapy Services - Provide stroke/neuro training for
PT and OT staff within the medicine team at HH. 80%
of staff to be trained within 12 months – 20% by end of
Q1

R

22b

Therapy Services - Provide stroke/neuro training for
PT and OT staff within the medicine team at HH. 80%
of staff to be trained within 12 months – 40% by end of
Q2

n/a

22c

Therapy Services - Provide stroke/neuro training for
PT and OT staff within the medicine team at HH. 80%
of staff to be trained within 12 months – 60% by end of
Q3

n/a

16b

R&D - Baseline – 9 total, 1 NIHR Portfolio

G

16c

R&D - Achieve - 10 total, 2 NIHR Portfolio

n/a

17a

Children’s Safeguarding Training - Level 3 core
training to increase by 5% per month starting April
2019 from a baseline of 75% at end of March 2020

n/a

17b

Children’s Safeguarding Training - To sustain level 3
specialist training above 90% from a baseline of 92%
at end of March 2020

n/a

18a

Adult Safeguarding - To improve MCA and DOLS
training compliance across the Trust -Complete
planned training on all sites - Achieve 90% by end of
Q2

n/a

22d

Therapy Services - Provide stroke/neuro training for
PT and OT staff within the medicine team at HH. 80%
of staff to be trained within 12 months – 80% by end of
Q4

n/a

18b

Adult Safeguarding – Maintain 90% for Q3 and Q4

n/a

23a

G

19a

Medical - Timely appraisal rate for Consultants and
Trust doctors - Completed annual appraisals – aim to
achieve consistent >98% compliance for each quarter

n/a

Therapy Services - Speech and Language Therapy Increase compliance with the dysphagia assessment
within 72 hours to 85% - 30% by end of Q1

23b

n/a

Medical - >90% of doctors to have an agreed job plan
by end of Q2

n/a

Therapy Services - Speech and Language Therapy Increase compliance with the dysphagia assessment
within 72 hours to 85% - 40% by end of Q2

23c
Therapy Services - Speech and Language Therapy Therapy Services - To improve the quality of the
G
Increase compliance with the dysphagia assessment
patient experience for stroke survivors - Median % of
within 72 hours to 85% - 60% by end of Q3
Physiotherapy and Occupational Therapy received for
each day in hospital. Increase compliance at PCH to
23d
Therapy Services - Speech and Language Therapy 80% of eligible patients for OT and PT and HH to 50%
Increase compliance with the dysphagia assessment
for OT and PT
within 72 hours to 85% - 85% by end of Q4
- PCH
65% by end of Q1
70% by end of Q2
75% by end of Q3
80% by end of Q4
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n/a

20a
21a

24

Priorities

n/a

Effectiveness
Priorities
24a

Therapy Services - Provide monthly training to the
Therapy Services staff and the RNs and HCAs
regarding communication - Achieve 85% of staff being
trained within 12 months – 10% by end of Q1

24b

Therapy Services – 20% by end of Q2

n/a

24c

Therapy Services – 55% by end of Q3

n/a

24d

Therapy Services – 85% by end of Q4

n/a

25a

Clinical Audit - Ensure recommendations from
published national audits are reviewed with a SMART
action plan (or quality improvement project) followed
through to implementation. – To be implemented by
the end of Q1

G

26a

Clinical Audit - Audits where the recommendations are
not to be implemented, clinical rationale will be
provided and held by the Quality Governance and
Compliance department - Ensure recommendations
are considered and an appropriate SMART action plan
is developed within 8 weeks of publication of the audit
report – 75% by end of Q1

G

26b

Clinical Audit – 80% by end of Q2

n/a

26c

Clinical Audit – 90% by end of Q3

n/a

26d

Clinical Audit – 100% by end of Q4

n/a
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Effectiveness
Adult Safeguarding
Reasons for
prioritisation

Actions taken in month

To improve MCA and DOLS training
compliance across the Trust.
Aim - Complete planned training on all sites.
18a - Achieve 90% by end of Q2
18b - Maintain 90% for Q3 and Q4

•

•
•

MCA/DoLS training – the Hinchingbrooke site has arranged bespoke training sessions at
individual departments requests. Increased training sessions have been arranged up to the
end of 2019. The Adult Safeguarding Lead is in the process of identifying staff whom are noncompliant and sending reminders to complete the mandatory training session.
Safeguarding Adults training – no additional action required over and above the agreed
training plan, as compliance is currently 96% an increase of 1% in month.
We are contributing to the Emergency Department bespoke Clinical Update training days
with a spotlight on recognising Domestic Abuse and referral to the advocacy service.

Trajectory for improvement versus current performance
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Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Trajectory

80%

83%

85%

87%

89%

90%

90%

90%

90%

90%

90%

90%

MCA and
DOLs training

82%

83%

83%

Trajectory

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

Safeguarding
Adults
training

94%

95%

96%
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Effectiveness
Medical
Reasons for
prioritisation

Actions taken in month

Aim - Timely appraisal rate for
Consultants and Trust doctors.
19a - Completed annual appraisals – aim
to achieve consistent >98% compliance
for each quarter.
The total number in this category is 502.

•
•
•

Continued Audit of appraisals undertaken
32 Appraisals were due for the month of June
27 were completed (5 not completed) of these 5:
1. Four had authorised extensions due to work related constraints
2. One has not completed with no reason given

Trajectory for improvement versus current performance

Completed Appraisals

50

0
May
Apr
19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Target

25

39

32

39

57

56

65

52

47

40

49

48

Actual

24

36

27

Percentage

99%

92%

84%

Overall Quarterly
Compliance

27

June

91%
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27

Effectiveness
Medical
Reasons for
prioritisation

Actions taken in month

To ensure all medical staff have job plans to
deliver safe and effective services (continued).
Aim - Agreed job plans for Consultant and
Trust doctors
20a - >90% of doctors to have an agreed job
plan by end of Q2
The total number in this category is 502.

July report – localised job plan training sessions given by the Medical Director:
•
Continued work by all Directorates to complete job plans
•
The Medical Director has instructed all Divisional Directors to have all job plans signed off
by 1st July 2019.

Trajectory for improvement versus current performance
60

Discussion

40

1st Sign off

20

2nd Sign off

0

3rd Sign off
June

28

Signed off

Apr
19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Target

90

90

90

90

90

90

100

100

100

100

100

100

Actual
required

347

348

352

Actual
completed

87

110

187

Percentage

23%

26%

48%
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Effectiveness
HSMR ON A PAGE

HSMR 93.2

Pulmonary heart disease : Observed 19 vs Expected 11.1 RR171.2
Although no one site is significant, there is an overall upwards trend across the Trust and
the significant SMR appears to relate to cohort of patents with a LOS of less than 1 week
– these 10 patients will be the first cohort to be subjected to further review.

Other Perinatal conditions Observed 18 vs Expected 10.4 RR172.6
A total of 17/18 cases reviewed. All had Datix incidents with a local investigation
undertaken. Care concerns identified in one case which was subsequently declared an
SI. Patient details awaited in the last case prior to review.
.
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Effectiveness

SHMI ON A PAGE – (Jan 2018 – Dec 2018)
The SHMI was developed in response to the public
inquiry into the Mid Staffordshire NHS Foundation
Trust. It is used along with other information to
inform the decision making of trusts, regulators and
commissioning organisations.
The SHMI is not a measure of quality of care. A
higher/lower than expected number of deaths should
not immediately be interpreted as indicating
poor/good performance and instead should not
immediately be interpreted as indicating poor/good
performance and instead should be viewed as a
“smoke alarm” which requires further investigation.
The SHMI cannot be used to directly compare
mortality outcomes between trusts and it is
inappropriate to rank trusts by their SHMI.

North West Anglia NHS Foundation Trust 107.8

Currently Alerting for
NWAnglia:
Acute bronchitis
(in-hospital deaths)

RR140.50
Other gastrointestinal
disorders
(in-hospital deaths)

30

Although we remain either lower or as expected, a HSMR/SHMI
review meeting is being held on 31/7/19 with Dr Foster to look at the
rise in the SHMI and the changing HSMR quartile
position.
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RR175.29

Trustwide
Priorities
27a

Infection Control - Reduce hospital acquired e. coli by further 20% of 2018/19 figures to 31 cases by the end of Q4

n/a

28a

Infection Control - Reduction in crude C. diff cases to maintain annual ceiling target of 68 set by NHSE - Aim to
achieve less than a total of 68 crude cases in year by the end of Q4

n/a

29a

Infection Control - Improve compliance of emergency MRSA screening to be >95% on all sites by the end of Q2

n/a

29b

Infection Control - Standardise the format for elective MRSA screening by the end of Q2

n/a

30a

Maternity - Roll out of ‘A-Equip’ - Group restorative supervision facilitated for all midwives through mandatory training
session – 95% to be achieved by the end of Q4 and maintained on a rolling year

n/a

31a

Maternity - Supporting the national agenda of continuity of care following launch of ‘Better Births’ - 20% of women on
a continuity of carer pathway to be achieved by end of Q4

n/a

32a

Maternity - Reduction in induction of labour rate - Cross site Induction of Labour (IOL) working party set up from Mar
2019

G

32b

Maternity - Engagement with Local Maternity Services (LMS) for local and national engagement by the end of Q1

G

32c

Maternity – Engagement with Maternity Voices Partnership (MVP) for user representation by the end of Q1

A

33a

CQC - Review and update the CQC action plan as detailed in monitoring section, share updated action plan with the
CQC, NHSI and Commissioners – 90% of actions by the end of Q2

n/a

33b

CQC – 95% of actions by the end of Q3

n/a

33c

CQC – 100% of actions by the end of Q4

n/a
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Trustwide
Maternity
Reasons for prioritisation

Actions taken in month

To embed national guidance in order to ensure the
provision of the quality improvement agenda.
Aim - Reduction in induction of labour rate in line
with or below the average of 26.0%.
32a - Cross site Induction of Labour (IOL) working
party set up from March 2019
32b - Engagement with Local Maternity Services
(LMS) for local and national engagement by the
end of Q1
32c - Engagement with Maternity Voices
Partnership (MVP) for user representation by the
end of Q1

•
•
•
•
•
•

First pan site meeting took place in May 2019 – limited representation from across the two clinical
sites. A more suitable weekday is now being explored to better facilitate senior clinician attendance.
Terms of Reference discussed and agreed.
Induction of Labour data reviewed to identify themes/points to be investigated.
Induction of Labour process on each site to be reviewed.
Induction of Labour pathway to be reviewed.
No representation from Maternity Voices Partnership service user – it was reported that the Maternity
Voices Partnership were invited via the Better Births representative. When the new meeting
schedule is agreed, a further invitation will be extended from the PCH inpatient lead midwife to the
MVP.

Trajectory for improvement versus current performance
40.0%
30.0%

Trajectory

20.0%

Actual PCH
Actual HH

10.0%

NWAFT

0.0%
Apr-19
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May-19

Jun-19

Jul-19

Aug-19

Oct-19

Nov-19

Dec-19

Jan-20

Feb-20

Mar-20

Apr
19

May 19

Jun
19

Jul
19

Aug
19

Sept 19

Oct
19

Nov
19

Dec
19

Jan
20

Feb
20

Mar
20

26.0%

26.0%

26.0%

26.0%

26.0%

26.0%

26.0%

26.0%

26.0%

Trajectory

<26%

26.0%

26.0%

26.0%

Actual

PCH

29.9%

28.3%

24.7%

Actual

HH

31.7%

33.9%

28.05%

30.8%

31.1%

26.38%

NWAFT

Sep-19

Trustwide
Care Quality Commission
Reasons for
prioritisation

Actions taken in month

Compliance with quality improvement actions
identified from CQC inspection 2018.
Aim - Review and update the CQC action plan as
detailed in monitoring section, share updated
action plan with the CQC, NHSI and
Commissioners.
33a - 90% of actions by the end of Q2
33b - 95% of actions by the end of Q3
33c - 100% of actions by the end of Q4

•

•
•
•
•

The Care Quality Commission (CQC) has informed the Trust that we will receive an announced
comprehensive inspection on Tuesday 30 and Wednesday 31 July 2019. This will be followed by a
Use of Resources assessment on Friday 2 August 2019 and the Well-Led inspection on Tuesday 3
and Wednesday 4 September 2019. Arrangements are underway in liaison with the CQC inspection
planner.
A CQC Walkabout took place on Thursday 13 June 2019 at the Hinchingbrooke site and visited
Cherry Tree, Plum Tree and Pear Tree Ward. All feedback has been shared with the Matrons for
those areas. Further walkabouts are scheduled during July 2019.
All Yellow Pages Folders across all sites have been updated with CEO/Chief Nurse Message, Trust
Structures and Quality Factsheets.
The staff CQC Booklet has been updated and is being distributed across all sites.
CQC Staff Briefings have also been booked for Stamford, Hinchingbrooke and Peterborough.

Trajectory for improvement versus current performance
MUST and SHOULDS

Green (G)
Yellow (Y)
Evidence demonstrates action Evidence demonstrates the
implemented
action is mostly met and
within timescales

Well-Led
NWAFT
HH Urgent & Em Care
HH Medical Care
HH Surgery
HH Critical Care
HH Maternity
HH EOL Care
HH Outpatients
PCH Urgent & Em Care
Children's Safeguarding
Total

33

Amber (A)
Evidence demonstrates the
action is mostly met but not
within timescales

Trust actions
Red (R)
Evidence in place
demonstrates the action
has not been met

0

0

0

0

1

1

0

0

7

3

0

0

7

2

0

0

6

1

1

0

6

1

0

0

13

3

0

0

2

1

0

0

2

0

0

0

2

6

0

0

0

0

0

0

46

18

1

0

Green (G)
Yellow (Y)
Evidence demonstrates action Evidence demonstrates the
implemented
action is mostly met and
within timescales

Well-Led
NWAFT
HH Urgent & Em Care
HH Medical Care
HH Surgery
HH Critical Care
HH Maternity
HH EOL Care
HH Outpatients
PCH Urgent & Em Care
Children's Safeguarding
Total

Amber (A)
Evidence demonstrates the
action is mostly met but not
within timescales

Red (R)
Evidence in place
demonstrates the action
has not been met

43

3

1

0

5

2

0

0

63

4

0

0

30

3

2

0

29

2

1

0

20

2

0

0

25

4

0

0

8

3

0

0

19

1

0

0

10

8

0

0

26

0

0

0

278

32

4

0

Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Target
(MUST and
SHOULDS)

65%

70%

75%

80%

85%

90%

95%

95%

95%

100%

100%

100%

Actual
(MUST and
SHOULDS)

60%

63%

71%
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Trustwide
Spotlight On: Care Quality Commission inspection 2019
Background
Timeframes:
•
RPIR received 25th April 2019
•
Deadline for submission – 5pm, 17th May 2019 – completed
•
Notification received 14th June 2019 of Use of Resources
assessment to take place – 2nd August 2019
•
Deadline for data submission for UoR – 16th July 2019
•
Notification received 28th June 2019 of announced
inspections:
•
Core service inspections at Peterborough,
Hinchingbrooke and Stamford and Rutland Hospitals –
30th and 31st July 2019
•
Trust-wide ‘Well-Led’ inspection – 3rd and 4th September
2019 – to include a series of interviews with the Trust
Board, Council of Governors, Freedom to Speak Up
Guardians and Guardian of Safe Working Hours and
possibly the Divisional Triumvirates

Areas being inspected during core
service (30 & 31 July)
Peterborough City Hospital – 24 inspectors:
• Urgent and Emergency Services
• Surgery
• Critical Care
• Maternity
• Services to children and young people
• End of Life Care
• Outpatients
• Diagnostic Imaging
Hinchingbrooke Hospital – 3 inspectors:
• Services for children and young people

Stamford and Rutland Hospital – 9 inspectors:
• Urgent and emergency Service
• Medical care (including older people’s care)
• Surgery
• Outpatients

Inspection preparations to date
•
•
•
•
•
•
•
•
•
34

CQC staff forum meetings have been taking place since April 2018 and form part of the CQC role
Information booklet for staff to be distributed
CQC Inspection 2019 intranet page
Quality Factsheets updated
•
Available on the intranet
•
Sample on display in CQC inspectors base rooms at PCH, HH and Stamford
Medirest, Mitie, FSS, Agency Staff and Volunteers briefing packs
Staff briefing sessions across all 3 hospital sites
Staff walkabouts of all 3 hospital sites
Updating Yellow Pages folders in clinical areas
Board and Executive preparation sessions including self-assessment reviews
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Trustwide
Nurse Recruitment
Reason

35

Number

Homesick

16

Other hospital

22

Returned home for work / career change

24

Personal reasons / health problems / family
health problems

12

Other care home / agency

4

Capability

5

Returned home because issues obtaining a
pin number

8

Relocated because of partners job – didn’t
want to leave Trust

5

Lack of support in clinical area

1

Home countries of overseas nurses that have left the Trust

Countries with 0% leavers – Hungary, Nigeria, Zimbabwe, Ghana,
The numbers to the right annotate total recruitment and
Singapore, Guyana, Jamaica, Dominica, UK (Foreign Qualification)
leavers for overseas Nurses by county of origin. As of
December 2017 these figures are for the combined Trust.
Above are reasons for leave for the combined Trust
(Hinchingbrooke data added from December 2017 as previous
data not available).
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Trustwide
Nurse Recruitment
Local Nurse Recruitment

Actions taken in month

24 new registered practitioner commenced their
induction programme with the Trust in June 2019.
Interviews took place for the next cohort of TNA
and we have offered 40 places to commence in
September.
The Trust were represented at a number of
recruitment events including a celebration of
Armed Forces day in the centre of Peterborough.

•

•
•

Preparations for the next Trust recruitment open event 13th July
2019
Task and Finish Group for a non-medical workforce strategy has
commenced
Draft strategy now out for comment
Deliverables and priorities presented to the non-medical workforce
board meeting

International Nurse Recruitment

Actions taken in month

June saw a quieter month for overseas
recruitment with four new starters. Some of
those predicted to start arrived early in May
2019 or will be arriving in July 2019.
OSCE pass rates remain high at 92%, above
the national average which is 80%. Since
April 2019, 39 nurses have sat their OSCE;
36 have passed first time with only three
passing on a second attempt.

•
•
•

Agree contracts with new recruitment agencies
Monitor progress of current overseas recruitment pipeline
and report progress trust wide
Work closely with clinical areas to manage allocations (right
staff, right skills, right area)

Cos
Has Decision
assigned a/w letter needs
visa
COS

In NMC
decision
queue

July

FEU x2; B11 x1; MAU x1; A9 x1;
Cardiac x1; Walnut x1; HH x2;
PCH x1

August

Walnut x1; MSSU x1; ED PCH
x1; PCH x3; HH x2

September

Eight nurses across PCH and
HH

October

Six across PCH and HH

The box above predicts the overseas
arrivals for the next four months.
The table below shows our current pipeline
and stages of the recruitment process.

Passed CBT
Passed
collating
English
A/W English test English test Reviewing for English
documents for language tests
results
date booked
test
NMC
or exempt
0
0
0
0
0

Pipeline

Number in
pipeline

Has visa arrival
date confirmed

MSI

0

0

0

0

0

2

2

1

5

11

1

0

0

0

0

6

5

11

23

29

0

0

21

XHH

36

•

Predicted arrivals for overseas
recruitment for next four months

Marie (skypes)

22
95

Philippines 2

33

0

0

2

1

4

5

1

8

12

Philippines 3

58

1

2

0

2

7

4

4

14

24

India (Jennie)

1

0

0

0

0

1

0

0

0

0

INP

5

1

0

2

1

1

0

0

0

0

Total
%

214
100.00

4
1.87

39
18.22

5
2.34

22
10.28

57
26.64

10
10
20
47
4.67
4.67
9.35
21.96
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Trustwide
Infection Control - Assurance: Summary

37

What has gone well this month?

Areas for concern

• Hospital acquired E coli remain consistent at three per month
• MRSA decolonisation at Hinchingbrooke site remains over the
required 95%
• Infection control mandatory training is over the 90% target

• MRSA decolonisation has dropped below the required 95% for
two months in a row
• C. difficile cases are 10 over trajectory (Eight at PCH, two at HH)
• Antimicrobial pharmacist cover is variable as a vacant post has
not yet been recruited to.
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3. OPERATIONS
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Contents
1.
2.
3.
4.
5.
6.
7.

Single Oversight Summary
Cancer Targets
RTT Performance
Diagnostic Performance
Urgent Care
Elective Care
Contract Issues

3
4
9
10
13
14

Purpose of Report
This report summarises performance in June 2019 across key operational
performance indicators and provides an update on actions being take to
sustain or improve upon Trust and system-wide performance metrics. Trust
operational delivery against our contracted activity plan is reported in the
activity analysis contained within the Finance Report, as is the year to date
Cost Improvement Plan performance.
Across operational services, the contribution to achievement of Trust Board
strategic objectives from the Annual Plan are listed below; each strategic
objective has a current risk description and management action / intervention
card in place.
Deliver quality of care standards
• Stroke, CWT, Access standards
• NHS Improvement / Single Oversight Framework
Develop our capacity & infrastructure
• Complete actions in A&E Local Delivery Board Development Plan
• Implement Elective Care Transformation Plan priorities
• Bed capacity management / plan to be achieved
Deliver the financial plan
• Deliver Trust cost improvements, with focus on reducing agency
cost
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Single Oversight Framework Summary
June 2019 overall position
Indicator
Cancer 2 week wait
Cancer – 62 days GP referral with
reallocations
Cancer – 62 days GP referral without
reallocations
Cancer – 62 days screening
Cancer - 31 days
Subsequent Treatment – 31 days
18 week RTT Incomplete
Diagnostic Access – 6 week rule
A&E 4 Hour NWAFT position
A&E 4 Hour - System position incl.MIIU

Standard Jun-18
93.0%
85.0%
85.0%
90.0%
96.0%
94.0%
92.0%
99.0%
95.0%
95.0%

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

89.2%

91.1%

92.8%

91.1%

90.8%

90.5%

91.4%

84.0%

87.2%

79.6%

74.7%

80.4%

77.9%

74.0%

77.7%

79.8%

77.9%

79.3%

77.1%
100.0%
98.2%
95.0%
89.5%
95.1%
89.2%
91.4%

77.2%
75.0%
96.9%
100.0%
89.0%
96.0%
90.7%
92.3%

81.8%
77.3%
98.2%
100.0%
87.2%
96.9%
85.5%
88.5%

79.2%
71.4%
99.4%
96.3%
86.8%
96.8%
87.7%
90.1%

76.2%
61.7%
97.9%
100.0%
86.5%
96.6%
92.6%
93.5%

77.9%
72.0%
96.4%
93.5%
86.8%
97.0%
84.7%
87.1%

81.5%
69.6%
97.8%
88.0%
85.8%
95.9%
80.2%
84.5%

79.9%
57.1%
96.2%
84.0%
85.5%
94.8%
74.4%
79.7%

80.5%
75.0%
94.7%
91.7%
85.1%
96.3%
72.9%
78.2%

Mar-19
83.6%

72.2%
90.5%
94.8%
95.0%
82.7%
95.5%
75.2%
80.1%

Apr-19

May-19 Jun-19

77.7%

76.7% 77.6%

78.0%

72.0%

77.3%
75.0%
97.1%
100.0%
85.1%
95.2%
76.7%
81.0%

71.6%
75.0%
96.5%
95.7%
85.7%
94.2%
79.3%
83.3%

71.5%
86.7%
93.8%
100.0%
85.5%
94.5%
79.7%
83.7%

(figures in italics are provisional figures)

Summary
The Trust is reporting performance below standard for three of the four cancer measures, though data for June remains provisional. We have improved
our performance for 62 Day screening and 2 Week Waits, with 62 Days (without allocations) and 31 days remaining fairly static month on month. The
Trust continues to experience significant challenges with Breast and Urology as a result of insufficient diagnostic capacity, more details are outlined on
slide
9.
.
In June, 5.5% of people waited longer then the maximum six weeks for diagnostic access. The Trust remains particularly challenged in meeting the
standard for Endoscopy. While there has been some improvement on an individual site basis, i.e. PCH performance is now within target as a result of
extensive outsourcing, at an organisational level we need to find a sustainable solution for managing the increase in activity.
RTT performance in June is below standard at 85.5% however, the overall waiting list reduced by 842 patients or 2%. This means that in June our total
waiting list size is now below the March 19 baseline position. We continue to report too many long waits with 251 people waiting longer than 40 weeks on
an incomplete pathway, with nine individuals waiting longer than 52 weeks. Route Cause Analysis (RCAS) have been completed and plans are in place
to ensure all >40 week waits have a definitive treatment date by the end of July, as shown on slide 8.
A&E performance improved in June to 83.7%, our best performance since November 2018. For Q1 the Trust achieved 82.7% compared with 79.4% in
Q4 2018/19. While we acknowledge that there is still much more to do to ensure performance improvements are sustained, we should recognise the
efforts and resilience of our staff, who have maintained momentum with the improvements we need to make despite continued significant increases in
demand and activity.
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Access Standards
Cancer Targets – Overall Trust Position
North West Anglia
Standard
2WW

Final May 2019
Volume of
treatments

Volume of
breaches

1937

Provisional June 2019

Performance

Volume of
treatments

Volume of
breaches

Performance

452

76.7%

1867

418

77.6%

2WW Breast Symp

98

74

24.5%

65

33

49.2%

62 day GPM (without reallocations)

153

43.5

71.6%

96.5

27.5

71.5%

62 day GPM (with reallocations)

148

41.5

72.0%

0

0

TBC

62 day Screening

12

3

75.0%

7.5

1

86.7%

62 day Consultant Upgrade

16.5

0

100.0%

6.5

2

69.2%

31 Day First DTT

202

7

96.5%

130

8

93.8%

31 Day Subs Radiotherapy

69

1

98.6%

84

1

98.8%

31 Day Subs Surgery

23

1

95.7%

20

0

100.0%

9

1

88.9%

3

0

100.0%

31 Day Subs Drug Treatments

Standard
93%
93%
85%
85%
90%
90%
96%
94%
94%
98%

Summary:
The Trust reported static performance against cancer standards in May and provisionally for June. Performance remains challenged due to:
• Increased levels of activity – compared to this time last year, the Trust is receiving approx. 100 additional referrals per month;
• Ongoing vacancies and capacity challenges within diagnostics which are impacting on medical imaging booking and reporting times;
• Ongoing vacancies and capacity challenges across tumour site areas i.e. Breast, Colorectal, Lung.
The Trust has a recovery action plan in place for 62 Day Cancer and is working to recovery of performance above standard by October 2019 as shown
in more detail on slide 6. The Trust also has specialty level recovery plans in place for Breast 2 Week Waits and Endoscopy, as well as plans for
Diagnostics / Imaging.

41

NWAFT Integrated Performance Report – July 2019

Access Standards
Cancer 2 Week Wait Target
Indicator

Standard Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Cancer 2 week wait
93.0%
89.2%
91.1%
92.8%
91.1%
90.8%
90.5%
91.4%
84.0%
Cancer – 62 days GP referral with
85.0%
reallocations
79.6%
74.7%
80.4%
77.9%
74.0%
77.7%
79.8%
77.9%
North West
Anglia
Final May 2019
Provisional June 2019
Cancer
– 62 days
GP referral without
85.0%
Volume of Volume of77.1%
of Volume
of
reallocations
77.2%Volume
81.8%
79.2%
76.2%
77.9%
81.5%
79.9%
Performance
Performance
Standard
treatments90.0%
breaches100.0%
Cancer – 62 days screening
75.0%treatments
77.3% breaches
71.4%
61.7% Standard
72.0%
69.6%
57.1%
2WW - 31 days
1937 96.0%
452 98.2%76.7%96.9% 1867
93% 97.8%
Cancer
98.2% 418
99.4% 77.6%
97.9%
96.4%
96.2%
Subsequent
– 31 days
100.0% 65
100.0% 33
96.3% 49.2%
100.0%
93.5%
84.0%
2WW Breast Treatment
Symp
98 94.0%74 95.0%24.5%
93% 88.0%
18
RTT(without
Incomplete
87.2% 27.5
86.8% 71.5%
86.5%
86.8%
85.5%
62 week
day GPM
reallocations)
153 92.0%
43.5 89.5%71.6%89.0% 96.5
85% 85.8%
Diagnostic Access – 6 week rule
99.0%
95.1%
96.0%
96.9%
96.8%
96.6%
97.0%
95.9%
94.8%
62 day GPM (with reallocations)
148
41.5
72.0%
0
0
TBC
85%
Summary
A&E
4 Hour NWAFT position
95.0%
89.2%
90.7%
85.5%
87.7%
92.6%
84.7%
80.2%
74.4%
62 day Screening
12
75.0%
7.5
86.7%
90% 84.5%in May
A&E
Hour - reported
System position
incl.MIIU
95.0%
91.4% for92.3%
88.5%
93.5%
79.7%
The4Trust
a slight
improvement
in3 position
2 Week
Waits, 190.1%
including
Breast 87.1%
symptomatic
and
62 day Consultant Upgrade
16.5
0
100.0%
6.5
2
69.2%
90%

87.2%
79.3%

Mar-19
83.6%

Apr-19

May-19 Jun-19

77.7%

76.7% 77.6%

78.0%

72.0%

80.5%
72.2%
77.3%
71.6% 71.5%
75.0%
90.5%
75.0%
75.0% 86.7%
94.7%
94.8%
97.1%
96.5% 93.8%
91.7%
95.0%
100.0%
95.7% 100.0%
85.1%
82.7%
85.1%
85.7% 85.5%
96.3%
95.5%
95.2%
94.2% 94.5%
72.9%
75.2%
76.7%
79.3% 79.7%
78.2%
80.1%
83.3%
83.7%
provisional
June 81.0%
data shows
further

improvement. There are significant capacity issues within the breast service due to no consultant provision on the Hinchingbrooke Site. Capacity
7
96.5%
130
8
93.8%
96%
challenges are being addressed 202
in the short
term with
all patients
being
seen for
a one stop
clinic at PCH site, however not all patients have chosen
31 Day Subs Radiotherapy
69
1
98.6%
84
1
98.8%
to accept this offer resulting in some long waits, including those over 104 days, as shown94%
on slide 7. The Trust continues to work closely with the
31 Day Subs Surgery
23
1
95.7%
20
0
100.0%
94%
Clinical Commissioning Group (CCG)
to explore
alternative
models
of provision.
31 Day First DTT

31 Day Subs Drug Treatments

9

1

88.9%

3

0

100.0%

98%

Another area of pressure for the Trust has been Colorectal 2 Week Waits due to insufficient capacity to manage increases in activity. The Trust has
utilised cancer alliance funding over the previous three months to outsource additional weekend lists at PCH, but there remains a large backlog of
patients at Hinchingbrooke Hospital site awaiting diagnostics, more shown on slide 10.
Improvement plans are in place for breast 2 Week Waits and Endoscopy, with the Trust aiming to recover performance against standard by October
2019. The plans have been agreed with the CCG and fortnightly meetings are taking place to monitor progress.
The large number of patients currently breaching the 2 Week Wait target continues to have a knock on impact on our 62 day performance as
affected patients progress through their pathway.
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Access Standards
Cancer 62 Day Target
Indicator
Indicator
Cancer 2 week wait
Cancer 2
waitGP referral with
– week
62 days
Cancer
– 62 days GP referral with
reallocations
reallocations
Cancer – 62 days GP referral without
Cancer
– 62 days GP referral without
reallocations
reallocations
Cancer – 62 days screening
Cancer
62 days
days screening
Cancer –
- 31
Performance
against
trajectory
Cancer
- 31 days
Subsequent
Treatment
– 31
days
Subsequent
– 31 days
18 week RTTTreatment
Incomplete
18
week RTT
Incomplete
Diagnostic
Access
– 6 week rule
Diagnostic
– position
6 week rule
A&E 4 HourAccess
NWAFT
A&E 4 Hour NWAFT
- Systemposition
position incl.MIIU
A&E 4 Hour - System position incl.MIIU

Standard
Standard
93.0%
93.0%
85.0%
85.0%
85.0%
85.0%
90.0%
90.0%
96.0%
96.0%
94.0%
94.0%
92.0%
92.0%
99.0%
99.0%
95.0%
95.0%
95.0%

Jun-18
Jun-18
89.2%
89.2%
79.6%
79.6%
77.1%
77.1%
100.0%
100.0%
98.2%
98.2%
95.0%
95.0%
89.5%
89.5%
95.1%
95.1%
89.2%
89.2%
91.4%
91.4%

Jul-18
Aug-18 Sep-18
Oct-18
Nov-18 Dec-18 Jan-19
Feb-19 Mar-19
Jul-18
Aug-18 Sep-18
Oct-18
Nov-18 Dec-18 Jan-19
Feb-19 Mar-19
91.1%
92.8%
91.1%
90.8%
90.5%
91.4%
84.0%
87.2%
83.6%
91.1%
92.8%
91.1%
90.8%
90.5%
91.4%
84.0%
87.2%
83.6%
74.7%
80.4%
77.9%
74.0%
77.7%
79.8%
77.9%
79.3%
74.7%
80.4%
77.9%
74.0%
77.7%
79.8%
77.9%
79.3%
77.2%
81.8%
79.2%
76.2%
77.9%
81.5%
79.9%
80.5%
72.2%
77.2%
81.8%
79.2%
76.2%
77.9%
81.5%
79.9%
80.5%
72.2%
75.0%
77.3%
71.4%
61.7%
72.0%
69.6%
57.1%
75.0%
90.5%
75.0%
77.3%
71.4%
61.7%
72.0%
69.6%
57.1%
75.0%
90.5%
96.9%
98.2%
99.4%
97.9%
96.4%
97.8%
96.2%
94.7%
94.8%
62
Day Performance
by Tumour
96.9% 100.0%
98.2%
99.4%
97.9%
96.4%
97.8%
94.7%
94.8%
100.0%
96.3%
100.0%
93.5%
88.0% Site96.2%
84.0%
91.7%
95.0%
100.0%
96.3%
93.5%
88.0%
84.0%
91.7%
95.0%
89.0% 100.0%
87.2%
86.8% 100.0%
86.5%
86.8%
85.8%
85.5%
85.1%
82.7%
Hinchingbrooke
Peterborough
North
West Anglia
89.0%
87.2%
86.8%
86.5%
86.8%
85.5%
82.7%
96.0%
96.9%
96.8%
96.6%
97.0% May85.8%
95.9%
94.8%
96.3%
95.5%
Final position
Final position
May 85.1%
Final position
May
Standard
96.0%
96.9%
96.8%
96.6%
97.0%
95.9%
94.8%
96.3%
90.7%
85.5%
87.7%
92.6%
84.7%
80.2% 2019
74.4%
72.9%201995.5%
75.2%
2019
90.7%
85.5%
87.7%
92.6%
84.7%
80.2%
74.4%
72.9% NA 80.1%
75.2%
NA
NA
92.3%
88.5%
90.1%
93.5%
87.1%
84.5%
79.7%
78.2%
Brain
92.3%
88.5%
90.1%
93.5%
87.1%
84.5% 69%
79.7%
78.2% 60%80.1%
0%
Breast
91%
39%
56%
Colorectal
0%
88%
81%
Gynaecology
100%
60%
67%
Haematology
50%
63%
58%
Head and Neck
38%
58%
52%
Lung
#DIV/0!
#DIV/0!
#DIV/0!
Other / CUP
NA
NA
NA
Paediatrics
NA
NA
NA
Sarcoma
100%
90%
92%
Skin
100%
43%
53%
Upper GI
89%
75%
79%
Urology

Apr-19 May-19 Jun-19
Apr-19 May-19 Jun-19
77.7%
76.7% 77.6%
77.7%
76.7% 77.6%
78.0%
72.0%
78.0%
72.0%
77.3%
71.6% 71.5%
77.3%
71.6%
75.0%
75.0% 71.5%
86.7%
75.0%
75.0%
97.1%
96.5% 86.7%
93.8%
97.1%
96.5%
93.8%
100.0%
95.7% 100.0%
100.0%
95.7%
85.1%
85.7% 100.0%
85.5%
85.1%
85.7%
95.2%
94.2% 85.5%
94.5%
95.2%
94.2%
76.7%
79.3% 94.5%
79.7%
76.7%
79.3% 83.7%
79.7%
81.0%
83.3%
81.0%
83.3% 83.7%

Summary
Performance against the 62 Day target is below expected national standards and below trajectory in May - 72% with reallocations vs trajectory of 80%.
June’s un-validated position currently suggests a deterioration in performance. Challenges in delivering the 62 Day standard stem from delays in 2
Week Waits pathways, as outlined on the previous slide, as well as capacity issues throughout patient journeys including ongoing delays for
diagnostics across many modalities within imaging and a lack of outpatient and theatre capacity. Elective underperformance for T&O in the first
quarter has released capacity which is now being utilised to complete additional Cancer and general RTT lists. Actions to address diagnostic delays
are covered elsewhere in this report.
While performance for 62 Day screening remains below standard for the third consecutive month, we have seen a positive improvement in
performance in June when compared with previous months. Given the work completed to improve bowel screening pathways, we are expecting a
continual improvement in future months.
Work to review the governance arrangements around Cancer and Diagnostics is underway and as part of this review, the existing improvement plan
will be reviewed and updated to reflect likely performance over coming months, though at this stage, the trust is still anticipating overall recovery by
October 2019.
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Access Standards
Cancer 104 Day Waits – Open Pathways

Summary
104 day current position is recognised as being too high and we continue to micro mange these pathways. We are fully aware of where within the
pathway everyone of these patients are and what the next step is for each of them. The delays are a combination of highly complex patients with
tertiary referrals and joint pathways (8) and diagnostic or outpatient capacity delays (6) with a small number delayed for other reasons.
The graph on the left shows the volume of patients on the 62 Day PTL who have passed 104 days of the pathway but had not commenced treatment
in June. Not all of these will be patients who have a confirmed cancer and therefore will not necessarily become a cancer breach. The tumour sites
with the largest numbers waiting are Breast and Urology.
The graph on the right shows the total number of patients who have confirmed a cancer diagnosis that have exceeded 104 days. This rose to 14
patients in May but we are seeing an improvement through June and into July.
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Cancer 2 week wait
93.0%
89.2%
91.1%
92.8%
91.1%
90.8%
90.5%
91.4%
84.0%
87.2%
83.6%
77.7%
76.7%
Cancer – 62 days GP referral with
85.0%
reallocations
79.6%
74.7%
80.4%
77.9%
74.0%
77.7%
79.8%
77.9%
79.3%
78.0%
72.0%
Cancer – 62 days GP referral without
85.0%
reallocations
77.1%
77.2%
81.8%
79.2%
76.2%
77.9%
81.5%
79.9%
80.5%
72.2%
77.3%
71.6%
Cancer – 62 days screening
90.0% 100.0%
75.0%
77.3%
71.4%
61.7%
72.0%
69.6%
57.1%
75.0%
90.5%
75.0%
75.0%
Cancer - 31 days
96.0% Jun-18
98.2% Jul-18
96.9% Aug-18
98.2% Sep-18
99.4% Oct-18
97.9% Nov-18
96.4% Dec-18
97.8% Jan-19
96.2% Feb-19
94.7% Mar-19
94.8% Apr-19
97.1% May-19
96.5%
Indicator
Standard
Subsequent Treatment – 31 days
94.0%
95.0% 100.0% 100.0%
96.3% 100.0%
93.5%
88.0%
84.0%
91.7%
95.0%
100.0%
95.7%
Cancer
week
wait
93.0%
89.2%
91.1%
92.8%
91.1%
90.8%
90.5%
91.4%
84.0%
87.2%
83.6%
77.7%
76.7%
18 week2RTT
Incomplete
92.0%
89.5%
89.0%
87.2%
86.8%
86.5%
86.8%
85.8%
85.5%
85.1%
82.7%
85.1%
85.7%
Cancer – 62Access
days GP
with
Diagnostic
– 6referral
week rule
99.0%
95.1%
96.0%
96.9%
96.8%
96.6%
97.0%
95.9%
94.8%
96.3%
95.5%
95.2%
94.2%
85.0%
reallocations
79.6%
74.7%
80.4%
77.9%
74.0%
77.7%
79.8%
77.9%
79.3%
78.0%
72.0%
A&E 4 Hour NWAFT position
95.0%
89.2%
90.7%
85.5%
87.7%
92.6%
84.7%
80.2%
74.4%
72.9%
75.2%
76.7%
79.3%
Waiting
list
– first
quarter
compared95.0%
to March
19 baseline
Cancer
– 62
GP referral
without
A&E
4 Hour
-days
System
position
incl.MIIU
91.4%
92.3%
88.5%
90.1%
93.5%
87.1%
84.5%
79.7%
78.2%
80.1%
81.0%
83.3%
85.0%
reallocations
77.1%
77.2%
81.8%
79.2%
76.2%
77.9%
81.5%
79.9%
80.5%
72.2%
77.3%
71.6%
March 90.0%
2019
May-19 69.6%
Cancer – 62 days screening
100.0%
75.0% Apr-19
77.3%
71.4%
61.7%
72.0%
57.1%
75.0% Jun-19
90.5%
75.0%
75.0%
Measure- 31 days
Perf % Over 18
Under 18
.Total 96.9%
Perf % Over
18 Under
18 .Total
Perf %96.4%
Over 18 97.8%
Under 18 96.2%
.Total Perf
% Over
18 Under
18
.Total
Cancer
96.0%
98.2%
98.2%
99.4%
97.9%
94.7%
94.8%
97.1%
96.5%
Subsequent
Treatment
–
31
days
94.0%
95.0%
100.0%
100.0%
96.3%
100.0%
93.5%
88.0%
84.0%
91.7%
95.0%
100.0%
95.7%
Hinchingbrooke
86.99% 1786
8046
9832 81.83% 1673
8209
9882 83.07% 1870
8516
10386 81.99% 1926
8645
10571
18 week RTT Incomplete
92.0%
89.5%
89.0%
87.2%
86.8%
86.5%
86.8%
85.8%
85.5%
85.1%
82.7%
85.1%
85.7%
Peterborough
&
Stamford
89.27%
4082
24854
28936
85.89%
4112
24892
29004
85.82%
3767
25135
28902
86.97%
3650
24225
Diagnostic Access – 6 week rule
99.0%
95.1%
96.0%
96.9%
96.8%
96.6%
97.0%
95.9%
94.8%
96.3%
95.5%
95.2%27875
94.2%
A&E
Hour NWAFT position 88.73% 5868 95.0%
90.7% 5785
85.5%33101
87.7%38886
92.6%
80.2%
74.4% 85.65%
72.9%
79.3%
Trust4Level
32900 89.2%
38768 84.86%
85.12% 84.7%
5637
33651
39288
5576 75.2%3287076.7%38446
A&E 4 Hour - System position incl.MIIU
95.0%
91.4%
92.3%
88.5%
90.1%
93.5%
87.1%
84.5%
79.7%
78.2%
80.1%
81.0%
83.3%

77.6%

Access Standards

Referral to Treatment Time (RTT) - Incompletes

71.5%
86.7%
93.8%
Jun-19
100.0%
77.6%
85.5%
94.5%
79.7%
83.7%
71.5%
86.7%
Perf %
93.8%
100.0%
81.78%
85.5%
86.91%
94.5%
79.7%
85.50%
83.7%

Summary
The Trust reported 85.5% performance in June, a marginal decline from 85.7% in May, however our overall waiting list improved considerably month on
month with a reduction of 845 people or 2% of total. This means that the trusts current waiting list is now below the March 19 baseline position, as shown
in the table above.
The Trust reported nine 52 week breaches in June, an increase from four in May, with breaches occurring within ENT, General Surgery, Ophthalmology
and Plastics. RCAs have been completed and the learning from these will be addressed through internal performance governance routes. The risk for
future breaches is reducing as teams work on identifying definitive treatment dates for all 251 patients waiting over 40 weeks (as at the end of June) with
an ambition to have zero outstanding by the end of July.
The trust has introduced a harm review policy, which received sign off by relevant committees in July. All patients waiting over 40 weeks will have a harm
review undertaken, with each incident recorded on Datix and monthly reporting of harm reviews completed, % resulting in harm and % no harm, which
will then be reviewed by divisions and at formal performance meetings. The harm review process is also being implemented for all diagnostic waits
exceeding 6 weeks and is also being considered for long wait cancers.
Capacity remains one of the key drivers for long waits, though activity underperformance for elective orthopaedics in the first quarter has released lists
which are then being repurposed for alternative specialty activity. Workforce constraints also remain challenging, not least as the pension tax implications
has restricted the desire for clinicians to work additional PAs. The new ruling is having an impact on a national scale.
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Cancer 2 week wait
93.0%
89.2%
Cancer – 62 days GP referral with
85.0%
reallocations
79.6%
Cancer – 62 days GP referral without
85.0%
reallocations
77.1%
Cancer – 62 days screening
90.0% 100.0%
Cancer - 31 days
96.0%
98.2%
Subsequent Treatment – 31 days
94.0%
95.0%
Indicator
Standard Jun-18
18 week RTT Incomplete
92.0%
89.5%
Cancer
2 week
wait– 6 week rule
93.0%
89.2%
Diagnostic
Access
99.0%
95.1%
Cancer
– 62 NWAFT
days GPposition
referral with
A&E 4 Hour
95.0%
89.2%
85.0%
reallocations
79.6%
A&E 4 Hour - System position incl.MIIU
95.0%
91.4%
12 month
rolling
performance
Cancer
– 62 days
GP site
referral
without
85.0%
reallocations
77.1%
Cancer – 62 days screening
90.0% 100.0%
Cancer - 31 days
96.0%
98.2%
Subsequent Treatment – 31 days
94.0%
95.0%
18 week RTT Incomplete
92.0%
89.5%
Diagnostic Access – 6 week rule
99.0%
95.1%
A&E 4 Hour NWAFT position
95.0%
89.2%
A&E 4 Hour - System position incl.MIIU
95.0%
91.4%

Access Standards

91.1%

92.8%

91.1%

90.8%

90.5%

91.4%

84.0%

87.2%

74.7%

80.4%

77.9%

74.0%

77.7%

79.8%

77.9%

79.3%

Diagnostic access – 6 week target77.2%
75.0%
96.9%
100.0%
Jul-18
89.0%
91.1%
96.0%
90.7%
74.7%
92.3%
77.2%
75.0%
96.9%
100.0%
89.0%
96.0%
90.7%
92.3%

83.6%

81.8%
79.2%
76.2%
77.9%
81.5%
79.9%
80.5%
72.2%
77.3%
71.4%
61.7%
72.0%
69.6%
57.1%
75.0%
90.5%
98.2%
99.4%
97.9%
96.4%
97.8%
96.2%
94.7%
94.8%
100.0%
96.3%
100.0%
93.5%
88.0%
84.0%
91.7%
95.0%
Breakdown
of
Breaches
Aug-18 Sep-18
Oct-18
Nov-18
Dec-18 Jan-19
Feb-19 Mar-19
87.2%
86.8%
86.5%
86.8%
85.8%
85.5%
85.1%
82.7%
92.8%
91.1%
90.8%
90.5%
91.4%
84.0%
87.2%
83.6%
96.9%
96.8%
96.6%
97.0%
95.9%
94.8%
96.3%
95.5%
85.5%
87.7%
92.6%
84.7%
80.2%
74.4%
72.9%
75.2%
80.4%
77.9%
74.0%
77.7%
79.8%
77.9%
79.3%
88.5%
90.1%
93.5%
87.1%
84.5%
79.7%
78.2%
80.1%

Modality performance

81.8%
77.3%
98.2%
100.0%
87.2%
96.9%
85.5%
88.5%

79.2%
76.2%
71.4%
61.7%
99.4%
97.9%
96.3% 100.0%
86.8%
Imaging86.5%
96.8%
96.6%
87.7%
92.6%
90.1%
93.5%

77.9%
81.5%
79.9%
80.5%
72.0%
69.6%
57.1%
75.0%
96.4%
97.8%
96.2%
94.7%
Magnetic Resonance Imaging
93.5%
88.0%
84.0%
91.7%
Computed Tomography
86.8%
85.8%
85.5%
85.1%
Non-obstetric ultrasound
97.0%Enema
95.9%
94.8%
96.3%
Barium
84.7%
80.2%
74.4%
72.9%
DEXA Scan
87.1% - Audiology
84.5%
79.7%
78.2%
Audiology
Assessments
Cardiology - echocardiography

Physiological
Measurement

77.7%

76.7% 77.6%

78.0%

72.0%

77.3%
71.6%
75.0%
75.0%
97.1%
96.5%
100.0%
95.7%
Apr-19 May-19
85.1%
85.7%
77.7%
76.7%
95.2%
94.2%
76.7%
79.3%
78.0%
72.0%
81.0%
83.3%

71.5%
86.7%
93.8%
100.0%
Jun-19
85.5%
77.6%
94.5%
79.7%
83.7%

72.2%

77.3%

71.6% 71.5%

94.8%
1607
95.0%
1903
82.7%
3053
95.5%
75.2%
454
80.1%
200

97.1%
15
100.0%
48
85.1%
25
95.2%
76.7%
4
81.0%
0

96.5%1%93.8%
95.7%3%
100.0%
85.7%1% 85.5%
94.2% 94.5%
79.3%1% 79.7%
83.3%0%83.7%

Total
Total
%
90.5%List 75.0%
86.7%
Waiting
Breaches75.0%
Breached

861

49

6%

244

17

7%

16

1

6%

Colonoscopy

544

167

31%

Flexi sigmoidoscopy

313

140

45%

Cystoscopy

286

2

1%

Gastroscopy

366

74

20%

9847

542

5.5%

Cardiology - electrophysiology
Neurophysiology - EMG
Respiratory physiology - Sleep Studies
Urodynamics - pressures & flows

Endoscopy

Total

Summary
The Trust failed to achieve the target for no more than 1% of patients waiting for diagnostic tests over 6 weeks, reporting breach levels of 5.5% in June,
a slight improvement from 5.8% in May.
Endoscopy remains the main driver of the breaches with increasing activity and ongoing capacity, booking and utilisation issues, particularly at
Hinchingbrooke. While considerable improvement work is underway at a trust level, we have not yet seen the impact of this on performance on the HH
site. This is, in part, as the trust has been focussed on first addressing considerable waits at PCH. Given current performance on the HH site, there is a
risk that the trust will lose JAG accreditation at this location from August onwards. The impact of this is being explored in more detail with the
Gastroenterology CBU during July. PCH has seen an improvement in performance, with cancer alliance funding enabling outsourcing of lists over the
past quarter. As a site, PCH has now achieved the diagnostic waiting time standard for endoscopy for the fourth consecutive month.
We have started to see an increase in the number of echocardiography breaches in the last month. The CardioResp CBU has developed an
improvement plan to address current challenges and this will be monitored through the CBU performance routes.
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Urgent care
A&E four hour performance
A&E 4 Hour
Jun-18
Local System
91.4%
Trust
89.2%
Hinch
90.8%
PCH/Stamford
88.5%
Target
95%
STF Trajectory 87.3%

Jul-18
92.3%
90.7%
94.9%
88.8%
95%
88.7%

Aug-18
88.5%
85.5%
92.0%
82.7%
95%
90.0%

Sep-18
90.1%
87.7%
93.9%
85.0%
95%
91.0%

Oct-18
93.9%
92.6%
94.5%
91.8%
95%
91.6%

Nov-18
87.7%
84.7%
96.3%
79.8%
95%
92.4%

Dec-18
84.5%
80.2%
96.4%
73.1%
95%
93.0%

Jan-19
79.8%
74.4%
91.2%
66.9%
95%
93.8%

Feb-19
78.2%
72.9%
91.6%
64.6%
95%
94.4%

Mar-19
80.1%
75.2%
94.2%
66.2%
95%
94.4%

Apr-19
May-19
81.0%
83.3%
76.7%
79.3%
89.7%
97.7%
70.6%
70.8%
95%
95%

Jun-19
83.7%
79.7%
94.5%
73.0%
95%

Summary
A&E performance improved in June with overall system performance of 83.7%. Performance at Hinchingbrooke site fell below the standard at 94.5%, this
was as a result of a small number of very challenged days driven by high demand. Year on year the site is experiencing a 12% increase in demand with a
visible step change in the number of attendances since March. The department is now routinely seeing c.4500 patients per month with a corresponding
increase in the number of emergency admissions. ED conversion rate remains low at c.18% which means there is minimal slack on days of high activity.
PCH site delivered it’s best performance since December 18, demonstrating that marginal improvements made in previous months have been embedded.
As with HH, activity has increased year on year at PCH though overall admissions are down suggesting a larger increase in the number of minors/walk ins
which would correspond with a reduction in activity seen at the Urgent treatment centre (UTC). During June, a GP streaming service has been operating in
ED. The pilot, intended to run for 6 weeks finished in July and we are waiting for audit results before consideration of longer term provision. While demand
management remains high on the agenda for system partners, activities have not yet resulted in a tangible impact.
Work on wider flow issues including addressing high levels of DTOCs and reducing long length of stay patient is underway, however there is more to do to
develop robust measurable improvement plans across system partners. DTOCs, particularly at HH site, remain significantly above 3.5% system target,
driven by very complex discharges, CHC/social care disputes and family delays. PCH DTOC has improved although methods of counting delays trust wide
remain inconsistent and it is therefore unclear what proportion is true improvement and what is potentially data interpretation and reporting methods.
Appointment to the Integrated discharge support (IDS) lead role in June should support cross agency collaboration moving forward. That said, ECIST
reviews of internal trust process have identified a number of improvement areas for us to progress including embedding best practice stranded patient
reviews, actions for which will be taken forward during July.
We continue to provide bi-weekly updates to the regional team on progress with our unplanned care improvement plan. The plan, which combines actions to
improve performance in the short term as well as deliver long term service transformation is monitored weekly and sits within our revised unplanned care
governance structure.
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Urgent care
A&E four hour performance
Hinchingbrooke
Measure
A&E Attendances - Type 1
A&E Breaches - Type 1
A&E Attendances - Type 1 - patients
who were seen within 60 minutes of
arrival at A&E
Number of emergency admissions
Number of emergency admissions
via A&E
Patients arriving by Ambulance
Ambulance handover delays - Over
60 minutes
Trolley waits 4 - 12hrs
Delayed Transfers of Care

PCH/STH
YoY
% YoY
Jun 18 Jul 18 Aug 18 Sep 18 Oct 18 Nov 18 Dec 18 Jan 19 Feb 19 Mar 19 Apr 19 May 19 Jun 19
Change Change
3994 4273 3941 3971 3911 3924 4096 4268 3989 4567 4453 4460 4451
457 12.02%
373

231

321

1901 2051

2208

917

907

891

804

795

814

1004 1039

969

242

209

144

149

374

339

265

460

1880 2374 2086 2353 2371 1936 2205 1706
875

905

836

886

859

783

845

846

794

835

771

827

809

754

797

777

1031 1004 1004 1222 1238 1085 1198 1213

101

245

(128)

1953 1449

(452)

1133 1138
864

906

102

1073 1100

96

10

6

0

1

9

0

0

10

18

6

33

2

18

41

29

37

39

32

18

13

27

43

30

49

4

25

772

736

788

749

834 1025

738

730

621

633

533

832 1011

221

Measure

Jun 18 Jul 18 Aug 18 Sep 18 Oct 18 Nov 18 Dec 18 Jan 19 Feb 19 Mar 19 Apr 19 May 19 Jun 19 Change % Change

A&E Attendances - Type 1

8290 8793

8456

8336 8260

8498

8594 8760 8288 8724 8661

8989 9021

731

8.75%

A&E Breaches - Type 1

1072 1107

1627

1416

756

1930

2597 3278 3249 3312 2817

2906 2668

1596

64.10%

2865 2954

2892

2810 2581

1714

2113 2174 1678 2450 2514

2352 2199

(666) -28.53%

3164 3330

3171

3159 3525

3416

3420 3378 3086 3289 3094

3256 3003

(161)

-4.88%

2533 2603

2610

2513 2701

2582

2565 2558 2227 2372 2342

2474 2388

(145)

-5.50%

2753 2933

2876

2849 2943

2929

3191 3113 2876 2965 2920

3017 2952

199

6.57%

-10.60%

A&E Attendances - Type 1 - patients
who were seen within 60 minutes of
arrival at A&E
-28.43%
Number of emergency admissions
24.61%
Number of emergency admissions via
13.09% A&E
8.88% Patients arriving by Ambulance

Ambulance handover delays - Over
8 16.00% 60 minutes
(16) -10.96% Trolley waits 4 - 12hrs
(239) -24.04% Delayed Transfers of Care
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31

130

108

41

254

394

256

382

346

328

237

233

155

146

262

226

145

187

92

221

329

392

365

295

284

1050 1244

1270

1465 1168

1155

1172 1238

967

839

828

949

746

190 120.25%
129

Stroke
Indicator
Standard
Stroke in dedicated stroke facilities
80%
Stroke - % of patients admitted directly to a
60%
stroke unit within 4 hours of arrival
Stroke - % of non-admitted high risk TIA
65%
patients seen and treated in 24 hours

Jun-18
91.5%

Jul-18
89.4%

Aug-18
91.4%

Sep-18
87.5%

Oct-18
91.3%

Nov-18
87.3%

Dec-18
87.5%

Jan-19
80.9%

Feb-19
82.0%

Mar-19
79.3%

Apr-19
91.7%

May-19
84.4%

Jun-19
93.0%

55.9%

53.2%

60.0%

52.1%

59.0%

45.5%

41.1%

40.6%

34.7%

31.0%

45.8%

46.2%

45.7%

82%

79%

81.0%

80.0%

65.0%

72.0%

64.0%

58.0%

82.0%

79.0%

74.0%

63.0%

60.0%

Trend

Summary
The table above shows performance against stroke indicators for the previous 12 month period. In June, the trust delivered two of the three indicators for
the number of patients in dedicated stroke facilities and the percentage of TIA patients seen and tested within 24 hours.
The one indicator where performance is below expected standard is for the percentage of patients admitted directly to a stroke unit within four hours,
however, performance has improved in Q1 19/20 when compared with Q4 18/19. Capacity and flow challenges throughout the Trust impact on
achievement of this target. Other actions to address flow will consequently improve performance against this standard.
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28.67%

(304) -26.43%

Urgent care
Peterborough City Hospital - ACU Daily Activity for last 8 weeks : 06 May 2019 to 30th June 2019
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Elective care
Key performance indicators
Available slot issues (ASIs)

Cancelled Ops on the Day
Apr-19

May-19

Jun-19

PCH/STH Cancelled Operations

43

26

31

28 Day Breaches

4

2

2

Hinch Cancelled Operations

14

11

21

28 Day Breaches

2

2

2

Quarterly QMCO Return - Canx Ops
Quarterly QMCO Return - 28 day breaches

146
14

Length of stay

Summary
ASI rates continue to be above target levels in June at 18.2%, this also shows a slight
deterioration in position from May. ASIs are driven by challenges with capacity as outlined
in more detail elsewhere in this report. Work is underway to embed actions to improve ASI
performance within existing RTT recovery plans.
Cancelled ops in Q1 19/20 remained static when compared with Q4 18/19. Despite winter
pressures, Q4 was the trusts best quarterly performance for cancelled ops since 2017.
Four patients breached the 28 day policy for rebooking in June and 14 in the quarter.
Capacity constraints as we address long waits and patient choice are the two primary
breach reasons.
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Indicator
Hinchingbrooke Peterborough Trust
LOS Overall Elective
Not available
2.5
% General & Acute Occupancy
91.23%
94.46%
93.46%
E-referral Appointment Slot issues
24.8%
16.2%
18.2%
No. of OP cancellations
Not available
5.50%
DNAs
6.52%
7.30%
6.91%
Elective Readmissions
Not available
79

Contract issues
Remedial action plans (RAPs) with Commissioners
RAP

Ref.

Commissioner

Status On track for delivery

Waiting List / RTT

E.B.3

Cambridgeshire and Peterborough CCG
South Lincolnshire CCG

Open

Recovering

Diagnostics

E.B.4

Cambridgeshire and Peterborough CCG
South Lincolnshire CCG

Open

Recovering

Cancer 62 Day

E.B.12

Cambridgeshire and Peterborough CCG
South Lincolnshire CCG

Open

Recovering

Breast 2 Week Wait E.B.7

Cambridgeshire and Peterborough CCG
South Lincolnshire CCG

Open

Recovering

Urgent Care

E.B.5

Cambridgeshire and Peterborough CCG
South Lincolnshire CCG

Open

On Track

Bowel Screening

n/a

NHS England

Open

On Track

Summary
No contract performance notices have been raised for new contracts in 2019/20 however a number of notices are still in place relating to
2018/19, as outlined below:
• Diagnostics 6 Week Wait: Serviced by South Lincolnshire CCG in June 2018 for failure to meet the diagnostic standard. Remedial
action plans are in place for Imaging and Endoscopy, as described in detail on earlier slides.
• Bowel Screening: Serviced by NHS England in October 2018 in relation to Bowel Cancer Screening Programme Standard 7.
Standard now being met but RAP remains in place.
• RTT / Waiting List: Contract Performance Notice issued by Cambridgeshire and Peterborough CCG in January 2019.
Contract Issues
• Orthodontics: NWAFT has serviced notice to NHS England with effect from 01 April 2020 and are working with the commissioner
around the transfer in service.
• RTT actions: NWAFT continue to work with commissioners to provide assurance of actions being taken to improve the waiting list
position.
• 2019/20 Contracting Round: Block contracts have been agreed for South Lincolnshire and South West Lincolnshire CCGs.
Discussions with Cambridgeshire and Peterborough are progressing however as at the end of June, the trust has still not yet signed
its contract with CPCCG. Other contracted commissioners remain on PbR.
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Executive Summary
Finance
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Income and Expenditure

Overview
Month 3 has been reported in line with the revised Annual Plan which was submitted on 23 May. The revised plan
reflects a Control Total deficit of £(35.3m) before MRET, PSF and FRF amounting to £29.6m. The net Control Total
value is a deficit of £(5.7m).

Commissioner contracts have been agreed and signed with NHS England, South Lincolnshire CCG, and East
Midlands consortia CCGs. Contract value, profile and timing of cash payments have been agreed with
Cambridgeshire and Peterborough CCG (with final agreement subject to completion of the details around £4m
payment for activity reduction).
The financial out-turn for Month 3 is a £10.4m deficit, in line with the plan for the year to date.
CIP has been delivered to 98.7% of the plan to Month 3.
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Income and Expenditure
Income
Clinical income is reported as under-performing for the year to date by £0.9m. Non Elective activity for South
Lincolnshire is not high enough yet to trigger part of the additional £1m (full year value) of income that could be
received and so that contract is under performing year to date. East Leicestershire and Rutland is a PbR contract
and has under-performed for the first quarter.
The phasing issues noted in month 2 for NICU income have been amended.

The ‘NHSI Adjustment’ line relates to additional incentive money received for 2018/19. Whilst we have been
instructed to show the value as clinical income in the month we have also been instructed that the value should
not show as a benefit in the current financial year.
Non clinical income is reported to be underperforming in the year to date by £1.3m. This is principally in relation
to services provided in FISS, £0.5m, particularly GP pathology, and RTA income (budget in Finance).

Pay
Pay is underspent in the year to date by £1.3m. There have been budget realignments in the month, however,
FISS have underspent on pay in the year to date by £994k and Surgery by £247k. The Emergency and Medicine
Division has overspent by £1m in the first quarter and the division have enhanced controls. Divisional pay
budgets now include £950k (full year) for nursing costs in respect of additional PCH beds.
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Non Pay
Non pay remains under spent in the year to date with the previous controls still in place.

Other
Unitary payment costs continued to over spend, increased in month by a £200k invoice for historic variations. This is
under review and work is also being carried out to agree the inflationary uplift applied to the Unitary Charge and the
sum, if any, relating to pay awards, which will be recoverable from NHSE&I.
Interest and depreciation costs were in line with plan.

Page author: David Pratt
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CIPs
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CIPs - Continued
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5. WORKFORCE
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Executive Summary

Well-Led

Workforce
Below Above
Set By Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19
Target Target

Indicator

Definitions

Target

Sickness*

FTE lost as % of contracted FTE due to sickness
absence (rolling 12 months)

3.50%

Turnover*

Substantive Trust leavers FTE as % of contracted
FTE

9.99% <=10% >=12% NWAFT 11.01% 10.76% 10.52% 10.47% 10.11% 9.84% 10.03% 9.73% 9.78% 10.13% 9.91% 9.41%

MPAs/appraisals

All non medical and medical staff

Appraisals(NonCompleted appraisals as % of all eligible staff
Medical)* (MPAs)_
Appraisals(Medical)*
Completed appraisals as % of all eligible staff
Mandatory Training*
Vacancy rate**
Agency rate**
Time to Hire**

Completed training as % of all eligible staff
Staff in Post FTE as % of Budgeted Establishment
FTE
Agency workers Spend (£) as % of Total Pay Bill
Spend
Time taken from vacancy approval to actual start
date or agreed start date – working days

<=3.50 >=4.30
NWAFT 3.86%
%
%

95%

>=95% <=85%

95%

3.90% 3.93% 3.96% 4.05% 4.09% 4.05% 4.03% 4.00% 3.99%

90%

87%

88%

89%

85%

82%

80%

82%

82%

>=95% <=85% NWAFT

-

-

-

-

-

-

-

-

-

84.29% 84.60% 85.33%

95%

>=95% <=85% NWAFT

-

-

-

-

-

-

-

-

-

91.54% 91.62% 89.37%

90%

>=90% <=70% CP CCG 92.12% 90.60% 90.24% 89.26% 88.78% 90.12% 90.70% 91.36% 92.08% 90.80% 91.45% 92.56%

5%

<=5%

5%

<=5% >=7.5% NWAFT 9.48%

65

<=65

>=80 NWAFT
>=60 NWAFT

Time to Hire **

Advert to offer in working days (NHS average)

45

<= 45

Stability
index/Retention
Rate*

% rate of substantive employees remained in the
Trust over the last 12 months

N/A

T/A

NWAFT

3.89% 3.91%

>=10% NWAFT 12.60% 13.10% 13.30% 12.70% 10.50% 10.20%

N/A

9.7%

9.8%

-

9.5%

8.7%

-

8.3%

7.57%

7.25% 6.54% 5.48% 6.74% 5.49% 6.29% 6.20% 6.18% 5.71%

-

-

-

-

-

-

-

-

62.7

65.6

71.5

67.9

-

-

-

-

-

-

-

-

-

-

-

50.2

NWAFT 85.89% 86.35% 86.15% 85.90% 85.74% 86.08% 85.85% 86.43% 86.59% 85.90% 86.27% 85.95%

**1 month count

Key Points
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9.3%

7.16%

*12 month rolling figure



-

Sickness – 12 month range for sickness is 3.85% - 4.09%, since October 2018 there has been a steady increase in the absence rate which has increased by 0.24%. Although since
then, this has decreased to 3.99%.
Turnover – Decline in Turnover over the past 12 months. Reaching a peak in July 2018 at 11.01%, and now below target at 9.41%.
Appraisals MPAs (Non-Medical/Medical) – Slight increases in Medical appraisals completed over the past 12 months, now at 89.37%. For Non-Medical appraisals is at 85%.
Mandatory Training –% rates have been constant over the past 12 months, with a low of 88.78% in November 2018 and to a high in June 2019 of 92.56%.
Vacancy Rate – At 9.3% has increased by 1% due to community Paediatric pay budgets and associated posts being finalised and added to the system.
Time to Hire – Increases in time to hire are due to increased recruitment volumes /capacity and overseas recruitment. Reduced to 67.9 days in June. Additional post added to
recruitment team will help to manage volumes going forward. To enable benchmarking time to hire target to be adjusted to ‘advert to offer’ of 45 days (NWAFT currently at 50.2 Days) .
Retention Rate – Over the last 12 months, the retention rate has remained relatively stable and between 85 and 86%, which is in line with national NHS averages.
Agency Rate – Steadily decreased from June 2018, from 9.18% of our total spend on Agency workers. This month, it has further decreased to 5.71%.
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Workforce
Contents
Purpose:
This report aims to show the Trust’s performance across a variety of staffrelated Key Performance Indicators and to provide updates on areas of
concern and actions needed or taken by the Trust to improve
performance.

1. Executive Summary
2. Performance and Utilisation
3. Agency Spend
Below are the Key Performance Indicators reported upon within this
4. Staff in Post by Staff Group
report:
5. Turnover - Summary
• Turnover/Retention Rate
6. Turnover - Starters, Leavers & Internal Movers
• Vacancy Rates
• Agency Spend
7. Turnover - Retention
• Recruitment – Time to Hire
8. Recruitment - In progress
• Sickness
• Appraisals
9. Sickness - Summary
• Mandatory Training
10. Sickness – Absence Reasons/Costs
11. Appraisals
12. Mandatory Training
General Definitions:
13. Apprentices
• Junior Doctors – due to the nature of their rotations into and out of the Trust
14. Organisational Development
throughout, they are excluded from any Turnover/Retention/Appraisal data
•
•
•
•
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Maternity/Career Break/Suspensions – excluded from all Sickness/Appraisal/Mandatory
training data
Long Term Sickness – Any member of staff that is currently on long term sickness (+28
days) is excluded from any Appraisal/Mandatory Training data.
Staff with under 1 years service – excluded from any appraisal report, as they only
require an appraisal after 12 months in the Trust
Bank staff – excluded from all data sets if contracted as ‘bank only’ workers.
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Workforce
Performance and Utilisation

321.55
297.19

194.58
179.33

705.43
634.71

138.13
137.66

-23.13
8.00
22.87
-54.00

50.42
8.53
15.38
26.51

144.88
28.69
33.64
82.55

24.36
11.32
19.00
-5.96

15.25
6.67
4.40
4.18

-23.13
215.73

50.42
362.00

144.88
1152.06

24.36
297.19

15.25
179.33

70.72
27.08
46.57
-2.93
60.04
10.68
694.75

1750.52
1582.96
0.00
167.56
98.85
98.22
-29.51
0.00
167.56
1582.96

310.01
290.04
0.00
19.97
7.20
16.59
-3.82
19.97
290.04

6225.08
5592.37
51.45
581.26
236.67
311.77
32.82
60.04
521.22
5703.86

% Funded Establishment

1296.94
1152.06

Grand Total

412.42
362.00

Nursing and Midwifery Registered Non-Patient Facing

Medical and Dental - Other

Nursing and Midwifery Registered Patient Facing

Medical and Dental - Consultant

192.60
215.73

Administrative and Clerical

Healthcare Scientists

79.59
424.11

HCA

31.16
368.04

Estates and Ancillary

0.47
137.66

Allied Health Professionals

503.70
413.78
10.33
79.59
9.00
33.00
37.59

Additional Clinical Services

0.47
2.00
3.70
-5.23

399.20
326.92
41.12
31.16
29.33
18.40
-16.57

Add Prof Scientific and Technic

Funded Establishment
Staff In Post
Medical & Dental Add Prog Activity
Funded Vacant Posts
Advertising
Job Offer Progressing/Start Date
Vacancy not in recruitment process
Pool (HCA/Nurses)
Funded Vacant Posts (incl. Pool)
Total workforce utilised

100%
89.8%
0.8%
9.3%
3.8%
5.0%
0.5%
1.0%
8.4%
91.6%

Key Points
• Substantive FTE vacancy increases due to the transfer of the community Paediatric budgeted FTE staff and posts, now at 581.26 FTE.
• Substantive numbers employed have increased by 7.1 FTE, along with an decrease of 1.14 FTE Medical & Dental Additional Programmed Activities over last month.
• Vacant posts have increased by 71.52 FTE (from 509.74 to 581.26).
• In the previous 12 months staff in post have increased by 254.55 FTE.
• HCA Pool employees included, and are reducing Healthcare Assistant vacancies on a temporary basis to 10.68 FTE.
• 43.2 FTE Trainee Nurse Associates are not included as they are supernumerary and not covering vacancy
• Nurses (awaiting PIN) are classed as HCAs before receiving their NMC PIN. To better reflect Nursing vacancies, these are manually edited each month so that the numbers sit under Nursing
and Midwifery Registered. This currently equates to 18 FTE.
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Workforce
Agency Spend
Jun-18

Apr-19

May-19

Jun-19

Year To Date

Total 2019/2020

Non Clinical

£107,872

-£4,152

£46,797

£23,480

£66,125

£825,201

Other Clinical

£290,123

£108,606

£123,222

£86,848

£318,676

£1,883,322

Nursing

£445,930

£581,276

£574,302

£522,647

£1,678,225

£5,427,268

Medical

£1,301,804

£787,011

£699,571

£678,447

£2,165,029

£9,364,209

Total

£2,145,729

£1,472,742

£1,443,892

£1,311,422

£4,228,056

£17,500,000

NWA planned
agency spend

£2,638,000

£2,095,000

£2,026,000

£1,990,000

£6,111,000

£17,500,000

NHSI Ceiling

£1,301,000

£1,301,000

£1,301,000

£1,301,000

£3,903,000

£15,612,000

Agency Hours Used
25000

Jul-18
Aug-18

20000

Sep-18
Oct-18
Nov-18

15000

Dec-18
Jan-19

10000

Feb-19
Mar-19

5000

Apr-19
May-19

0

Actions taken:
• Additional controls introduced from September 2018
• Weekly Divisional Control/Review : Recruitment authorisations, bank and
agency, recruitment to vacant posts
• Weekly Executive Resourcing Control Board (ERCB) Recruitment
authorisations, and agency spend ( now only EMED and Estates to attend
from June 2019)
• Centralised booking of all agency staff via flexible staffing service e. g.
medical, A&C, AHPs etc.
• Temporary staff (bank and agency) usage recorded on health roster, e.g.
reason, rate, shift times and location - ongoing.
• Flexible Staffing Team continue to ratchet down agency rates to reduce
on the agency spend.
• Improved recruitment processing/system from November 2018 is
increasing the number of starters,
• Nursing agency use analysis by ward to challenge and reduce spend
• Executive Scrutiny of long line and high earners (mostly medical agency)
• Conversion of agency to bank/perm continues on a 1:1 basis
• Regional MOU for medical agency rate controls since June 2018 –
renewed focus from June 2019. NWAFT part of EoE Steering Group
• More robust management of budgeted pay bill v. actual spend from April
2019
Actions next period:
• Model Hospital data analysis to help target high agency spend areas
• Increased monitoring of cessation of agency workers linked to
recruitment start date.
• All long line/high rate bookings to be scrutinised and notice given to
cease or swap to new workers on lower rates.
• Targeted recruitment to high agency spend roles.
• Targeted plan to reduce time to hire

Jun-19

Other Clinical
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Points to note – May 2019 data:
• Decrease on previous month’s agency spend by £132,470 (-9.17%)
 Medical – decreased £21,124 (-3.02%)
 Nursing – decreased by £51,655 (-8.99%)
 Non Clinical – decreased by £36,374 (-29.52%)
 Other Clinical – decreased by £23,317 (-49.83%)

Nursing

Medical
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Workforce
Staff in Post FTE by Staff Group

Notes:
• Some of the biggest changes belongs to Additional Clinical Services, which has grown by 10.6% (+ 34.68 FTE), Medical & Dental – Other (non-Consultant/Junior) at 9.5 % (+
163.23 FTE).
• Some staff groups have decreased in the past year, including Allied Health Professionals at -1.4% (- 8.73 FTE) and Allied Health Professionals at -0.8% (- 2.32 FTE).
• HCAs, Nursing & Midwifery exclude Pool employees from their numbers, as they are only filling vacancies on a temporary basis, so will eventually be replaced by
Substantive, Permanent employees filling established vacancies.
• Continued focus on recruitment and retention for 2019/20
• Increased Divisional controls on funded establishment aligned to pay bill spend/recruitment during 2019/20
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Workforce - Turnover
Thresholds: green <=9.99%, red >=12%

Overall Trust Turnover
Substantive Leavers (Leaving the Trust)
Substantive Leavers (Substantive to Bank)
NHS National Median (Jan 16 – Dec 18)

Key Points

13.86%
9.41%
4.45%
12.30%

•
•
•
•

•
•

Substantive turnover = 9.41%. Total turnover rate = 13.86%.
24.84% (24.84% for May data) in the last year had under 1 years service(126.79 FTE/142
headcount of 510.38 FTE/592 headcount).
Highest number of leavers = Admin & Clerical at 143.92 FTE (165 headcount) and Nursing &
Midwifery at 136.85 FTE (163 headcount)
For those leaving with under a years service, the main leaving reasons were: Voluntary
Resignation – Reason not known – 49.25 FTE (57 headcount), Relocation – 20.23 FTE (21
headcount) and Work Life Balance – 11.17 FTE (13 headcount).
238.44 FTE Substantive to Bank leavers in the last 12 months, with 6.49 FTE happening in Jun
2019. By staff group, there have been 81.39 FTE Medical & Dental, 59.79 Nursing & Midwifery,
and 59.83 FTE Additional Clinical Services (HCAs).
Benchmark turnover is 12.3% for the NHS as a whole and 12.8% for the East of England (NHSI
data Dec 2018)

Actions to address:
• Targeted actions for nursing retention in place /NHSi retention programme 2018 continues
• Retention Strategy 2019 and action plan (awaiting sign off)
• Staff survey and cultural barometer data used to target initiatives
• Wellbeing and mental health support in place/Wellbeing G2O work stream in place
• Recruitment improving number of new starters and also pressure on staff.
• Explore options for increased flexibility so that people don’t join the bank or agency for work life
balance.
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Workforce
Turnover – Starters, Leavers & Internal Movers
Substantive Starters and Leavers – last 12 months
Starters

828.82 FTE (932 headcount)

Leavers

536.49 FTE (622 headcount)

•
•
•

Healthcare Assistants equates to 314.13 FTE (335 headcount) starters.
Nursing & Midwifery 215.32 starters (253 headcount). Band 5 – 145.92 FTE (166
headcount).
Administration and Clerical have had 167.99 FTE (195 headcount) starters.

Movers – last 12 months = 472.31 FTE (524 headcount)

•
•
•
•

Largest group of leavers are Admin & Clerical staff at 143.92 FTE (165 headcount)
Nursing & Midwifery staff at 136.85 FTE (163 headcount)
Additional Clinical Services at 114.48 FTE (138 headcount)
Medical & Dental staff at 30.08 FTE (34 headcount)

EU – Employees – last 12 months
Current Staff in Post
Starters
Leavers

•
•
•
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477.85 FTE
83.62 FTE
48.62 FTE

Mover = employee that has stayed within the Trust but has either moved
Division/Department within the last 12 months.
By Department, E&M has had the most staff stay within the Division but move department
at 137.68 FTE (149 headcount), within E&M, Nurses are the biggest movers at 83.42 FTE
(88 headcount)
By Division, for those leaving the Division, but staying within the Trust, E&M again comes
out on top at 74.57 FTE (86 headcount), again Nurses represent the largest figure at 40.95
FTE (44 headcount)
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Workforce
Turnover - Retention
Retention Rate (Stability Index) – last 12 months

85.95%
5,687
6,060
4,888

Start of Period
End of Period
Remain

•
•
•
•

NHSI Nursing retention programme in place – achieved 1.5% v. 1% improvement target
The national median for retention among all NHS Trust is 85.6% for the last 12 months.
Increased focus on retention in 2019/20.
Employee retention refers to the ability of an organization to retain the same employees over a set period,
namely the last 12 months.

Areas of Concern
• Additional Clinical Services, including Healthcare Assistants - 54.58% of leavers show as having
under 2 years service (62.49 FTE, 72 headcount). Further investigation underway to understand the
drivers.
• Focus on EMED, FISS and Corporate Divisions where retention is below 85%

•
•
•
•
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Additional Clinical Services (incl. HCAs) started with 1,137 assignments at the start of the year, we’ve retained 889 of the
same staff in the last 12 months.
Medical & Dental started with 396 assignments (excl. Trainee Doctors), we’ve retained 351 of the same staff.
Nursing & Midwifery is one of the better performing staff groups, but this might down to the size of the grouping rather than
being able to retain more members of staff. At the start of this period, there was 1,928 employees, in that time, we’ve only
able to retain 1,688 of them. Meaning that we still lost 240 Nurses in this period.
The majority of Nurses that have left the Trust are actually Band 5 Nurses (232 out of the above 240).
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Workforce
Recruitment - In progress (snapshot 30th June 2019)
Staff Group

Time to Hire (vacancy authorisation to start date agreed)
75

71.5

70

67.9
65.6

65
62.7

Advert Views

Applications submitted

Nursing & Midwifery

45,883 ↑

266 ↑

Medical & Dental

11,564 ↑

66 ↑

Trust Total

134,607 ↑

1914 ↑
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Mar-19

Apr-19

May-19

Jun-19

Time To Shortlist

Time to update
Interview Outcome

Time to comp of
Pre-emp checks

(12 Working Days)

(5 Working Days)

(2 Working Days)

(19 Working Days)

(2 Working Days)

(63 Working Days)

(65 Working Days)

Trust

10.1 ↓

7.1 ↓

2.8 ↑

34.7 ↓

4.8 ↑

67.2 ↓

67.9 ↓

Administrative & Clerical

13.4 ↑

5.8 ↑

2.2 ↑

21.7 ↓

2.0 ↓

54.2 ↓

54.2 ↓

Allied Health Professionals

11.7↓

6.8 ↑

0↓

69.4 ↑

2.0 ↓

91.0 ↓

96.5 ↓

Health Science Services

11.2↓

4.5 ↑

2.8 ↑

51.0 ↑

9.0 ↑

80.5↑

70.8 ↓

Medical & Dental

22.3 ↑

17.5 ↓

1.8 ↑

24.7 ↓

1.3 ↔

86.2 ↓

103.5 ↑

Nursing & Midwifery

7.1 ↓

7.9 ↑

3.1 ↑

39.9 ↓

6.9 ↑

70.9 ↓

69.3 ↓

Support Services (incl. HCAs)

9.7 ↓

-

3.3 ↑

23.0 ↓

-

51.0 ↓

88.0 ↑

By Staff Group

Notes/actions:
•
Weekly ERCB seeks assurance that all vacant posts are out to recruitment via TRAC and
highlights any delays for Divisions to address.
•
TRAC system provides transparency for the recruitment teams and managers/senior
managers all stages of the process
•
Extra marketing is used for hard to fill roles where necessary. NWAFT uses more than 20
social media channels and job sites , plus search (in-house and recruitment agencies)
•
An STP jobs portal for Cambridgeshire and Peterborough will be live July 2019 to
improve marketing of all C&P Trusts, including NWAFT
•
Successful recruitment underpins the continued reductions in agency spend and pay bill
controls
•
Interview dates are planned ahead to reduce time to hire and also reduce the risk of
losing candidates
•
Collaboration with C&P Trusts on recruitment from June 2019 with common time to hire
KPIs (TBC) and also sharing learning.
•
NWAFT Time to Hire – re-set KPIs and additional resources in recruitment team to
reduce time to hire.
•
NWAFT to split out UK and Overseas time to hire to have greater visibility of delays
•
Model Hospital average is 45 days from advert to offer
•
Focus on on-boarding during 2019/20 to help reduce starter drop outs
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Time to confirm
Start Date

Time to Hire Time to Hire Vacancy Approval to Vacancy Approval to
Checks Cleared
Start Date Agreed

Vacancy Approval to
Advert Placement

Legend

By Division

Advertising Start to
Unconditional Offer

Vacancy Approval
to Checks Cleared

Vacancy Approval
to Start Date

(45 Working Days)

(63 Working Days)

(65 Working Days)

Corporate Division

42.8

60.0

51.0

Emergency & Medicine
Division

52.3

62.0

64.9

_

_

116

Family & Integrated Support
Services

53.5

77.5

69.9

Surgery Division

46.6

70.4

70.7

Trust

50.2

67.2

67.9

Facilities Division
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Working days have
increased from last month

↑

Working days have stayed
the same

↔

Working days have
decreased from last month

↓
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Workforce
Sickness
Division of
Emergency &
Medicine

Division of Family
and Integrated
Support Services

Division of Surgery

Corporate Division

Facilities Division

Flexible Staffing
Division (Pool)

TRUST

3.82%
4.04%
4.26%

3.92%
3.98%
4.35%

3.54%
3.59%
3.63%

2.36%
2.35%
3.20%

2.62%
2.96%
2.65%

9.86%
11.88%
8.56%

3.65%
3.77%
3.99%

9.59
30
55
275.18
154.06
£1,687,777
2.11%
2.15%

9.79
55
56
242.82
141.74
£2,164,785
1.57%
2.79%

8.17
37
74
230.13
133.75
£1,970,250
1.60%
2.04%

7.20
8
73
63.43
36.63
£560,263
1.21%
1.99%

5.96
2
89
11.77
6.24
£67,581
1.46%
1.19%

19.26
3
77
16.85
10.23
£61,564
4.12%
4.44%

8.98
135
63
840.19
482.65
£6,512,220
1.72%
2.28%

Absence %
Quarterly %
Rolling 12 Month %
Average no. of working days lost per employee
Staff with 10 Days +
Av No of Days
4 Episodes or more
3 Episodes or more over 6 Month Period
Absence Estimated Cost £ - 12 months
Short Term Sickness – 12 months
Long Term Sickness – 12 months

Key Points

•
•
•
•

Decrease, down 0.01% from 4.00% to 3.99%
NHS national median is currently 4.35% (Nov 2018).
Common reasons (44.38% )for sickness absence are Gastrointestinal problems, cold, cough, flu.
Stress/Depression that is costing the Trust the most money at £1,174,152 (average of 24 days v/ 7
days for others reasons),
• Sickness absence costs the Trust, £6.2 million a year (£2.6 million for Nursing & Midwifery staff
and the majority in FISS at £2.1 million)
• 84,064 calendar days in 12 months (46,818 Long Term /37,246 Short Term).
Areas of Concern
• Under-reporting of sickness from staff not on Health Roster (e.g. Administrative &
Clerical/Medical & Dental)
• Currently 3 ways to record sickness – needs to move to single on-line process once e-rostering is
fully rolled out for all staff.
• Increased focus needed on prevention /wellbeing with line managers
Actions Taken
• Good 2 Outstanding – Health and Wellbeing work stream now in place.
• Improved Sickness Management Policy launched in 2018
• Tracking of sickness by day of the week/school holidays/events etc. now being introduced
• HR Advisors attend monthly KPI meetings to discuss sickness rates
• Actions plans being developed with line and senior managers for problem areas.
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Workforce
Sickness – Absence Reasons/Costs
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Workforce
Appraisals
My Performance Appraisal (MPA)
Thresholds: green >=95%, red <=85%

North West Anglia NHS Foundation Trust

85%
Key Points
•
•
•
•
•
•
•

85%, which has stayed the same over the past 3 months.
FISS (90%) and Corporate (85%) are the best performing
Surgery is the lowest performing Division, reaching a peak of 85% in June 2018, but then dropped
month on month to a low of 73% in Jan 2019, currently the Division has been slowly increasing over
the past few months, now at 82%
By staff group, Add Prof Scientific and Technical staff are the lowest performing at 83% and
Nursing & Midwifery/Healthcare Scientists staff at 84%. The best performing group are Allied Health
Professionals/Medical & Dental at 89%.
Above the national median of 83%. ( NHSI Model Hospital Dec 2018).
Above the East of England average of 84% .
Medical and dental appraisal (not MPA) includes all doctors apart from Junior Doctors on rotation

Areas of Concern
•
•

All areas below 90% compliance, particular Surgery and EMED who both have hotspots of low
compliance
Focus is on appraisals that have been completed, but not uploaded into ESR

Emergency & Medicine – actions:
•
•
•

All outstanding appraisals to be completed by 31st July.
All appraisals that have been completed entered onto ESR by 31st July.
EMED to agree any slippage on these on an exceptional basis only.

Family & Integrated Support Services – actions:
•

Spot audits by the leadership team with Specialty Leads and Managers to ensure that they achieve
the target levels for appraisals. If a certain area falls below this target, they are expected to put in
place an action to show how this will be rectified.

Surgery – actions:

•
•
•
•

73

All appraisals are entered onto ESR
Implement CBU appraisal calendar to ensure all are aware of appraisals due each month.
Theatres (Hinchingbrooke) have a remedial action plan to rectify their current appraisal
performance
Implementation of protected time, where possible, to ensure that these are completed on schedule.
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Workforce
Mandatory Training
Mandatory Training
Thresholds: green >=90%, red <=70%

North West Anglia NHS Foundation Trust

93%
Key Points
•
Compliance = 92.56%, this is an increase against the previous month of 1.11 percentage points.
•
Medical & Dental staff (non-consultants) have the lowest compliance at 77%.
•
Band 8 D and above do not meet the Trust target of 90%.
•
FISS increased again this month by 2 percentage points.
•
Above national median of 89% by 3 percentage points.
•
Above the East of England average of 87% by 6 percentage points.
(Data from NHS Model Hospital portal as at December 2018)
Areas of Concern
•

Medical & Dental – Others (incl. Junior Doctors).

Actions Taken
•
Regular programme of auditing to ensure accurate recording of compliance by staff groups and subject
•
Divisional and corporate monitoring of compliance with line managers being held to account for any non
compliance
•
New managers induction/development programme launched May 2019 to provide skills. knowledge and
clarity about accountability.

By Division

97.00%

96%

95.00%

94%

93.00%
91.00%

91%

89.00%
87.00%
85.00%
Jul-18

Aug-18

Sep-18

Oct-18
Corporate
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Nov-18

Dec-18

Emergency & Medicine

Jan-19
FISS
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Feb-19
Surgery

Mar-19

Apr-19

May-19

Target
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Jun-19

Workforce
Apprentices
Key Points

May 2017 (date of apprenticeship reforms) to March 2018

60 apprenticeship starts (including 8 young apprentices on fixed term contracts)

Over 8 different apprenticeship standards/frameworks
April 2018 to March 2019

110 apprenticeship starts (including 12 young apprentices on fixed term contracts)

Over 11 different apprenticeship standards/frameworks

Started accessing apprenticeship standards in Customer Services Specialist level 3, Healthcare Science Practitioner level 6, Digital and Technology Solutions level 6, Team Leading level 3 and Business
and Professional Administration level 4

Apprentice Levy spend per month

£800,000

£734,545

£700,000

120

Apprentice starts

Apprentice Levy spent

£486,227

£417,255

£282,310

£144,338
£135,373

£88,991
£89,878

£44,052
£44,939

£197,485
£188,520

£235,415

£200,000

£349,782

£300,000

£555,200

£500,000

£100,000

140

£644,873

£600,000

£400,000

Apprentice starts per month

160

100

80

60

40

20

0

£0

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20
Cumulative Projected Starts
Cumulative Projected Spend
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Month
Cumulative actual starts

Cumulative against public sector target

Month
cumulative actual spend
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Workforce
Organisational Development

‘Have Your Say’ Our Cultural Barometer Survey
The Q1 survey closed on 30 June 2019, with a final response rate of
10% (639 responses).

The overall staff engagement score was 3.65 which has
deteriorated since Q4 2018/19.

76

NWAFT Integrated Performance Report – July 2019

Page author: Louise Tibbert

6. GOVERNANCE
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Executive Summary
Governance

.

Fire Safety Inspection
Cambridgeshire Fire and Rescue Service recently completed fire audits of Primrose Ward and Apple Ward at Hinchingbrooke Hospital. The
Technical Fire Safety Team highlighted that the work examined looked extremely competent and the systems/procedures for completion of the fire
stopping work were very thorough. However, the inspection identified minor deficiencies relating to regular testing of the emergency lighting
systems in both wards.
The inspection report made recommendations on daily, monthly and annual tests that should be undertaken. The Director of Estates & Facilities
has confirmed that Planned Preventive Maintenance works are being scheduled in line with the recommendations to ensure the cyclical works are
carried out going forward.
The Board is asked to note that there is no legal enforcement associated with the reports. The reports are attached for information in Appendix
11a.
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Governance
Governance and Regulatory Performance Indicators 2019/20
Table 1 below shows the selected performance indicators.
Indicator
Internal Audit satisfactory and
substantial assurance
Internal Audit outstanding
recommendations
Clinical policies within review
date
Non-clinical policies within review
date

FOI requests processed within
20 working days

Target
(Green)

As at 30 June 2019
Not available

80%

7

0

83%↔

90%

89%↔

90%

92%↓

90%

Commentary
2019/20 Audit Plan agreed by Executive Directors.
Monitored through Audit Committee and at Executive Directors.
Outstanding actions are past their due date as at 30 April 2019.
Monitored through Quality Governance Operational Committee. All
policies have an executive lead. Last month (June 2019) was 83%.
Monitored through the Hospital Management Committee. All
policies have an executive lead. This is a combined figure for both
Peterborough and Hinchingbrooke Document Libraries. Last
month (June 2019) was 89%
Monitored through Health Records and Information Governance
Committee. Last month (June 2019) was 100% (YTD).

Freedom of Information
FOI responses have decreased slightly this month. However, performance continues to be above 90%. The figure reported is on a year to date
basis to avoid monthly fluctuations.
Internal Audit
As of the 30 June 2019 there are 7 recommendations outstanding from the 2018/19 audit plan. These have all been sent to Executive Directors for
review. 3 relate to workforce systems including electronic expenses and 4 related to data quality processes for Hinchingbrooke Emergency
Department.
The 2019/20 audit plan has been agreed by Executive Directors. The 2019/20 plan will be included in the August 2019 report.

Clinical and Non-Clinical Policies
The data for policies relates to policies held on the Peterborough Document Library and Hinchingbrooke Document Library. The figures for policies
within date will be improved as progress is made with the alignment of Trust policies across both sites. In addition to the ongoing monthly
monitoring, processes for rectifying the position including a review of individual accountabilities are being considered.
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Governance
Governance and Regulatory Performance Indicators 2019/20
Non-Clinical Policies
Of the corporate non-clinical policies these related to 9 (reduced from 11 documents in the previous month). The following departments have policies
that require review:
Department

Total

In
Date

Late

Communications

1

1

0

Corporate Governance

7

7

0

Facilities

21

19

2

Finance

6

6

0

Information Governance

4

4

0

Information Management & Technology

8

7

1

Workforce and Organisational Development

36

30

6

Total

83

74

9

Monthly reports are provided to Directors and their leadership teams for their respective areas. These reports highlight which policies are past their
review date. The Corporate Governance Compliance Team remind policy authors on a regular basis. In addition a risk has been placed on the Trust
Risk Register regarding non-clinical policies past their due date.
Reports for May 2019 show a total figure of 89%. This shows a static picture when compared against last month’s position. The new Company
Secretary is now in post and will be reviewing this with the relevant senior managers to agreed implementation timelines.
Trust Risk Register
The risk register is currently reviewed by the Hospital Management Committee (HMC) on a monthly basis, and more specifically by the Clinical
Divisions who are responsible for scrutinising their divisional risk registers on a more frequent basis as part of their governance meetings.
The task and finish group overseeing the review of the existing risk register and the development of a process for managing strategic risks and
associated governance processes continues to implement its plan as agreed at the November 2018 Audit Committee. The following areas are still in
progress:
• Master classes with the divisions to support implementation of the new approach.
• Development of a separate risk appetite policy.
• Revision of the risk management policies and procedures to reflect the updated processes now in place.
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Board Assurance Framework
The Board Assurance Framework is presented below and show’s the agreed objectives of the Trust’s agreed operational plan for 2018/19, together
with the measures against which progress will be monitored. Each element of the Board Assurance Framework has an associated action card which
shows mitigating actions and risks. Actions cards are reviewed by Executive Directors on a monthly basis.
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Quality Assurance update – Safeguarding Workforce Report
Presented for:

Information

Presented by:

Jo Bennis

Scrutinised by:

Quality Assurance Committee

Strategic goal:

Delivering outstanding care and experience
Recruiting, developing and retaining our workforce

Date:

19th July 2019

Regulatory
relevance:

CQC Fundamental Standards: Person-centred care (Regulation
9)
CQC Fundamental Standards: Safe care and treatment
(Regulation 12)

NHS Constitution
delivery

Patients and Public: All requirements

Equality and
Diversity

This report covers services and individuals equally and there are
no specific equality and diversity issues for consideration

Freedom of
Information
Release

This report can be released under the Freedom of information Act
2000

1.0
Summary
Attached is the monthly report for Safeguarding Workforce Report June 2019.
Key Points for Decision and Discussion – report is for information only.
Action required from the Board of Directors – to note the content of the report for
information only.
The following papers make up this report:
 Safeguarding Workforce Report June 2019
Jo Bennis
Chief Nurse
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Executive summary
This document sets out the Trust’s approach to making informed, safe, sustainable
and productive workforce decisions that promote patient safety, maintain and
improve quality, promote financial sustainability and meet the statutory duties of the
Trust Board of Directors. It sets out the governance structures and processes
including surveillance and reporting mechanisms in place to monitor outcomes of
such decisions. It provides assurance that each of the requirements from the
regulators are being addressed and that there is a focus on the Carter
recommendations and Model Hospital findings.
It sets out the safe staffing governance processes and reporting systems that are in
place and demonstrates the triangulated approach to safe staffing as required by
NHSI. Daily risk assessment processes and rolling surveillance of quality metrics
processes are explained. These enable Board members to view workforce
information and to triangulate this with other data sets such as patient safety and
experience outcomes, operational and financial performance details and wider
workforce metrics.
Details of the establishment review process undertaken in recent months is provided
taking in to account any changes in patient presentations, acuity and dependency
and specifically addresses the work undertaken around the addition of extra beds in
many of the wards on the Peterborough City Hospital site.
The workforce plan has been updated in year and a summary is provided of the
outcome of this process.
Details of enhanced governance processes to be introduced in relation to the
introduction of new roles or role redesign, along with any changes in service
provision models are given at Section 8 of the report.
As required the relevant section of the Annual Governance Statement is included at
Section 9, and is followed by a statement of assurance from the Chief Nurse and the
Medical Director. This has a list of recommendations for further developments to
progress further the systems and processes in place to ensure safe and effective
staffing levels for the provision of high quality care.
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1.

Introduction

1.1

This document sets out the Trust’s approach to making informed, safe,
sustainable and productive workforce decisions that promote patient safety,
maintain and improve quality, promote financial sustainability and meet the
statutory duties of the Trust Board of Directors. It sets out the governance
structures and processes including monitoring and reporting mechanisms in
place to monitor outcomes of such decisions. It provides assurance that each
of the requirements from the regulators are being addressed, specifically
those set out in:
 NHS Improvement Single Oversight Framework (SOF);
 National Quality Board guidance (2013 and 2016); and
 Care Quality Commission Fundamental Standards.

1.2

The paper also explains how the Carter recommendations and the findings
from the Model Hospital work have been utilised within the Trust.

1.3

The Trust Board members recognise the importance of organisational culture
for the workforce and are mindful of the influence of the leadership style on
culture. This has been particularly important during the merger process
between Peterborough and Stamford Hospitals and Hinchingbrooke Hospital
with work undertaken to ensure a good understanding of any differences in
the culture of the previously established organisations. An inclusive exercise
was led by the Organisational Development Team and included review of the
existing bodies’ values and publication of the newly merged organisation’s
values. It is recognised that the right organisational culture is essential to
ensure that staff are enabled to use their professional judgement to put
forward ideas for quality improvement and to escalate concerns relating to
workforce issues and any impact on patient care

1.4

Board members receive a monthly report including a comprehensive set of
data relating to nursing and midwifery staffing which enables them to view
workforce information and to triangulate this with other data sets such as
patient safety and experience outcomes, operational and financial
performance details and wider workforce metrics.

1.5

The document published by NHSI in 2018 entitled ‘Developing workforce
safeguards: Supporting providers to deliver high quality care through safe and
effective staffing’ reiterates the NQB guidance and adds further requirements
that they will assess. These are listed here for information:

1.6

The NQB guidance requires that providers:
 must deploy sufficient suitably qualified, competent, skilled and
experienced staff to meet care and treatment needs safely and effectively
 should have a systematic approach to determining the number of staff and
range of skills required to meet the needs of people using the service and
keep them safe at all times
 must use an approach that reflects current legislation and guidance where
it is available.
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1.7

The additional NHSI requirements are that:
 Trusts must formally ensure NQB’s 2016 guidance is embedded in their
safe staffing governance.
 Trusts must ensure the three components are used in their safe staffing
processes, i.e. evidence-based tools (where they exist), professional
judgement and outcomes. This will be checked in the NHSI yearly
assessment.
 Trusts are required to confirm their staffing governance processes are safe
and sustainable in their annual governance statement: NHSI will base their
assessment on the content of this through their usual regulatory
arrangements and performance management processes, which
complement quality outcomes, operational and finance performance
measures.
 NHSI will also seek assurance through the SOF, in which a provider’s
performance is monitored against five themes as part of this yearly
assessment.
 As part of the safe staffing review, the director of nursing and medical
director must confirm in a statement to their board that they are satisfied
with the outcome of any assessment that staffing is safe, effective and
sustainable.
 Trusts must have an effective workforce plan that is updated annually and
signed off by the chief executive and executive leaders: this should be
discussed by the Board in a public meeting.

1.8

Additional principles from the NQB that boards must follow are included at
Appendix 1.

1.9

The CQC fundamental standards that form the framework for regulatory
inspections include standards re safe staffing and relate to Regulation 12
(Safe Care and Treatment) and Regulation 18 (Staffing).
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2.

Safe staffing governance processes

2.1

Governance processes adopted by the Trust associated with providing
assurance around safe staffing incorporate the guidance provided by the NQB
in 2016. This section summarises the policies, meetings infrastructure and
routine reporting in place as part of the quality governance framework.
Further details can be found in later sections of the report.

2.2

Meetings infrastructure

2.2.1 Figure 1 provides a schematic diagram to show various trust wide meetings
that address issues relating to the provision of safe staffing. In addition, the
three clinical divisions have their own governance meetings infrastructure and
follow the standard agenda from the Performance Governance Framework
(2018), which includes items relating to staffing under the ‘safe’ and ‘well led’
headings.
2.2.2 The purpose of the meetings infrastructure is to provide formal checks and
balances across all the elements associated with providing patients with safe
and effective staffing levels and to ensure that issues are considered across
quality, workforce, financial and risk management domains.
2.3

Policies and guidelines

2.3.1 The following policies and guidelines are published on the Trust intranet and
form part of the systems and processes in place to ensure safe staffing for the
delivery of patient care.
2.3.2 Appropriate Nurse Staffing Levels, published on 22 December 2017 and due
for review by 15 December 2020. The purpose of this policy is to clarify the
operational and governance systems and processes in place to assure
deployment of appropriate nurse staffing levels for the delivery of safe and
effective nursing care that is evidence based where possible and open to
scrutiny.
2.3.3 Midwifery Managers’ on-call policy, published on 23 May 2018 and due for
review May 2023. The purpose of this policy is to ensure the Maternity
Service is accessed in a safe and clinically appropriate way and to ensure all
staff working in the Service maintain high standards of patient care taking into
account best practice, legislation, policy, procedures and clinical need.
Functions are escalation for staffing issues or acuity, reporting
sickness/absence and general enquiries. In reviewing this policy for
governance purposes, it was noted that the ratifying committee appeared to
be the same as the approval committee (i.e. Maternity Clinical
Governance/Maternity Governance) and that it has five years for the review
period. The previous policy also remains available on the Trust document
library intranet site. It is recommended that the ratifying process should be
extended to ensure that the Chief Nurse has involvement and that the
previous policy is archived.
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2.3.4 Safe Care (part of HealthRoster) Guidelines, published on 13 March 2017 and
due for review by 10 March 2020. The purpose of SafeCare is to allow the
organisation to have clear visibility of staffing issues including where levels do
not match required patient demand in terms of numbers and skills. SafeCare
enables the use of acuity and dependency monitoring and provides reports to
show trends, highlighting changes required to ensure safe staffing levels.
2.3.5 Temporary Staffing Policy, published on 14 June 2016 and due for review 31
March 2017. This is published as a Peterborough and Stamford Hospitals
NHS FT policy and is overdue for review. The policy is intended to clarify
roles and responsibilities of eligible managers and delegated employees in
booking temporary staff. In doing so it will establish a clear line of
accountability and responsibility for the management of temporary staff and
support budgetary control. The policy is currently being reviewed but the
processes are still current and aligned with NHSI guidance. It is also relevant
for both organisations although is a PSHFT document. This should be
addressed as part of the policy review process.

7

Trust Public Board of Directors, 30th July 2019 – App 6a

Figure 1:Diagram to show Governance Meeting Infrastructure for Workforce Issues
Board of Directors

Council of Governors

Quality Assurance Committee
Hospital Management Committee (including
Cost Improvement Programme Board)

People and Performance
Committee

Divisional performance reports
Medical Workforce Board

Local Negotiating Committee

Matrons Assurance Committee
Non-medical Workforce Board
TPG
Quality Governance Operational
Committee
Executive Review Control Board

Nursing and Midwifery Advisory
Group

Approving and Supporting New Roles

Education, Learning and
Development Group

Practice Development Team
meeting
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2.4

Regular reports produced relating to safe staffing levels

2.4.1 Board members recognise their accountability for ensuring the right culture,
leadership and skills for safe, sustainable and productive staffing. Review of the
set of papers published with the agenda for each meeting of the Board of
Directors, it can be seen that across the whole, Directors can triangulate
workforce metrics with care quality outcomes, operational productivity and
financial performance. They also check this in person through the scheduled
visits programme to clinical areas organised by the Care Quality Directorate.
2.4.2 It is recognised that the scrutiny offered in the monthly Board reports to date
focus only on registered and unregistered nursing and midwifery staff. As
highlighted in the NHSI document ‘Developing workforce safeguards 2018’
further work is necessary to develop a consistent approach to safe staffing levels
for other disciplines (medical and allied health professionals) including evidence
based tools to assess any impact of variation in acuity and dependency on these
disciplines.
2.4.3 The Chief Nurse provides monthly staffing reports to the Board that meet the
requirements of NHSI and include:
 Details from the monthly data report uploaded to NHS Digital showing fill rates
for registered and unregistered nursing staff by day and by night together with
Care Hours Per Patient Day (CHPPD). This report is also published as
required on the Trust public website and the NHS Choices website.
 Safe staffing data range table that helps to triangulate data to support staffing
decisions in accordance with recommendations from Carter (2016) and NQB
(2016). The table documents the following:
 % Utilisation which represents the hours short/hours excess (of the hours
needed to reach the required CHPPD), having taken into account patients’
acuity and dependency
 The ‘funded establishment (WTE)’ and numbers which refer to care staff
involved in the delivery of direct patient care
 The ‘Staff:Patient Ratio’ including registered and unregistered members
of the nursing team
 The ‘required’ and ‘actual’ numbers representing the average over the
month.
 Monitoring data against 24 Nurse Sensitive Indicators, for example, infection,
falls and pressure ulcer rates, medication incidents, call bell results.
 Safe staffing dashboard summary incorporating a number of graphs showing
Trust wide data. Slides are also distributed to divisional and ward level to the
appropriate teams for review and action as required. These have been
incorporated into Divisional governance meeting reports although the level of
analysis and identification of actions required needs further development for
optimal benefit to patient care, with clinical teams meeting their
responsibilities around review of workforce data and impact on care quality
outcomes.
 Focus on areas of concern, for example, the April 2019 report included data
relating to registered and non-registered nursing staff in the emergency
departments at PCH and Hinchingbrooke Hospital.
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2.5.3 A large number of indicators are reported at ward or departmental level to
demonstrate the quality of care provided to patients. These are collated by the
Matrons (for the Matrons Balanced Scorecard) and reviewed at ward, Clinical
Division and Trust-wide level. Many of the measures are reflected at Trust level
within the monthly Quality Report which is reviewed in the public board meetings.
Other indicators are reviewed at specialty level across the Trust, e.g. a suite of
stroke care and emergency department indicators and a maternity care
dashboard. Benchmarking data is provided where available.
2.5.6 Performance in these indicators is challenged in various fora including specific
care level meetings, for example, infection prevention and control, and pressure
ulcer meetings; at Clinical Division level, for example, Matron’s Forum and
Performance Committee; and at Trust wide level, e.g. Quality Assurance
Committee, Board and Council of Governors meetings. While many of the
indicators reflect a team based approach to care delivery for patients it is widely
agreed that some indicators are particularly nurse sensitive, e.g. pressure ulcer
prevention and management.
2.5.7 Other governance mechanisms review nursing and midwifery contributions to
patient care, for example, complaints and Patient Advice and Liaison Service
(PALS) reports classify concern types and include nursing/midwifery specific
issues. The Complaints, Litigation, Adverse Events and PALS (CLAEP) report
identifies any trends or patterns and seeks further information to ensure
developments in care occur to address the concerns raised, including staffing
levels incidents reported via Datix where patterns or trends of concern were
identified. The staffing shortages Datix reports submitted during the year June
2018 to May 2019 are tabulated below by severity, by Division and by site.
Incidents by Incident date (Month and year) and Severity
0 - No adverse outcome

1 - Insignificant

Jun 2018

36

6

7

0

49

Jul 2018

47

14

9

0

70

Aug 2018

55

13

22

0

90

Sep 2018

54

8

15

0

77

Oct 2018

38

8

10

0

56

Nov 2018

31

5

8

0

44

Dec 2018

23

7

18

0

48

Jan 2019

33

7

23

0

63

Feb 2019

28

9

11

0

48

Mar 2019

35

14

11

0

60

Apr 2019

32

9

15

0

56

May 2019
Total

2 - Minor

3 - Moderate

Total

17

8

5

1

31

429

108

154

1

692

Incidents by incident date (month and year) and Directorate/Division
Division of
Emergency &
Medicine
Jun 2018

31

Division of
Surgery
14

Division of Family &
Integrated Support
Services
4

Corporate
Services

Total

0

49
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Jul 2018

40

18

12

0

70

Aug 2018

56

22

12

0

90

Sep 2018

44

14

19

0

77

Oct 2018

43

6

7

0

56

Nov 2018

35

8

1

0

44

Dec 2018

38

6

3

1

48

Jan 2019

48

10

5

0

63

Feb 2019

32

9

7

0

48

Mar 2019

30

14

14

2

60

Apr 2019

37

12

7

0

56

May 2019

17

4

10

0

31

451

137

101

3

692

Total

Incidents by Incident date (Month and year) and Site
Peterborough
City Hospital

Hinchingbrooke
Hospital

Stamford
Hospital

City Care
Centre

Ely Hospital Princess of
Wales

Total

Jun 2018

25

24

0

0

0

49

Jul 2018

35

34

0

0

1

70

Aug 2018

50

40

0

0

0

90

Sep 2018

24

52

1

0

0

77

Oct 2018

18

36

1

1

0

56

Nov 2018

21

23

0

0

0

44

Dec 2018

12

36

0

0

0

48

Jan 2019

12

51

0

0

0

63

Feb 2019

20

28

0

0

0

48

Mar 2019

26

33

1

0

0

60

Apr 2019

23

32

1

0

0

56

May 2019

14

17

0

0

0

31

280

406

4

1

1

692

Total

2.5.8 Investigation of serious clinical incidents also identify lessons to be learned which
may relate to individual practitioner’s knowledge or behaviours, to department
wide issues of policy or competence and to staffing levels. Serious Incident
investigations and root cause analyses of Clostridium difficile infections or Grade
3 pressure ulcers review staffing levels at the time of the incident. Where
necessary, the Trust has sought external assurance around clinical safety and
effectiveness, e.g. peer review of our maternity services was undertaken by the
NHSI quality team in May 2019.
2.5.9 The Safe Staffing Dashboard is published and circulated monthly to the
leadership teams, including the HR Business Partners and HR Advisors with a
Trust level summary included in the monthly Board report for Safe Staffing and is
also now in graph format within the report. The Dashboard meets the
requirement of the NQB, i.e. that a dashboard should be in place to support
decision-making and inform assurance (Appendix 1).

11

Trust Public Board of Directors, 30th July 2019 – App 6a

2.5.10 A quarterly and annual report is provided to the Board by the Guardian of Safe
Working of Junior Doctors’. This role has been introduced to reassure junior
doctors and employers that rotas and working conditions are safe for doctors
and patients and that they are working in line with their work schedule. The main
issues explored and reported to the Board for 2018/19 included staffing and rota
gaps, August changeover of staff and induction, winter pressures and capacity
issues, immediate safety concerns, culture, education and information. The
report provides data around exception reports raised by the doctors.
3.

Triangulated approach to deciding staffing requirements

3.1

Trusts must ensure that three components are used in their safe staffing
processes, i.e. evidence-based tools (where they exist), professional judgement
and outcomes (NHSI, 2018). In so doing, this assists the Trust to meet the NQB
guidance (2016) that requires providers to:
 deploy sufficient suitably qualified, competent, skilled and experienced staff to
meet care and treatment needs safely and effectively
 have a systematic approach to determining the number of staff and range of
skills required to meet the needs of people using the service and keep them
safe at all times
 use an approach that reflects current legislation and guidance where it is
available.

3.2

In addition to the routinely required review of staffing establishment for all wards,
specific establishment considerations have been required for many of the wards
on the PCH site during 2019 where additional beds have been added to the initial
numbers. On the Hinchingbrooke site the historic ‘decant’ ward (Pear Tree
Ward) has been open for medical patients and establishment levels and costs
have to be agreed. The Chief Nurse developed the Investment Appraisal
associated with additional funding required to provide safe staffing within the
wards caring routinely for additional patients in conjunction with the Head of
Nursing and has recently met with the Deputy Finance Director, Chief Operating
Officer and the divisional teams to review establishments and costings. This has
now been finalised and confirmed with the Divisions. This does not include any
consideration of additional medical or allied health professional staffing
requirements.

3.3

Evidence based tools

3.3.1 The Trust uses the following evidence based tools to assist in ensuring the
deployment of the right staff with the right skills at the right place and time:
 Safer Nursing Care Tool
 Birthrate Plus
3.3.2 The Safer Nursing Care Tool (SNCT) is a method designed by the Association of
UK University Hospitals and updated in 2013 by the Shelford group which assists
Trusts to determine optimal nurse staffing levels. It involves acuity and
dependency monitoring, is used in conjunction with nurse sensitive indicators and
12
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can be used to benchmark with other organisations. It also provides evidence on
Care Hours Per Patient Day (CHPPD) that are available and also required.
3.3.3 The Trust is mindful of the NHSI requirement that states that ‘There must be no
local manipulation of the identified nursing resource from the evidence-based
figures embedded in the evidence-based tool used, except in the context of a
rigorous independent research study, as this may adversely affect the
recommended establishment figures derived from the use of the tool’ (clause 10,
page 11). However there are two areas within the Trust where the Safer Nursing
Care Tool has been adapted for use: paediatrics and medicine for Older People.
A risk assessment is to be completed for both these areas to articulate the
reasons for the adaptation and the ways in which any associated risks are
controlled.
3.3.4 Birthrate Plus is a framework for workforce planning and strategic decision
making and has been in variable use in UK maternity units since 1988. The
Royal College of Midwives (RCM) and the Royal College of Obstetricians and
Gynaecologists (RCOG) recommend the use of Birthrate Plus. There is no other
research based methodology for workforce planning in maternity services.
Birthrate Plus assesses the establishment needs within an existing service,
recognising that all services have differing needs and applications. Birthrate Plus
makes recommendations regarding skill mix and establishment requirements but
it does not recommend how changes in working practice within the service may
reduce the need for their recommended establishment uplift.
3.3.5 In 2016 NHSI published sector specific evidence based workforce improvement
resources relevant to the Trust for adult inpatients, urgent and emergency care,
maternity, children and young people, neonatal and pathology settings. This
evidence has been used by the Clinical Divisions to inform the establishment
reviews carried out in 2019.
3.3.6 The Royal College of Physicians published Guidance on Medical Staffing in
2018. This evidence has been used together with the requirements set out in the
Department of Health Junior Doctors Contract (2016) for the review of medical
staffing levels in the Emergency and Medicine Division.

3.4

Professional judgement

3.4.1 The establishment review process has involved senior clinical staff from within
the Divisions who have liaised with ward and departmental managers, ensuring
that the knowledge and experience of these staff was used to determine the
appropriate safe staffing levels for each area. The corporate nursing team has
been involved in providing professional support where particular establishment
issues have arisen, e.g. Pear Ward on the Hinchingbrooke site which is
established for 12 beds for 10 months of the year but is routinely used for more
in-patient care (invariably 30 patients). A risk assessment for staffing levels on
this ward is currently under review through the Trust governance meeting
infrastructure.
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3.4.2 Ultimately the Chief Nurse has reviewed all establishment review outcomes for
the wards on each Trust site in collaboration with the Divisional Heads of
Nursing.
3.5

Outcomes

3.5.1 Sections 2.4 and 5 detail the way in which care outcomes are monitored and
reported. These are triangulated with any data relating to staffing levels
4.

Day to day staffing risk assessment systems and processes

4.1

The Appropriate Nurse Staffing Levels Policy provides details as follows for day
to day staffing risk assessments, RAG rating and escalation as follows.

4.2

Monitoring of appropriate staffing levels

4.2.1 Where SafeCare is in place, a staffing census is completed by the Ward
Sister/Charge Nurse (or delegated deputy) to indicate patients' acuity and
dependency on each shift i.e.
 Early shift census period – 06:30 to 07:30
 Late shift census period – 14:30 to 15:30.
 Night shift census period – 18:30 to 19:30.
4.2.2 These census periods are well suited to start and finish times of shifts and for the
Trustwide capacity planning meetings.
4.2.3 The census details levels of care by patient numbers which are transferred into
SafeCare from eTrack by ward staff that have been trained in the process. This
census information is required to enable SafeCare to benchmark patient acuity
and dependency against the staffing levels for that ward and to inform the RAG
ratings and CHPPD.

4.3

Staffing levels notice boards:

4.3.1 The RAG rating is reviewed in each ward at least once per shift and the RAG
ratings are then managed initially within each Clinical Division, then across the
Trust. There is a notice board displayed in each in-patient area (on entrance to
the ward) to show the appropriate staffing levels determined for the area and the
number of staff actually on duty each day. This is to increase the transparency for
staff and visitors around staffing levels planned and available for patient care
delivery.
4.4

Dealing with shortfalls in appropriate staffing levels

4.4.1 Where staffing levels are green this is deemed appropriate and the ward
manager (or deputy) will continue to review this in line with patient care
requirements, escalating where any concerns for patient safety emerge. This may
14
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include the requirement for 1:1 care or escort duties within the Trust or to another
organisation where fulfilling this requirement may impact adversely on the other
patients. This issue is escalated to Clinical Division management team members
in the first instance, normally the relevant Matron (or the Site Senior Manager out
of hours).
4.4.2 Where staffing is deemed amber, the ward manager will review the patient care
requirements and the level of risk in line with patient flow and acuity/dependency.
Depending on the outcome of this review, the risk is managed initially within the
Clinical Division and then across other Division wards or departments if
necessary.
4.4.3 Where staffing is deemed red, this may constitute a risk to patient care delivery
and outcomes. Any risk is managed initially within the Clinical Division and then
across other Division wards or departments if necessary.
4.4.4 Each time the census or HealthRoster/SafeCare system is updated in relation to
patients’ acuity and dependency, or staffing updates, tasks or redeployment, the
Sunburst graphic is immediately updated, providing Trustwide status at a glance.
Sunburst: The Sunburst display can be shown by Directorate, or hospital wide
and can demonstrate staffing levels concerns at a glance. By clicking directly on
that section of the Sunburst, each individual ward/department can be accessed
separately for more detail. The colours help identify if there are any immediate
concerns: from red (immediate staffing concern), through to amber, light green
and dark green (no concerns).

Example of a Sunburst graphic
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4.4.5 This can be viewed on a screen during a site capacity meeting (for example) or
by an individual on their iPad when checking their own wards/department staffing
levels.
4.4.6 Where it is not possible to manage amber or red staffing levels within the Clinical
Division or across the Trust, the use of temporary staff is considered, in the
following way:
 Use of Flexible Staffing resource (either ward staff working additional shifts in
the grade of shift required, or FSS only staff).
 Use of staff senior to the grade of shift required via FSS paid at their
substantive grade.
 Use of agency staff.
4.4.7 This is covered in the Trust Temporary Staffing Policy (N1400) available on the
staff intranet.
4.4.8 Actions taken to address additional staffing requirements to achieve appropriate
nurse staffing levels must be recorded in the electronic rostering system.
4.4.9 Where there are concerns regarding staffing levels and/or skill mix, an adverse
event form can be raised via the Datix system (which is available to all staff on all
Trust sites) and where applicable, a red flag can be raised on the SafeCare- Live
system.
4.4.10 Where concerns remain about appropriate staffing levels the relevant ward
manager should escalate their concerns through the line management of the
Clinical Division initially, or to the Corporate nursing team if necessary. Evidence
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gathered through use of SafeCare, Datix reports and/or red flag reports is used
when reviewing concerns raised.
4.4.11 It is not acceptable for on-going poor staff deployment (e.g. through inactive
recruitment activities or poor absence management/excessive annual leave
allocation) to be addressed by colleague ward managers on a shift by shift basis.
Movement of staff should be by exception and as part of clinical risk
management.
4.4.12 Where on-going acuity and dependency monitoring together with other nurse
sensitive data indicates a change in appropriate staffing levels may be required,
this should be escalated by the Ward Manager to the Clinical Division
management team who are responsible for reviewing the information and
producing a case for change where relevant, to the Chief Nurse. Data from
SafeCare on HealthRoster is reviewed and triangulated with other data such as
CHPPD, nurse to patient ratios, recruitment and retention activity, sickness and
vacancy rates for any patterns or trends to help inform the management process.
4.4.13 For midwifery staffing day to day staffing risk assessments, RAG rating and
escalation requirements are set out in Appendix 2 of the Midwifery Managers’
On-call Policy. A series of pages detailing indicators, monitoring and actions
required by whom for green, amber, red and black status.
4.4.14 The process for reviewing shortages of staff in other disciplines is discussion at
the regular capacity meetings, although this needs to be made more robust in the
future.
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5.

Quality dashboard

5.1

The Safe Staffing Dashboard is published and circulated monthly to the
leadership teams, including the HR Business Partners and HR Advisors with a
Trust level summary included in the monthly Board report for Safe Staffing
presented as graphs. The Dashboard meets the requirement of the NQB, i.e.
that a dashboard should be in place to support decision-making and inform
assurance (Appendix 1).

5.2

When reviewing data relating to staffing levels and skill mix it is essential that it is
cross-referenced to other data including CHPPD, shift fill rates and ratios. In
addition, the reporting should enable links to be made between staffing levels and
skill mix data and quality indicator outcomes. The Chief Nurse supplies a stand
alone quality assurance staffing levels report to the board in addition to the
Quality Report element of the Integrated Performance Report (IPR). The IPR
enables wider cross referencing to operational and performance data and to the
detailed nursing and midwifery staffing data.

5.3

As described in Section 2.4, the Chief Nurse’s Staffing Levels and Skill Mix
Report includes fill rates for registered and unregistered nursing staff by day and
by night together with Care Hours Per Patient Day (CHPPD), a Safe Staffing data
range table to triangulate data to support staffing decisions in accordance with
recommendations from Carter (2016) and NQB (2016), 24 Nurse Sensitive
Indicators and a number of graphs showing Trust wide data. The ‘at a glance’
and informative graphs fulfil the requirement for a quality/safe staffing dashboard
and provide data at ward and departmental level over an identified 4 week period
for the following indicators:
 Number of weeks before start date for partial and full approval of the 4 week
roster
 % of total hours covered by bank and agency (delineating registered from
unregistered hours)
 Total additional shifts in hours
 Total additional/optional shifts in whole time equivalents (WTE)
 Additional/optional duties total hours
 Additional/optional duties WTE
 Registered nurse unavailability (excluding maternity/paternity) as % of
contracted hours*
 Unregistered nurse unavailability (excluding maternity/paternity) as % of
contracted hours*
 Vacancies for the roster period – budgeted WTE vs in post WTE
 Hours owed for the roster period as a % of contracted hours (delineating
hours owed to the Trust from hours owed to staff)
 Unfilled shifts (delineating registered from unregistered hours)
 Cumulative net hours owed as a % of contracted hours (delineating hours
owed to the Trust from hours owed to staff)
 Bank shift lead times
 Agency shifts requested, filled and worked (delineating Peterborough and
Stamford from Hinchingbrooke Hospitals)
*A table is included to show the top wards for unavailability.
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5.4

‘Spotlight on’ graphs are also included in the monthly report for areas of concern,
e.g. the April 2019 report contained graphs detailing registered and unregistered
staffing in the Emergency Departments on both sites, with substantive, bank and
agency hours showed and mapped against demand and additional duties.

5.5

Where required specific projects are set up to address staffing concerns that
emerge from interrogation of the various data sets produced each month, for
example, the service improvement plan for the emergency department at PCH,
and the task and finish groups overseen by the non-medical workforce group (i.e.
recruitment and retention, SafeCare, non-medical recruitment and retention
strategy and the Model Hospital/CHPPD work).

5.6

A subset of the staffing report is included in this report to show the level of data
provided in the monthly graphs provided to the wards, Divisions and Board. They
are the: registered and unregistered nursing unavailability (excluding
maternity/paternity) as % of contracted hours 22%, vacancy and extra shifts,
vacancies and additional/optional duties total hours for the roster period.
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6.

Staffing establishment review including numbers, skill mix and acuity and
dependency

6.1

The NQB guidance published in 2016 stated that:
‘An assessment or re-setting of the nursing establishment and skill mix (based on
acuity and dependency data and using an evidence-based toolkit where
available) must be reported to the board by ward or service area twice a year, in
accordance with NQB guidance and NHS Improvement resources. This must also
be linked to professional judgement and outcomes’.

6.2

NHSI reiterate the requirement for annual establishment setting with mid year
review, stating that the following should be taken in to account:










6.3

patient acuity and dependency using an evidence-based tool (as designed
and where available)
activity levels
seasonal variation in demand
service developments
contract commissioning
service changes
staff supply and experience issues
where temporary staff have been required above the set planned
establishment
patient and staff outcome measures.

Ward based nursing

6.3.1 Establishment reviews for ward based nursing staff have been undertaken within
the Clinical Divisions. These have been scrutinised initially by the Chief Nurse
and finance team members and then by a wider executive team.
6.3.2 Current establishments were reviewed by the Head of Nursing (and Deputy Head
where established) for the Divisions with the Matrons and Ward Managers taking
in to account patient acuity and dependency using the Safer Nursing Care
evidence based Tool, nurse sensitive indicators of care quality and data as
detailed at section 2.4.3 of this report. In addition risks on the Trust risk register
relating to staffing levels on the wards and the impact of shortages on patient
care quality were reviewed as part of triangulating all the evidence available
regarding safe staffing levels and establishments.
6.3.3 The budget setting process for 2019/20 rolled forward the outturn expenditure
from the previous year, taking in to account the cost implications of staff supply,
temporary staff use and requirement for 1:1 care provision (usually by a health
care assistant). Where unregistered staff have been used to mitigate registered
nurse shortfall, the divisional staff will need to manage the impact this may have
on funded establishments for 2019/20.
6.3.4 In terms of activity and seasonal variation, the general wards did not experience
a reduction in activity during the summer months. This is illustrated by the use of
Pear Ward on the Hinchingbrooke Hospital site. An investment appraisal is
under development for funding 12 beds on Pear Ward. The reality is that, on
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average, bed usage on Pear Tree Ward has been at 28 for the past 12 months.
A risk assessment was completed for the impact of this on patient care quality
and was rated as a high risk. This requires scrutiny at the next Hospital
Management Committee in line with the risk register governance process.
6.3.5 Part of the exercise also included consideration of changes in roles within the
establishment to meet the needs of the ward functions. For example, within the
Division of Surgery, some wards have reviewed their Health Care Assistant
complement to allow the introduction of a Band 3 ward tracker post (see
Appendix 2 for details).
6.3.6 In addition to the routine establishment review, the Trust has installed additional
beds in several wards on the PCH site. A supplementary establishment review
was undertaken for the affected wards to address establishment changes
required for safe care associated with the bed expansion. Appendix 3 provides
the outcomes of this review for the surgical division. This shows evidence of
triangulating evidence base, professional judgement and outcomes together with
proposed changes in skill mix and shift patterns, and requested uplift in funding to
provide safe care in the expanded ward areas. Formal letters from the executive
directors have been sent to the Surgical Division confirming their new staffing
establishments/budgets. The ward templates are being rewritten and will then be
uploaded to the roster system.
6.3.7 Emergency and Medicine Division - it has been complex for the Division to review
establishment requirements associated with the additional beds given the actions
taken to provide temporary staff to fill substantive vacancies in addition to staff
needed for patient care associated with the extra beds. The Division has
received details of their staffing budgets and completion of revised roster
templates is underway in line with patient acuity and dependency in each area.
6.3.8 The establishment review for paediatric areas took in to account the increase in
patient acuity and dependence, increase in demand for high dependency care
and bed occupancy figures. A system issue that was also considered was the
absence of paediatric inpatient beds at the Pilgrim Hospital in Boston. The
review was also informed by the RCN publication ‘Defining staffing levels for
children and young people’s services (2013). New roles were also included:
Associate Nurse and Grow your own positions. The changes recommended from
this review have not been accepted to date and the review process will be
repeated in October.
6.3.9 The Chief Nurse is developing the Investment Appraisal associated with
additional funding required to provide safe staffing within the wards caring
routinely for additional patients and has recently met with the Deputy Finance
Director, Chief Operating Officer and the divisional teams to review
establishments and costing. This is close to finalising, however, EMED are
required to undertake some changes. This does not include any consideration of
additional medical or allied health professional staffing requirements.
6.4

Midwifery staffing

6.4.1 The midwifery establishment review was undertaken using the methodology of
the Birthrate Plus evidence based tool. This tool assesses the establishment
23

Trust Public Board of Directors, 30th July 2019 – App 6a

needs within an existing service, recognising that all services have differing
needs and applications and makes recommendations regarding skill mix and
establishment requirements. It does not recommend how changes in working
practice within the service may reduce the need for their recommended
establishment uplift.
6.4.2 Neither the PCH nor the Hinchingbrooke Service has been assessed using
Birthrate Plus since 2016. The information provided at Appendix 4 was
calculated using the methodology without inclusion of statistical demographical
information. It is positive to note that, in addition to meeting the requirement for a
ratio of 1 midwife to 29 births, the table in Appendix 4 highlights that this is
calculated without the inclusion of management hours allocated to senior
midwifery team members.
6.4.3 Revised establishments and budgets have been proposed for 19/20 recognising
the changes in activity, i.e. the significant drop in birth rate. Outcomes in care are
monitored regularly using the Maternity dashboard.
6.5

Medical staffing

6.5.1 A review of medical staffing levels has been completed for the Emergency and
Medicine Divisional wards. This included medical staff up to but not including
Consultant staff.
6.5.2 The evidence base used to inform the process was the Royal College of
Physicians Guidance on Medical Staffing (2018) and the Department of Health
Junior Doctors Contract (2016).
6.5.3 Professional judgement was sought from the Consultants working in each of the
ward areas, They verified the number of doctors required for usual working days,
out of hours and any particular medical staffing situations. These details were
then entered in to the system used to monitor and assure compliant rotas for the
medical staff and the head count required to cover the rotas was established.
This was then reviewed by the finance team who identified any budget setting
implications. The outcomes were then reviewed and signed off by the Consultant
medical staff and Divisional triumvirate, and by the Executive RCB, and the
budget signed off by the Board of Directors.
6.5.4 Consideration is being given to extending the establishment review process to
the Consultant staff body. The report is with the Medical Director, Director of
Finance and Director of Workforce for further consideration.
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7.

Workforce plan annual update

7.1

The following is a summary of the more detailed information included within the
Trust’s Annual Plan for 2019.20

7.2

The Trust reduced agency spend from £25m in 2017/18 to the target set of
£20.1m by March 2019. This was achieved through an Executive led strategy
supported by increasingly robust controls. Significant improvements have been
made to all aspects of the recruitment process, thereby reducing vacancies and
turnover. There is more to do on recruitment, agency spend reduction and
retention in 2019/20, and the foundations are in place to continue improvement in
all these areas. The Trust has set an agency spend target for 2019/20 is £17.5m,
which is above the NHS Improvement (NHSI) target of £15.6m but is more
realistic given projections on workforce supply and recruitment, additional costs
of agency doctors as VAT is applied, and the impact of community paediatric
services which transfer in from Cambridgeshire Community Services (CCS) on 1
April with high vacancy levels and agency use.

7.3

The Trust has increased pay spend by 2.2% year on year, which is attributable to
the implementation of the national pay award, increased WTE and headcount, as
well as bank and agency usage. Pay controls and a focus on productivity will be
strengthened during 2019/20.

7.4

The Trust re-launched the Good to Outstanding (G2O) Programme in February
2019, with a monthly delivery Board chaired by the Chief Executive. The focus is
on creating the right culture for staff and patients, and will include a refresh of the
values and behaviours as well as an increased emphasis on leadership and
inclusion. The Trust staff survey 2018 scores across the 10 themes are at
average or just above average. The staff engagement score is 7.1 on the new
rating scheme. Key themes from this and the quarterly cultural barometer tool
will inform the G2O programme Board in preparing a work programme for the
year.

7.5

The Trust is planning to open 33 additional beds (mostly additional beds on
existing wards) with an identified staffing cost per bed. This will meet the activity
plan and is included in both the workforce and finance plans .

7.6

A Non-Medical Workforce Board and a Medical Workforce Board meet monthly to
focus on recruitment and supply, retention, education and training, and pay cost
improvement and productivity.

7.7

The terms of reference purpose for the Non-medical Workforce Board is to
develop a workforce plan and related resourcing plans related to nursing, HCA
and AHP roles that reflects national supply and education and Trust
requirements/challenges. For the Medical Workforce Board the purpose is to
develop and facilitate implementation of the a Medical Workforce 5-point plan and
strategy to addresses recruitment needs to ensure sustainability of services
across the trust whilst addressing training and development needs of existing
staff and reducing agency & locum.

7.8

The workforce plan has been developed through an integrated planning process
via a single working group and has included activity, finance, quality and safety,
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and workforce to ensure that all elements are triangulated as far as possible. The
plan has been approved by the Trust Board.
7.9

The Trust faces workforce related challenges mainly around recruitment,
retention and sickness management

7.10

The projected growth in activity will be absorbed as far as possible through
workforce productivity rather than additional head count. There will be more
robust rostering for all staff groups to fill more shifts with substantive staff by
better advanced planning. All ward based staff and junior doctors are already on
e-rostering and consultants will be added this year in line with their improved jobs
plans. AHPs and the remaining staff groups will be added to e-rostering during
the year.

7.11

The workforce £6.1m CIP target will be delivered through improved job planning,
better utilisation of substantive staff, optimal skill-mixing, unit cost reduction of
bank rates, improved recruitment and retention leading to reduced agency and
bank spend.

7.12

Divisional and Executive oversight of workforce issues will continue to be
governed through the weekly Executive Resourcing Control Board for recruitment
and agency/bank and a monthly Non-Medical Workforce Board. Executive teams
will continue to work with Divisions, Nursing, AHPs and HR on supply and
recruitment, retention, productivity ( e-rostering), education and developing new
roles. We will improve control on medical pay through a new weekly Medical Pay
Control Board to drive improvements in medical job planning, pay rates, and pay
policy.

7.13

The Trust’s Workforce and OD strategy will be refreshed in 2019/20 which will
support delivery of our clinical strategy and workforce priorities in the NHS Long
Term plan.

7.14

It is recommended that in future reports to the Board, this section more clearly
maps to the five components of workforce planning as detailed in the NHSI
workforce planning toolkit, i.e.:






Leadership
Technology
Information, method and governance
Engagement and integration
Strategy
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8.

Governance relating to changes in service provision models, new roles and
role redesign

8.1

While it is important for the Trust to develop new roles and ways of working, it is
essential that such developments are informed by a comprehensive case of need
and risk assessment including formal completion of a Quality Impact Assessment
(QIA). As per the Trust policy ‘Quality Impact Assessment Policy and Framework
during Transformation’ the Chief Nurse and Medical Director must review all QIAs
and provide executive sign off before any developments are implemented.

8.2

In meeting the requirements of NHSI (2018) the Trust is putting in place stronger
governance mechanisms around the approval and support of new roles. Several
new roles are currently being implemented in the Trust (e.g. Physician’s
Associates, Advanced Clinical Practitioners, Nurse Consultants and Nursing
Associates) and have been scrutinised through existing governance systems (for
example, the Nursing and Midwifery Advisory group and the Quality Governance
Operational Committee). QIAs are to be completed for these roles and the risks
identified included on the Trust’s risk register.

8.3

The revised governance route for approving and supporting new roles will be:
Board of Directors

Quality Assurance Committee

Medical and Non-Medical
Workforce Board

Finance and Performance
Committee

Trust Partnership Group

NMAG and QGOC

New role steering group

8.4

Terms of reference for the new group will ensure that the information required to
provide assurance at each stage of development and implementation is
presented in a clear and concise manner and includes:
 the workforce challenge
 what is needed from the new roles
 the remit of any new role
 the competencies required and how they will be acquired
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 how the new role(s) will be costed, assessed and monitored
 the measures to ensure the new roles are fit for purpose and deliver what was
expected
 any risks identified through the quality impact assessment
 lines of accountability for the new roles
 the supervision arrangements in place.
8.5

The Chief Nurse and Medical Director will ensure that learning from published
evidence around the introduction of new roles is used effectively, such as the
research and practical guidance published by the Nuffield Trust, entitled
‘Reshaping the workforce to deliver the care patients need’ (2016).
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9.

Annual governance statement

9.1

The annual governance statement is reviewed by NHSI through their regulatory
arrangements and performance management processes, which complement
quality outcomes, operational and finance performance measures.

9.2

The Trust’s Annual Governance Statement relating to compliance with workforce
strategies and staffing systems for the year 2018/19 is that:
‘The Trust ensures adequate measures are in place to meet workforce strategies
and staffing systems. Staffing processes are safe, sustainable and effective with
regular reports to the Board’.

9.3

This statement is supplemented with details contained in the Workforce & OD
Section of the Annual Report as follows:
‘We developed our annual workforce plan to ensure appropriate levels and skills
of staff are available to deliver safe, high quality care to our patients. Our Trust
plan was compiled from Division workforce plans. It was multidisciplinary,
evidence-based, integrated with finance and activity plans. Our annual plan was
shared with the Board and reviewed mid –year.
During the year, our Board received assurance regarding the performance
through the Single Integrated Performance monthly Report with supporting
information for indicators rated as red on the performance dashboard, bringing
together performance metrics and information relating to workforce, quality
priorities, staffing and finance. The workforce data presented to Board on a
monthly basis included establishment updates, sickness, turnover, appraisal,
vacancy rates, agency spend and mandatory training data.
Reports to Board from the Finance and People and Performance Committee
provide further assurance to the Board on the effectiveness of the delivery of our
Workforce and Organisational Strategy which details our short, medium and long
term workforce strategies to deliver a safe, effective service. This Committee also
receives assurance regarding the risks relating to workforce recruitment and
retention’.
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10.

Statement from the Chief Nurse and Medical Director

10.1

As required by NHSI, the following statement from the director of nursing and
medical director confirms to the board that we are satisfied with the outcome the
establishment reviews undertaken in accordance with NQB and other national
guidance. However, through completion of this work, there are a number of
recommendations for action in relation to governance including review and
updating of policies and terms of reference for key meetings, and completion of
Quality Impact Assessments for new roles in the Trust together with risk
assessments as required. Progress against these recommendations will be
overseen at the medical and Non-medical Workforce Board meetings.
Mrs Joanne Bennis, Chief Nurse and Dr Kanchan Rege, Medical Director

Recommendations
Policy updates:
SafeCare Guidelines: – review to enhance incorporation of Hinchingbrooke site to be
completed.
Appropriate nurse staffing levels – some post merger updating required and inclusion of
NHSI requirements e.g. QIA for new roles
Performance Governance Framework - overdue for review 30/04/2019
The ratifying process for the Maternity Staffing Policy should be extended to ensure that
the Chief Nurse has involvement and the previous policy should be archived.
Temporary Staffing Policy review process (currently underway) should ensure the
revised document is a Trustwide document.
Meetings
Terms of Reference for Medical Workforce Board – overdue for review and review of
committee it reports to required
Terms of reference for a group for approving and supporting new roles to be drafted
Reporting
Regular reports to be developed for other disciplines to replicate the level of reporting
provided on a monthly basis to the Board regarding nursing and midwifery staffing.
Future reports to the Board around workforce planning should more clearly map to the
five components as detailed in the NHSI workforce planning toolkit.

QIAs and risk register
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Compare exemplar QIA with Trust one – take the best of both for revised version.
Complete QIA for Nursing Associates, Advanced Clinical Practitioners, Physicians
Associates and Nurse Consultants
Risk assessment to risk register as required
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Appendix 1
NQB guidance contains further requirements:
 The organisation must have an agreed local quality dashboard that crosschecks comparative data on staffing and skill mix with other efficiency and
quality metrics such as the Model Hospital dashboard: this should be in the
monthly board reports.
 An assessment or re-setting of the nursing establishment and skill mix (based
on acuity and dependency data and using an evidence-based toolkit where
available) must be reported to the board by ward or service area twice a year,
in accordance with NQB guidance and NHS Improvement resources. This
must also be linked to professional judgement and outcomes.
 There must be no local manipulation of the identified nursing resource from
the evidence-based figures embedded in the evidence-based tool used,
except in the context of a rigorous independent research study, as this may
adversely affect the recommended establishment figures derived from the use
of the tool.
 Any service changes, including skill-mix changes, must have a full quality
impact assessment (QIA) review as stated in CQC’s well-led framework
guidance (2018) and NQB’s guidance.
 Any redesign or introduction of new roles (including but not limited to
physician associate, nursing associates and advanced clinical practitioners –
ACPs) would be considered a service change and must have a full QIA.
 Given day-to-day operational challenges, we expect trusts to carry out
business-as- usual dynamic staffing risk assessments including formal
escalation processes. Any risk to safety, quality, finance, performance and
staff experience must be clearly described in these risk assessments.
 Should risks associated with staffing continue or increase and mitigations
prove insufficient, trusts must escalate the issue (and where appropriate,
implement business continuity plans) to the board to maintain safety and care
quality. Actions may include part or full closure of a service or reduced
provision: for example, wards, beds and teams, realignment, or a return to the
original skill mix.
National Quality Board, 2016
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Appendix 2: Surgical Ward Staffing Review
December 2018
The first table for each ward shows the number of staff planned for each shift, and the
second shows the ratio of staff to patients.
Bay Tree
30 bedded surgical / trauma ward.
E
L
N

RN/Pt
All/pt

Current
RN
5
5
3
E
6
3.33

HCA
4
3
3

L
6
3.75

N
10
5

HCA compliment to be reviewed to allow a ward Tracker B3 post
Mulberry
7 bedded private surgical unit.
E
L
N

RN/Pt
All/pt

Current
RN
2
2
2
E
3.5
2.33

HCA
1
0
0

L
3.5
3.5

N
3.5
3.5

? HCA role to be HCA / Ward Tracker / Ward Clerk hybrid role
Daisy
20 bedded 23 hour stay unit
Current
RN
HCA

Proposed
RN
HCA

E
L
N

A2 Surgical ENT / Urology Ward
Current

E
L
N

RN
5
5
4

4
4
3

Current (32 beds)

Proposed 35
beds
RN
HCA
6
4
6
4
4
4
Proposed (35
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RN/Pt
All/pt

E
6.4
3.55

L
6.4
4.5

N
8
4.57

beds)
E
L
5.85 5.85
3.5
3.8

N
8.75
4.37

A4 32 bedded Colorectal ward

E
L
N

Current (32
beds)
RN
HCA
5
4
5
4
4
3

Proposed (35
beds)
RN
HCA
6
4
6
4
4
4

32 bedded elderly care ward
Current (32 beds)

RN/Pt
All/pt

E
6.4
3.55

L
6.4
3.5

N
8
4.57

Proposed (35
beds)
E
L
N
5.8
5.8
8.75
3.5
3.5
4.37

B5 32 bedded trauma ward
E
L
N

Current
RN
5
5
4

HCA
4
4
3

Current (32 beds)

RN/Pt
All/pt

E
6.4
3.55

L
6.4
3.55

N
8
4.57

RN/Pt
All/pt

E
6.4
3.55

L
6.4
3.55

N
8
5.33

Proposed
RN
HCA
6
4
6
4
4
3
Proposed (35
beds)
E
L
N
5.8
5.8
8.75
3.5
3.5
4.37

B7 32 Bedded elective orthopaedic ward
E
L
N

RN/Pt
All/pt

Current
RN
5
5
4
E
6.4
3.5

L
6.4
3.5

HCA
4
4
3
N
8
4.57

No proposed changes to B7
Birch 21 Bedded elective orthopaedic Ward
32 bedded respiratory unit.
Current
RN
HCA

Proposed
RN
HCA
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E
L
N

3
2
2
E

2
2
1
L

N

RN/Pt
All/pt

Haem/Onc - 17 beds
E
L
TW
N

RN/Pt
All/pt

Current
RN
HCA
3
3
3
2
1
2
1
E
5.6
2.83

L
5.6
3.4

Proposed
RN
HCA
3
3
3
2
2
2
1

N
8.5
5.6

Excluding Twilight shift
A15 20 bedded 23 hour stay unit
E
L
TW
N

RN/Pt
All/pt

Current
RN
HCA
3
3
3
2
1
2
1
E
6.66
3.33

L
6.66
4

N
10
5.71
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Proposed Staffing Ratios per ward area:
Area
Bay tree
Mulberry
Daisy
A2
A4
B5
B7
Birch
Haem / Onc
A15

Staffing Ratio RN/Pt
E
L
6
6
3.5
3.5

N
10
3.5

Staffing ratio all staff
E
L
3.33
3.75
2.33
3.5

N
5
3.5

5.8
5.8
5.8
6.4

5.8
5.8
5.8
6.4

8.75
8.75
8.78
8

3.5
3.5
3.5
3.5

3.8
3.5
3.5
3.5

4.37
4.37
4.37
4.57

6.3
6.66

6.3
6.66

9.5
10

3.1
3.33

3.8
4

4.75
5.71

Increases
A2 / A4 /B5 – RN 84 hrs / week each, HCA 84 Hrs / week each
Haem onc – HCA - 64 hrs / week
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Appendix 3: Division of Surgery
Staffing review of A2, A4, B5 and GHOW pre and post bed expansion

*band 4 Nursing Associates included in band 5 calculations
Total numbers include coordinator, RN : Patient ratios exclude coordinator
All: patient ratios exclude ward manager but include coordinator

Ward A2:
Surgery/ENT/Urology.
Acuity risks: preferred place of care for patients with tracheostomies. Recent
agreement by general surgeons to increase use for ITU stepdown. Beds increased
from 28 to 30 in 2016, template does not correspond with budget. Late afternoon and
early evening identified as high activity – proposed model enhances staffing during
this period.
Safe Care: CHPPD reflect the acuity demands weekday elective list, emergency
activity at weekends, medical outliers – template currently emphasises weekday
acuity
Staff turnover 1.63%, sickness rates 4%, MPA compliance 88%, mandatory training
91%
Requested uplift: 1 band 4 on night shift, 1 additional band 2 on twilight, will require
increase of band 5 at weekends on long days
Band 4 2.15 WTE, Band 2 0.98, Band 5 0.75
(Alteration from original proposal – 2.15 WTE band 4, 1.92 Band 2)
35 beds
Proposed staffing

Early
Late
Twilight
Night

Monday Friday
5+4
5+4
HCA 1
5+2

Saturday Sunday
5+4
5+4
5+2

Staff: patient ratios:
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A2

E
L
TW
N

Previous 32 beds

Current 35 beds
Proposed staffing

Monday –
Friday

Saturday Sunday

Monday Friday

Saturday Sunday

RN
8
6.4

All
3.55
3.55

RN
8
8

All
4
4

RN
8.75
8.75

RN
8.75
8.75

All
3.88
3.88

8

5.33

8

5.33

8.75

8.75

3.88

All
3.88
3.88
4.11
3.88

Ward A4:
Colorectal surgery
Acuity risks: large number of ITU step downs, major abdo surgery, high acuity/risk
of deterioration. Monday-Friday identified as high activity due to operating lists,
reflected in proposed model. Need for NA rather than HCA requirement due to
acuity.
Safe care:
Staff turnover: 14% sickness rate: 4%
92%

MPA compliance: 81% mandatory training

Requested uplift : 1 band 4 night shift, 1 band 4 on long day Mon-Fri.
This equates to 2.15 WTE band 4 and 1.92 WTE band 2
A4

Current 35 beds
Proposed staffing
Monday Friday
6+4
6+4
5+2

E
L
N

Saturday Sunday
5+4
5+4
5+2

Staff: patient ratios:
A4

Previous 32 beds

Current 35 beds
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Proposed staffing

E
L
N

Monday –
Friday

Saturday Sunday

Monday Friday

Saturday Sunday

RN
8
8
8

RN
8
8
8

RN
7
7
7

RN
8
8
7

All
3.5
3.5
5.3

All
3.5
3.5
5.3

All
3.5
3.5
5

All
4.3
4.3
5

B5:
Orthopaedic trauma ward
Acuity risks: cohort of elderly frail at risk of delirium, high falls risk. Flex to provide
capacity for medical outliers – low dependency patients are transferred to B7 to meet
Trust and divisional capacity needs
Safe care: level 1b patients impact on acuity, shows 7 day week acuity demand,
Staff turnover 14% sickness rate 7% MPA compliance 100%, mandatory training
90%
Requested uplift: 1 band 4 on long days, 1 band 2 on night shift
This equates to 2.15 WTE band 4, and 2.15 WTE band 2
B5

Previous 32 bed
RN

HCA

Current 35 beds
Proposed staffing
RN
HCA

E

5

4

6

4

L

5

4

6

4

N

4

2

4

3

Staff: patient ratios
Previous (32 beds)

Proposed (35 beds)

E

L

N

E

L

N

RN/Pt

8

8

8

7

7

8.7

All/pt

3.5

3.5

5.3

3.5

3.5

5
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GHOW:
Haematology Oncology ward
Acuity risks: High risk of sepsis and confirmed sepsis, end of life care, complex
chemotherapy regimens and multiple infusions, higher than average number of
escorts to radiotherapy and scanning, High requirement for additional skills training.
RN at night holds neutropenic sepsis phone and provides telephone advice. Day
attenders in treatment room
Safe care: high number of level 2 patients due to complex IV regimes, end of life
patients show as 1b, limited / nil level 0 patients. Unable to capture day attender
activity on safe care, or out of hours over spill from Chemotherapy Day Unit
Staff turnover 5.91% sickness rates 6%, MPA compliance 100%, mandatory training
94%
Requested uplift: Increase twilight HCA to whole night HCA , additional HCA on
long day shift
Equates to 3.27 WTE band 2
GHOW

Previous 18 beds
RN

HCA

Current 20 beds
Proposed staffing
RN
HCA

E

4

2

4

3

L

4

2

4

3

3

1

TW

1

N

3

Staff: patient ratios
Previous 18 beds
E

L

N

Current 20 beds
Proposed staffing
E
L

RN/Pt

6

6

6

6.6

6.6

6.6

All/pt

3

3

6

2.8

2.8

2.8

N
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Appendix 4: Midwifery Staffing: a position statement – May 2019
Birthrate Plus is a framework for workforce planning and strategic decision making
and has been in variable use in UK maternity units since 1988. The Royal College of
Midwives (RCM) and the Royal College of Obstetricians and Gynaecologists
(RCOG) recommend the use of Birthrate Plus. There is no other research based
methodology for workforce planning in maternity services. Birthrate Plus assesses
the establishment needs within an existing service, recognising that all services have
differing needs and applications. Birthrate Plus makes recommendations regarding
skill mix and establishment requirements but it does not recommend how changes in
working practice within the service may reduce the need for their recommended
establishment uplift.
Neither site has been assessed using this tool since 2016 so the below information is
calculated using the methodology but there is no statistical, demographical
information included.
This data has also been collated using the revised budgets that have been proposed
for 19/20. The birth rate has dropped significantly and therefore the board has
adjusted the budget in line with this.

Total NWAFT
19\20
WTE midwifery
Establishment

247.08

This figure includes the 8A
and 8B level

WTE Clinical
Midwives including
Specialist's

229.19

This figure excludes all the
management hours that are
allocated to the senior team

Non-clinical midwifery

17.89

The equates to 7.2% of the
whole midwifery
establishment being
allocated to managerial
hours.

25.69
including specialists

This equates to 10% of
workforce
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Birth to Midwife
ratio
based on births
18/19

1:29

Total births for NWAFT
6723

Delivery suite co-ordinator
Staffing templates on both sites are supportive of the supernumerary status of the
delivery suite co-ordinator. Robust escalation policy is in place to support this and
enable the delivery suite co-ordinator to be supported to maintain this in periods of
increased acuity.
1:1 care in labour
1:1 care monitored on maternity dashboard. Data captured on HICCS and K2. Data
reviewed monthly to ensure mitigation is on dashboard if 100% is not achieved.

Issues:


Maternity transformation

The maternity Transformation programme seeks to deliver the vision set out in better
Births by bringing together a wide range of organisations to lead and deliver across 9
work streams. The LMS have been asked to set out a local vision that should
incorporate






plans to reduce rates of stillbirth, neonatal death, maternal death and brain
injury during birth by 20% by the end of 2020/21, and are on track to make a
50% reduction by 2025;
Have implemented the Saving Babies’ Lives care bundle in full by March
2019;
Are investigating and learning from incidents, and are sharing this learning
through their Local Maternity Systems and with others
Are fully engaged in the development and implementation of the NHS
Improvement Maternity and Neonatal Health Safety Collaborative.
How choice in, and personalisation of, maternity services will be improved so
that, by the end of 2020/21:

All pregnant women have a personalised care plan;
All women are able to make choices about their maternity care, during pregnancy,
birth and postnatally;
Most women receive continuity of the person caring for them during pregnancy, birth
and postnatally; and
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More women are able to give birth in midwifery settings (at home and in midwifery
units).
These outcomes will be delivered by the acute trust and will be monitored by NHSE.
NWAFT are working with the LMS to support implementation and delivery of the
transformation work.
This will need consideration when reviewing midwifery staffing going forward as the
programme will require investment to deliver.


Reducing birth rate

The decline in the birth rate needs to be monitored month on month. This is
monitored on the maternity dashboard. This is presented to board and will evidence
any increase in birth rate and appropriate actions that need to be taken to ensure a
safe birth: midwife ratio is maintained.
May 2019
Fran Stephens
Libby Grooby

43

Trust public Board of Directors, 30th July 2019, App 6b

DIPC/Deputy DIPC Monthly Infection
Prevention and Control Report

Jo Bennis – Chief Nurse
10th July 2019
1
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Purpose of Report

Contents
Update of Objectives

3

Assurance/Summary

4

2019/20 Priorities – Hospital

5

acquired infections, C. difficile, MRSA

Infection Control Risks

11

HII and Hand Hygiene

13

Environmental Audits and
Cleaning Scores

14

Water Safety

16

External Visits

17

Antibiotic CQUIN

18

Mandatory Training

19

This report summaries performance in June 2019 across the three domains
(safety, effectiveness and patient experience) and provides and update on
regulatory activities against the CQC Fundamental Standards.
Good infection prevention (including cleanliness) is essential to ensure that
people who use health and social care services receive safe and effective care.
Effective prevention and control of infection must be part of everyday practice and
be applied consistently by everyone. The Code of Practice on the prevention and
control of infections, under The Health and Social Care Act 2008, sets out the 10
criteria against which the Care Quality Commission (CQC) will judge a registered
provider on how it complies with the infection prevention requirements. As the
regulator of health and adult social care in England, the CQC will provide
assurance that the care people receive meets the fundamental standards of
quality and safety.
Priorities for 2019/20 are to ensure acquisition of healthcare associated
infections is at its irreducible minimum, for hospital acquired infections, C.
difficile and MRSA screening.
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Trustwide
Update of objectives against hygiene code criteria
Hygiene Code Criterion

Objective

Progress/exception report

Ensure prompt identification of people who have or are at risk of
developing an infection so that they receive timely and appropriate
treatment to reduce the risk of transmitting infection to other people.

•
•
•
•

C diff – Ceiling amount of 68 crude cases for 2019/20
MRSA – National objective of 0 cases per year
Gram negative bacteraemia
Pages 5-10
CPE screening

Systems to manage and monitor the prevention and control of infection.
These systems use risk assessments and consider the susceptibility of
service users and any risks that their environment and other users may
pose to them.
Provide and maintain a clean and appropriate environment in managed
premises that facilitates the prevention and control of infections.

•
•
•
•
•
•
•
•
•
•
•

Risk register up to date
Annual work plan update
High Impact Interventions >95%
Hand Hygiene Audit >95%
Cleaning scores
Environmental audits
Multidisciplinary team walkabouts
Water safety update
Feedback from external visits
CQUIN:
Improving the management of lower UTI in older
people
Improving surgical antibiotic prophylaxis in elective
colorectal surgery

Ensure appropriate antimicrobial use to optimise patient outcomes and to
reduce the risk of adverse events and antimicrobial resistance.

•

Provide suitable accurate information on infections to service users, their
•
visitors and any person concerned with providing further support or
nursing/ medical care in a timely fashion.
Systems to ensure that all care workers (including contractors and
•
volunteers) are aware of and discharge their responsibilities in the process
of preventing and controlling infection.
Provide or secure adequate isolation facilities.
•

Secure adequate access to laboratory support as appropriate.

Pages 11-12

Pages 13-16

Page 17

Nothing to exception report this month

Mandatory training rates >90%

•
•

PCH - 14 bedded isolation unit, 184 side rooms with
ensuite (excluding maternity and paediatrics)
HH - 50 side rooms, all ensuite.
Nothing to exception report this month

•

Merger of pathology services with PCH lab

Have and adhere to policies, designed for the individual’s care and provider •
organisations that will help to prevent and control infections.

All policies in date

Providers have a system in place to manage the occupational health needs •
and obligations of staff in relation to infection.

Flu vaccination CQUIN - 80% of frontline staff to
have had flu jab in 2019/20

Page 18

On risk register
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Trustwide
Infection Control - Assurance: Summary

What has gone well this month?

Areas for concern

• Hospital acquired E coli remain consistent at three per month
• MRSA decolonisation at Hinchingbrooke site remains over the
required 95%
• Infection control mandatory training is over the 90% target

• MRSA decolonisation has dropped below the required 95% for
two months in a row
• C. difficile cases are 10 over trajectory (Eight at PCH, two at HH)
• Antimicrobial pharmacist cover is variable as a vacant post has
not yet been recruited to.

4

Trust public Board of Directors, 30th July 2019, App 6b

Trustwide

Infection Control – Hospital Acquired Infections
Reasons for
prioritisation

Actions taken in month

Ensure acquisition of healthcare associated
infections is at its irreducible minimum.
Aim - To reduce hospital acquired e. coli
bloodstream infections by 20% to achieve
national target of 50% reduction across whole
health economy by 2021.
27a - Reduce hospital acquired e. coli by
further 20% of 2018/19 figures to 31 cases by
the end of Q4.

•
•
•

Continue to complete Root Cause Analysis (RCA) on all hospital acquired cases of E coli.
The end of year target, in order to achieve a 20% reduction on 2018/19 figures, is 31
cases. In June 2019 there were three hospital acquired E coli cases.
The Infection Prevention and Control Team are working with the IV team to look at
introducing a Chlorhexidine impregnated dressing for all high risk Central Venous
Catheters. It is hoped this will help reduce cases.

Trajectory for improvement versus current performance
This graph shows total number of
Gram negative and MSSA
bacteraemia, comparing hospital
acquired cases with the total number
of crude cases. The vast majority of
cases are community acquired.

Cases

Apr
19

May
19

Jun
19

3

3

3

Jul 19

Aug
19

Sept
19

Oct
19

Nov
19

Dec
19

Jan
20

Feb
20

Mar
20

Total
YTD

End of
Year
Plan

9

31
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Public Health England bench marking (E coli monthly rate per 100,000 bed days)

Trust
Code
RDD
RC1
RGT
RWH
RDE
RGP
RC9
RQ8
RD8
RM1
RGN
RGM
RQW
RAJ
RCX
RWG
RGR

Acute Trust
Name
Basildon & Thurrock University Hospitals NHS Foundation Trust
Bedford Hospitals NHS Trust
Cambridge University Hospitals NHS Foundation Trust
East & North Hertfordshire NHS Trust
East Suffolk & North Essex NHS Foundation Trust
James Paget University Hospitals NHS Foundation Trust
Luton & Dunstable Hospital NHS Foundation Trust
Mid Essex Hospital Services NHS Trust
Milton Keynes Hospital NHS Foundation Trust
Norfolk & Norwich University Hospitals NHS Foundation Trust
North West Anglia NHS Foundation Trust
Royal Papworth NHS Foundation Trust
Princess Alexandra Hospital NHS Trust
Southend University Hospital NHS Foundation Trust
The Queen Elizabeth Hospital King's Lynn NHS Trust
West Hertfordshire Hospitals NHS Trust
West Suffolk Hospitals NHS Trust

Trajectory
Trajectory
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A
N/A

April
15.76
8.51
22.44
18.32
5.98
55.80
0.00
19.39
23.24
11.98
14.47
39.61
16.78
20.83
16.52
32.98
9.10

May
5.08
0.00
36.19
29.56
2.89
9.00
11.12
6.25
37.48
7.73
14.01
0.00
8.12
6.72
0.00
21.28
26.42

June

July

2019
2020
August September October November December January February

March

Total
Total
10.33
4.18
29.43
24.03
4.41
32.01
5.65
12.71
30.47
9.82
14.24
19.48
12.38
13.66
8.12
27.04
17.90
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Trustwide

Infection Control – C. difficile
Reasons for
prioritisation

Actions taken in month

The C. difficile objectives, set by NHS improvement and
Public Health England, were published in February 2019.
There has been a change to the length of time a patient
is admitted before a case is deemed hospital acquired,
from three days to two days. In 2019/20, all cases within
28 days of discharge will be considered hospital
acquired, community onset and also be counted against
the Trust’s annual objective. This has been taken into
account when calculating the ceiling amount for 2019/20,
which for the Trust is 68.

•
•
•
•
•
•

Since 2012 all hospital acquired, toxin positive cases of
C. difficile have been subject to root cause analysis and
scrutiny panel to identify lapses in care. Where no
lapses in care are found the case is not counted against
the trajectory by the Clinical Commissioning Group
(CCG). For 2019/20 the ceiling number of crude C.
difficile cases was set across the Trust at 68. Any case
over this annual ceiling target is subject to financial
penalties.

•

Ensure acquisition of healthcare associated infections is
at its irreducible minimum.
Aim - Reduction in crude C. difficile cases to maintain
annual ceiling target of 68 set by NHSE.
28a - Aim to achieve less than a total of 68 crude cases
in year by the end of Q4.

All hospital cases subject to RCA and scrutiny panel.
Lessons learned shared throughout Trust via Team Brief, Matrons and Ward Managers meetings,
Infection Control link practitioner programme.
In June 2019, there were 11 cases of C. difficile, five at Hinchingbrooke site and six at Peterborough
City Hospital site. Of these four (all Peterborough site) were acquired within 28 days of discharge.
So far there has been two scrutiny panels and the cases were not sanctioned meaning there were no
lapses in care identified.
The three cases of C. difficile from May 2019 have now been to scrutiny panel; none were sanctioned
meaning there were no lapses in care identified.
The five cases at Hinchingbrooke have been reviewed and there are no epidemiological links between
them. Ribotyping is awaited. The biggest concerns for the Infection Prevention and Control Team on
the Hinchingbrooke site are lack of isolation facilities and inconsistent microbiology cover which could
effect antimicrobial prescribing.

The allocation of cases on the Public Health England data capture system is not currently in line with
the new allocation protocol and is not expected to be for several months. The local epidemiology unit is
collating data in the mean time, which means data tables are a month behind. An anomaly has been
raised with April data, which does not match local figures, however the local unit is unable to make the
required corrections.

Trajectory for improvement versus current performance
Apr 19

May 19

Jun 19

Jul 19

Aug 19

Sept 19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

Local
Target

6

6

5

6

6

5

5

6

6

6

5

6

Actual (28
day)

12 (1)

5 (2)

11 (4)

Sanctioned

2

0

0 (5 to be
reviewed)
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Public Health England bench marking (C diff monthly rate per 100,000 bed days)
Trust
Code
RDD
RC1
RGT
RWH
RDE
RGP
RC9
RQ8
RD8
RM1
RGN
RGM
RQW
RAJ
RCX
RWG
RGR

Acute Trust
Name
Basildon & Thurrock University Hospitals NHS Foundation Trust
Bedford Hospitals NHS Trust
Cambridge University Hospitals NHS Foundation Trust
East & North Hertfordshire NHS Trust
East Suffolk & North Essex NHS Foundation Trust
James Paget University Hospitals NHS Foundation Trust
Luton & Dunstable Hospital NHS Foundation Trust
Mid Essex Hospital Services NHS Trust
Milton Keynes Hospital NHS Foundation Trust
Norfolk & Norwich University Hospitals NHS Foundation Trust
North West Anglia NHS Foundation Trust
Royal Papworth NHS Foundation Trust
Princess Alexandra Hospital NHS Trust
Southend University Hospital NHS Foundation Trust
The Queen Elizabeth Hospital King's Lynn NHS Trust
West Hertfordshire Hospitals NHS Trust
West Suffolk Hospitals NHS Trust

Trajectory
Trajectory
21.40
10.00
28.60
25.30
25.70
18.60
8.70
42.00
13.30
11.30
26.00
19.20
17.60
29.10
29.70
15.10
15.80

April
15.76
8.51
29.92
12.22
32.87
18.60
17.24
25.85
7.75
23.97
62.71
0.00
25.17
13.89
16.52
16.49
18.20

May
35.58
0.00
39.81
17.73
26.03
27.00
22.25
25.02
0.00
19.33
23.34
19.16
16.24
20.16
39.97
31.92
17.62

June

July

2019
2020
August September October November December January February

Total
Total
25.83
4.18
34.95
15.02
29.40
22.87
19.79
25.43
3.81
21.61
42.71
9.74
20.63
17.08
28.44
24.33
17.90

March
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Trustwide

Infection Control – CPE Screening
CPE Screening

Actions taken in month

Carbapenamase Producing Enterobacteriaceae (CPE) are a group
of highly resistant bacteria that can be colonised in the bowel.
Patients who have been admitted to hospitals abroad or certain high
risk hospitals in the UK are considered high risk of carrying CPE. As
of 2014 it has been advised by the Department of Health that all
inpatients, elective and emergency, are assessed to ascertain their
risk of carrying a CPE. This has been included in all documentation
since, however spot checks by the Infection Prevention and Control
Team have found that completion of the risk assessment is not
consistent.

•
•
•
•

CPE screening reached the 95% target for June 2019
Monitor for sustained improvement
Data will be available in a more timely fashion going forward as a
new data collection method for the Matrons Balanced Scorecard has
been introduced.
Captured as emergency admission on the symphony system in the
Emergency Departments.

This is now monitored via the Matrons Balanced Scorecard with an
aim to achieve 95% compliance.

Trajectory for improvement versus current performance
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Trustwide

Infection Control - MRSA
Reasons for
prioritisation

Actions taken in month

Ensure acquisition of healthcare associated
infections is at its irreducible minimum.
Aim – MRSA Screening
29a - Improve compliance of emergency MRSA
screening to be >95% on all sites by the end of Q2
29b - Standardise the format for elective MRSA
screening by the end of Q2

•

Introduction of etrack at the Hinchingbrooke site in July 2019 will help identify at a glance when
patients have, or have not, had their MRSA screen.

Trajectory for improvement versus current performance
MRSA decolonisation audit
The monthly MRSA decolonisation audit reviews six elements per patient, as set by the
CCG, each of which are important in the control of MRSA infections.
In June 2019 there were three patients audited at Hinchingbrooke and six patients audited
at Peterborough and Stamford. Hinchingbrooke site scored 100% but Peterborough did not
achieve the required 95% due to failure to document that decolonisation had been given,
failure to isolate and incorrect follow up screening. The Infection Prevention and Control
Team will take this to Ward Managers meeting and will monitor during their daily rounds.

Apr 19

May
19

Compliance
PCH

95%

95.4%

Compliance
HH

85%

88%

Jun 19

Jul 19

Aug 19

Sept
19

Oct 19

Nov 19

Dec 19

Jan 20

Feb 20

Mar 20

MRSA bacteraemia
There were no hospital acquired MRSA bacteraemia in June 2019.
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Trustwide
Infection Control - Infection Control Risks
Infection Control Risks
There is an ongoing review of all open infection control risks in order to monitor risk levels and to close those that are no longer required.
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Trustwide
Infection Control - Infection Control Risks
Infection Control Risks
There is an ongoing review of all open infection control risks in order to monitor risk levels and to close those that are no longer required.

12

Trust public Board of Directors, 30th July 2019, App 6b

Trustwide
Infection Control - High Impact Interventions and Hand Hygiene
High Impact Interventions and Hand Hygiene
The high impact interventions (HII) were originally published in 2005 as part of ‘Saving Lives’. The High Impact Interventions are an evidence-based approach
that relate to key clinical procedures or care processes. When these HIIs are performed appropriately they can reduce the risk of infection. They were developed
to provide a practical way of highlighting the critical elements of a procedure or care process, the key actions required and a means of demonstrating assurance.
The tools were last updated in 2017.
Patient outcomes can be systematically improved when all elements of the HIIs are performed correctly and consistently. The Health and Social Care Act 2008:
Code of Practice on the prevention and control of infections and related guidance (2015), identifies that registered providers must audit compliance to key policies
and procedures for infection prevention. These tools have been developed to facilitate this by way of regular auditing of the HII actions and will support cycles of
review and continuous improvement in care settings and provide assurance of compliance.
Action plan requests June 2019

Action plans are requested from all areas that fail to achieve the required 95% or fail to submit. These are reviewed via the Infection Prevention and Control Team
meeting. In June AAU, MSSU, Mulberry ward and Lilac ward failed to submit their audits. There were seven areas that did not achieve the 95% compliance. As
per usual the two high impact interventions that had failures were cannulas and urinary catheters. There are no areas with multiple months of failure that are
cause for concern.
Overall the Trust is achieving the 95% in all of the audits, except management of C. difficile, however this is due to incorrect completion of the audit tool on Plum
Tree Ward which resulted in a 0% score which has skewed the June figures.
The breakdown of hand hygiene challenges is now calculated using the denominator of each staff group in order to get a clearer picture of compliance. The data
available at the time of writing the report is one month behind. In May 2019, it indicates That AHPs and Doctors are the group with the lowest compliance, but all
staff groups are over 95% compliant on audit.

High Impact Intervention Audit

May 2019

June 2019

HII No. 1 Central Venous Catheter
Care Bundle
HII No. 2 Peripheral Intravenous Care
Bundle
HII No. 3 Chronic Wounds
HII No. 4 Care Bundle to Prevent
Surgical Site Infection
HII No. 5 Care Bundle for Ventilated
Patients
HII No. 6 Urinary Catheter Care Bundle
HII No. 7 Prevention of Spread of
Clostridium Difficile

100%

100%

99%

97%

98%
100%

99%
100%

100%

100%

99%
100%

99%
90%

Hand Hygiene Scores
May - Total
Compliance
%

May Unchallenged
Compliance
%

June - Total
Compliance
%

June Unchalleng
ed
Compliance
%

100%

100%

100%

99%

Hand Hygiene compliance by staff group – May 2019
Doctors
98.1%
Denominator 521

Nurses
100%
951

AHPs
98%
307

Other
99%
461
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Trustwide
Infection Control - Environmental Audits and Cleaning Scores
Environmental Audits and Cleaning Scores
PAS 5748 is currently in place in 16 out of 24 core areas at Peterborough City Hospital (PCH) and the Trust and Medirest have continued to work on the roll out
of the remaining areas. However, in August 2018 we were notified by NHS Improvement of new cleaning standards due to be issued at the end of 2018/beginning
2019 which will have an impact on the process. The areas not currently on PAS 5748 (NICU, General Haematology Oncology Ward, Delivery suite, CCU, Critical
Care, Theatres, Endoscopy, Renal unit) are achieving the scores required by it. If the Trust were to pursue rolling out PAS 5748 to the remaining areas, a cost of
approx. £50-£60k will need to be identified. As the new cleaning standards are compulsory and due to roll out in March/April 2019, the Trust will have to identify
funds to support the new 2019 standard. With this in mind and following discussion with the Infection Prevention and Control Team and the Director for Estates
and Facilities, the Estates Team propose that we do not roll out PAS 5748 to the remaining areas and roll out the new 2019 standards when they are released.
At the beginning of May 2019 the new standards had still not been published.
At the Hinchingbrooke and Stamford sites all inpatient wards are cleaned to the standards required by PAS 5748.
There are four cleaning contractors used over the three main sites of NWAFT, Medirest (PCH), Mitie (HH), ISS (Stamford) and Keir (Day Treatment Unit HH).
Cleaning scores, based on national cleaning guidance, are calculated monthly. There is a piece of work in progress to ensure all the contractors are cleaning to
the same standard. Regular departmental visits are made by the Infection Prevention and Control Team, Matrons, facilities and the cleaning contractors to check
the quality of cleaning.
The cleaning scores each area needs to achieve will vary on their risk rating and there are different risk ratings for each of the standards in use. Very high risk
(high in PAS5748) includes augmented care areas such as Critical Care, NICU and dialysis. High and significant risk (Medium in PAS 5748) is all other patient
areas, including corridors and restaurants. Low risk is none patient areas. Areas of high risk are audited weekly, medium risk monthly and low risk quarterly.
Cleaning scores at Peterborough (Medirest) and
Stamford (ISS)

Areas on 2004 cleaning
standards

Areas on PAS 5748

Very High risk 95%
High risk 90%
Significant risk 85%
Low risk 80%

High 98%
Medium 95%
Low 85%

Cleaning scores at
Hinchingbrooke
Hospital (Mitie and Kier)

Very High risk 98%
High risk 95%
Significant risk 85%
Low risk 80%
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Trustwide

Infection Control – Environmental Audits and Cleaning Scores

Environmental Audits and Cleaning
Scores

Actions taken in month

The graphs below details the comparison between cleaning scores of
wards visited on the main Trust sites in the last month (these can not be
compared with each other as they are calculated in different ways). The
disparity between formal audit scores and quality checks at PCH
indicates that standards are not being maintained between formal
audits. Reported cleaning scores at Hinchingbrooke are comparable
with quality checks.

•
•
•

In June 2019, the cleaning scores at Peterborough, Stamford and
Hinchingbrooke were consistent with audit scores.
Any concerns have been raised at the performance meetings, all
concerns regarding cleaning standards are highlighted as part of
formal performance response letters.
The Infection Prevention and Control Team are also working with
Facilities to ensure all areas are being cleaned to a sufficient
standard after the delay in the publishing of the new cleaning
standards.

Trajectory for improvement versus current performance
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Trustwide

Infection Control – Water Safety Update
Water Safety

Microbiology exception report

The Trust has requirements under the Health and Safety at
Work Act 1974 and the Control of Substances Hazardous to
Health Regulations 2002 to ensure that patients and staff
are not exposed to potentially harmful pathogens in our
water supply. In accordance with these regulations we are
expected to:
• Identify and assess sources of risk. Including if there are
‘at risk’ susceptible people who may be exposed to the
contaminated aerosols
• Prepare a written scheme for preventing or controlling the
risk
• Implement, manage and monitor control measures such
as temperature, flushing of underused outlets and
microbiological testing
• Keep records of the precautions taken

Peterborough and Stamford: there have been no reports of positive test results
at PCH or Stamford in June.
Hinchingbrooke: there have been no reports of positive test results at
Hinchingbrooke in June.
•
•

•
•
•

A review of the water safety controls at the Hinchingbrooke site in February
2019, highlighted some concerns over the current system.
This was discussed at the Water Safety Group and following a risk
assessment, point of use filters are in use in high risk areas until the Water
Safety Group has assurance the system is under control.
The situation has been added to the risk register as a high risk.
The Pseudomonas risk assessment was carried out in May 2019, an action
plan is in place
The Legionella Risk Assessment was completed in June 2019, however this
remains ongoing as the auditors need more information on the structure of the
system to complete it thoroughly.

Flushing report
•

From 1st March 2019 all clinical areas started recording flushing records manually on paper records. This is a temporary measure as part of the
business continuity plan whilst the Trust transitions' to the new Compass system. The incomplete/poor documentation of water flushing
remains on the risk register as a moderate risk. We will be able to get assurance of flushing if there is a specific issue with any outlet but can
not monitor this monthly.

•

Funding for the Compass system is remains under discussion between key stakeholders. An update is awaited.

16

Trust public Board of Directors, 30th July 2019, App 6b

Trustwide

Infection Control – External Visits
External Visits
There were no external visits in June.
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Trustwide

Infection Control – Antibiotic CQUIN
Antibiotic CQUIN
2019/20 CQUIN
NHS England has published the new 2019/20 CQUIN Specifications which outlines the two new antimicrobial resistance indicators:
• Improving the management of lower UTI in older people
• Improving surgical antibiotic prophylaxis in elective colorectal surgery
The overall income available against this CQUIN for NWAFT is £822,000 based on indicative contract values. This is the maximum available and
actual income will be linked to achievement as set out in the guidance.
The responsibility of this year’s Antimicrobial CQUINs data collection falls with the parent teams, i.e. Medical Consultants/Urologists
and Colorectal Surgeons, the antimicrobial stewardship committee is trying to engage the relevant teams to ensure this happens.

Antimicrobial Stewardship – Actions taken in month
•
•
•
•
•
•

The antimicrobial stewardship meetings and ward rounds continue
Currently there is only one antimicrobial pharmacist is post. The second post is now part of a structural review of pharmacy.
An antibiotic audit plan has been drawn up by the antimicrobial pharmacist and deputy director of infection prevention and control. All in patient
areas will have had an antibiotic audit by the end of September 2019.
The annual point prevalence audit will take place in March 2020 and will include all in patient areas
This means all wards will be audited at least six monthly
A summary of results will be shared at ward, directorate and board level
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Trustwide

Infection Control – Mandatory Training
Mandatory Training

Actions taken in month

As part of the contractual obligations the Trust has with
the Clinical Commissioning Group, 90% of staff must be
compliant with mandatory training. For infection control
there are four different levels of mandatory training
depending on the role of the staff member:
• Annual infection control training: all clinical staff
• Annual hand hygiene training: staff that are not clinical
but have patient or environmental contact (e.g.
porters)
• Three yearly hand hygiene: staff who are patient
facing but do not have contact with patients or their
environment
• One off infection control training: staff who have no
contact with patients (e.g. office based staff)

•
•

•

The graph below shows the latest compliance rates with the annual and three
yearly infection control training.
Figures for June show that annual hand hygiene is the only level of training that
is not meeting the 90% required compliance. This equates to 54 members of
staff who are out of date. Specific groups of staff with high levels of noncompliance have been targeted.
In June 2019 the Infection Prevention and Control Team delivered nine
mandatory training sessions across the organisation.

Trajectory for improvement versus current performance

Rolling 12 months data
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Quality Assurance update – Care Quality Commission Action Plan
Compliance Update – Q1 2019/20
Presented for:

Information

Presented by:

Jo Bennis

Scrutinised by:

Quality Assurance Committee

Strategic goal:

Delivering outstanding care and experience
Recruiting, developing and retaining our workforce

Date:

19th July 2019

Regulatory
relevance:

CQC Fundamental Standards: Person-centred care (Regulation 9)
CQC Fundamental Standards: Safe care and treatment (Regulation 12)

NHS Constitution
delivery

Patients and Public: All requirements

Equality and
Diversity

This report covers services and individuals equally and there are no
specific equality and diversity issues for consideration

Freedom of
Information
Release

This report can be released under the Freedom of information Act 2000

1.0

Summary

Attached is the monthly report for Care Quality Commission Action Plan Compliance Update
– Q1 2019/20.
Key Points for Decision and Discussion – report is for information only.
Action required from the Board of Directors – to note the content of the report for
information only.
The following papers make up this report:
 Care Quality Commission Action Plan Compliance Update – Q1 2019/20.

Jo Bennis
Chief Nurse
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Care Quality Commission Action Plan Update
(Report as at Thursday 18 July 2019)
This report includes an overview of actions of the MUST and SHOULD recommendations
included in the CQC inspection report 2018, which have been completed during the last
three months (April, May and June 2019), and those that remain outstanding.
Below are the overall RAG ratings as reported in the latest CQC action plan (10.07.19 v67).







There are no red RAG ratings in the ‘MUST and SHOULD recommendations’ or in
the additional ‘Trust actions’ grid – this is an improvement since the last report as at
the end of March, in which there were six red RAG ratings in the additional Trust
actions;
A further nine MUST and SHOULD recommendations have been completed (turned
Green) since the end of March;
There are six less MUST and SHOULD recommendations rated as Yellow;
There is one less MUST and SHOULD recommendation rated as Amber;
A total of 102 additional Trust actions have been completed (turned Green) since the
end of March.

MUST and SHOULDS

Well-Led
NWAFT
HH Urgent & Em Care
HH Medical Care
HH Surgery
HH Critical Care
HH Maternity
HH EOL Care
HH Outpatients
PCH Urgent & Em Care
Children's Safeguarding
Total
Total No. of MUST DO's
Total No. of SHOULD DO's

Trust actions

Well-Led
NWAFT
HH Urgent & Em Care
HH Medical Care
HH Surgery
HH Critical Care
HH Maternity
HH EOL Care
HH Outpatients
PCH Urgent & Em Care
Children's Safeguarding
Total

Green (G)
Yellow (Y)
Evidence demonstrates action Evidence demonstrates the
implemented
action is mostly met and
within timescales

Amber (A)
Evidence demonstrates the
action is mostly met but not
within timescales

Red (R)
Evidence in place
demonstrates the action
has not been met

0

0

0

0

1

1

0

0

7

3

0

0

7

2

0

0

6

1

1

0

6

1

0

0

13

3

0

0

2

1

0

0

2

0

0

0

2

6

0

0

0

0

0

0

46

18

1

0

34
31
65

Green (G)
Yellow (Y)
Evidence demonstrates action Evidence demonstrates the
implemented
action is mostly met and
within timescales

Amber (A)
Evidence demonstrates the
action is mostly met but not
within timescales

Red (R)
Evidence in place
demonstrates the action
has not been met

5

3
2

1
0

0
0

63

4

0

0

30

3

2

0

29

2

1

0

20

2

0

0

25

4

0

0

8

3

0

0

19

1

0

0

10

8

0

0

26

0

0

0

278

32

4

0
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Below is an overview of actions completed and / or progress made since the end of March
2019:
Well-Led:
 New format risk register report now in use and embedded, which highlights levels of
control against each high and significant risk, and indicates which sub-Board
committee has oversight of each risk;
 Implementation of actions from the internal audit of the Performance Governance
Framework (PGF), such as:
o Improvements to governance processes in Divisional management and
CBU meetings – now well embedded in Surgery and good progress being
made within EMED, who have recently held their fourth divisional
governance meeting, with a house-style agenda including a monthly
governance performance report. FISS processes already well-established;
o Implementation of the Compliance Officer role – successful candidate now
in place within EMED and has undertaken a review of the CQC action plan
and provided additional evidence to support updates made;
o Deputy Head of Nursing in EMED – implementation of this role remains
under consideration by the Triumvirate;
o Training and support made available for staff to ensure all aware of new
requirements of the PGF – EMED away day held in April including
Triumvirate and CBU leadership teams, which included PGF arrangements
as an agenda item;
 Board ‘visibility’ improved with Executive Director and senior management
walkabouts of clinical and non-clinical areas, ‘coffee and chat’ sessions, CEO
weekly email blog and photo boards distributed across the Trust. Plans in place to
produce a monthly Chief Nurse blog / update;
 Improvements in sharing lessons across the Trust with EMED and Surgical
newsletters of learning from serious incidents being shared trust-wide, along with
dissemination of slide packs from monthly Cautionary Tales sessions. ‘You said,
We did’ displays increased in ward areas;
 Data quality – the Trust already has a Data Quality Policy in place, however it was
agreed to review kite marks following the implementation of the new PAS system in
mid-July;
 WRES compliance – action plan developed and endorsed by the Trust Board for
roll out via the EDI Steering Group – the timeframe for this action has been
extended to the end of July due to staff absence from the Trust.
NWAFT:
 Accurate, complete and contemporaneous patient care records (action also
highlighted for ED at PCH – now part of ED, PCH QIP) – respiratory and orthopaedic
documentation has now been merged and work continues to merge documentation in
children’s services following the latest merger between CCS and NWAFT.
Contemporaneous notes require a review of both electronic and paper notes,
however a deadline of September 2019 has been set due to delays in plans in
relation to the new PAS system roll out.
HH Urgent and Emergency Care:
 Completion of patient documentation on admission – audits of 10 sets of patient
notes continue on a weekly basis with an average of between 90-95% compliance
being consistently achieved; new staff to the department are educated on
documentation by the Matron; Symphony system now fit for purpose in relation to
appropriate field options in preparation for new PAS system; peer reviews being
carried out by Quality Assistant using standard tool;
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Training for use of the Manchester Triage System – training dates booked for June
and November with staff allocated to each session; all Band 7 staff are now signed
off as competent; new Clinical Educator now in post who will support completion of
training for remaining Band 6 and Band 5 staff;
Processes for rapid assessment and treatment – action now complete as rota in
place to identify the RAT nurse 24 hours a day, 7 days a week; this is monitored by
an observational audit;
Fridge and room temperature checks – a process for fridge temperature checking
was already in place on a daily basis; in relation to room temperatures, Pharmacy
have confirmed there is no legislation regarding maximum temperatures, however a
new process has been put in place to remove medications three months prior to the
end date to ensure the efficacy of the drugs is not adversely affected by any
temperature increases;
Mandatory training and MPA compliance – current compliance with mandatory
training is 91% and MPAs are 92% in ED at HH (June 19);
Safeguarding systems and processes – adult safeguarding training compliance is
currently 95% (June 19); children’s safeguarding training compliance is 100% for
level 3 specialist; level 3 core is 63% and level 2 is 81%;
Audio-visual separation of paediatric waiting area (this was also highlighted within ED
at PCH) – following reviews by specialist teams, the action was agreed not to be
pursued on either site due to potential increase in risks. No adverse events have
been raised on either site;
Reception staff training (also highlighted within ED at PCH) – skills drills sessions
have taken place and are scheduled for an annual review;
RCEM audit action plans – all action plans have been reviewed and work is
underway to ensure they are aligned to SMART actions and implementation of
actions will be monitored through to completion;
Data quality issues re Symphony system – issue continues to be raised at the Urgent
Care Clinical Governance meeting due to non-compliance with completion of patient
records; added to the risk register as significant; locum doctors now receive a hard
copy of the SOP when joining the Department and from July, all new starters will
receive Symphony training from the Trust IT department;
Lone working arrangements for Reception staff and security at night – installation of
a Perspex screen scheduled for installation during July.

HH Medical Care:
 Pear Tree Ward – monthly audit being carried out; swapping of agency staff to other
ward areas to ensure safe cover of staff; patient numbers on the ward reduced
wherever possible; quality improvement plan in place;
 Mandatory training compliance – compliance for June 19 for medical ward areas
range between 85% - 98%; for those areas not meeting the target, a trajectory to be
provided to DHoN to meet 95% compliance;
 Advanced Life Support training – all Band 7 staff from AAU are compliant; 50% of
Band 7 staff in ED are compliant (4/8) with one member of staff due to leave the
Trust shortly; plans underway to undergo training;
 Sufficient staffing to fill planned shifts – staffing is reviewed daily by Ward Sisters and
Matrons. Unfilled shifts are escalated to bank and agency with escalation further
when required. SafeCare Live is available in most areas now, which enables review
of rosters, and reports to be produced for discussion at Star Chamber meetings. The
ERCB reviews vacancies and recruitment required on a weekly basis;
 Completion of documentation on MSSU (specifically fluid balance charts) – the RAG
rating has been altered to Amber due to ongoing poor compliance below 85%. Ward
Manager to complete twice-weekly audits and manage any non-compliance with
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specific individuals on a 1:1 basis. Compliance monitored through MBSC and
reported to Chief Nurse.
HH Surgery:
 Ensure doors to side rooms are fully sealed – the works are now part of the fire
compartment works ongoing across the HH site, and it has noted there is a need to
review doors to all side rooms to ensure safe and compliant;
 Sepsis screening and treatment timeframes – newsletter to be produced each month
to include screening and treatment results for the previous month for ward areas,
alongside further patient information;
 Lessons learnt from Never Event report – changes made to pathway and linked back
to WHO Checklist and the ‘Stop the Block’ workstream. New surgical safety checklist
policy ratified in May 2019 and includes the new WHO checklist. Monitored via the
MBSC from April 2019.
HH Critical Care:
 Medical staffing in line with GPIC – Investment Appraisal has been completed; action
cards for risks 102889 and 102885 are being regularly updated;
 Critical Care Outreach Team (CCOT) appraisals – MPA tracker and trajectory for
completion created and MPAs booked with team members; merged CCOT
operational policy between PCH and HH sites completed and approved;
 Gap in service between CCOT and night medical team – Night Matron service now
substantive and posts appointed to.
HH Maternity:
 Identification of women with safeguarding issues – audits continue on a monthly
basis to ensure compliance is maintained;
 Records of women’s weights on prescription chart – drug charts have been align
cross-site to ensure fit for purpose;
 Maternity Support Workers to be trained and competency assessed – as at the end
of May, the competency tracker highlighted one staff member was out of date, issue
now resolved;
 Timely review of guidelines – all guidelines continue to be monitored and assessed in
priority order; tracker reviewed at governance meetings;
 Emergency equipment to be available for use – the same list of emergency
equipment and daily checking sheets were agreed for both sites; agreement to align
emergency calls through Switchboard for both sites as currently using different codes
– agreement by all MDT to roll out changes from October 2019;
 Risks around second theatre on Labour Ward – following the external review of
Maternity by NHSI, the theatre was required to be decommissioned – confirmation
received as of end of June that this has officially been decommissioned;
 Staff awareness of visions and values - competition held to create the Maternity
Vision;
 Pathway of care for babies on Transitional Care - transfer of paediatric services to
NWAFT completed on 1 April 2019 and there are no plans to change the process at
present; BAPM benchmarking is being completed cross-site to review the
Transitional Care process;
 Seven day maternity day assessment unit service – updated signage has been
agreed and ordered for the unit, however is not yet available;
 Milk fridge to be locked – tamper-proof seals available across both sites;
 Safeguarding policies – the merger of three SOPs remain outstanding relating to
FGM, substance misuse and mental health.
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HH EOL Care:
 DNACPR forms – national ReSPECT forms implemented as of 1 July; some
concerns from Ward Managers regarding a lack of clarity of processes; being
addressed by Deputy Medical Director;
 Robust monitoring of the EOL process – audit tool devised and carried out by
Palliative Care team; process being reviewed as unaware if the patient dies
elsewhere.
HH Outpatients:
 >200,000 patients open and on system – the Trust has commissioned a consultancy
firm to provide support in the form of >30 individuals to validate HH pathways prior to
the new PAS implementation. The team commenced work on 10th June and will
remain in the Trust until 23rd July. The team is working closely with each of the
specialties to validate pathways, identifying appropriate clinical criteria to support
decisions on next steps. These decisions and criteria are being documented, along
with wider learning that is emerging through work to then be disseminated across
divisions to ensure effective and sustainable future management. Additional training
on validation and appropriate waiting list management is underway with divisional
administrative teams. There remains a small risk that patients will be identified
through the validation work who are not currently on the Trusts waiting list. Daily
review of all patients waiting over 40 weeks is taking place, with weekly escalation
meetings where required and harm reviews will be completed for any patient waiting
over 40 weeks.
PCH Urgent and Emergency Care:
 Mandatory training compliance – as at the end of May, compliancy for Nurses and
HCAs (all grades) was at an average of 87.3%;
 Checking of equipment – following the recruitment of a new Interim Lead Nurse for
ED, daily checklists have now been reviewed and amended to ensure that they are fit
for purpose. This will include a revised process to instruct that Grab Bags are
checked daily at 09:00 by the Streaming Nurse rather than an allocated member of
staff from within another area of the department;
 Records to be complete, contemporaneous and inclusive of completed risk
assessments (patient safety checklist) – compliance is steadily improving - 60.7%
(March), 65.5% (April); Clinical Educators have added to daily staff briefing and
ongoing daily checks and communication continue;
 Fridge temperature checks – compliance rates were as follows: medication fridges 74.3% (March) and 51.1% (April - part of the reason for this drop was due to initial
move to automated recording only); food fridges - 50.5% (March) and 45.5% (April);
whilst associated compliance is improving work to fully embed the process into day to
day practice is continuing and will be further supported following the pending
increase to the ED Housekeeper establishment;
 Safeguarding training - incorporated safeguarding adults training in bespoke clinical
update 2 for all ED staff and reviewed children's safeguarding training slides;
compliance rates at the end of May 19 – nursing and HCA staff – Children’s
Safeguarding level 1 100%; level 2-3 86.7%; level 3 76.5%; medical staff – Children’s
safeguarding level 2 100%; level 3 62.8%;
 Audio-visual separation in paediatric waiting area - costings to swap waiting areas
round were not approved; new action proposed for consideration of redesigning the
Paediatric Waiting Area; a wider action requiring involvement of Estates with a
projected completion date of end of Sept 19;
 The following actions are referred to under the HH Urgent Care section above:
o RCEM audits
o Red flag symptoms
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Children’s Safeguarding:
 All actions complete.

There is good progress with the action plan, with approximately 71% of the MUST and
SHOULD recommendations having been completed at the time of writing this report. The
action plan is updated on a monthly basis by way of check and challenge meetings with
each of the Divisions, and the overarching CQC steering group meeting. The action plan is
then shared internally with the Divisional and Corporate teams, and externally with the CQC,
NHSI and local commissioning groups at the end of the month.
The Trust is in preparation for an announced inspection of nine core services across the
PCH, Hinchingbrooke and Stamford hospital sites, which is scheduled for 30th and 31st July.
This will be followed by a review of our Use of Resources on 2nd August and a Well-Led
inspection on 3rd and 4th September.

Lian Walker
Care Quality Support Manager
18 July 2019
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ii Glossary of Terms
CCG

Clinical Commissioning Group

C. diff

Clostridium difficile, bacterial infection causing diarrhoea

CQUIN

Commissioning for Quality and Innovation

DIPC

Director of Infection Prevention and Control

DoH

Department of Health

E. coli

Escherichia coli, normal bowel flora that can cause opportunistic
infection

GDH

Glutamate Dehydrogenase

IPC(T)

Infection, Prevention and Control (Team)

IV

Intravenous

MRSA

Methicillin Resistant Staphylococcus Aureus

MRSA
bacteraemia

MRSA in blood stream

MRSA
colonisation

MRSA on skin, not causing infection

NWAFT

North West Anglia NHS Foundation Trust

PCH

Peterborough City Hospital

PCR

Polymerase Chain Reaction

PHE

Public Health England

PII

Period of Increased Incidence

RCA

Root Cause Analysis

TIPCC

Trust Infection Prevention and Control Committee
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Executive Summary
I am delighted to introduce North West Anglia NHS Foundation Trust’s Annual
Infection Prevention and Control Report for the period 2018/19. The report
demonstrates that the Trust has continued to make significant progress towards
achieving the key priorities introduced in last year’s report and outlines our continued
commitment to promoting best practice in Infection Prevention and Control and
reducing the number of healthcare associated infections.
North West Anglia NHS Foundation Trust is committed to ensuring that a robust
infection control function operates within the Trust which supports the delivery of
high quality healthcare and protects the health of its patients and staff. The Trust
has a statutory responsibility to comply with the Health and Social Care Act: Code of
Practice for the Prevention and Control of Healthcare-Associated Infection (2010). A
requirement of this Act is for the Board of Directors to receive an annual report from
the Director of Infection Prevention and Control. The Annual Report of the Infection,
Prevention and Control Team IPC(T) provides an overview of the activities carried
out in the Trust to progress the prevention, control and management of infection from
April 2018 to March 2019.
The Trust Board recognises its collective responsibility for minimising the risks of
infection and has agreed the general means by which it prevents and controls these
risks and the responsibility for Infection Prevention and Control (IPC) is designated
to the Chief Nurse / Director of Infection Prevention and Control (DIPC), supported
by the IPC Team.
The annual report also outlines the Trust’s Infection Prevention and Control (IPC)
activity in 2018/19. In addition it highlights the role, function and reporting
arrangements of the Director of Infection Prevention and Control (DIPC) and
the Infection Prevention and Control Team IPC(T).
The Trust recognises the obligation placed upon it by the Health Act 2006, (updated
2010) to comply with the Code of Practice for Health and Adult Social Care on the
prevention and control of infections and related guidance. We continue to support a
multidisciplinary approach to managing infection, prevention and control. The
Infection, Prevention and Control Team IPC(T) meet monthly to co-ordinate the
members’ contribution to this aspect of care in the Trust. The team meeting reports
into the Trust Infection, Prevention and Control Committee (TIPCC) which is chaired
by the Chief Nurse / Director of Infection, Prevention and Control (DIPC). TIPCC
reports to the Quality Governance Operational Committee (QGOC). The Chief Nurse
/ DIPC sits on the Committee and is a member of the Board of Directors.
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Results of mandatory and local infection surveillance are reviewed monthly with
action taken where required. A zero tolerance to avoidable blood stream infections
for MRSA bacteraemia remained for 2018/19. There were four hospital acquired
cases in the reporting period; one at the Peterborough site and three at the
Hinchingbrooke site. All were reviewed and deemed to be unavoidable. Lessons
learnt were shared and an action plan was developed to manage the rise in MRSA
cases seen in 2018/19 (Appendix 5).
The ceiling target for episodes of Clostridium difficile was set nationally for the Trust
at 39 for the reporting year (29 for Peterborough and Stamford Hospital sites and 10
for the Hinchingbrooke site). During 2018/19 we ended the financial year with a total
of 48 hospital acquired cases (a reduction from 62 crude cases the previous year) –
38 had no lapses in care but 10 had lapses in care. This demonstrates that there has
been a significant reduction of 22% of crude cases and 41% of sanctioned cases in
2018/19.
Audit activity was maintained with the continuation of mandatory monthly audits
including hand hygiene, peripheral intravenous cannula care and urinary catheter
care. These results, along with others pertaining to infection prevention and control,
are reviewed at Ward, Division and Trust-wide level through the Matrons Balanced
Scorecard. Healthwatch Cambridge and Peterborough, Governors, volunteers and
staff have actively participated in audit activities such as the PLACE self-assessment
inspections and hygiene code inspections.
I am pleased to report that in the last year we have improved our NHSI Infection
Prevention and Control surveillance rating of the Peterborough site achieving a
‘Green’ status. Following the CQC inspection in June 2018, work was undertaken to
ensure that the Trust had an overarching strategy and this was developed and
ratified.
The IPC(T) members have worked tirelessly over the year to offer a variety of
training / educational programmes for all staff within the organisation. Their support
and visibility within the clinical areas has assisted in ensuring that current practices
are embedded and sustained within the clinical environment to ensure that the Trust
provides the ‘Right Care, First Time, Every Time’ for our patients. 2019/20 offers
some fantastic opportunities and challenges with changes in reporting timelines for
C.difficile. However, the team plan to continue with quality improvements across the
organisation and the team work plan for the coming financial year is exciting and
creative in its approach.
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Finally, the report outlines the priorities and future developments for 2019/ 20, and
improving outcomes, assurance and compliance are key drivers for us.

Jo Bennis
Chief Nurse and DIPC
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1.

Introduction

The Infection Prevention and Control Team’s (IPCT) aim is to ensure no patient
acquires a preventable infection. This is achieved by routine surveillance of
infections, providing education and support to ward staff, monitoring audit scores and
writing evidence based policies. The IPCT covers all sites of North West Anglia
Foundation Trust (NWAFT). Every year the team develops and works towards a
strategic work plan. The 2018/19 Work Plan can be found at Appendix 1; actions
that remain amber at the end of the year are carried forward to the 2019/20 Work
Plan.
2.

Infection Prevention and Control Arrangements

2.1

Infection Prevention and Control Infrastructure

Trust Board

Director of Infection Prevention and Control (DIPC)

Lead Nurse for Infection
Prevention and Control and
Deputy DIPC

Consultant Microbiologists

Antimicrobial
Pharmacist

Microbiology Laboratory
Infection Prevention and Control
Team

Trust Staff

Directorate Leads

Figure 1: Trust Infection Prevention and Control Infrastructure
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2.2

Infection Prevention and Control Team (IPCT)

2.2.1 Director of Infection Prevention and Control (DIPC)
The DIPC has executive authority and responsibility for ensuring strategies are
implemented to prevent avoidable healthcare associated infections (HCAIs) at all
levels in the organisation. The DIPC provides assurance to the Board that systems
are in place and correct policies and procedures are adhered to across the
organisation to ensure safe and effective healthcare. The DIPC oversees local
control of infection, prevention and control policies and their implementation. In
addition, the role requires that the DIPC:








Be responsible for the Infection Prevention and Control Team
Report directly to the Chief Executive and the Board and not through any
other officer
Challenge inappropriate clinical hygiene practice as well as antibiotic
prescribing decisions
Assess the impact of all existing and new policies and plans on infection and
make recommendations for change
Be an integral member of the organisation's clinical governance and patient
safety teams and structures
Produce an annual report on the state of healthcare associated infections in
the organisation and release it publicly
In 2018/19 a new DIPC/deputy DIPC report to the board was developed. This
report offers assurance of how the Trust meets the 10 key criteria set out in
the hygiene code

2.2.2 IPC Nursing Team
Table 1: Current IPC Team
Team Member
1.0 WTE Lead nurse
1.6 WTE Infection Control Nurse Specialist
0.8 WTE Audit and surveillance practitioner
1.6 WTE Infection Control Nurse
0.8 WTE Infection Control Nurse
(secondment)
1.0 WTE secretary
0.8 WTE secretary (until December 2018)

Band
8a
7
7 (seconded
from band 6)
6
6
3
2

The IPC Nursing Team are responsible for the development and monitoring of IPC
policies. They work closely with ward staff, with other departments in the Trust such
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as estates and facilities and with external stakeholders from the Clinical
Commissioning Group (CCG), NHS improvement and Public Health England.
In 2018/19 one of the band 7 specialist nurses took a secondment to a Matron role,
which gave the team the opportunity to offer a band 6 secondment. This role enables
ward based staff to develop their infection prevention and control knowledge, whilst
providing the team with options for future planning.
The role of deputy DIPC was further developed in 2018/19 and is held by the IPC
Lead Nurse and IPC Consultant Microbiologist. They will deputise for the DIPC, and
provide specialist knowledge to assist the DIPC.
2.2.3 Consultant Microbiologists
The Trust employs two full time and one part time Consultant Microbiologists. They
take on different lead roles within their microbiology role, including Infection
Prevention and Control Doctor, water safety/management and antimicrobial
stewardship lead. With support from microbiologists at other local Trusts, they
provide 24 hour microbiology and infection control cover. The Consultant
Microbiologists also sit on the Trust Water Management Committee and vice chair at
the Trust Infection Prevention and Control Committee (TIPCC).
2.2.4 Antimicrobial Pharmacist
The Trust employs 1 WTE, band 8b and 1 WTE band 8a Antimicrobial Pharmacists,
one based at the Peterborough City Hospital (PCH) site and one based at the
Hinchingbrooke (HH) site. This post works closely with the IPC Nursing Team and
Consultant Microbiologists to provide advice and support on antimicrobial prescribing
and stewardship. The Antimicrobial Pharmacist and Antimicrobial Microbiologist
complete monthly ward rounds to offer advice to prescribers at ward level. Monthly
antimicrobial stewardship meetings are held, and a quarterly committee meeting is
held to which all clinical divisions are invited.
2.2.5 Divisional Leads
Divisional Leads are responsible for ensuring IPC policies are followed within their
Division and Clinical Business Units. They also have a responsibility to share
learning from scrutiny panels and post infection reviews throughout their Division.
2.2.6 Trust Staff
All Trust staff have a responsibility to maintain good standards of infection,
prevention and control. This is reflected in the job descriptions of all members of staff
and reiterated at annual clinical mandatory training.
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2.3

Team Meetings and Trust Infection Prevention and Control Committee
(TIPCC)

The IPCT has monthly meetings, chaired by the Lead Nurse and attended by the
Nursing Team, Microbiologists, Laboratory, DIPC and Antimicrobial Pharmacist. The
agenda covers laboratory reporting and surveillance, feedback from the monthly
hand hygiene and HII audits, updates from the Water Management and
Decontamination Committees, progress reports on the Annual Work Plan and other
projects the team is involved with and policy approval.
The monthly team meeting feeds back to the Trust Infection Prevention and Control
Committee (TIPCC) which is held quarterly and is attended by members of the IPCT,
Clinical Commissioning Group (CCG) and Divisional representatives. External
stakeholders such as Public Health England (PHE) and patient group
representatives are also invited to attend. The format of the TIPCC Agenda aligns to
the Health and Social Care Act Code of Practice criteria.
2.4

Isolation Facilities

The Trust has a 14 bedded isolation ward at the Peterborough site where patients
with confirmed or suspected infections can be cared for by staff experienced in
isolation nursing. The IPCT are responsible for determining which patients are
transferred to the isolation ward. Ward rounds are held twice a week and are
attended by the Ward Nursing Staff, IPC Nursing Team, Consultant Microbiologist
and Antimicrobial Pharmacist.
Peterborough City Hospital (PCH) is a new PFI build and has a large number of side
rooms on all inpatient wards which are all en-suite. This includes at least one
balanced pressure room on each ward which can be used for airborne infections.
The bays on the ward are three to four bedded, have their own en-suite facilities and
can be closed off to enable cohort isolation.
Hinchingbrooke Hospital has up to five side rooms per ward, all with en suite
facilities. There are negative pressure rooms on the respiratory ward and critical care
which can be used for airborne infections. The bays on the ward are five bedded,
have their own en-suite facilities and can be closed off to enable cohort isolation.
Stamford Hospital has only one in patient area which is made up entirely of side
rooms. All but 3 have en suite toilet facilities, none have any specialist ventilation.
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2.5

Policies and Guidelines

All policies required for compliance with the Health and Social Care Act Code of
Practice (2008) are in place and are updated by the IPCT in line with national
guidance and evidence. Compliance with local policy is audited by wards via the
monthly infection control audits, the Matrons Balanced Score Card (MBSC), monthly
cleaning scores and environmental audits.
All policies were reviewed prior to the merger in 2017. Throughout 2018/19, the IPCT
have been reviewing policies in order to stagger the review dates and to apply and
changes necessary as the newly merged organisation embeds standardised
practice. A full list of IPC Policies can be found at Appendix 2.
3.

Surveillance and Prevalence of Infection

The reporting of all isolates of Methicillin resistant Staphylococcus Aureus (MRSA),
Methicillin sensitive Staphylococcus Aureus (MSSA), E. coli in blood cultures and
toxin positive Clostridium difficile (C. diff) have been mandatory for all Trusts in the
UK for several years (PHE, 2013). In 2017/18 it became mandatory to report other
gram negative bacteraemia such as Klebsiella species and Pseudomonas species.
MRSA and C. diff infections carry nationally set annual targets and associated
financial penalties.
3.1

Monthly Audits

As well as surveillance of infections, the Trust completes monthly surveillance of
practice. All clinical areas submit monthly audits on hand hygiene and High Impact
Interventions (DoH, 2012). High Impact Intervention audits aim to ensure that best
practice is adhered to when completing tasks at high risk of introducing infection. A
full list of HIIs can be found at Appendix 3. These results are sent to the Clinical
Commissioning Group (CCG) monthly as part of the quality dashboard requirements
within the contract. The IPCT review results monthly and request action plans from
Managers and Matrons of areas receiving low scores of less than 95% compliance.
These are reviewed at the IPC monthly team meetings with any inconsistent or
unresolved issues taken to TIPCC.
In 2017/18, following the merger, the audit reporting process was standardised
across all sites so that all data collection and reporting is conducted via the same
electronic process. An overview of the Trust-wide scores for High Impact
Interventions for 2018/19 can be seen below, broken down by site. Audits are
required to achieve 95% compliance as identified within the quality dashboard issued
by the CCG.
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Table 2: NWAFT High Impact Intervention scores 2018/19

Audit
HII No. 1 Central Venous Catheter

NWAFT
Performance
99.6%

HII No. 2 Peripheral Intravenous

99.3%

HII No. 3 Wound Care

99.25%

HII No. 4 Surgical Site Infection

99.25%

HII No. 5 Ventilated Patients

100%

HII No. 6 Urinary Catheter

99.6%

HII No. 7 Prevention of Spread of
Clostridium difficile

100%

The HII scores have remained consistent this reporting year, in line with previous
years, and have all achieved over the 95% required by the CCG. Any that do not
achieve this, or are not submitted, are followed up by the IPCT who request an
action plan from the relevant area that is followed up at the Infection Control Team
meeting.
In addition to the High Impact Interventions, all clinical areas also complete a
monthly hand hygiene audit. Table 3 shows a breakdown of hand hygiene scores by
professional group. Challenged compliance is the score that demonstrates the
percentage of staff members that were about to miss an opportunity to
decontaminate their hands, but did so once challenged.
Over the 12 month period there were 24,580 observations of hand hygiene across all
sites of the organisation. Of these 265 were challenged due to incorrect practice,
meaning the total compliance for unchallenged hand hygiene was 98.4%. The staff
group with the highest percentage of challenges, and therefore the lowest rate of
compliance, was doctors. This is a decrease on the overall rate for this staff group
from the 2017/18 data, where the compliance rate was 98%.
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Table 3: Hand Hygiene results by staff group, 2018/19
Group

Total Observations Challenged % challenged Failures

Nurses PCH & STAM
Nurses Hinchingbrooke
Nurses Doddington & Ely
TOTAL NURSES
Doctor's PCH & STAM
Doctor's Hinchingbrooke
Doctor's Doddington & Ely
TOTAL DOCTOR'S
AHP PCH & STAM
AHP Hinchingbrooke
AHP Doddington & Ely
TOTAL AHP
Other's PCH & STAM
Other's Hinchingbrooke
Other's Doddington & Ely
TOTAL OTHER'S
Total

3.2

7782
2654
191
10627
3922
1458
180
5560
2449
1035
2
3486
3496
1404
7
4907
24580

35
39
0
74
46
41
0
87
40
26
0
66
12
26
0
38
265

0.4%
1.5%
0.0%
1.9%
1.2%
2.8%
0.0%
4.0%
1.6%
2.5%
0.0%
4.1%
0.3%
1.9%
0.0%
2.2%
12.2%

1
6
0
7
0
3
0
3
0
2
0
0
0
2
0
2
12

Average
Compliance
%
99.9%
99.8%
100.0%
99.9%
100.0%
99.8%
100.0%
99.9%
100.0%
99.9%
100.0%
100.0%
100.0%
98.8%
100.0%
99.6%
99.9%

Average
Unchallenged
compliance%
99.6%
98.9%
100.0%
99.5%
91.1%
97.9%
100.0%
96.3%
99.2%
98.8%
100.0%
98.0%
99.6%
99.2%
100.0%
99.6%
98.4%

IPCT audits

A summary of the audits undertaken by the IPCT can be seen at Appendix 4.
Following feedback from an external visit that noted there were staff not compliant
with the Trust bare below the elbow policy, an audit was been carried out across all
wards (not clinics) in both PCH and HH over a four month period. The main staff
groups were identified and audited.
At Peterborough and Stamford compliance has significantly improved since the initial
month of auditing and is now at 1% which equates to only three members of staff.
The professions of staff identified as non-compliant across all audits can be seen in
graph 1 below. At Hinchingbrooke site compliance has consistently been good over
the audit period. The professions of staff identified as non-compliant across all
audits at Hinchingbrooke can be seen in graph 2 below.
All members of staff were ‘challenged’ at the point they were identified and
pleasantly asked to comply. A number of these staff were unhappy to be challenged
and declined to comply immediately or initiated a discussion in dispute of the BBE
policy. Any further action has since been followed up with line managers.
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Annual Data for BBE non-compliance by job
role
Staff Group
Peterborough 2019
Nurse

10
9

HCA

8

Doctor

7

Tracker/receptionist

6
Housekeeper

No of Staff 5

Student Nurse /
Apprentice
AHP

4
3
2

Social Worker

1
0
March

April

May

June

Graph 1: annual data for bare below the elbow non-compliance by job role,
Peterborough and Stamford 2019

Annual Data for BBE non - compliance by job
role
Hinchingbrooke 2019
10
9

Staff Group

8

Nurse

7

HCA

6

Doctor
Tracker/receptionist

No of Staff 5
4

Housekeeper

3

Student Nurse / Apprentice

2

AHP

1

Social Worker

0

Specialist Nurse
March

April

May

Graph 2: annual data for bare below the elbow non-compliance by job role,
Hinchingbrooke 2019
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3.3

Carbapenemase-producing Enterobacteriaceae (CPE)

Carbapenemase-producing Enterobacteriaceae (CPE) represents one of the most
serious emerging infectious disease threats that we currently face, and the failure to
control their spread now could have substantial human health and financial
consequences in the future. The disease is also known as Carbapenem-Resistant
Enterobacteriaceae (CRE) and incorporated into the group of Carbapenem-resistant
organisms (CRO).
The use of the PHE toolkit, since its development in 2014, has been included in
Trust paperwork / IT admission systems across all sites. The risk assessment
(Figure 2) should be asked to every inpatient on entry to the hospital.
1. Have you ever been told you have had a CPE?

Yes □ No □

2. In the last 12 months, have you been a hospital in-patient whilst abroad?

Yes □ No □

3. In the last 12 months, have you been a hospital in-patient in the UK?

Yes □ No □

If Yes, Where: _________________________ (See Infection Control webpage for current high risk areas)

Figure 2: CPE Risk Assessment from the PHE toolkit.
If the patient answers yes to any of these questions contact the Infection Prevention and Control Team

Since the Trust merger the following actions were completed at the Hinchingbrooke
or out of hours, the on-call microbiologist (via switchboard)
site:



The risk assessment was set up on Symphony (ED patient record) with the
answers included in the summary printout for ward use.
A paper version of the risk assessment was implemented in the Maternity
Department to add to their written patient records.
The pre-assessment department’s version of the risk assessment was
updated.

During June 2018, the IPCT were made aware of an outbreak of CPE affecting the
Leicester Teaching Hospitals. This was a concern to this Trust (NWAFT) due to the
number of patients transferred here as inpatients and those that access the renal
dialysis service at both Trusts.
It was agreed, as a temporary measure, that Leicester Teaching Hospitals would be
included as a ‘high-risk hospital’ when completing the risk assessment question 3.
That meant all NWAFT inpatients that had been an inpatient at Leicester Teaching
Hospitals in the last 12 months, or renal patients that had attended the renal ward /
unit, would be screened for CPE in line with current policy. This was a local decision
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and has not been included currently in Public Health England guidance but was
deemed appropriate for this Trust due to the regional proximity to the outbreak.
In 2018, Symphony was implemented in ED at PCH, to align with current practice at
Hinchingbrooke. This went live on 20th November 2018. As with the system at
Hinchingbrooke, the same caveat was included for patients that could not answer the
questions.
The reason, after answering ‘No’, is mandatory and therefore must be input as to
why they were not asked e.g. unconscious. An audit was carried out to ensure
screening was being performed correctly. Similarly to the audit at Hinchingbrooke
last year, some staff were stating ‘No’ and then bypassing the mandatory field and
thus screening, by inputting e.g. ‘N/A’ or other reasons in the ‘Why?’ section.
The audits retrospectively looked at 10 days of admissions through ED, selecting
only adult patients, where the clinician had selected ‘No, they could not screen for
CPE’, a selection of which can be seen in Figure 3.
Admitted To
Medical - MAU
Medical - Gastro
Medical - MAU
Medical - MAU
Medical - MAU
Medical - MAU

Diagnosis
Bowel Obstruction
Cellulitis
Constipation
Pulmonary Embolism
Sepsis

Medical - MAU
Medical - MAU CODU
Medical - MAU
Lower Respiratory Tract Infection
Medical - MAU
Lower Respiratory Tract Infection
Medical - MAU CODU
Medical - MAU CODU Social Problem
Medical - MAU CODU

Yes or No
no
no
No
No
no
no

Why
no
resus pt
n/a
confused
n/a
doesn't talk

no
no
no
no
no
no
no

went straight to
MAU
didn’t understand
n/a
reduced GCS
in xray
n/a
n/a

Figure 3: Sample of results from the CPE screening audit.
The lines in pink show the patients where the reason for not screening is not an
acceptable reason and therefore the system has been bypassed to avoid asking the
questions. This is a small snapshot of the full data set.
The patients were selected from a 10 day period when Symphony was first
introduced to the ED at PCH (November 2018) and then a 10 day period four months
later (March 2019) once the Symphony system was embedded.
The total number of adult admissions for the selected period in November 2018 was
835 and 1638 in March 2019. The number of patients that were CPE screened or not
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screened can be seen in Table 4. This shows that the percentage of patients
screened has increased in the second audit and less than 10% of admitted patients
were not screened.
CPE Screen completed
Nov-18

Mar-19

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Yes

No

Graph 3: The percentage of CPE screens completed or not completed.
Table 4 shows all results and percentages including the number of missed screens,
where an invalid reason was given for not screening.
Table 4: The number of CPE screens and missed screens for adult admissions

Yes, CPE screened
No, not CPE screened
Missed Screens from those not asked
Missed screens out of all admitted patients
Total Adult Admissions

Nov-18
Nov-182 Mar-19 Mar-193
694
83%
1527
93%
141
17%
111
7%
72
51%
48
43%
9%
3%
835
1638

In November 18 there were 141 patients where the clinician had deemed the patient
unable to answer the screening questions out of a total of 835 patients being
admitted. This shows 17% of patients were deemed unsuitable to be CPE screened.
Of those 141, 72 of these (51%) had invalid reasons for not being screened. That is
72 missed opportunities for screening and clinicians bypassing the mandatory
system. In real terms, this means a total of 9% of all patients admitted in that period
were not screened for CPE. ED is the largest portal of entry to the hospital and
therefore presents the greatest risk of CPE entering the hospital and causing an
outbreak.
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In March 2019 there were 111 patients where the clinician was unable to ask the
questions, out of a total of 1638 adults being admitted. This highlights only 7% of
patients were deemed unsuitable to ask the questions. That is a substantial
reduction in unsuitable patients from the previous audit. Of the 111 patients, 48 had
invalid reasons for not being screened which is 43% of those that weren’t CPE
screened. This is still a high proportion of missed opportunities. Again, in real terms,
that means 3% of the admitted adults for that period were missed for CPE screening
which is a significant reduction and a far more acceptable percentage of missed
opportunities. There is currently no Department of Health or Clinical Commissioning
Group parameter for screening but aligning to other infection control targets, 95%
compliance would be an acceptable target.
The data selection also identified the individual clinicians completing the symphony
data so repeated missed screens can be attributed to specific people and training
can be offered to improve the compliance rates.
It is important to note that the Symphony system on both sites has markedly
improved the numbers of patients being risk assessed for CPE on entry to the
Emergency Departments. That is because there is a mandatory field to ascertain
whether the patient can be asked the screening questions. Prior to Symphony being
introduced the last CPE screening audit showed a 0% compliance rate in ED at both
sites.
The results demonstrate that overall more patients were able to answer the
questions and of those that couldn’t be asked, the validity of those reasons has
improved. There were still a number of clinicians that were clearly bypassing the
mandatory fields and they will be re-trained in using the system to ensure improved
compliance in the future.
3.4

Methicillin Resistant Staphylococcus Aureus (MRSA)

3.4.1 Blood Stream Infection
Isolates of MRSA in blood cultures have been reportable to Public Health England
since 2002 (PHE, 2013). A graph of hospital acquired cases from 2001/02 – 2018/19
can be seen below.
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Hospital aquired MRSA bacteraemia
2001/12 - 2018/19
12
10
8
6

2017
merger

4
2
0

Graph 4: Hospital Acquired MRSA Bacteraemia Cases, 2001/02 (PCH only) –
2018/19 (NWAFT)
A zero tolerance to avoidable blood stream infections for MRSA bacteraemia
remained for 2018/19. There were 4 cases of hospital acquired MRSA bacteraemia
in the reporting period. One was on the Peterborough site and three on the
Hinchingbrooke site. All four cases were deemed to be unavoidable.
In February 2019 an MRSA bacteraemia case was identified in a baby that was not
deemed hospital acquired but was investigated as a serious incident. The baby’s
mother was a healthcare worker and should have been screened prior to admission
to PCH as per Trust Policy; however this screen was missed. A second opportunity
to screen was missed as the baby was delivered by caesarean section. The learning
from this incident was shared across all Trust maternity services and the MRSA
Policy was updated to be clearer on what screening is required for maternity
patients.
There were three cases at Hinchingbrooke site, all of which were deemed to be
unavoidable. However, the post infection review process also highlighted an issue
with emergency admission screening at Hinchingbrooke site.
An action plan was developed in order to manage the rise in MRSA cases seen in
2018/19, this can be seen at Appendix 5.
3.4.2 MRSA Screening
As per Department of Health Guidance (2014), patients admitted to NWAFT are
subject to risk based MRSA screening. The MRSA screening process has been
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standardised across all sites, with the exception of the time an MRSA screen
remains valid for elective admissions. At the time of the merger, Peterborough and
Stamford Hospitals elective screens were valid for four weeks. At Hinchingbrooke
the policy stated that screens were valid for three months, although some areas
were working to a six month validity period. In an attempt to close the gap on this
timescale, elective admissions at Peterborough and Stamford have kept the screen
valid for four weeks, whilst at Hinchingbrooke the three month period that was the
pre-merger policy has been enforced. The Policy will be reviewed again within a
year in an attempt to standardise across all sites. Paediatric and maternity patients
are screened if they are high risk, for example if they have been MRSA positive in
the past.
Table 5: Emergency and Elective MRSA Screening Rates 2018/19

Elective Peterborough
Emergency -

Apr -

May -

Jun -

Jul -

Aug -

Sep -

Oct -

Nov -

Dec -

Jan -

Feb -

Mar -

18
99%

18
97.2%

18
98.2%

18
98.3%

18
97.1%

18
98%

18
98.1%

18
98.9%

18
98.3%

19
98.7%

19
97.4%

19
97.9%

93.7%

93.9%

93.9%

93.8%

93.8%

94.2%

94.7%

95.3%

95.6%

94.3%

93.8%

95.3%

100%

99.6%

98.5%

98%

98.5%

98.7%

99.3%

97.8%

97%

96.8%

95.8%

90.4%

92.6%

90.5%

90.1%

91.4%

90.2%

89.9%

89.9%

87.1%

88%

88.8%

86.5%

87.2%

Peterborough
Elective Hinchingbrooke
Emergency Hinchingbrooke

Table 5 details the breakdown of emergency and elective screening rates by site for
2018/19. There is a target of 95% for completed MRSA screens. After dipping below
the 95% target for emergency screening at PCH in the early part of 2018/19, the
scores remained at or around 95% for the remainder of the year. Elective admission
screens remained over 95% at PCH for the whole of 2018/19. At Hinchingbrooke site
there was a downward trend seen for both elective and emergency MRSA screening
over 2018/19.
MRSA screening rates are monitored monthly at the IPC team meeting and areas
with missing screens are followed up by the Matron for that area. The forthcoming
launch of e-track at Hinchingbrooke site will also help to monitor emergency
admission screens and it is hoped this will increase compliance.
3.4.3 MRSA Decolonisation
MRSA decolonisation is monitored by the IPCT monthly as part of the CCG quality
dashboard within the contract. There is a 95% compliance requirement for all acute
Trusts in Peterborough and Cambridgeshire; this includes criteria such as
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decolonisation prescription, decolonisation administration, isolation and follow up
screening. Graphs 5 and 6 shows the breakdown of compliance scores at PCH and
Stamford and Hinchingbrooke sites in 2018/19.

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

No patients

MRSA decolonisation audit results
(HH) 2018/2019

Graph 5: MRSA Decolonisation Rates (HH) 2018/19

MRSA decolonisation audit results
(Peterborough and Stamford) 2018/19
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Graph 6: MRSA Decolonisation Rates (PCH and Stamford) 2018/19
In 2017/18 the average monthly score was 98% at Peterborough and Stamford and
94% at Hinchingbrooke. In 2018/19 the average monthly score remained 98% at
Peterborough and Stamford and 97% at Hinchingbrooke, an increase of 3 %.
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3.5

Clostridium difficile (C. diff)

C. diff is a bacterium that causes loose, offensive stools and is linked with increased
mortality and morbidity in hospital patients (DoH, 2012). The bacteria release a toxin
which is responsible for the diarrhoea.
Following the merger NWAFT currently process samples in two different
laboratories; Peterborough and Stamford use the PCH laboratory whilst
Hinchingbrooke uses the laboratory at Cambridge University Hospitals (CUH). Both
laboratories test for C. diff as per national guidance (DoH, 2012), using a two-step
method. Step one tests for the presence of glutamate dehydrogenase (GDH), which
is a chemical that can indicate the presence of the C. diff bacteria. Step two is a test
that will indicate the presence of the toxin the C.diff bacteria produces. At
Peterborough and Stamford, if a sample is GDH positive but toxin negative, a third
test is completed to detect the genes of the toxin which will indicate if there is a
chance that the bacteria may produce toxin in the future should conditions allow. All
cases of toxin positive and PCR positive samples are followed up by the IPCT, but
only toxin positive cases are reportable.
All reportable cases are subject to a Root Cause Analysis (RCA) and scrutiny panel
attended by the Ward Manager, Matron and Consultant for the patient, as well as the
DIPC, Infection Control Lead Nurse, Microbiologist and CCG lead for infection
control. If it is deemed by all present that there were no breaches in local policy or
lapses in care, that case can be removed from the trajectory. The key issues
discussed are isolation, rationale for testing, antibiotic prescribing, documentation
and care service delivery e.g. cleaning and audit scores.
The annual objective for crude cases of C. diff set by NHSE in 2018/19 for NWAFT
was 39 cases, 29 at Peterborough and Stamford and 10 at Hinchingbrooke. The
breakdown by site can be seen in Table 6.
Table 6: C. diff cases by site, 2018/19
Hospital
Cases
PCH and Stamford
30
Hinchingbrooke
18
Total
48

Sanctioned
7
3
10

At the end of 2018/19 there were 48 crude cases of C. difficile against an annual
ceiling target of 39, with 10 sanctioned. In 2017/18 there were 62 cases of C. difficile
with 17 sanctioned, meaning there has been a significant reduction of 22% of crude
cases and 41% of sanctioned cases in 2018/19.
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Broken down by site, PCH were 1 over trajectory with 30 cases and HH were 8 over
trajectory with 18. HH are testing 67% more stool samples since the merger which
could explain these figures. Graphs 7-9 show the trajectory of cases over 2018/19.

PCH and Stamford C diff trajectory
2018/19
35
30
25
20

Trajectory

15

Actual

10

Sanctioned

5
0
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Graph 7: C. diff Trajectory 2018/19, PCH

Hinchingbrooke C diff trajectory
2018/19
20
15
Trajectory
10

Actual
Sanctioned

5
0
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Graph 8: C. diff Trajectory 2018/19, Hinchingbrooke
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NWAFT C diff trajectory 2018/19
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Graph 9: C. diff Trajectory 2018/19, NWAFT
In March 2018 there were 13 cases of hospital acquired C. diff at PCH. As part of the
action plan into managing this rise in cases, support was requested from NHS
improvement, Cambridgeshire and Peterborough CCG and Public Health England.
Following the initial visit in April 2018, the Trust was given an amber rating for
infection control, an action plan was put into place and a follow up visit was
undertaken in August 2018. Unfortunately the visiting team were not assured of
progress in all of the areas previously visited and changed the rating to red. An
interim visit was undertaken in October 2018 and a third formal visit in December
2018 saw the NHS improvement rate changed to Amber. It was agreed that
improvements had been made in the wards between August and December,
however issues were raised with the Trust Action Plan. The IPCT has worked closely
with the CCG, Ward Managers and Matrons to sustain the improvements made and
to ensure the action plan offers the assurance required. The full action plan can be
found at Appendix 6.
3.6

Other Mandatory Surveillance Organisms

All hospital acquired MSSA and E. coli bacteraemia are reported to PHE under
mandatory surveillance; in 2017/18 Klebsiella and Pseudomonas species were
added to the mandatory surveillance. PHE has set a national target to reduce all E.
coli bacteraemia by 50% by 2020. Locally we are monitoring rates and reviewing risk
factors in order to identify ways of reducing cases.
3.6.1 Methicillin Sensitive Staphylococcus Aureus (MSSA) and Gram negative
bacteraemia (excluding E. coli)
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Gram-negative bacteria such as Escherichia coli, Klebsiella sp. and Pseudomonas
aeruginosa are the leading causes of healthcare associated bloodstream infections.
There are many different types of Gram-negative bacteria. Some live in the intestine
harmlessly, while others may cause a variety of diseases. Bacteria that are normally
harmless in their normal environment can cause problems if they grow in other parts
of the body and can cause a range of infections with differing severity and
associated mortality. One of the most serious infections Gram-negatives can cause
is bloodstream infections or bacteraemia.
From December 2017 the Trust has been completing Root Cause Analysis (RCA) of
selected Hospital acquired bacteraemia. These include Methicillin Sensitive
Staphylococcus Aureus (MSSA) and gram negative bacteria E. coli, Klebsiella sp
and Pseudomonas sp. The RCA identifies common risk factors and feeds in to a
piece of work being undertaken across the whole health economy to reduce E. coli
bacteraemia by 50% by 2021. Table 7 details case numbers by month for 2018/19
and Graph 10 shows the hospital acquired cases compared with the total number of
cases.
Table 7: Hospital acquired MSSA and Gram negative bacteraemia 2018/19
Apr 18

May
18

Jun 18

Jul 18

Aug 18

Sep
18

Oct
18

Nov
18

Dec
18

Jan
19

Feb
19

Mar
19

Total

MSSA

2

4

2

1

1

1

4

2

1

3

4

1

26

Klebsiella sp

0

2

1

2

0

2

3

1

2

2

0

1

16

Pseudomonas

0

1

1

1

1

3

0

1

0

3

0

1

12

Graph 10: 2018/19 MSSA and Gram negative bacteraemia cases, Hospital
acquired compared with total number of cases
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3.6.2 E. coli bacteraemia
Table 8: Hospital acquired E. coli bacteraemia cases by month, 2018/19
Apr
18
E coli
HCAI

3

May
18
0

Jun
18
3

Jul 18

4

Aug
18
3

Sep
18
4

Oct
18
5

Nov
18
4

Dec
18
2

Jan
19
4

Feb
19
4

Mar
19
3

Total

End of
year plan

39

34

Table 8 shows the monthly breakdown of hospital acquired E coli bacteraemia. There
were 39 hospital acquired cases of E. coli bacteraemia in 2018/19. We needed no
more than 34 cases to achieve a 20% reduction in 2018/19; however we exceeded
this target in March 2019. A deep dive into possible risk factors has been
undertaken.
The deep dive into hospital acquired E. coli cases in 2018/19 has revealed the
biggest risk factor is having a catheter (44%) followed by surgery (26%). The Trust is
part of a whole health economy collaborative working with the CCG and other Trusts
in the region to manage catheter care more effectively. Of the patients who had
surgery, 70% were colorectal surgery. The IPCT will be using this information to see
if there are any interventions of changes to practice that can help reduce case
numbers.
3.7

Outbreaks and PIIs

An outbreak of infection is defined as two or more cases of an infection, linked by
person place and time. The term period of increased incidence is mainly used only in
reference to C. diff and refers to two or more toxin positive cases in the same clinical
area in a 30 day period. If these cases are of the same strain this is deemed an
outbreak. All isolates of C. diff are sent to the PHE reference lab for further
investigation through ribotyping, a process that uses DNA sequencing to differentiate
between strains.
3.7.1 Norovirus
There were no ward closures due to gastrointestinal disease or norovirus in 2018/19.
Cases were reported in the community and there were clusters reported within wards
on PCH and Hinchingbrooke sites. However these were managed by the IPCT and
ward staff and contained to prevent spread.
3.7.2 Clostridium difficile
As previously discussed, only toxin positive cases count towards the DoH definition
of a C. diff PII. However, NWAFT counts PCR positive cases when deciding to
investigate possible PIIs as PCR positive cases give a further early warning of a
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potential problem. Three PIIs were investigated in 2018/19, Details of C. diff PIIs
investigated in 2018/19 can be seen in Table 9.

Table 9: C. diff PIIs investigated in 2018/19
Ward & Site
Dates
Pear Tree,
January 2019
Hinchingbrooke

Cases
2

Plum Tree,
January 2019
Hinchingbrooke

2

Cardiac Ward,
PCH

January –
February 2019

Likely source and actions
No links identified, likely
coincidental. Cleaning escalated
to using chlorine, education and
awareness raising, weekly hand
hygiene audits, antibiotic audit
No links identified, likely
coincidental. Cleaning escalated
to using chlorine, education and
awareness raising, weekly hand
hygiene audits, antibiotic audit
No links identified. Cleaning
escalated to using chlorine,
education and awareness raising,
weekly hand hygiene audits,
antibiotic audit ward deep cleaned
with UV

4

3.7.3 MRSA
There were no outbreaks of MRSA identified in 2018/19.
3.7.4 Influenza
No wards were closed due to influenza in 2018/19.
3.8

Water Management

Maintenance of safe water systems is an essential infection prevention function. This
is achieved in conjunction with facilities and maintenance contractors from all sites
and is monitored at bi-monthly Water Safety Group (WSG) meetings. Flushing
records, water sampling, temperature control and water related incidents are all
reviewed at the WSG. Extra flushing and water testing is carried out in high risk
areas such as critical care, haematology/oncology and neonatal intensive care,
known as augmented care areas. For augmented care areas daily flushing is carried
out whilst in non-augmented care areas the flushing regime is twice per week.
Quarterly water sampling for Legionella species is carried out across all areas of the
Trust, and weekly sampling for Pseudomonas species is carried out in augmented
care areas.
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In 2018/19 the responsibility for managing the WSG was taken over by the IPCT and
deputy DIPC.
3.8.1 Peterborough and Stamford water update
On 26th February 2018, the water supply to the main tower block at PCH was
interrupted due to a burst pipe. The water was off for 9 hours in total, and the WSG
met to discuss the risk to patients from water borne bacteria. The decision was made
to put point of use filters in augmented care areas and to carry out extensive water
sampling for Legionella and Pseudomonas across the site. Initial samples were
indicative of bacterial contamination of the water system. Sampling continued
throughout 2018 until 3 clear results were obtained from all augmented care areas
and at strategic points throughout the site.
Following continuous positive legionella results, two under used outlets were
removed in 2018/19, one in NICU and one in critical care.
3.8.2 Hinchingbrooke water update
A review of the water safety controls at the Hinchingbrooke site in February 2019
highlighted some concerns over the current system. This was discussed at WSG
and, following a risk assessment, point of use filters are in use in high risk areas until
the WSG has assurance the system is under control. The situation has been added
to the risk register as a high risk and is awaiting final approval. This was also raised
at the TIPCC in April.
3.8.3 Flushing Results
In accordance with Health Technical Memorandum guidance, all infrequently used
outlets should be flushed twice a week to reduce legionella build up and daily for
pseudomonas in augmented care areas. An electronic system, L8 guard, for
monitoring flushing was in place on all sites until February 2019. The IPCT found the
L8 guard system has limitations in that it does not take into account areas that are
not open at the weekend, bank holiday weekends or outlets that have become
infrequently used since the initial set up of the system. It was agreed by the WSG
that flushing records would be maintained using a new system that is more suited to
the Trust’s needs. In the interim, paper flushing records are available for review.
3.9

Surgical Site Infection Surveillance

Surgical Site Infection (SSI) surveillance is coordinated by Public Health England
and is used to monitor the rates of infection in selected specialities. All Trusts in
England are required to report on hip and knee operations for one quarter a year, but
can opt to monitor other specialities and for longer periods of time. The results for
the mandatory surveillance can be seen in Table 10.
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Table 10: Mandatory SSI surveillance results, 2018/19
Hinchingbrooke
Operations

Knee
Total no

Jan – Dec 2018
326

Surgical Site
Infections

SSI
Patient reported infection
Total infection rate
Hip
Total no

3 (0.9%)
13 (3.9%)
16 4.9%
Jan – Dec 2018
346

SSI
Patient reported infection
Total infection rate
Knee
Total no

1 (0.2%)
4 (1.1%)
5 (1.4%)
Jan – Dec 2018
414

SSI
Patient reported infection
Total infection rate
Hip
Total no

1 (0.2%)
6 (1.4%)
7 (1.7%)
Jan – Dec 2018
458

SSI
Patient reported infection
Total infection rate

2 (0.4%)
0
2 (0.4%)

Hinchingbrooke
Operations
Surgical Site
Infections
Peterborough
Operations
Surgical Site
Infections
Peterborough
Operations
Surgical Site
Infections

4.

Environmental cleaning

4.1

Cleaning scores

All wards at Hinchingbrooke site are cleaned to the PAS 2011 cleaning standards,
which mean high risk areas (e.g. wards and clinical areas) need to achieve 95%
compliance and very high risk areas (e.g. critical care, NICU, haematology/oncology,
dialysis) 98% compliance in the monthly cleaning audits. Work continues at PCH and
Stamford to move all areas onto the 2011 PAS standards; the areas not currently on
the 2011 PAS standards are cleaned to the 2004 high risk standards and are
therefore routinely achieving at least 95%. Table 11 shows the cleaning scores for
PCH by ward, and Figure 4 for HH by risk group.
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Maternity Inpatients
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95
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95

95

96

97

95

96

95

95

96

97

95

Apr-18
May-18

Theatres - VH Main

96

Theatre Recovery

96

Critical Care Unit

96

Coronary Care Unit

99

ED - Resus

97

CT Scanner

97

97
.0
0

Obs Delivery

95.
00

NICU

Ap
r18
M
ay
18
Ju
n18
Ju
l18
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g18
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p18
O
ct18
N
ov
18
D
ec
18
Ja
n19
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b19
M
ar19

MAU

FEU

Table 11: PCH cleaning scores by ward, 2018/19

98
97

97
95

97
98

95
97

97
97

98
96

98
95

97
97
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Jun-18
Jul-18
Aug-18
Sep-18
Oct-18
Nov-18
Dec-18
Jan-19
Feb-19
Mar-19

99
98
97
98
97
98
98
97
95
98

96
95
95
99
96
95
97
97
96
96

97
97
97
97
98
90
98
97
97
98

98
97
97
97
97
97
97
95
95
97

96
97
97
99
95
98
97
98
95
96

98
99
98
99
98
98
98
99
97
96

97
98
96
97
97
97
97
97
97
96

96
97
97
98
95
96
97
98
98
96

Figure 4: Hinchingbrooke cleaning scores, 2018/19
Where cleaning scores fail to meet the required standard, concerns are raised at the
performance meetings and all concerns regarding cleaning standards are highlighted
as part of formal performance response letters to the cleaning contractors.
As part of the cleaning monitoring programme, regular walkabouts and audits are
held on each site. The audit team is made up of Matrons, facilities staff, cleaning
contractors and the IPCT.
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4.2

Deep Clean programme

In-patient areas are deep cleaned annually, high risk areas such as critical care
twice a year and out-patient areas every other year. At Peterborough the deep
cleans are completed by Medirest using UV light, at Hinchingbrooke Ozone is used
by Mite and at Stamford steam is used by ISS. This important programme of
cleaning will help ensure the environment is kept free from potentially pathogenic
microorganisms.
In 2018/19 the deep clean programme was kept on track due to collaborative
working with ward staff, Matrons, cleaning contractors and the IPCT.
4.3

PLACE Audits

Patient Led Assessment of the Care Environment (PLACE) audits are undertaken
annually across all sites of the Trust. Cleaning scores on all three sites remained
high at over 98%, although the Stamford cleaning score did dip slightly in 2018. The
slightly lower scores for condition, appearance and maintenance at Stamford and
Hinchingbrooke are reflective of the older buildings. Extensive works have been
undertaken on both sites in 2018/19 and continue in to 2019/20. These works are
monitored by the IPCT throughout their duration to ensure infection prevention
processes are being followed. The programme of work that is required is monitored
by Facilities and Matrons at their monthly Quality Assurance Forum. Table 12 details
a breakdown of PLACE sores by site form 2016 – 2018.
Table 12: Summary of PLACE Audit 2016 - 2018

Year
2018
2017
2016

Site Name
STAMFORD & RUTLAND
HOSPITAL
STAMFORD & RUTLAND
HOSPITAL
STAMFORD & RUTLAND
HOSPITAL

Privacy,
Dignity
and
Wellbeing
Score %

Condition,
Appearance
and
Maintenance
Score %

Dementia
Score %

Disability
Score %

97.12%

79.92%

94.08%

85.83%

85.59%

96.18%

97.12%

74.32%

94.04%

82.45%

83.09%

94.88%

94.28%

95.64%

88.41%

98.32%

88.64%

86.46%

98.90%

90.34%

93.07%

89.63%

88.64%

98.22%

85.34%

94.75%

98.64%

95.77%

96.32%

95.67%

93.24%

97.72%

86.63%

93.07%

98.66%

79.79%

81.16%

79.18%

88.65%

95.84%

82.26%

86.37%

99.52%

87.76%

81.67%

89.07%

81.72%

93.33%

65.87%

68.03%

99.18%

95.03%

89.35%

97.78%

86.15%

92.33%

76.04%

76.85%

Food
Score
%

Org
Food
Score
%

Ward
Food
Score
%

98.77%

96.12%

95.08%

99.47%

96.66%

100.00%

Cleaning
Score %

Year
2018
2017
2016

PETERBOROUGH CITY
HOSPITAL
PETERBOROUGH CITY
HOSPITAL
PETERBOROUGH CITY
HOSPITAL

Year
2018
2017

HINCHINGBROOKE
HOSPITAL
HINCHINGBROOKE
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2016

HOSPITAL
HINCHINGBROOKE
HOSPITAL

97.38%

5.

Antimicrobials

5.1

Antimicrobial Guidelines

91.21%

90.37%

91.93%

79.87%

87.50%

70.00%

68.49%

A number of our antibiotic guidelines have been revised and updated in 2018/19,
including Community acquired pneumonia (CAP), Hospital acquired pneumonia
(HAP), Aspiration pneumonia, acute exacerbation of COPD (IECOPD), Lower UTI
and Upper UTI. These are now available to view on SharePoint at PCH and
Antibiotic Microsite at Hinchingbrooke and are to be used across the Trust on all
sites.
The antimicrobial team has been working on antimicrobial app and populated the
updated guidelines on the app to facilitate the prescriber to use. Hopefully, it will
ease the prescribers to locate our guidelines and improve our local compliance.
5.2

CQUIN

Reduction in carbapenem usage:
The baseline consumption for carbapenems in 2017 was 59.77 defined daily doses
(DDD)/1000 admissions and as we failed to achieve the CQUIN indicator for
carbapenem reduction in the last financial year the CQUIN indicator for
carbapenems is 3% reduction from the baseline in 2017 and the target was
57.98DDD/ 1000admissions.
Unfortunately, we did not achieve the CQUIN target for carbapenem consumption
this year. For PCH, the carbapenem consumption was not far from the target in Q1
and Q2 where the DDD/ 1000 admission were 60.04 and 62.33 respectively.
However, the use of carbapenem increased in Q3 and Q4. For Hinchingbrooke,
there was an unusual trend of increased carbapenem consumption, especially in Q2
and Q4 where usage doubled. Therefore, the antimicrobial pharmacist investigated
the clinical areas where we have used carbapenems the most. Graph 11 shows the
top 10 cost centres that used the most of the carbapenem within our organisation
and Haem/ Onc, Walnut, ACU at hinchingbrooke, ITU at Hinchingbrroke and B12 are
the usual wards with high carbapenem usage.
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Graph 11: Top 10 cost centres with carbapenem usage in Q4 (Jan-Apr 2019)
Audits were carried out in these areas and these indicate that the use of meropenem
was mostly appropriate. It is unclear whether the increased use of carbapenem is
related to increased number of admissions, in poarticular those patients with ESBL
infections.
The carbapenem consumption data from the AMR fingertips (Figure 5), shows our
carbapenem consumption has been comparatively low compared to the national
average and other non-teaching hospitals across the country.
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Figure 5: AMR fingertips for carbapenem consumption for North West Anglia
NHS foundation trust
Reduction in overall antibiotic consumption:
The baseline consumption for overall antibiotic consumption in 2017 was
4093.5DDD/1000admissions. As we failed to achieve the CQUIN indicator for overall
antibiotic reduction in the last financial year, the CQUIN indicator for overall antibiotic
usuage is 2% reduction from the baseline in 2017 and the target is 4011.63DDD/
1000admissions. We have failed to achieve this CQUIN indicator.
National data shows there is a consistant increased trend of overall antibiotic
consumption for non-teaching hospital as well as the national average (see Figure
6). The ratio of our increased rate of overall antibiotic consumption is similar to other
non-teaching hospitals across the country. It is hypothosised that this is due to the
increased acuity of patients being admitted to hospital.
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Figure 6: AMR fingertips for overall antibiotic consumption for North West
Anglia NHS foundation trust

Increase in usage of AWaRe antibiotics:
The third indicator was to increase the proportion of antibiotic usage from the
‘Access’ group of the AWaRe** category (see Figure 7) so that either:
A) Usage of ‘Access’ group being >55% of total antibiotic consumption, OR
B) Increase in usage of ‘Access’ group by 3% from baseline 2016 calendar year.
Our 2016 baseline was 35.68%, therefore our target usage of ‘Access’ antibiotics is
38.68%
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Figure 7: AWaRe category list
The percentage of our proportion of access group for Q4 is 29.82% against the
target of 38.68%. Our overall ‘watch’ group usage is 67.58%. The antimicrobial team
have broken down the usage of ‘watch’ group and noticed that co-amoxiclav usage
is accountable for more than half of our overall consumption among the ‘watch’
group. This is the main reason for not achieving this target as our practice and local
guidelines are heavily weighted on co-amoxiclav. Please see graph 12.
In order to promote the increased proportion of antibiotic usage from the access
group, we will need to implement our antibiotic policies. Following the merger, the
antimicrobial team has been trying to review and harmonise the antibiotic policies
across two sites and most of our revised guidelines are either going through or have
gone through the governance process. We have already taken into account the
AWaRe category list when we updated our antibiotic policies.
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% of total antibiotic consumption Q4
Total DDD for Access
group

2.58%

0.00%

Total DDD for Watch
group
Total DDD for Reserve
group
Total DDD for other
group

29.82%

67.58%

Graph 12: Percentage of total antibiotic consumption for Q4
5.3

Antimicrobial Stewardship

Messages relating to antimicrobial stewardship have been circulated in the following
ways in 2018/19:






Quarterly newsletter sent to all clinical staff
Weekly antimicrobial stewardship walkabouts involving the antimicrobial
pharmacists and consultant microbiologists
Participation in antimicrobial stewardship week in November 2019
Targeted audits in areas where concerns have been raised
Formation of a quarterly antimicrobial stewardship committee

The UK 5 year antimicrobial resistance strategy and the NHS Long Term Plan were
published in January 2019. The NHS Long Term Plan acknowledges the need for
further progress on antimicrobial resistance and refers to the recently published 20
year vision and five year action plan for tackling it. This will be incorporated into any
antimicrobial stewardship planning for 2019/20.
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6.

Education

6.1

Mandatory Training

Following the merger there were differing levels of infection control training delivered
at each site, however this is due to be standardised in April 2019. At Hinchingbrooke
there are two levels, one for clinical staff and one for non-clinical staff.
There are several levels of mandatory training that the IPCT deliver at Peterborough
and Stamford. All clinical staff are expected to complete a full annual infection control
update which includes hand hygiene, standard precautions and any local issues.
Non-clinical staff that have patient contact, e.g. porters, catering staff, have annual
hand hygiene training. Non-clinical staff with no patient contact, e.g. ward clerks and
lab staff, have 3 yearly hand hygiene. Support services such as Information
Technology, have one off hand hygiene at induction. The Trust has been set a target
of ensuring 95% of staff are up-to-date with mandatory training.
Graph 13 demonstrates the rate of compliance with the various levels of IPC
mandatory training against a locally set trajectory. By the end of the year the 90%
target was achieved. However these figures are prone to fluctuate so the IPCT
continue to monitor closely.

Graph 13: IPC Mandatory Training Trajectory 2018/19
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6.2

Awareness Week

In October 2018 the IPCT held their annual awareness week. There was a stand in
the main entrance of all sites and the IPC Nurses visited clinical areas to spread the
word about preparing for winter. The annual IPC awards were handed out to:
IPC ward of the year: Apple (Hinchingbrooke), A3 (PCH & Stamford)
IPC link practitioner of the year: Debbie Fisher (ED, Hinchingbrooke) Aaron Babu
(B6, PCH & Stamford)
The Dennis Mlangeni award for Excellence in Infection Prevention and Control: FEU
(PCH)
The team also made a hand hygiene video this year that will be used during future
awareness weeks and international hand hygiene day.
6.3

Other Training

The IPCT offer ad hoc training as required by Departments. This includes mandatory
training, outbreak education, mask FIT testing and general updates.
7.

Laboratory Services

7.1

Update

PCH has comprehensive microbiology services, including a molecular suite where
PCR testing can be undertaken. This is a cost effective method of testing that offers
a quick turnaround of results. This year the microbiology lab has received
accreditation as a pan pathology lab from the UK accreditation service for the third
consecutive year. The Peterborough lab was the first lab in the UK to receive this
accreditation.
At Hinchingbrooke Hospital all microbiology samples are currently processed at
Cambridge University Hospitals (CUH) laboratory under a The Pathology
Partnership. In 2017/18 plans were put into place to bring all laboratory testing inhouse at the Peterborough laboratory. The contract has been reviewed, notice been
given to CUH and all staff based at Hinchingbrooke have been TUPE’d across to
NWAFT in 2017/18. Peterborough Pathology Department are reviewing what
equipment, IT and staff are required to take this work back in house. The estimated
timeframe for the full merger is still to be confirmed.
7.2

Blood Culture Contamination Rate
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Blood cultures have an important role in the diagnosis of serious infections.
However, contamination of blood cultures is a common problem within the hospital
setting resulting in wasted laboratory resources, unnecessary investigations (e.g.
repeat blood cultures, other blood tests, echo), unnecessary antibiotics and
prolonged hospital stay. It is suggested that contamination rates should be between
2-3% (Harding, 2013).
Traditionally rates have been calculated using coagulase negative staphylococcus, a
known skin contaminant, as a marker. In line with recommendations (Harding, 2013
and Alahmadi et al, 2011) in 2017/18 diptheroids were added as a marker, in order
to ensure a clear picture of contamination rates is obtained. The average rate for
2018/19 was 3.6% at Peterborough and Stamford, a slight increase on the previous
year. Rates for Hinchingbrooke Hospital are not available under the current
laboratory provision.
8.

Staff Health and IPC

8.1

Flu Vaccine Uptake

In 2017/18 the total percentage of frontline staff who had their flu vaccine was 72%,
an increase on 2016/17 at PCH and Stamford (65.9%) and has maintained a similar
rate of over 70% from Hinchingbrooke. This was achieved following an intensive
programme lead by Staff Health and means the Trust achieved the flu vaccine
Commission for Quality Innovation (CQUIN) target and will receive full payment for it.
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Appendix 1: Annual Work Plan 2018/19

Infection Prevention and Control Work Plan 2018/19
Nikki Jackman, Lead Nurse Infection Prevention and Control
GREEN
AMBER
RED
Recommendations

Evidence demonstrates action implemented
Evidence demonstrates the action is mostly met
Evidence in place demonstrates the action has not been met
Actions to be implemented

Lead

Code of practice criterion 1: Infection Control Systems
Team development Monthly CPD sessions with a
ICNs
and networking
variety of topics and speakers

Team members to attend
regional and national
conferences and study days

ICNs

Completion Target
Date/frequency

Progress Update

Evidence of
implementation

Monthly

Ongoing

Attendance sheets
and agendas

As available

LM and JM IPC London 2018
KW & SF Joint branch
conference, London IPS May
2018
CW – IPC East of England
conference June 2018
NJ – HIS deputy DIPC day
June 2018

Investigate possibility of IPCT
wearing yellow epaulettes to be
identifiable from other specialist
nurses.

NJ/JM

May 2018
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Epaulettes in use

RAG
Status
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Share good practice with other
Trusts by publishing articles on:
 Merging IPC teams
 The isolation care bundle
 Patient experience of
hand hygiene
 UV-C
Senior level
support for Director
of Infection
Prevention and
Control
Monitor and
maintain quality

NJ/SF
CW/KW

NJ and CW met with
research and development to
discuss patient hand hygiene
paper.

Introduction of deputy director of
infection prevention and control
role

JB

NJ working with Hygiene
Solutions on UV-C letter to
editor. Poster submitted to
ECMID Nov 2018
NJ/DM to deputise for JB

Meet all infection control quality
indicators on quality dashboard

NJ

Monthly

Ongoing

Quality dashboard
results

Maintain and review risk register

NJ

Monthly

Ongoing

Risk register/
assessments

Regular clinical ward rounds
with Matrons, domestic services
and facilities

ICNs

Ongoing

Ongoing

Diaries

DIPC/deputy DIPC gives regular
feedback to board

JB

Monthly

Board meeting
minutes

Maintain membership of
Infection Prevention Society as
an educational and networking
opportunity

ICNs

Ongoing/ quarterly
meetings

Meeting minutes

Monitor and update team

NJ

Annual or as

Terms or reference
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Ward engagement

meeting terms of reference
Continue to run link practitioner
programme holding four
meetings a year, with expert
speakers across all sites
Awards for good practice to be
handed out during awareness
week

Facilities

SF

required
Ongoing

Link day agenda
All booked for 2018

October 2017

Link day agenda,
social media/
communications

Ongoing

Facebook and
Twitter pages

NJ/DM

Ongoing

Minutes of meetings

Attendance at specialist air
ventilation group, chaired by
facilities

NJ/DM

Ongoing

Attendance at Medical devices
group, including feedback on
decontamination issues and
discussions to approve
purchase of new equipment

NJ

Ongoing

Attendance at regular ward

ICNs

Ongoing

Update and maintain Intranet
page, Facebook and Twitter
pages to keep staff up to date
with team news
Attendance at water safety
group – chaired by NJ/DM –
including:





SF

JM/ER

Flushing monitoring
Decontamination issues
Feedback from incidents
Sampling results
No meeting held since 2016.
Group appears to have been
disbanded.
Minutes of meetings

All meetings arranged.
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environmental walk rounds with
facilities and Medirest/MITE/ISS
inspecting:
 General environmental
cleanliness
 Quality of exit cleans
 Decontamination of
equipment

Monthly high
impact intervention
audits

emails
Some concerns raised with
cleaning standards at
Stamford (ISS), these are
being addresses by facilities,
IPCT and Matron.
Findings fed back through
IPC team meeting, TIPCC
and ward managers.
Facilities arrange follow up
by cleaning contactors for
areas of failure.

Monthly audits undertaken,
reviewed at IPC team meeting,
exception reporting at TIPCC,
reported to CCG via quality
dashboard.

Ward
manager
Matrons
IPCT

Ongoing

Audit reports, minutes
of meetings

Complete annual review audits
with Matrons to validate monthly
audit results
Carried forward from 2017-18

ICNs/
matrons

September 2017
March 2018

Discussed at Matrons
meeting 19/05/2017

Audit results

Delayed following merger
awaiting standardisation of
process.
Complete in 2018

Code of practice criterion 2: Providing and maintaining a clean environment
Cleaning standards Continued implementation of
Facilities September 2018
PAS 2011 cleaning standards
at PCH
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PAS 2011
Carried forward to 2019
when new standards will be
published.

Continue deep clean
programme. UV cleaning used
at PCH, Ozone at
Hinchingbrooke and steam at
Stamford. Carried forward
from 2017-18

Medirest
/MITE/
ISS

Ongoing

Deep clean programme at
Hinchingbrooke site delayed
due to issues with the decant
ward.
Deep clean programme
behind at PCH – pre deep
clean meetings reinstated.
August 2018: deep clean
programme back to
timescale

Standardisation of deep clean
programme across all sites –
UV to be used at
Hinchingbrooke and investigate
possibility of transporting UV to
Stamford for JVG deep clean

NJ/
facilities

September 2018

Quotes received for
introduction of UV at
Hinchingbrooke.
August 2018: update
requested from
Hinchingbrooke facilities
team
December 2018: no update
from facilities yet
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Monitor and
maintain

Daily clinical walk rounds,
reviewing side room usage,
environmental factors and
documentation

ICNs

Ongoing

Ward round sheets

Annual environmental audits
with facilities,
Medirest/MITIE/ISS and ward
staff with follow up during
clinical ward rounds

ICNs

June 2018

Annual audits in progress,
main themes that are being
raised include:




Decontamination of
medical equipment by
nursing staff
Storage of chlorine under
COSHH regulations
Waste segregation

Audit reports, monthly
feedback to matrons
and ward managers,
team meeting
minutes, TIPCC
minutes, newsletter

This will be addressed at
matrons meeting, ward
managers meeting, link
nurse day, newsletter and
mandatory training
Carry out annual PLACE audits
at PCH, HH and Stamford

Flushing

Monitor electronic recording
system and monthly reports to
ensure flushing is taking place
as per policy. Back up with
paper records as electronic
system does not offer enough
assurance flushing is
happening in current format

Audit tools/report
Facilities

April 18

IPCNs/
Matrons/
facilities

Ongoing

June 2018: NJ to arrange
meeting with facilities to
discuss how we get
assurance that flushing is
happening on all wards in the
most efficient way.
July 2018: new, more robust
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Audit report
Monthly reports; team
meeting minutes;
Water safety group
meeting minutes

Trust Public Board of Director, 30th July 2019 – App 6d

Implementation of ‘Compass’
system of monitoring flushing.
All outlets will be risk assessed
and flushed if not in use.
Waste

Standardise waste disposal
across all sites

Multiplex
/facilities
/ IPCT

August 2018

flushing system to be
implemented (Compass
system)
Purchase order raised by
facilities. Training to be
arranged.

Online reports

December 2018: still with IT
Waste review to be
undertaken when waste
manager appointed.

Facilities

Carried forward from 2017-18

August 2018: waste
manager appointed,
Hinchingbrooke waste review
awaited
December 2018: Facilities to
implement in 2019

Code of practice criterion 3: Antimicrobial use
Antimicrobial
Complete quarterly point
stewardship
prevalence study
Carried forward from 2017-18

National

TY / CC
Quarterly

Conduct regular antimicrobial
ward rounds to feedback
performance, identify poor
practice and offer prescribing
advice

TY/ CC/
microbio
logists

1-2% reduction in total

TY

Audit reports

Daily Critical Care ward
rounds, other areas as
required.
Weekly ward rounds
conducted on all sites,
targeting areas highlighted in
audits.
March 2019
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First quarter audits received
and circulated to
directorates.

CQUIN report

Trust Public Board of Director, 30th July 2019 – App 6d
antimicrobial
CQUIN

antibiotic consumption ii) 2-3%
reduction in use of
carbapenems iii) >55% of total
antibiotic usage to be from the
‘Access’ category (as listed by
NHSi) OR 3% increase from
baseline of usage of ‘Access’
antibiotics iv) Empiric review of
antibiotic prescriptions within 72
hours
Code of practice criterion 4: Provide infection control information to patients
Provide infection
Include information for patients ICNs
Ongoing/monthly
prevention and
and visitors in the regular
control information
stands in the atrium and during
to patients
awareness week?
Maintain and update patient
information leaflets,
Update and maintain Infection
Prevention and Control page
on external web page

Patient hand
hygiene

Report findings of patient
feedback on hand hygiene via
senior clinical staff forums

ICNs

Complete
Patient leaflets
available on webpage

JM/
comms

Ongoing

NJ/CW

May 2018

CW writing up report,
awaiting interpreted figures
from Sinead Smith.

September 2018

Research and Development
helping to write up findings.

NJ to write report for publication

Webpage

Report, meeting
minutes

Carried forward from 2017-18
Patient information
for CPE positive
patients

Arrange for cards to give to
patients identified as CPE
carriers that they can take and

ER/KW

September 2018
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Cards in use

Trust Public Board of Director, 30th July 2019 – App 6d
show at any other hospital
Code of practice criterion 5: Identification of at risk patients
CPE screening
6 monthly audits of CPE risk
CW
assessment compliance at all
sites. Local target of 95%
completion. Carried forward
from 2017-18. This will be
achieved by:




MRSA

April 2018
October 2018

Await results of 6 monthly
audit.

Audit reports, MBSC

Added to Matrons Balanced
Scorecard for 2018/19
June 2018: 75.8%
compliance
September 2018: 86.1%
October 2018 87.2%
December 2018 93.6%

Sharing audit data and
encouraging ownership of
the responsibility to check
Regular spot checks by
IPCT, feedback at ward and
directorate level
Adding CPE to Matrons
balanced scorecard

Continue to monitor MRSA
admission screening rates
monthly. Work with wards
achieving less than 95% of
MRSA admission screens per
month to identify reasons.

ICNs

Monthly

Increase in MRSA
admission screening
rates

Continue monthly MRSA
decolonisation and isolation
audit. Work with wards
achieving less than 95% per
month to identify reasons.

ICNs

Ongoing/ monthly

Audit results

Monitor nosocomial MRSA
cases at all sites to aide early
identification of potential

ICNs

Ongoing/monthly

Team meeting
minutes
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Trust Public Board of Director, 30th July 2019 – App 6d
outbreaks

Blood culture
contaminations

C diff

Reduction of MRSA
bacteraemia with RCA and
scrutiny of any hospital
acquired cases
Reduce rate of blood culture
contaminations to between 2%
and 3% across all sites, as per
national recommendations, by:
 Monitor usage and returns
of sterile equipment
available in packs at PCH
 Await lab merger and
introduce sterile filed and
gloves to packs at
Hinchingbrooke
 Offer teaching form IPCT
and IV nurse specialist as
necessary
 Review latest guidance on
reducing blood culture
contamination rates
Complete Root Cause Analysis
(RCA) on all cases of hospital
acquired, toxin positive C diff

ICNs

As required

JB/DM

September 2018

ICNs/
wards

Ongoing

Hold scrutiny panel within 30
days to review RCA and
discuss any breaches in policy

ICNs/
wards

Ongoing

Follow up actions and review
lessons learnt with relevant
staff/agency

IPCT

Ongoing

(2017/18 PCH rate 3.3%, HH
rate 3.9%)
First quarter rate: PCH 3.3%,
HH 4.5%
Second quarter rate: PCH
3.7%
Third quarter rate 3.9% PCH
Fourth quarter rate 3.8%
(no data for HH)

Team meeting
minutes
Reviewed quarterly at
TIPCC

RCA

Minutes of meeting
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RCA; scrutiny minutes

Trust Public Board of Director, 30th July 2019 – App 6d

Produce monthly C diff
progress report to be sent to
CCG (via contracts)

NJ

Ongoing/monthly

Not to exceed the Trust annual
objective for 2018/19 of 38
sanctioned cases by:

IPCT
Matrons
CCG
PHE

Review monthly



Continued surveillance of C
diff cases
 Daily ward visits by IPCT to
identify and support
possible cases
 2018 mandatory training
session has C diff focus
 Completing RCA of cases
and sharing lessons
learned
 Deep dive into cases and
epidemiological review if
any peaks seen throughout
2018/19
 Environmental inspections
of clinical areas; internal
visits by IPCT/facilities/
cleaning contactors, external
visits by CCG held throughout
the year
 Benchmark cases against
other organisations via PHE
data capture system.
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C diff progress report;
team meeting minutes

Annual environmental audits
carried out throughout May
and June. Themes fed back
via Matrons, ward managers
and TIPCC

Audit reports, emails,
action plans

Trust Public Board of Director, 30th July 2019 – App 6d
Prepare for 2019/20 target
change where cases will
hospital acquired if sent over
48 hours (reduced from 72
hours).

Hospital acquired
bacteraemia

Surgical Site
Surveillance

Encourage prompt sampling of
symptomatic patients at
Matrons meeting, Ward
Managers meeting, clinical
update day, awareness week
Monthly surveillance of hospital
acquired gram negative and
MSSA bacteraemia numbers
via Quality Report and IPC
Team meeting
Root Cause Analysis of
hospital acquired bacteraemia
including MSSA, MRSA and
GNB, risk factors recorded on
data capture system
Review of data capture system
to see how risk factor data can
be collected and inform plans
to reduce hospital acquired
cases
Continue mandatory
surveillance.
Reports to be reviewed at
TIPCC

IPCT/
wards

March 2019

Team meeting
minutes

NJ

Ongoing

Quality report, team
meeting minutes

All

Ongoing

Quarterly reports at
TIPCC
Data capture system

NJ/ER

June 2018

CW

Ongoing

NJ

SSI reports
RCA of risk associated with
significant surgical site
infections to be collated and
presented at TIPCC and
local quality governance
meetings from December
2018

Ongoing
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Monthly reports/ team
meeting minutes

SSI reports

TIPCC minutes

Trust Public Board of Director, 30th July 2019 – App 6d

GIRFT

Surveillance of SSI using
GIRFT introduced

CW/
wards

.
Awaiting first quarter data

Ongoing

TIPCC minutes

Carried forward to 2018-19
GIRFT data only reported
once per year, therefore
GIRFT data collection
discontinued as it is not able
to offer
Code of practice criterion 6: Staff training
Mandatory training
Monthly monitoring of rates of
attendance at infection control
training to ensure they remain
above 95%.

SF

Ongoing/monthly
Rates: June –
Infection control 1 year 91%
1 year hand hygiene 94%
3 year hand hygiene 87%
One off hand hygiene 98%

Target staff groups/divisions
where rates fall below 95% and
offer ad hoc training sessions.

August Infection control 1 year 92%
1 year hand hygiene 93%
3 year hand hygiene 90%
One off hand hygiene 98%

Offer alternative methods of
accessing training such as e
learning, attendance at clinical
update or bespoke sessions
taught by IPCT.

Review content of all
mandatory training packages to
ensure they are up date, and
standardise across all sites.

October
Infection control 1 year 86%
1 year hand hygiene 70%
3 year hand hygiene 92%
One off hand hygiene 98%
EJ

December 2018
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Team meeting
minutes; mandatory
training report

Presentations

Trust Public Board of Director, 30th July 2019 – App 6d
HAZMAT

Ward based
education
Communications
with staff

Care bundles

Awareness weeks

Facilitate biological threats/
high level isolation session on
ED HAZMAT training
ICNs to offer education to staff
at the bedside
Continue to send out quarterly
newsletter to link nurses and
ward managers for distribution
to staff.
Monthly round up of IPC news
to be circulated to staff in
newsround from
communications
Monitor care bundle usage on
daily walk rounds and
environmental visits
Update care bundles to ensure
they remain up to date with the
latest evidence.
Hold awareness weeks for
specific infections or issues as
necessary.

Participate in World hand
hygiene day on May 4th 2018
Annual awareness week to
cover general IPC issues
Students/ new
Information booklet on IPC
starters IPC book
basics to be produced and
offered to students and new
starters.
Code of practice criterion 7: Isolation facilities
Wards
Daily review of patients with

NJ/SF

Ongoing/monthly

ICNs

Ongoing

ICNs

Ongoing/quarterly

ICNs/ER
KH

Monthly

ICNs

Ongoing

ICNs

March 2019

ICNs

As required

Newsletter
ER left Trust – to be handed
over to another member of
the team.

ICNs

May 2018

ICNs

October 2018

LM

September 2018

ICNs

Ongoing

Newsround emails

Care bundles, team
meeting minutes
C diff and cleaning
awareness fortnight
30/04/18, SF leading
Fit testing fortnight August
2018
Planning discussed at April
team meeting
14th – 20th October

Team notes; side
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Study day agenda

Trust Public Board of Director, 30th July 2019 – App 6d
known infections and isolated
patients
Ward based teaching to
maintain good standards of
isolation nursing
Isolated patients/B1 Twice weekly ward rounds on
B1 or isolated patients on
wards, to review patients plan,
with ICN, microbiologist and
antimicrobial pharmacist
Code of practice criterion 8: Laboratory services
Communication
Inform team, and CCG where
applicable, of positive isolates
as soon as available
Surveillance
Provide monthly statistics for
discussion at team meeting and
TIPCC
Reporting to PHE
Continue to report all
mandatory isolates via data
capture system
Code of practice criterion 9: Policies
Update and
Ensure all policies are up to
maintain
date and in line with national
guidance
Code of practice criterion 10: Staff health
National flu CQUIN
ICNs to promote flu jab in
- 75% of frontline
mandatory training
staff to have had flu
jab by Dec 2018
Use peer vaccinators
programme again for 2018/19
Consultant microbiologist to
promote amongst medical staff

room checklists

ICNs

Ongoing

IPCT

Ongoing

Team notes

AD/GB

Ongoing

E mails

AD/GB

Ongoing

Team meeting
minutes

AD

Ongoing

PHE data

IPCT

Ongoing

Policies

ICNs

Ongoing

BG

DM

Ongoing

October 2017
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CQUIN report
Flu vaccine uptake 60.27%

Trust Public Board of Director, 30th July 2019 – App 6d

FIT testing

Focus during infection control
awareness week in October
2018.
Continue FIT testing
programme

ICNs

ICNs

Ongoing

Continue training staff in high
usage areas to be FIT testers
Add staff to ESR once fit tested
so they get a reminder in 3
years.
Run ESR reports on numbers
fit tested for TIPCC

ICNs

Ongoing

WR/ER

Ongoing

Training register

ESR reports, team
meeting minutes
Percentage of staff FIT
tested
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Monthly FIT testing drop in
sessions set up.

Trust Public Board of Directors, 30th July 2019 – App 6d

Appendix 2: List of Infection Control Policies
Name of Policy/Guideline
Guidelines for the notification and management of
infectious diseases
Policy for the management of Group A
Streptococcal infections
Guidelines for the control of multi-resistant
Acinetobacter outbreaks
Methicillin Resistant Staphylococcus aureus
(MRSA) policy
Operational policy for the isolation unit
Policy for the decontamination of re-usable
medical devices and equipment
Policy for the decontamination of the environment
Policy for the management, treatment and care of
TSE including CJD
Policy for staff hand hygiene
Policy for standard infection control precautions
Policy for the infection control and management of
chicken pox and shingles
Policy for the infection control management of
patients with known or suspected tuberculosis
Policy for the infection control management of
VRE/GRE
Policy for the isolation of patients
Policy for the management of patients with CPE
Policy for the management of patients with ESBL
Policy for the management of patients with MERS
CoV
Policy for the management of human infestations
Policy for the management of patients with
suspected or confirmed influenza
Policy for the management of patients with
suspected or confirmed VHF
Policy for the management of outbreaks
Policy for the organisation and implementation of
infection control
Policy for the practice of aseptic technique
Policy for the prevention, control and
management of C. difficile
Policy on the control of infections during
construction, renovation and demolition
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Review date
June 2019
September 2021
September 2019
May 2022
June 2020
June 2019
September 2020
January 2021
March 2020
June 2019
March 2020
March 2021
March 2019
September 2020
January 2020
June 2020
March 2020
March 2020
March 2021
December 2019
September 2021
March 2021
January 2021
September 2020
December 2019

Trust Public Board of Directors, 30th July 2019 – App 6d

Appendix 3: List of High Impact Interventions
HII1: Central Venous Catheter Care Bundle – Insertion Actions & On-going
Care Actions
HII2: Peripheral Intravenous Cannula Care Bundle – Insertion Actions & Ongoing Care Actions
HII3: Chronic Wounds
HII4: Care Bundle to Prevent Surgical Site Infection – Pre-operative Actions,
Peri-operative Actions & Post-operative Actions
HII5: Care Bundle for Ventilated Patients – Regular Observations
HII6: Urinary Catheter Care Bundle
HII7: Care Bundle to Reduce the Risk from C.diff
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Appendix 4: Summary of IPCT Trust Audits 2018
Month

Jan

Other

Isolation (Hinch)
Women’s Health OPD

Feb

March

CPE (Symphony
Hinchingbrooke)

April

May

June

Clinical Areas
Hygiene code
P’boro / Stamford

Isolation (PCH

B6
A8
ED
Women’s
JVG
Health
Maternity
A3
Inpts
Labour
A9
Cardiac
B11
Coronary
Care
A2
MAU
A4
FEU
A8
ED
Haem/Onc
Labour
Amazon
Maternity
NICU
Inpts
Diagnostic
NICU
Imaging
Diagnostic Imaging
Stamford (all areas)

Clinical Areas
Hygiene code
Hinchingbrooke
ATSU
Theatres
Endoscopy
Juniper/Bay
ED
AAU
Theatres
Endoscopy
ATSU
Cherry
Walnut
AAU
Theatres
Apple
Pear
Juniper/Bay

Birch
Cherry
Critical
Care
MSSU

Radiology
ED
Daisy
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Every
month

Birch
Theatres
Apple
Critical Care
Juniper/Bay

ATSU
Mulberry
Apple

MRSA
Decol

HII’s &
Hand
Hygie
ne
Every
month

Surgical Site Infection / GIRFT

Bowel Surgery:1. Small bowel
2. Large bowel
3. Bile duct &
cholecystecto
my
GIRFT data
collection across
Trust.
Results
unavailable

Orthopaedics:1. Total hip
replacemen
t
2. Total knee
replacemen
t
Throughout the
year, alternate
years.
HINCHINGBR
OOKE only

Trust Public Board of Directors, 30th July 2019 – App 6d

Critical
Care
AAU
Cherry

Juniper/Bay
MSSU

Critical
Care
ED
Endoscopy
Fracture
Clinic
Walnut
Woodlands
ED
Endoscopy
Theatres
Pear
Theatres
Walnut
Woodlands

July

A8
A9
B12

Mulberry
Theatres
MSSU
AAU
Apple
Birch

Aug

A8
Amazon

Sept

Women’s Health
B5

MSSU
Daisy
ATSU
Birch
ATSU/Plum
Daisy
Endoscopy
AAU
Cherry
Critical Care
Radiology/Diagnostic
Imaging
Juniper/Bay
Mulberry
Theatres
Walnut
ATSU
Radiology / D.Imaging
Cherry
Bay Tree
Theatres
Apple

Oct

Walkabouts incl
Matrons/Medirest/F
acilities started

A10
B6
B5
B11
A9
Ed

MAU
Head and
Neck
Pathology
Haem/Onc
NICU

Nov

CPE (PCH on
Symphony)

Ante Natal
Breast Clinic
Transitional
Care
Maternity
Inpts

Cardiac
A10
B6
B12
Haem/Onc
Head and
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Dec

B5
A9
A8
A4
B11
Critical Care
B5
B7
A2
A4
A3
A8
A10
B6
B12

Neck
General
Outpatients

A9
B11
Jungle
Women’s
Health Inpts
Women’s
Health
Outpts
Breast Unit
Fracture
Clinic
Endoscopy
FEU

ATSU/Plum
AAU
Endoscopy
Juniper/Bay
ED
MSSU
Theatres
Cherry
AAU
Pear
Apple
ED
MSSU
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APPENDIX 5: ACTION PLAN FOR THE REVIEW AND MANAGEMENT OF MRSA BACTERAEMIA CASES AT NWAFT 2018/19 (FOUR
CASES AGAINST A TRAJECTORY OF ZERO)
Green (G)

Yellow (Y)

Evidence demonstrates action implemented

Area for Action

Evidence demonstrates the
action is mostly met and
within timescales

Actions to be implemented

Evidence demonstrates the
action is mostly met but not
within timescales

Lead and Target
Date for
Completion
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Amber (A)

Progress Update

Red (R)
Evidence in place
demonstrates the action
has not been met
Links to support
evidence of
implementation

RAG
Status

Trust Public Board of Directors, 30th July 2019 – App 6d

Find possible cause of
high number of cases in
2018/19

Undertake an investigation of cases to
identify any areas for improvement

NJ
22/02/19

¾ cases at HH site. 2
of the 3 had missed
opportunities for
emergency admission
screening

RCAs and minutes of
post infection review

MRSA Bacteraemia
panel minutes- Patricia Ross.docx

MD MRSA
Bacteraemia Meeting Minutes.docx

ME MRSA
Bacteraemia Meeting Minutes.docx

AC - MRSA
bacteraemia Minutes.docx

Increase compliance
with emergency
admissions screens

Investigate how each ward ensure
emergency admission screens are
taken at HH site. Map and analyse
processes to take best practice and
highlight areas for improvement

NJ
19/02/2019
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Process map
completed, see
attached. Areas
identified where
process can break
down.

Process mapping

MRSA emergency
admission screens mapping.docx

Trust Public Board of Directors, 30th July 2019 – App 6d

Explore possibility of permanently
adding MRSA screening box to
admission booklet

Monitor admission
screening rates

NJ, Donna
Anderson
26/02/2019

Rates monitored at Infection Control
Team meeting with aim to have <95%
admission screens completed.

NJ

Booklet not due for
update until after
launch of e track at
HH. Review again
after e track in place.
Monthly reports
IPCT meeting minutes

4.1 InfectionControlMRSAScreensEMELandGraphs.pdf
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Matrons monitor MRSA admission
screens monthly and follow up areas
with less than 95% compliance

Matrons

Await matron meeting
for February.

IPC update sent to
Feb meeting

Monthly MRSA
screening reports
(above)
IPC monthly
information sheet at
matrons and ward
managers meetings

IPC update February
19.docx

Use of electronic system
for flagging incomplete
MRSA admission
screens

Implementation of e track at
Hinchingbrooke site which flags
MRSA screening on front page.
Currently in use at PCH

IT
July 2019
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Raise awareness of
number of MRSA cases
in 2018/19

Team brief

NJ 18/03/2019

NMAG, Ward managers and Matrons
meetings

Matrons meeting
20/02/19

Minutes and
presentations

Team Brief

Infection control link nurses

27/02/19

DIPC monthly report (February)

Ward managers
14/03/19
Link day
27/03/19

Audit compliance with
management of MRSA
positive patients and
completion of
decolonisation

Achieve over 95% in monthly MRSA
audit

NJ

Over 95% for 4
months in a row (Oct
– Jan 2019)

Audit report and IPCT
meeting minutes

4.6 - January 2019
MRSA decol report HH.docx

4.6 - January 2019
MRSA decol report PCH.docx
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Appendix 6: Action Plan for the Management of Feedback from IPC Quality Assurance Visits
Objective

Actions to be
implemented

Lead

Date for Completion

Progress Update

Links to support evidence of
implementation

RAG

Ward engagement

Visit report to be
shared at QAC and
Board

JB

31.10.18

Added to QAC agenda

QAC and Board Minutes

g

Action plans
requested from areas
visited, detailing how
issues will be
managed. Action
plans to be shared at
September TIPCC

Ward
Manager
s

31.8.18

Action plans requested
by NJ 15.8.18, Ward
Managers given 5
working days to
complete.

Action Plan
TIPCC minutes

G

Feedback to all
Matrons and Ward
Managers at monthly
meetings. Learning
for all directorates, not
just those visited.

NJ

31.8.18

Matrons meeting
attended 17.8.18.
Special newsletter sent
out to ward managers
and Matrons in
September 2018

IPC newsletter, Meeting mins
Aug 18 Matron mins

G

Matron IPC inspection
masterclass to be
held. Deb Adams to
instruct on what is
expected in an IPC
inspection.

NJ / DA

Oct-18

Initial session booked for
16/10/18. Sessions to
continue as part of
2019/20 workplan

Attendance spreadsheet

g

No attended 23. More sessions
booked for ward managers over
next 6 months, led by NJ. Aim to
have all ward managers through
by May 2019
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Outcome
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Embedding
practice on all ward
areas

Regular ward
inspections by IPCT
and Matrons, using
hygiene code audit
tool to continue.
Daily ward visits to
continue, monitoring
environmental factors
and IPC practice.

IPCT /
Matrons

Ongoing

Walkabout reports

G

Sample of ward visit reports
attached, sent out by Medirest.

Role of Link
Practitioners

IPC lead nurse to
complete walkabouts
to ensure actions from
action plan are
embedded, added
20/02/2019

NJ

Apr-19

Encourage Link
Practitioner
engagement at ward
level by:- Sharing visit findings
via email and at next
Infection Control Link
day
- Highlighting role by
providing all Infection
Prevention and
Control Link
Practitioners with a
badge that identifies
them as the link nurse
more easily.
- Matrons to share
examples of good
practice from link
nurses in their areas
that the IPCT can
share with all teams.

IPCT

30.9.18 and February
2019

All areas visits booked
into calendar. All visited
and follow up action
plans requested 29/03/19

Feedback forms/emails, follow
up action plans

Special Newsletter sent
to link nurses

Newsletter - see above
Link day agenda

Badges ordered by IPCT
Awaiting February link
day to distribute badges
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g
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Macerator seals

Macerators being
reported to Multiplex
who state they are not
broken. IPCT to
follow up with facilities
/ Multiplex and
VernaCare to ensure
correct information is
being given to ward
staff.

NJ /
Facilities

30.9.18

Pharmacy trays
dirty

Contact lead
pharmacist to share
issues with all
pharmacy staff and
ensure Trust-wide
response
Produce standardised
chart for equipment
cleaning for wards,
including frequency
and responsibilities.
Include other quality
indicators as per FISS
book

NJ

Completed

IPCT

May-19

IPCT

Dec-18

Meeting arranged with
NJ, facilities and
Multiplex

Ward macerator checks
reported via walkabout
feedback

G

Meeting 24/09/2018

Standardised
cleaning chart and
quality assurance
books

2019 focus on
equipment cleaning

Awareness weeks
throughout the year.
Clinical update IPC
session to focus on
equipment cleaning

G

Electronic copy of quality
report requested for
adapting to be more
generalised. Focus group
including Matrons and
housekeepers
considered, but now to
be discussed at
housekeeper day in May
2019 . Chart added to
2019/20 workplan.
clinical update
presentation being
updated, plans for 2019
awareness weeks
underway
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Chart in use

g

CUD presentation, team
meeting minutes

g

Trust Public Board of Directors, 30th July 2019 – App 6d

Ensure
collaborative
working between
Trust and Medirest

Maintain regular
Medirest/facilities/IPC
T/Matron walkabouts
Medirest and facilities
attend Matrons
meetings monthly

All

Nov-18

Quality
improvement
methodologies
added October 31
2018

Review quality
improvement
methodologies that
may be useful within
IPC for 2019/20

IPCT

Mar-19

Non-executive
director to sit on
TIPCC
added October
30th 2018

Invite non-executive
director to sit on
TIPCC

JB

Dec-18

JB has arranged for a
non-exec director to
receive minutes of
TIPCC and be a silent
committee member

Ensue action plan
is SMART added
03/01/2019

Work with CCG lead
IPC nurse to improve
action plan

NJ

Mar-19

Meeting arranged with
LR for 20/02/2019

Ensure action plan
is shared
appropriately
added 03/01/19

Share with CCG,
NHSi via CCQR and
email monthly.

NJ/HH/L
W

Feb-19

Emailed to LR
25/02/2019 following
meeting to discuss
format. Emailed to LR
01/04/2019

Share with board via
TIPCC quarterly and
QAC monthly.
Standing item on
TIPCC agenda until
action plan complete

NJ/JB

Apr-19

To go to February QAC
and April TIPCC. Added
to April TIPCC agenda as
standing item

Initial literature search
completed 15/01/2019 .
Annual workplan to be
written by 31/05/2019
and uploaded as
evidence

Matrons minutes, walkabout
feedback - as above

g

2019/20 annual workplan.
Yellow belt certificate of
attendance

g

Attendance at 'yellow belt' training
to gain understanding of 6 sigma
and lean theories

This action plan

Met with LR 20/02/19
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QAC and TIPCC minutes.
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Encourage wards to
display action plans to
promote engagement
at ward level

Ward
manager
s
Matrons

Mar-19

Ward boards to be
inspected during daily
ward visits and
walkabouts. Completion
and sustained practice to
be monitored during
action plan visits. Action
plans displayed until they
are closed off.
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Raising concerns – Freedom to Speak Up Guardians Report
April 2018 – March 2019 Annual Report
Presented for:

Information

Presented by:

Mrs Jo Bennis

Strategic goal:

All Strategic Objectives

Date:

22 July 2019

Regulatory
relevance:

NHS Improvement License : FT4: Foundation Trust Governance

NHS Constitution
delivery

Staff: Raising Concerns

Equality and
Diversity

This report covers services and individuals equally and there are
no specific equality and diversity issues for consideration

Freedom of
Information
Release

This report should not be released under the Freedom of
Information Act 2000 without further consideration under section
36

Private Debate

This report is being considered in the private section of the Board
due to the need to provide a safe environment for Staff to raise
concerns

Executive Summary:







This report serves as a summary of concerns raised with the Freedom to Speak Up
Guardians between April 2018 – March 2019 (full year)
During this period a total of 54 cases were raised by staff within North West Anglia NHS
Foundation Trust.
Of the 54 cases raised all fell under the remit of the Guardian and were appropriate to
be raised.
These concerns were raised by staff of all grades and disciplines including medical,
nurses, midwives, administration staff and a student.
Of the 54 individual cases raised 32 have been deemed formal cases, whereby the
guardians have been given permission to progress matters or are actively supporting the
staff member.
The remaining 22 cases were deemed to be ‘soft intelligence’ enquiries, the nature of
which are detailed in the report. These are concerns whereby the individuals wish to
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remain anonymous and do not wish to have any formal action taken by the Guardian
although all were offered advice and support.
 The 54 individual cases have resulted in the Guardians having numerous contacts with
the individuals either through meetings, emails or telephone calls. The Guardians are
still supporting staff members who have contacted them in previous quarters
 The concerns were split across all Divisions and all sites;
 5 concerns were raised in Corporate
 15 concerns were raised within Surgery
 11 within FISS
 12 within EMED
 Freedom to Speak Up Champions are actively supporting contacts dealing with the
issues that have taken a long time to resolve
 Freedom to speak up champions are also being the first point of contact with individuals
empowering them to speak up and supporting them through the process
 The report also highlights national reports and the activity planned by the Guardians
going forward for the next year.
1. Formal Concerns Raised
April 2018 – March 2019
During the period April 2018 – March 2019, a total of 32 formal concerns were raised by staff
working in the organisation. Formal concerns are categorised as issues that are raised that
result in a face to face meeting with one of the Guardians and following that meeting the
Guardians are given consent to take action, or they actively support the staff member so as to
empower the individual to progress their concerns .
Each referral is classed as one concern albeit that the Guardians often need to meet more than
once with the individual(s).
Of these 32 concerns all were appropriate to be raised with the Freedom to Speak Up
Guardians as they involved issues that fell into, one or more, of the following categories:







Potentially unsafe patient care
Senior Management Issue (around interactions)
Behavioural and/or relationship issues
Bullying and harassment
Middle Management Issue (around interactions)
System or process issues that lead to staff feeling devalued

These concerns were raised by staff of all grades and disciplines including Medical staff,
nursing staff, midwives, administration staff and a Student. The concerns raised were split
between Peterborough City Hospital (PCH) and Hinchingbrooke Hospital (HH) as well as
Stamford.
2. Soft Intelligence Issues Raised
Soft intelligence numbers have been captured. It is encouraging that the number are
decreasing which indicates that people are feeling empowered to speak up. Soft intelligence
issues are more difficult to deal with as anonymity can preclude feeding back or investigations.
As well as having formal Guardian referrals we are also contacted just to give advice and
signpost individuals.

2

Trust Public Board of Directors, 30th July 2019 - App 6e

Soft intelligence enquiries can result in a face to face meeting but are more likely to be virtual
contact such as telephone or email. All contacts are offered face to face.In this case the
Guardians know who the staff member is but for the purpose of any audit going forward the
information is detailed as anonymous on request of the individual(s).
The graph below shows the number of all concerns raised per quarter for this year:

Number of cases formal and soft intelligence
2018-2019
20
15
10
5
0
Apr-June 18
Formal Cases

July-Sept 18

Oct-Dec 18

Soft Intelligence / Anonymous

Jan-Mar 19
Total cases

As can be seen the activity is increasing, which offers reassurance that staff are aware of the
Guardians and the accessibility of the FTSU Guardians and Champions and how to raise
concerns. More staff feel able to have their concerns raised formally.
Staff who contact the Guardians are also advised of other mechanisms in place that can
support them when raising concerns where this is appropriate.
These include:
 Staff Advice and Liaison Service (SALS). SALS are contactable through email or
telephone and also run a twice weekly drop in session. SALS are there to help staff
locate information they may need to help themselves, advise staff if they need support
and help them identify what is available and where to locate it from, explain processes
staff may be unsure about and use staff feedback to help influence positive changes to
staff experience.
 Their Line Manager or other Senior Manager within their own Division (General
Manager, Head of Nursing or Divisional Director).
 Staff Governors and members of the Staff Council or access to any of the Trust
Executive including Non-Executive Directors.
 Human resources as well as their professional body or Trade Union representative
 Staff are also signposted to the Raising Concerns Policy as this details in Appendix 1
all of the staff/services available that can offer advice and support.
3. Feedback Received
To date for this Q4 feedback forms have been returned and of those 3 stated that they felt:
a) Supported by the Guardians
b) Confident in the advice given by the Guardians
c) They would speak up again if they needed to
The remaining one staff member stated that they felt that things had not changed as a result of
speaking to a Guardian so we have now gone back to that staff member to offer additional
support, advice and guidance and explore further.

3
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4. Benchmarking
It is difficult to benchmark accurately with other Organisations however, data from the last quarterly national return is detailed below in
comparison to the organisations data. Organisations chosen are acute trusts based in the East of England and are categorised as
medium (between 5,000 and 10,000 staff). This data is from October to December 2018 and is submitted by each Trust to the National
Guardians Office
NHS Trust

No cases
raised in
total

Number raised
anonymously

Number related
to patient safety
/ quality issue

Number related to
behaviours including
bullying or harassment

Suffering
detriment

Q1 – Q3
North West Anglia
NHS Foundation
Trust

52

22

5

12

0

Cambridge
University
Hospitals
Foundation Trust

61

20

11

26

0

East and North
Hertfordshire NHS
Trust

24

6

6

17

3

Norfolk and
Norwich University
Hospitals NHS
Foundation Trust

20

6

4

8

0

The above table shows that we have had the second highest number of referrals and that each Trust in the benchmark group has
received concerns related to patient safety or quality as well as concerns being raised around behaviours. We will start to feature this
comparison in each report and compare quarter by quarter data to gain a trend analysis.
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5. New publications, information releases and updates
News from Dr Henrietta Hughes: In the past quarter there have been significant changes in
Freedom to Speak Up across England, with the Government’s response to the Gosport
Independent Panel Report and its continuing commitment to drive this cultural change. I have
been asked to continue to champion workers speaking up through the network of Freedom to
Speak Up Guardians, to publish an independent report to lay before Parliament identifying
progress towards this goal, to showcase best practice, hold the Government and the system to
account and advocate for change. Legislation is planned for all NHS trusts to include
information about speaking up and actions taken in their quality accounts. Our second Annual
Report detailed the difference that Freedom to Speak Up Guardians are making to patient
safety and the lives of NHS workers whilst our October Speak Up Month campaign increased
the visibility of Freedom to Speak Up. However, our 2018 Freedom to Speak Up Guardian
Survey showed that many guardians are still undertaking this difficult role without ringfenced
time. All organisations must assess and provide the resources guardians need as a
commitment to their workforce.
The Government, in its response to the Gosport Independent Panel Report, has stated that it
will look to the National Guardian to champion those who speak up by publishing an
independent report to be laid before Parliament. The report will showcase best practice, hold
the Government and the system to account and advocate for change. The Government has
said it is committed to ensuring that where workers speak up their concerns will be
investigated. It is also looking at ways to encourage individual NHS trusts to be more
transparent in the way they manage these cases. It has said it will legislate, subject to
Parliamentary time, to make all NHS trusts in England publish annual reports on cases of
workers speaking up. The Department of Health and Social Care will also consider how best to
strengthen protection for anyone speaking up within the NHS in order to support patients,
families and workers to speak up. It will place listening to, and learning from, feedback at the
heart of care and improving care with a new strategy to be published.
The review identified several potential areas where improvements could be made. Several
recommendations have been made including a recommendation for the office to produce
national guidelines on speaking up training in the NHS.
In the latest Freedom to Speak Up Guardian Survey, we called upon NHS leaders to take
greater responsibility for supporting workers to speak up. The office’s annual survey asked
guardians, and those supporting them, for their views on how the role is being implemented
and more generally about the speaking up culture in the NHS. The latest survey includes
responses from guardians appointed by arm’s-length bodies, including health regulators. The
survey shows that the guardians in the highest performing organisations – as indicated by their
CQC rating – perceive that open and transparent cultures are being fostered, where workers
can speak up and that this is welcomed by managers and senior leaders.
In the report Dr Henrietta Hughes says “NHS leaders must to do more to support their
guardians and all those who are working in the NHS. The tone for openness and transparency
needs to be set from the top and our survey indicates that the culture in some of the arm’slength bodies, including regulators, may fall considerably short of many of the organisations
that look to them for leadership, guidance and support. “It’s notable that the perceptions of
Freedom to Speak Up Guardians in these organisations is on a par with perceptions in provider
organisations rated as inadequate or requiring improvement. “I make this observation to start
the conversation with these organisations about learning and improving. It suggests to me that
they can learn from the best in the NHS where Freedom to Speak Up is working well.” One of
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the other key findings from the survey is a reflection from those that responded that things are
getting better, with 83 per cent of respondents saying the speaking up culture in the NHS had
improved over the last 12 months. However, support for guardians is inconsistent, and 42 per
cent of guardians responding to the survey are left without any ring-fenced time to do their job.
New guidelines are being written from the Freedom to speak up Guardian office and they are
going to suggest a detailed programme of education for all staff so that they are empowered to
speak up. This will entail updating our local guideline and putting together a plan for education.
6. Capacity within the role
Currently the Guardians aim to see everybody who contacts them within 5 working days. If
people are needing to see a Guardian more quickly for support or the matter is a potential
patient safety issue initial telephone contact will be made and then a decision made on how
quickly the meeting needs to take place. This is a form of triage to ensure appropriate priority is
given to all contacts.
It is difficult to say how much time each Guardian needs to dedicate to the role, as this is
dependent on the number of referrals and the complexity of referrals as well as any national
projects being undertaken or reports needing to be completed.
It is estimated that over the course of a month the Guardians probably invest in approx. 4-8hrs
of Guardian work per week. This is likely to increase with the work needed to complete the selfevaluation tool and once completed the implementation of actions from that.
We have now recruited 10 Freedom to Speak Champions who will work as sign posters and
advisors. They come from all disciplines and Divisions and range from Band 2’s to Band 8’s.
7. Achievements this year
The FTSU Guardians have committed to ensuring the profile of this role within the organisation
remains high.
The launch of the new intranet site has given us an opportunity to improve the visibility of the
freedom to speak up group.
We have achieved the following:
 Met and started to train 10 Freedom to Speak Up Champions from a range of disciplines
and Divisions.
 Freedom to Speak Up Champions now actively supporting staff members with concerns.
We meet every 6 weeks to support each other and promote FTSU
 We have completed the data submission for Q4 that is sent to the National Guardians
Office and is published nationally (see section 3 around benchmarking)
 Feedback survey for staff members around their contacts with the FTSU Guardians has
been sent out and have been reported on. This is time consuming and therefore has
been difficult to achieve due to lack of capacity within the role
 A piece has been written for the Quality Account highlighting the work of the Guardians
 Organised and undertaking events on all sites for Speaking Up month October 2018.
This involved setting up a Twitter feed, distributing Freedom to speak up pens to many
staff. Visits to the wards on both sites
 Links with Guardian of Safe Working Hours has been established to promote the role of
freedom to speak up for junior doctors.
 The Freedom to Speak Up Strategy has been written and will be sent for endorsement
in the next quarter
 Organised and undertaking events on all sites for Speaking Up month
6
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8. Freedom to speak up self-review tool for NHS trusts and foundation Trusts
The self-review tool has been reviewed and updated. Due to sickness within the team,
progress against our objectives has been less than planned. However with the ongoing support
of the executive team, and from the non-executive director , compliance should improve
Summary
Over the past 12 months, 54 cases have been raised with the Guardian. 32 were raised
formally and 22 were as soft intelligence. Over the year more people are being open with their
concerns. A variety of staff grades as well as both genders and different types of ethnicity have
raised concerns. Concerns have been raised from Peterborough City Hospital, Hinchingbrooke
Hospital and Stamford Hospital. The themes are around unsafe patient care, bullying and
harassment, senior and middle management issues, and behavioural issues. The majority of
cases have been able to be resolved, some have been very quick others have taken
considerably longer to resolve. The Guardian and champions have been able to support those
who have spoken up during the process.
With regards bench marking, we are reporting an appropriate number of cases which is
reassuring. The role is time consuming and the development of the champions within the
organisation has had a positive influence both by promoting freedom to speak up and by
supporting the guardian and members of staff who have spoken up.
The national profile of freedom to speak up continues to increase and engagement with the
teams regionally and nationally is ongoing.
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Raising concerns – Freedom to Speak Up Guardians Report
April 19 – June 19 (Q1)
Presented for:

Information

Presented by:

Mrs Jo Bennis

Strategic goal:

All Strategic Objectives

Date:

04 July 2019

Regulatory
relevance:

NHS Improvement License : FT4: Foundation Trust Governance

NHS Constitution
delivery

Staff: Raising Concerns

Equality and
Diversity

This report covers services and individuals equally and there are
no specific equality and diversity issues for consideration

Freedom of
Information
Release

This report should not be released under the Freedom of
Information Act 2000 without further consideration under section
36

Private Debate

This report is being considered in the private section of the Board
due to the need to provide a safe environment for Staff to raise
concerns

Executive Summary:
This report serves as a summary of concerns raised with the Freedom to Speak Up Guardians
between April to June 2019 (Q1).
During this period a total of 6 cases were raised by staff within North West Anglia NHS
Foundation Trust. Of the six cases raised, all fell under the remit of the Guardian and were
appropriate to be raised. These concerns were raised by staff of all grades and disciplines
including medical, nurses and administration.
Of the six individual cases raised, five have been deemed formal cases, whereby the guardians
have been given permission to progress matters or are actively supporting the staff member.
The remaining case was deemed to be a ‘soft intelligence’ enquiry, the nature of which are
detailed in the report. These are concerns whereby the individuals wish to remain anonymous
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and do not wish to have any formal action taken by the Guardian although all were offered
advice and support.
The six individual cases have resulted in the Guardian having numerous contacts with the
individuals either through meetings, emails or telephone calls. The Guardian and champions
are still supporting staff members who have contacted them in previous quarters where cases
are taking a long time to resolve.
Freedom to Speak Up Champions are actively supporting contacts dealing with the issues
have become protracted.
The report also highlights national reports and the activity planned by the Guardians going
forward for the next quarter.

1. Formal Concerns Raised
April to June 2019
During the period April to June 2019 (Q1), a total of five formal concerns were raised by staff
working in the organisation. Formal concerns are categorised as issues that are raised that
result in a face to face meeting with one of the Guardians and following that meeting the
Guardians are given consent to take action or they actively support the staff member so as to
empower the individual to progress their concerns .
Each referral is classed as one concern albeit that the Guardian may have met more than once
with the individual. The concerns were split across two Divisions; four concerns were raised
within Surgery and one within EMED.
Of these five concerns all were appropriate to be raised with the Freedom to Speak Up
Guardians as they involved issues that fell into, one or more, of the following categories:






Potentially unsafe patient care
Senior Management Issue (around interactions)
Behavioural and/or relationship issues
Middle Management Issue (around interactions)
System or process issues that lead to staff feeling devalued

More specific detail about the five concerns can be found in the table (figure 1).
These concerns were raised by staff of all grades and disciplines including Medical staff,
nursing staff, administration staff and a tracker. The concerns raised were split between
Peterborough City Hospital (PCH) and Hinchingbrooke Hospital (HH). PCH had three concerns
raised and HH had two concerns raised. No formal concerns were raised by staff based at
Stamford Hospital.
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The table below provides a breakdown of the formal concerns and the action taken as a result
of the FTSU Guardians input: The numbers relate to the category of issue.
Site

Nature of concern

Criteria for
intervention

Action taken

HH

Staff member felt bullied and
undermined by their manager. Also
felt this person has had a negative
impact on the department
Staff member was spoken to in a
bullying and harassing way by one
of the senior managers

Potential
harassment
and bullying

This was escalated to the HR
business partner but no
action has been taken to date

Behaviour and
relationship
issues

PCH

Lack of senior medical staffing over
the summer leading to the ITU
becoming unsafe and may even
need to close 1
lack of visibility of the matron on
the ward, 8. There is also a high
level of staff sickness in the
department 2

Patient safety/
staff safety

PCH

Staff member reported bullying ,
harassment, undermining within
the department as well the
appointment of ‘friends’ into more
senior positions without due
process being followed 10

HH

Patient safety, lack of training on
new prostheses, bullying and
harassment from CD, change in
system leading to increase
cancellations having negative
impact on patients and finances.
Lack of provision of equipment
leading to cancellation of
procedures and patients requiring
two operations

Bullying/
harassment.
Issues with
middle
management
behaviour and
culture within
the
department.
Issues with
recruitment
process
Patient safety
Process issues
Bullying and
harassment
leadership

This was fed through the HR
business partner and once
the issue was raised to the
senior manager, a full hearted
apology was given
This was fed up to CEO and
discussed with HR director
and divisional director.
Actions to date have been
improving the communication
within the team, employing a
locum, reassigning jobs for a
split specialty doctor. Better
engagement by the matron
(the substantive matron has
gone on maternity leave, the
seconded matron was not
visible initially) was also
requested and this has
happened
The issues were highlighted
to the CEO and also with the
divisional manager. A
subsequent investigation has
confirmed all the issues.
Sadly the person raising the
concerns had already
decided to change career and
leave the organisation

PCH

(Figure 1)

3

This was recently raised by
the whole orthopaedic team
at HH . Concerns have been
raised immediately with the
CEO and the divisional lead
for Surgery
Request for training on new
equipment has been
requested. A change in the
preop assessment process
has been requested to reduce
cancellations. A change in
leadership style to improve
the morale within the
department

Trust Public Board of Directors, 30th July 2019 – App 6e

The Guardian has reviewed the cases dealt with up to now and can advise that one has
resigned from position and although this was not due to speaking up , it was directly related to
the circumstances that they were exposed to.
2. Soft Intelligence Issues Raised
During this quarter, one ‘soft intelligence’ query was raised. The concern was from
Peterborough and related to an Information governance breech which is being investigated.
As well as having formal Guardian referrals we are also contacted just to give advice and
signpost .
Soft intelligence enquiries can result in a face to face meeting but are more virtual contact such
as telephone or email. All contacts are offered face to face.In this case the Guardians know
who the staff is but for the purpose of any audit going forward the information is detailed as
anonymous.
Issue
Manager accessed their investigation
results records after a period of sick
leave – the member of staff was being
investigate for cancer and the
pathology results were accessed

Advice Given
Information is being sought from IT and from the IG
lead

The graph bellows shows numbers of concerns raised per quarter for this year:

Q1
7
6
5
4

Q1

3
2
1
0

FORMAL CASES

SOFT

TOTAL

The activity has reduced for this quarter. However, the seriousness of the concerns has
increased with whole departments being affected eg Intensive care unit or the radio therapy
department. These require more time spent on investigating and supporting the staff in
question.
Staff who contact the Guardian are also advised of other mechanisms in place that can support
them when raising concerns.
These include:
 Staff Advice and Liaison Service (SALS). SALS are contactable through email or
telephone and also run a twice weekly drop in session. SALS are there to help staff
locate information they may need to help themselves, advise staff if they need support
and help them identify what is available and where to locate it from, explain processes
staff may be unsure about and use staff feedback to help influence positive changes to
staff experience
4
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Their Line Manager or other Senior Manager within their own Division (General
Manager, Head of Nursing or Divisional Director)
Staff Governors and members of the Staff Council or access to any of the Trust
Executive including Non-Executive Directors
Human resources as well as their professional body or Trade Union representative
Staff are also signposted to the Raising Concerns Policy as this details in Appendix 1 all
of the staff/services available that can offer advice and support.

3. Feedback Received
To date for this quarter one feedback forms has been received back and they felt:
a) Supported by the Guardians
b) Confident in the advice given by the Guardians
c) They would speak up again if they needed to
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4. Benchmarking
It is difficult to benchmark accurately with other Organisations however we have pulled some data from the last quarterly national return
and compared ourselves to other organisations that are an acute trust, based in the East of England and are categorised as medium
(between 5,000 and 10,000 staff). This data is from January to March 2019 and is submitted by each Trust to the National Guardians
Office
NHS Trust

No cases
raised in
total Q4
(18/19)

Number raised
anonymously

Number related
to patient
safety / quality
issue

Number related to
behaviours including
bullying or harassment

Suffering
detriment

North West
Anglia NHS
Foundation Trust

17

1

6

10

0

Cambridge
University
Hospitals
Foundation Trust

14

8

1

2

0

East and North
Hertfordshire
NHS Trust

9

3

2

2

1

Norfolk and
Norwich
University
Hospitals NHS
Foundation Trust

6

0

2

3

0

The above table shows that we have had the highest number of referrals and that each Trust in the benchmark group has received
concerns related to patient safety or quality as well as concerns being raised around behaviours. We will start to feature this comparison
each report and compare quarter by quarter data.
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5. New publications, information releases and updates
News from Dr Henrietta Hughes:
The Chair of NHS Improvement Baroness Dido Harding has written to trust chairs and
chief executives detailing the findings of an independent analysis by an Advisory Group
following the tragic death of Amin Abdullah in 2016.
The letter includes guidance relating to the management and oversight of local
investigation and disciplinary procedures, prepared based on the Advisory Group’s
recommendations.
In late 2015, Amin Abdullah was the subject of an investigation and disciplinary procedure,
which resulted in Amin’s dismissal on the grounds of gross misconduct. Tragically, in
February 2016 just prior to an arranged appeal hearing, Amin took his own life. An
independent inquiry was commissioned, the findings of which were reported to the board
of the employing Trust and to NHS Improvement in August 2018.
Subsequently, NHS Improvement established a ‘task and finish’ Advisory Group to
consider to what extent the failings identified in Amin’s case are either unique to this Trust
or more widespread across the NHS, and what learning can be applied.
Data from Q4 nationally looks as follows
 3,406 cases were raised to Freedom to Speak Up Guardians, Champions and
Ambassadors
 928 of these cases included an element of patient safety and quality of care
 1,312 included elements of bullying and harassment
 122 related to incidents where the person speaking up may have suffered some
form of detriment
 506 anonymous cases were received
6. Capacity within the role
One of the guardians has resigned from the Trust. They have not been acting as Guardian
since January 2019. Currently a job description is being looked at for a full time guardian
as it has been appreciated that the present model is not correct for the size of the
organisation. Currently the Guardian aims to see everybody who contacts them within 5
working days. If people are needing to see a Guardian more quickly for support or the
matter is a potential patient safety issue initial telephone contact will be made and then a
decision made on how quickly the meeting needs to take place. This is a form of triage to
ensure appropriate priority is given to all contacts. The chief executive is readily available
to listen to concerns and offer support
We have now recruited 10 Freedom to Speak Champions who will work as sign posters
and advisors. They come from all disciplines and Divisions and range from Band 2’s to
Band 8’s.
7. Achievements this quarter
The FTSU Guardian has committed to ensuring the profile of this role within the
organisation remains high.
In the last quarter we have:
 Freedom to Speak Up Champions now actively supporting staff members with
concerns. We meet every 6 weeks to support each other and promote FTSU
 Linked in with the regional team to network , gain support and develop resources for
the champions
7
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Completed the data submission for Q4 that is sent to the National Guardians Office
and is published nationally (see section 3 around benchmarking)
Feedback survey for staff members around their contacts with the FTSU Guardians
has been sent out and have been reported on for this quarter
A piece has been written for the Quality Account highlighting the work of the
Guardians
Work has been completed on the Freedom to Speak Up Annual Report for 2018-19
Data for 18-19 has been submitted nationally
A NWAFT case has been submitted as part of the 100 voices story

Summary
The profile of Freedom to speak up continues to increase. Links with the regional and
national Guardian are continuing to be developed. In Quarter one, six cases were raised
which is a reduction from quarter four. A range of staff grades raised concerns. Patient
safety and harassment and bullying as well as behavioural issues were the mains issues
over this quarter. In general, people are happier for their concerns to be made formal and
there was only one soft intelligence case.
One of the Guardians has left the organisation and a job description is being put together
for a whole time equivalent Freedom to Speak Up Guardian.
Plans are being developed for the national Freedom to Speak Up month in October 2019.
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Quality Assurance update – Learning from Deaths report
Presented for:

Information

Presented by:

Kanchan Rege

Scrutinised by:

Quality Assurance Committee

Strategic goal:

Delivering outstanding care and experience
Recruiting, developing and retaining our workforce

Date:

22 July 2019

Regulatory
relevance:

CQC Fundamental Standards: Person-centred care (Regulation
9)
CQC Fundamental Standards: Safe care and treatment
(Regulation 12)

NHS Constitution
delivery

Patients and Public: All requirements

Equality and
Diversity

This report covers services and individuals equally and there are
no specific equality and diversity issues for consideration

Freedom of
Information
Release

This report can be released under the Freedom of information Act
2000

1.0
Summary
Attached is the quarterly report for the Learning from Deaths for Quarter 1.
Key Points for Decision and Discussion – report is for information only.
Action required from the Board of Directors – to note the content of the report for
information only.
The following papers make up this report:
 Learning from Deaths Report Quarter 1
Kanchan Rege
Medical Director
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Learning from Deaths report
April to June 2019 – Quarter One
QGOC – 8 August 2019

Sarah Thomas
Quality Governance & Compliance Manager
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Introduction
In March 2017, the National Quality Board published National Guidance on Learning from
Deaths. This guidance sets out the framework for NHS Trusts on identifying, reporting,
investigating and learning from deaths in care.
Learning from a review of the care we provide to our patients who die should be integral to
our clinical governance and quality improvement work.
To fulfil the standards and new reporting set out in this guidance, we had to ensure our
governance arrangements and processes include, facilitate and give due focus to the review,
investigation and reporting of deaths, including those deaths that are determined more
likely than not to have resulted from problems in care.
We have a duty to ensure that we share and act upon any learning derived from these
processes.
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Structured Judgement Review Training
The Trust has six Tier One trainers, consisting of four clinicians and two non-clinicians.
Since the Tier One training was undertaken by the Royal College of Physicians in 2017,
a programme of training has been and continues to be undertaken.
The Trust now has 79 staff trained to carry out Structured Judgement Reviews. A
further programme of training will be considered during 2019/20.

SJR Reviewers by Profession

SJR Training by Division
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SJRs completed/awaited
Number of
Number of SJRs required Number of % of deaths
Adult, IP
(number
SJRs
subjected to
Deaths completed in undertaken
SJR
brackets)

Number of
NCEPOD
reviews
undertaken

% of deaths
% of deaths
subjected to Referred
subjected to
mortality
to SCIG
NCEPOD
review

Declared
SI?

Apr

183

7 (7)

11

6%

63

34%

40%

0

n/a

May

163

11 (6)

9

6%

59

36%

42%

0

n/a

Jun

151

14 (4)

9

6%

84

56%

62%

2

1

TOTAL

497

29

6%

206

41%

47%

2

1

SJR’s awaited

Number of deaths in scope

Number of deaths
requiring SJR

Number of completed
SJRs

Number of awaited
SJRs (running total)

Apr-19 *

183

23

11

12

May-19

163

12

9

15

Jun-19

151

14

9

20

TOTAL NUMBER OF SJRs AWAITED
* Includes 16 SJRs carried over from 2018/19

20
4

Trust public Board of Directors, 30th July 2019, App 6f

Reviews by methodology
NCEPOD reviews
Apr
May
Jun
TOTAL

HH
0
3
59
62

PCH
63
56
25
144

SJRs
TOTAL
63
59
84
206

Apr
May
Jun
TOTAL

HH
6
0
3
9

PCH
5
9
6
20

TOTAL
11
9
9
29

Special Focus Patient Groups
Death by Patient Group
LD
MH
Repats
Elective
Concerns
TOTAL

QTR
4
5
6
8
9
32

YTD
4
5
6
8
9
32
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Analysis of deaths, triages & reviews
47% of all inpatient deaths YTD have
been subjected to either an NCEPOD or
an SJR review

92% of the reviews undertaken identified a
“Good” or “Excellent” standard of care.

Of the deaths reviewed, less than 1% have identified care “more likely than not” to have
caused or contributed to the patient’s death
The Overall Assessment score determines what action is taken following the SJR. Since 1 April 2019, 4
SJR cases have determined that the overall quality of care provided to the patient was Poor or Very
Poor. The reviewers were asked whether the care caused or contributed to the patient’s death. In 3
cases, the reviewers did not feel this was the case and the cases were not referred to the Serious
Clinical Incident Group (SCIG), with local learning being sought instead. One case was referred to SCIG
but was not deemed to meet the SI criteria.
Learning Disabilities mortality review programme (LeDeR) – This programme went live from 1 May
2017. There were 4 patients with an LD who died within Q1 and were referred into the LeDeR
programme. SJR reviews were carried out for 8 cases this quarter.
Poor
Adequate
Good
Excellent

1
2
4
1

the reviewers did not consider the poor care caused or contributed to death
lack of involvement of LD specialists, some paperwork gaps
good involvement of family, severity of illness identified promptly
involvement of all relevant specialities with high standard of holistic care
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29 Structured Judgement Reviews have been carried out in 10
sessions across the Trust.

30
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20
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Very Poor

5
0
Admission
phase

Ongoing
phase

Care during Peri Op Care Dying Phase
Overall
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Overall Assessment
10
5
0
Very Poor
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Good

Excellent

Quality of Medical Record
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Poor
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Good
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Lessons from care that didn’t go well

Top 3 Poor/Very Poor Themes
1.

Delays in PCP/Amber Care

2.

Failure to recognise deterioration

3.

Lack of nutritional support

Issue:
The patient was not reviewed by a dietician despite it
being noted that they were not eating. The patient did
not have family to raise concerns on their behalf.
How can we learn from this?
Appropriate and senior reviews are required to ensure
that a well documented plan is made including
monitoring requirements.

These relate to the key themes from the 4 Poor cases in Q1
(insufficient data to identify trends)

Issue:
The patient had advanced cancer and was noted to be breathless but there was a slow response to address this.
Amber Care and PCP were noted throughout the episode and used interchangeably however, there was a delay in
starting either. This led to multiple calls to junior doctors in the middle of the night to try to assist the patient.
How can we learn from this?
Amber Care should be started at the earliest opportunity and by the person who considers this appropriate for the
patient. This could have avoided distress for this patient with appropriate medications prescribed and the juniors
doctors continually be contacted over a number of nights to review the patient due to their breathlessness.
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Lessons from care that did go well
What we identified:

Top 3 Good/Excellent Care Themes:
1.

Clear & thorough entries in medical records

2.

High standard of support to family members

3.

Good holistic approach to care

The patient received an excellent standard of care
- on admission the patient was quickly and
appropriately identified to be at the end of their
life and appropriate measures were taken such as
the Frailty Nurse review, the PCT referral, an MCA
was undertaken, prompt Sepsis 6 management
and efforts to locate and contact the family.

What was the impact of this?
The patient had all supportive care in place at the
end of their life and avoided unnecessary
interventions.

What we identified:
The patient was appropriately identified to be EOL with early involvement from the Palliative Care Team sought.
The family were involved throughout the admission and were made aware of the prognosis. There was good
evidence of a holistic approach with the chaplain being involved and the family's needs also being considered. The
patient's pain was well monitored and managed..

What was the impact of this?
The patient was not in pain or distress. The family were kept fully informed about the patient’s prognosis with a
very clear entry in the records outlining the discussion and the family questions answered during the as part of the
conversation including references to the patient’s spiritual preferences.
10
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Maternity Incentive Scheme – year two

Introduction
NHS Resolution has trialled a new CNST incentive scheme for the period 2018/19. The scheme remains discretionary and subject to available
funds. NHS Resolution is operating a second year of the Clinical Negligence Scheme for Trusts (CNST) maternity incentive scheme to continue to
support the delivery of safer maternity care.
As in year one, the scheme incentivises ten maternity safety actions. Trusts that can demonstrate they have achieved all of the ten safety actions
will recover the element of their contribution relating to the CNST maternity incentive fund and will also receive a share of any unallocated funds.
Trusts that do not meet the ten-out-of-ten threshold will not recover their contribution to the CNST maternity incentive fund, but may be eligible for
a small discretionary payment from the scheme to help them to make progress against actions they have not achieved. Such a payment would be
at a much lower level than the 10% contribution to the incentive fund.
Trusts will be expected to provide a report to their Board demonstrating progress and compliance (with evidence) against each of the 10 actions.
Completed reports need to be signed off by the Board by In order to be eligible for payment under the scheme, trusts and must submit their
th
completed Board declaration form to NHS Resolution by 12 noon on Thursday 15 August 2019.

NWAFT progress against the CNST Incentive scheme

Evidence
1. Safety action/standard
Are you using the National Perinatal Mortality Review Tool to review perinatal deaths to the
required standard?
Required standard
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A.

A review of 95% of all deaths of babies suitable for review using the Perinatal Mortality Review Tool
(PMRT) occurring from Wednesday 12 December 2018 have been started within four months of
each death.

Tracker document used for each year to
log cases and progress. No reviewable
cases in December 2019 at PCH
therefore first cases for review are from
February 2019.
All reviews started within 4 months
which is evidenced in Perinatal Death
Tracker and MBRRACE PMRT tool

As per the 2019 Tracker shown for a)
B.

At least 50% of all deaths of babies who were born and died in your trust (including any home births
where the baby died) from Wednesday 12 December 2018 will have been reviewed, by a
multidisciplinary review team, with each review completed to the point that a draft report has been
generated, within four months of each death.

C. In 95% of all deaths of babies who were born and died in your trust (including any home births where
the baby died) from Wednesday 12 December 2018, the parents were told that a review of their
baby’s death will take place and that their perspective and any concerns about their care and that of
their baby have been sought.

D.

Quarterly reports have been submitted to the trust board that includes details of all deaths reviewed
and consequent action plans.

Report is generated and shared
quarterly at Governance and Mortality
Surveillance Committee
Informed verbally, letter sent then
meeting arranged or feedback taken at
routine home visit or consultant follow
up, as per the 2019 Tracker shown for
a)
Quarterly report to Clinical Governance
and Trust Mortality Surveillance
Committee.
All evidence in CNST file on A Drive,
Shared Bereavement Documents File

Minimum evidential requirement for trust board
A report has been received by the trust board each quarter from Wednesday 12 December 2018 until
Thursday 15 August 2019. That includes details of the deaths reviewed and the consequent action
plans. The report should evidence that the required standards A to C have been met.
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minutes of meetings as evidence in
folder
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2. Safety action/ Standard
Are you submitting data to the Maternity Services Data set to the required standard?

Required standard

Data submitted as requested.

This related to the quality, completeness of the submission to the Maternity Services Data Set (MSDS)
and readiness for implementing the next version of the dataset (MSDSv2)

Minimum evidential requirement for trust board

Monthly score card submitted

NHS Digital will issue a monthly scorecard to data submitters (trusts) that can be presented to the board.
The scorecard will be used by NHS Digital to assess whether each MSDS data quality criteria has been
met and whether the overall score is enough to pass the assessment. It is necessary to pass all three
mandatory criteria and 14 of the 19 other criteria.

e-mails in file.
Tom Williams

3. Safety action/Standard
Can you demonstrate that you have transitional care service to support the Avoiding Term
Admissions into Neonatal Units Programme?

Required standard
A.

Pathways of care for admission into and out of transitional care have been jointly approved by
maternity and neonatal teams with neonatal involvement in the decision making and planning care
for all babies in transitional care.

Pathways of care in place on both sites
Guidelines received and in evidence file
Captured from badger net on PCH site.
Paper system in place at HH

B.

A data recording process for transitional care is established, in order to produce commissioner
returns for Healthcare Resource Groups (HRG) 4/XA04 activity as per Neonatal Critical Care
Minimum Data Set (NCCMDS) version 2.

C. An action plan has been agreed at Board Level and with our Local Maternity Systems (LMS) and
Operational Delivery Network (ODN) to address local findings from Avoiding Term Admissions into
Neonatal Units (ATAIN) reviews.
Page 3 of 12

ATTAIN action plan agreed by LMS and
ODN.
Seen by Board
Update at LMS monthly
Evidence of minutes in file
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D. Progress with agreed action plans have been shared with your Board and your LMS & ODN.

Discussed at Board and public board
Update via Maternity safety Champions
and Hom to DoN

Minimum evidential requirement for trust board
A.

Local policy available which is based on principles of British Association of Perinatal Medicine
(BAPM) transitional care where:

1. There is evidence of neonatal involvement in care planning

In guideline

2. Admission criteria meets a minimum of HRG XA04 but could extend beyond to BAPM
transitional care framework for practice.

In guideline

Explicit staffing model on both sites.
Separate ward area at PCH.
Care on postnatal ward at HH with
support from SCBU ensures mothers
and babies not separated.

3. There is an explicit staffing model

4. The policy is signed by maternity/neonatal clinical leads

All guidelines are signed off through the
maternity guideline process which
ensures that appropriate clinicians sign
off guidelines. Therefore these
guidelines are signed of by maternity
and neonatal clinical leads.

B. Data is available (electronic or paper based) on transitional care activity which has been recorded as
per XA04 2016 NCCMDS.

Data available
Electronic PCH
Paper HH

C.

“Atain” meetings held monthly
Findings/Themes identified and action
plan developed
Action plan monitored through monthly

An audit trail providing evidence and a rationale for developing the agreed action plan to address
local findings from ATAIN reviews.
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ATAIN meetings
Signed off by ODN/LMS and Board prior
to 10th March 19.

D.

Evidence of an action plan to address identified and modifiable factors for admission to transitional
care.

E.

Action plan has been signed off by trust board, ODN, and LMS and progress with action plan is
documented within minutes of meetings at board ODN/LMS

4.

Safety action/Standard

ATAIN meeting in place.
Action plan in place to address issues
identified.
Action plans merged
Joint meeting held to review actions and
action plan monthly
e-mail evidence In evidence file

Can you demonstrate an effective system of medical workforce planning to the required
standard?

Required standard
A.

Formal record of the proportion of obstetrics and gynecology trainees in the trust who
‘disagreed/strongly disagreed’ with the 2018 General Medical Council National Training Survey
question: “In my current post, educational/training opportunities are rarely lost due to gaps in the
rota.’ In addition, a plan produced by the trust to address lost educational opportunities due to rota
gaps.

B.

An action plan is in place and agreed at Board Level to meet Anaesthesia Clinical Services
Accreditation (ACSA) Standards 1.2.4.6, 2.6.5.1 and 2.6.5.6.

Yes, on both sites

1.2.4.6 - Where there are elective section lists there are dedicated obstetric, anaesthesia, theatre
and midwifery staff

Yes on both sites

2.6.5.1 - A duty anaesthetist is available for the obstetric unit 24hours a day, where there is a 24
hour epidural service the anaesthetist is resident

HH – new process now embedded in
practice, anaesthetist present at delivery
suite handover.
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2.6.5.6 The duty anaesthetist for obstetrics should participate in labour ward rounds.

PCH – anaesthetist present at delivery
suite handover

Minimum evidential requirement for trust board
A.

Proportion of trainees formally recorded in board minutes and the action plan to address lost
educational opportunities should be signed off my the trust Board and a copy submitted to the
Royal College of Obstetricians and Gynaecologists (RCOG) at workforce@rcog.org.uk

Evidence of discussion at board in file
Evidence in file of survey results.
All green. No outliers

B.

Board minutes formally recording the proportion of ACSA standards 1.2.4.6, 2.6.5.1 and 2.6.5.6 that
are met.

as above
All standards met on PCH site
Only CNST sign off as evidence and emails

C.

Where trusts did not meet these standards, they must produce an action plan (ratified by the board)
stating how they are working to meet the standards.

5.

Safety action/Standard

As above

Can you demonstrate an effective system of midwifery workforce planning to the required
standard?

Required standard
A.

A systematic, evidence-based process to calculate midwifery staffing establishment has been done.

staffing paper
presented to trust board

B.

The obstetric unit midwifery labour ward coordinator has supernumerary status (defined as to
having no caseload of their own during that shift) to enable oversight of all birth activity in the
service.

Labour ward coordinators rostered as
supernumerary.
Escalation plan in place to be followed if
activity escalates and this is not possible

C.

Women receive one-to-one care in labour (this is the minimum standard that Birthrate+ is based on)
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1:1 care monitored on both sites and
recorded on dashboard.
if below 100% data cleansing exercise
undertaken. 3 months evidence in
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evidence file.
Feb/March/April – 100% at HH
Paper in evidence file to demonstrate
data cleansing exercise undertaken for
PCH and evidence of 100% compliance.

D.

A bi-annual report that covers staffing/safety issues is submitted to the board

Staffing paper submitted.
Safe care and staffing reported through
staffing paper to board

Minimum evidential requirement for trust board
A.

A bi-annual report that includes evidence to support a-c being met. This should include:
1. A clear breakdown of birthrate + or equivalent circulations to demonstrate how the required
establishment has been calculated.

2. Details of planned versus actually midwifery staffing levels.

Report seen by Trust Board 29.05.19

Displayed in all ward areas daily.
Health roster
reported via safe care staffing templates

3. An action plan to address the findings from the full audit or table-top exercise of BirthRate+ or
equivalent undertaken. Where deficits in staffing levels have been identified, maternity services
should detail progress against the action plan to demonstrate an increase in staffing levels and
any mitigation to cover any shortfalls.

No staffing gaps identified.
Evidence of robust recruitment into
vacancy on TRAC

4. The midwife: birth ratio

staffing report

5. The percentage of specialist midwives employed and mitigation to cover any inconsistencies.
BirthRate+ accounts for 9% of the establishment which are not included in clinical numbers.
This includes those in management positions and specialist midwives.

staffing report

6. Evidence from an acuity tool (which may be locally developed) and/or local dashboard figures
demonstrating 100% compliance with supernumerary in labour ward status and the provision of
one-to-ne care in active labour and mitigation to cover any shortfalls.

as above
supernumerary status measured
through datix.
escalation policy
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7. Number of red flag incidents ( associated with midwifery staffing) reported in a six month time
period within the last 12 months, how they are collected, where/how they are reported/
monitored and any actions arising.

6.

Measured through safe care
Maternity red flags triggers red, criteria
reset.
Safe Care discussed at board monthly
reported on datix
discussed monthly at workforce meeting

Safety action/Standard

Can you demonstrate compliance with all four elements of the Saving Babies’ Lives care bundle?
Required standard
Board level consideration of the Saving Babies’ Lives (SBL) care bundle (Version 1 published 21 March
2016) in a way that supports the delivery of safer maternity services.
Each element of the SBL care bundle implemented or an alternative intervention in place to deliver
against element(s).

Deep dive done and submitted to LMS
Board update CCG on progress
Update Discussed at board 29.05.19

Minimum evidential requirement for trust board
Board minutes demonstrating that the SBL bundle has been considered in a way that supports delivery
and implementation of each element of the SBL care bundle or that an alternative intervention put in
place to deliver against element (s).

Board updated regularly
Evidence to CCG

7. Safety action/Standard
Can you demonstrate that you have patient feedback mechanism for maternity services and that
you regularly act on feedback?

Required standard
User involvement has an impact on the development and/or improvement of maternity services.
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We have a number of mechanisms to
receive and act upon patients feedback:
Evidence of partners staying
Survey Monkey done by MVP
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15 steps user involvement
Whose shoes event
LMS work streams
continuity of carer training
Bereavement
mandatory training
complaints
CQC patient survey
user involment offered in perinatal
mortality review tool meeting
sharing of infographic
Minimum evidential requirement for trust board
Evidence should include:
A. Acting on feedback, for example a Maternity Voices Partnership

Minutes of MVP in evidence file
Acute service involved in recruitment of
MVP chair
Birth after thoughts
Complaints – actions from issues raised
Lessons learnt in minutes of CG
meetings
FFT action plans in place in all areas

B. User involvement in investigations, local and or Care Quality Commission (CQC) survey results.

MVP and LMS updated on CQC survey.
Involvement in discussions around
action plan.
Women invited to contribute to SI
reports and NPMRT investigations –
Letters in file

C. Minutes of regular Maternity Voices Partnership and/or other meetings demonstrating explicitly how a
range of feedback is obtained, the action taken and the communications to report this back to
women.

In evidence file
CBU minutes
MVP
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8. Safety action/Standard
Can you evidence that 90% of each maternity unit staff group have attended an ‘in-house’ multiprofessional maternity emergencies training session within the last training year?

Required standard
90% of each maternity unit staff group have attended an ‘in-house’ multi-professional maternity
emergencies training session within the last training year.

90% of all staff within maternity have
attended ‘in house’ multi-professional
training.
data base in evidence file

Minimum evidential requirement for trust board

Midwives 97%
Support staff 95%
Obstetricians 91.3%
Anaesthetic Cons 90%

Evidence that 90% of each maternity unit staff group have attended an ‘in-house’ multi-professional
maternity emergencies training session within the last training year through board sight of a staff training
database or similar.

agenda
data base
9. Safety action/Standard
Can you demonstrate that the trust safety champions (obstetrician and midwife) are meeting bimonthly with board level champions to escalate locally identified issues?

Required standard
A.

The Executive Sponsor for the Maternal and Neonatal Health and Safety Collaborative (MNHSC) is
actively engaging with supporting quality and safety improvement activity within:
i. The trust
ii. The Local Learning System (LLS)

BY 27.01.19
Exec sponsor FS
Chief Nurse is Maternity Safety
Champion and attends QGOC and Trust
Board
Meetings with safety champions at Chief
Nurse meeting
HoM meets with Chief Nurse monthly
Matron safety champion – Meetings
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B.

C.

The board level safety champions have implemented a monthly feedback session for maternity and
neonatal staff to raise concerns relating to relevant safety issues

The board level safety champions have taken steps to address named safety concerns and that
progress with actioning these are visible to staff.

QAC quarterly
1:1 monthly performance Chief Nurse
2:1 Chief Nurse/ CEO
Feedback session in FISS specific team
brief
freedom to speak guardians
walk rounds by exec team and nonexec in place
Maternity Risk Team – open door policy
CNRR weekly
NMAG monthly
Message to matron
CQC self assessments
Safety action plan
CQC actions displayed
You said / We did board displays
Evidence of maternity safety and quality
agenda at all board level meetings.
Risk meetings

Minimum evidential requirement for trust board
Evidence of executive sponsor engagement in quality improvement activities led by the trust
nominated improvement leads for the MNHSC as well as other quality improvement activity for
trusts in waves one and three.

Evidence that the trust board have been sighted on the local improvement plan, updated on
progress, impact and outcomes with the quality improvement activities being undertaken locally.

Evidence of attendance at one or more national learning set or the annual national learning event.
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HoM attended launch event as exec
sponsor of work being undertaken for
Maternity and Neonatal Health Safety
Collaborative Wave 3 09.05.19
Exec walk rounds in maternity
HoM and Chief Nurse attended Wave 3
th
Exec event in London on 17 July 2019
Ongoing work for phase 3
action plan to be used as evidence
update at board June 19
Safety action plan seen by board and
CQC
national learning event attended by P.I
and L.G
25.03.19
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Evidence of engagement with relevant networks and the collaborative LLS

Evidence of a safety dashboard or equivalent, visible to staff which reflects action and progress
made on identified concerns raised by staff.

Evidence that safety concerns raised by staff feedback sessions are reflected in the minutes of
Board meetings and include updates on progress, impact and outcomes relating to the steps and
actions taken to address these concerns.

LLS attendance by team
25.02.19
12.06.19
You said /We did board displays
CQC action plan addressing concerns
raised by staff
update sessions
QGOC
QAC - presentation
Performance Assurance –
SCORE survey – feedback sessions
held

10. Safety action/Standard
Have you reported 100% of qualifying 2018/2019 incidents under NHS Resolution’s Early
Notification Scheme?

Required standard
Reporting of all qualifying incidents that occurred in the 2018/2019 financial year to NHS resolution
under the Early Notification scheme reporting criteria.

Evidence in file

Minimum evidential requirement for trust board
Trust board sight of trust legal services and maternity clinical governance records of qualifying Early
Notification incidents and numbers reported to NHS Resolution Early Notification team.
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Workforce Disability Equality Standard (WDES)
Summary Report 2018-19

Presented for:

Approval

Presented by:

Simon Howard – Equality, Diversity and Inclusion Lead

Scrutinised by:

Hospital Management Committee
People and Performance Committee

Strategic goal:

Recruiting, developing and retaining our workforce

Date:

26th July 2019

Regulatory
relevance:

Equality and Diversity Human Rights Commission

NHS Constitution
delivery

The NHS provides a comprehensive service, available to all

Equality and
Diversity

This report reflects equality and diversity requirements throughout

Freedom of
Information
Release

This report can be released under the Freedom of information Act
2000

Private Debate

This report is being considered in the private section of the Board
due to Commercial Confidentiality.

Care Quality Commission

The NHS is accountable to the public, communities and patients
that it serves

<sections and paragraphs should be numbered for ease of reference>
1
th

Simon Howard – Equality, Diversity and Inclusion Lead - 27 July 2019 – Final
Workforce Disability Equality Standard (WDES) Summary Report 2018-19
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Summary
The Trust is required under the NHS England Workforce Disability Equality Standard
to submit an annual online report. The report summarises the Trust’s position in the
previous financial year and provides a conclusion for the information.
Integrated Performance Report
Not required
Board Assurance Framework Context
Contribution to achievement of strategic objectives, identified risks and mitigating
actions.
Key Points for Decision and Discussion


Understanding of the Trust’s position in relation to the Workforce Disability
Equality Standard as at 31 March 2019

Action required from the Board of Directors


To read and approve the content of the report for publication on the Trust
website and submission to NHS England

The following papers make up this report


Workforce Disability Equality Standard (WDES) Summary Report 2018-19



WDES Data Sheet

Simon Howard
Equality, Diversity and Inclusion Lead
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1. Workforce Disability Equality Standard (WDES)
The Workforce Disability Equality Standard (WDES) is a set of ten specific measures that
will enable NHS organisations to compare the experiences of disabled and non-disabled
staff. The Trust will use this information to develop an action plan to demonstrate progress
against the indicators of disability equality.
The WDES has been commissioned by the Equality and Diversity Council (EDC) and
developed through a pilot and extensive engagement with Trusts and key stakeholders. It
is mandated through the NHS Standard Contract.
This document provides the Trust’s responses to the WDES Online Report and allows the
Trust to identify which pay points under or over represent each group in comparison with
the average representation for that staff group.
The collection of this data was carried out in accordance with the WDES guidance
provided by NHS England for the period 1st April 2018 to 31st March 2019.
2. Online Report
2.1 Trust Information
1. Name of organisation:

North West Anglia NHS Foundation Trust

2. Date of report

27th July 2019

3. Name and title of the Board lead for the Workforce Disability Equality Standard
Louise Tibbert, Director or Workforce and Organisational Development
4. Name and contact details of the lead compiling this report
Simon Howard, Equality, Diversity and Inclusion Lead. - simon.howard2@nhs.net
Peterborough City Hospital, Bretton Gate, Peterborough, PE3 9GZ
5. Does your organisation participate in any programmes or initiatives that are
focused on disability equality and inclusion?
6. Name and contact details of the commissioner(s) this report will be sent to
Soomitra Kawal, NHS Cambridgeshire and Peterborough CCG - soomitra.kawal@nhs.net
7. Unique URL link, or existing web page, on which the WDES Metrics data and
associated Action Plan will be published
https://www.nwangliaft.nhs.uk/advice-support/equality-diversity/
8. Date of Board meeting at which organisation's WDES Metrics data and action
plan were, or will be, ratified.
30th July 2019 – Data, 24th September 2019 – Action Plan
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9. Total number of staff employed within the organisation on 31 March 2019 with
Overall percentage of staff in the following groups:
Disabled

Non-disabled

Unknown/Null

Other

Prefer not to say

2.5%

64.7%

32.7%

0.00%

0.1%

2.2 Data quality
10. Did your organisation undertake the NHS Staff Survey in the past
year?

Yes

If yes, did your organisation undertake a full or sample staff survey?

Full

11. Give the total number and % of responses to the NHS Staff
Survey in your organisation e.g. survey sent to 1000 staff – 400
(40%) returned

2180 and 33.57%

12. Give the total number and % of Disabled staff responses to
the NHS Staff Survey in your organisation e.g. 80 Disabled staff
responded - 20% of survey respondents.

350 and 16.06%

13. Do your staff have access to the ESR self-service portal?

Yes

2.3 Metric 1 - Workforce representation
14. Please describe any challenges that your organisation has experienced in
reporting data for this Metric
None
15. Have any steps been taken in the last 12 months within your organisation to
improve the declaration rate for disability status on ESR?



Information request to all staff periodically
Collection of demographic monitoring at recruitment and induction

16. Please share any examples of interventions that have increased declaration
rates at your organisation



Direct email to all staff to requesting demographic information helped to increase
declaration rates
Collection of demographic monitoring at recruitment and induction

2.4 Metric 2 – Shortlisting
17. Please describe any challenges that your organisation has experienced in
reporting data for this Metric
None
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18. Has your organisation signed up to the Disability Confident
Scheme?

Yes

If yes, what level of Disability Confident accreditation does your
organisation currently hold?

Committed

19. Does your organisation use a Guaranteed Interview Scheme?

Yes

2.5 Metric 3 - Capability
20. Did your organisation submit data for Metric 3 this year?

Yes

If yes, please describe any challenges that your organisation has experienced in
reporting data for this Metric. If no, please explain why you did not submit data for
this year.
None
Is capability on the grounds of ill health and capability on the grounds
Yes
of performance managed by different policies in your organisation?
If yes, please state the policies



Sickness Absence and Attendance Policy
Performance and Capability Policy

21. What are your views about including capability on the grounds of ill health and
performance as two parts of a future Metric?
The Trust is committed to provide as comprehensive a set of data as is possible. Clear
guidance well in advance will support this.
ESR data currently provides for “Underlying Health Reason” as part of capability
recording. Clarity on how to collect the information will be needed to support any request
for data.
2.6 Metric 4 - Harassment, bullying and abuse
22. Are there any issues with the data for this Metric?
None
23. Has your organisation compared Staff Survey results against
other datasets that may be held, e.g. bullying and harassment
advisers, Freedom to Speak Up guardians, grievances, etc?

Yes

If yes, please provide further details on what comparison your organisation has
undertaken
Comparisons are made anecdotally against Freedom to Speak Up reporting but no formal
structure for correlation exists. This is under review.
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24. Please summarise any actions taken to reduce harassment, bullying and abuse
in relation to Disabled staff





Discrimination training included within mandatory update and induction EDI
training.
Managing diversity training introduced for managers.
2019/20 Dignity at Work focus
Reasonable Adjustment Training to be launched in 2019

2.7 Metric 5 - Career promotion and progression
26. Are there any issues with the data for this Metric?
None
If yes, please provide further details
N/A
27. Does your organisation provide any targeted career development opportunities
for Disabled staff?
Reviewing options to support people with neurodiversities to create and support career
planning
2.8 Metric 6 - Presenteeism
28. Are there any issues with the data for this Metric?
None
29. Does your organisation provide any targeted actions to reduce
presenteeism i.e. feeling pressured to come to work when not feeling
well?

No

2.9 Metric 7 - Staff satisfaction
30. Are there any issues with the data for this Metric?
None
31. Does your organisation provide any targeted actions to increase
the workplace satisfaction of Disabled staff?

No

If yes, please provide further details
N/A
2.10 Metric 8 - Reasonable adjustments

7
th

Simon Howard – Equality, Diversity and Inclusion Lead - 27 July 2019 – Final
Workforce Disability Equality Standard (WDES) Summary Report 2018-19

Trust Public Board of Directors, 30th July 2019 – App 8

32. Are there any issues with the data for this Metric?
None
33. Does your organisation have a reasonable adjustments policy?
Yes – incorporated within other policies.
34. Are costs for reasonable adjustments met through centralised or
local budgets?

Yes

If yes, please select either Centralised or Local budgets

Local

35. Has your organisation taken action to improve the reasonable
adjustments process?

Yes

If yes, please provide further details




Training introduced to support managers to effectively support staff requiring
reasonable adjustments
Occupational health support to identify needs
Expanding reasonable adjustments into policies to support process improvements.

2.11 Metric 9 - Disabled staff engagement
36. Are there any issues with the data (9a) or evidence (9b) for this Metric?
None
37. Does your organisation have a Disabled Staff Network (or
similar)?

Yes

If you answered no, does your organisation plan to establish a Disabled Staff
Network (or similar)? If you answered yes to the above, please give details of the
expected timescale.



The Trust has several co-productions groups designed to support various
disabilities.
The Trust is developing a disability staff network to identify and address staff
specific issues.

2.12 Metric 10 - Board representation
38. Please describe any challenges that your organisation has experienced in
collecting and reporting data for this Metric
None
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39. Does your Board have a champion for Disability Equality?

Yes

If yes, with their permission, please provide name and position of the
Board/Executive champion/sponsor
Louise Tibbert – Director of Workforce and Organisational Development (EDI Executive
Champion)
Caroline Walker – Chief Executive (EDI Sponsor)
Bev Shears – Non-Executive Director (EDI Sponsor)
3. Conclusion
The Trust recognises the statistics demonstrate a need to improve the identification of
staff with disabilities.
From outcomes associated with the Workforce Race Equality Standard evidence shows a
campaign to improve reporting can have a positive bearing upon the Trust’s ability to
understand staff from protected groups, however the most effective method to improve
reporting is to create a safe environment where staff feel they are able to provide this
information without detriment to themselves or their careers. An action plan will be created
with this as the immediate focus.
The Trust’s new disabled staff network will allow the Trust to consult and recognise the
what disabled staff need to feel they are supported and will develop a strategy to enable
disabled staff to experience employment comparably to their non-disabled colleagues.
The Trust will consult on issues facing people with disabilities in employment and look to
develop a strategy to resolve these issues.
The Trust will set an ambitious, long term objective for supporting and recruiting staff with
disabilities and develop a long-term strategy to achieve this.
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Appendix 1 – Non-Clinical Staff
Non-Clinical Representation
The graph shows staff are represented approximately equally at all pay bands up to 8a where disabled staff are significantly over
represented in comparison with the average. The representation then fluctuates into senior management positions. This is simply
due to relatively low reporting rates meaning a significant number of staff are not accounted for and therefore one member of staff
identifying as disabled will have a profound impact upon the statistics.

Representation vs Organisational Average
25

20
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5

0

-5
Band 1

Band 2

Band 3

Band 4

Band 5

Band 6

Band 7 Band 8A Band 8B Band 8C Band 8D Band 9

VSM

Other

Disabled Staff 2018/19
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Non-Clinical Data
Disabled 2018/19
Total

Non-Disabled 2018/19

Percent

Total

Percent

Unknown 2018/19
Total

Percent

Band 1

0

0.00

12

15.00

68

85.00

Band 2

16

2.68

372

62.42

208

34.90

Band 3

6

1.70

244

69.32

102

28.98

Band 4

8

3.04

165

62.74

90

34.22

Band 5

3

2.48

71

58.68

47

38.84

Band 6

1

1.03

61

62.89

35

36.08

Band 7

1

2.04

26

53.06

22

44.90

Band 8A

1

2.94

24

70.59

9

26.47

Band 8B

1

4.35

16

69.57

6

26.09

Band 8C

1

10.00

5

50.00

4

40.00

Band 8D

1

25.00

1

25.00

2

50.00

Band 9

0

0.00

2

40.00

3

60.00

VSM

1

16.67

3

50.00

2

33.33

Other

0

0.00

9

90.00

1

10.00
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Appendix 2 - Clinical Staff – Not Including Medical and Dental
Clinical (Not Including Medical and Dental) Representation
Significant under-reporting of disability among the clinical staff group has a significant bearing upon the validity of the statistics. To
place this in context, for clinical staff, unknown represents nearly a third of the staff and are enormously over represented in
management positions (band 6 and above) There are no disabled staff in any positions at band 8b or above however, due to their
very low average representation, this manifests as very close to average.

Representation vs Organisational Average
3
2
1
0
-1
-2
-3
-4
Other

Band 1

Band 2

Band 3

Band 4

Band 5

Band 6

Band 7 Band 8A Band 8B Band 8C Band 8D Band 9

VSM

2018/19
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Clinical (Not Including Medical and Dental) Data
Disabled 2018/19
Total

Non-Disabled 2018/19

Percent

Total

Percent

Unknown 2018/19
Total

Percent

Other

0

0.00

1

100.00

0

0.00

Band 1

0

0.00

2

66.67

1

33.33

Band 2

36

3.78

735

77.21

181

19.01

Band 3

7

4.64

90

59.60

54

35.76

Band 4

2

0.99

132

65.02

69

33.99

Band 5

34

2.80

813

67.02

366

30.17

Band 6

25

2.88

573

66.01

270

31.11

Band 7

13

2.37

310

56.47

226

41.17

Band 8A

1

0.90

62

55.86

48

43.24

Band 8B

0

0.00

16

47.06

18

52.94

Band 8C

0

0.00

4

30.77

9

69.23

Band 8D

0

0.00

2

50.00

2

50.00

Band 9

0

0.00

0

0.00

0

0.00

VSM

0

0.00

0

0.00

0

0.00
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Appendix 3 - Medical and Dental
Medical and Dental Representation
Correlating again to the trend of under-reporting (only 0.4% of medical and dental staff have identified themselves as having a
disability) this has a significant effect upon the overall statistics. Only three medical and dental staff identify as having a disability at
all. This effectively renders any attempt to understand the nature of this representation effectively meaningless.

Representation vs Organisational Average
0.5
0
-0.5
-1
-1.5
-2
-2.5
-3
Medical and dental trainee

Non-Consultants career grade

Consultants

2018/19

14
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019 – Final
Workforce Disability Equality Standard (WDES) Summary Report 2018-19

Trust Public Board of Directors, 30th July 2019 – App 8

Medical and Dental Data
Disabled 2018/19
Total

Non-Disabled 2018/19

Percent

Total

Percent

Unknown 2018/19
Total

Percent

Medical and dental trainee

1

0.29

177

51.60

165

48.10

Non-Consultants career
grade

2

2.78

42

58.33

28

38.89

Consultants

0

0.00

188

54.97

154

45.03
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Workforce Race Equality Standard (WRES)
Summary Report 2018-19

Presented for:

Approval

Presented by:

Simon Howard – Equality, Diversity and Inclusion Lead

Scrutinised by:

Hospital Management Committee
People and Performance Committee

Strategic goal:

Recruiting, developing and retaining our workforce

Date:

26th July 2019

Regulatory
relevance:

Equality and Diversity Human Rights Commission

NHS Constitution
delivery

The NHS provides a comprehensive service, available to all

Equality and
Diversity

This report reflects equality and diversity requirements throughout

Freedom of
Information
Release

This report can be released under the Freedom of information Act
2000

Private Debate

This report is being considered in the private section of the Board
due to Commercial Confidentiality.

Care Quality Commission

The NHS is accountable to the public, communities and patients
that it serves
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Summary
The Trust is required under the NHS England Workforce Race Standard to submit an
annual online report and submit data. This report summarises the Trust’s position in
the previous financial year and provides a conclusion for the information.
Integrated Performance Report
Not required
Board Assurance Framework Context
Contribution to achievement of strategic objectives, identified risks and mitigating
actions.
Key Points for Decision and Discussion


Understanding of the Trust’s position in relation to the Workforce Race
Equality Standard as at 31 March 2019

Action required from the Board of Directors


To read and approve the content of the report for publication on the Trust
website and submission to NHS England

The following papers make up this report


Workforce Race Equality Standard (WRES) Summary Report 2018-19



Workforce Race Equality Standard (WRES) Data Sheet

Simon Howard
Equality, Diversity and Inclusion Lead
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1. Workforce Race Equality Standard (WRES)
Workforce Race Equality Standard (WRES) is a requirement for NHS commissioners and
NHS healthcare providers including independent organisations, through the NHS standard
contract.
In 2014 the NHS Equality and Diversity Council announced it had agreed action to ensure
employees from black and minority ethnic (BME) backgrounds have equal access to career
opportunities and receive fair treatment in the workplace.
This is important because studies show that a motivated, included and valued workforce
helps deliver high quality patient care, increased patient satisfaction and better patient
safety.
In April 2015, after engaging and consulting with key stakeholders including NHS
organisations across England, the WRES was mandated through the NHS standard
contract, starting in 2015/16.
The WRES measures key metrics over a period of time to show changes in representation
across an organisation.
This document allows the Trust to identify which pay points under or over represent each
group in comparison with an average for that staff group.
2 Online Report
2.1 Overview
Organisation

North West Anglia NHS Foundation Trust

Date of Report (Month/Year)

July 2019

Name of Board lead for the Workforce Race Equality Standard
Louise Tibbert, Director of Workforce and Organisational Development
Name and contact details of lead manager compiling this report
Simon Howard, Equality, Diversity and Inclusion Lead. - simon.howard2@nhs.net
Peterborough City Hospital, Bretton Gate, Peterborough, PE3 9GZ
Names of commissioners this report has been sent to
NHS Cambridgeshire and Peterborough CCG
Name and contact details of co-ordinating commissioner this report has been sent to
Soomitra Kawal - soomitra.kawal@nhs.net
Unique URL link on which this report and associated Action Plan will be found
https://www.nwangliaft.nhs.uk/advice-support/equality-diversity/
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2.2 Background Information
Any issues of completeness of data:
NWAngliaFT was formed in April 2017. 2017/18 was therefore the first year a return was
completed for the merged Trust. In the previous years two returns were submitted for each
of the predecessor Trusts; Peterborough and Stamford Hospitals NHS Foundation Trust and
Hinchingbrooke Hospital NHS Trust.
The staff survey data for 2017/18 was merged so comparisons can be made for the purpose
of the Workplace Race Equality Standard. 2018/19 has not been subject to this process.
Any matters relating to reliability of comparisons with previous years:
The Trust has transferred from NHS Jobs to the TRAC applicant tracking system from
November 2018.
Unique URL link on which this Report and associated Action Plan will be found
www.nwangliaft.nhs.uk/advice-support/equality-diversity/
2.3 Self-Reporting (at 31st March 2019)
Total number of staff employed within this
organisation at the date of the report:

6494

Proportion of BME staff employed within this
organisation at the date of the report:

21.39%

The proportion of total staff who have self–
reported their ethnicity:

96.75%

Are any steps planned during the current reporting period to improve the level of selfreporting by ethnicity?
 Data validation exercise completed in March 2019.
 Active campaign to improve reporting rates at induction from 2017
 Data collection at recruitment
Are any steps planned during the current reporting period to improve the level of selfreporting by ethnicity:
 Data validation exercise will be completed annually in March of each year.
 Continued request for demographic information at recruitment and induction of new
starters
 Continued requests to complete data to existing staff.
 Continued data collection through internal recruitment processes

5
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019 – Final
Workforce Race Equality Standard (WRES) Summary 2018-19

Trust Public Board of Directors, 30th July 2019 – App 9

2.4 Workforce Data
What period does the organisation’s workforce data refer to?

April 2018 to March 2019

2.5 Workforce Race Equality Indicators

1

2

3

Indicator

Data for
reporting
year

Data for
previous year

Narrative – the implications of
the data and any additional
background explanatory
narrative

Action taken and planned
including e.g. does the indicator
link to EDS2 evidence and/or a
corporate Equality Objective

Percentage of staff in each of the
AfC Bands 1-9 and VSM (including
executive Board members) compared
with the percentage of staff in the overall
workforce. Organisations should
undertake this calculation separately for
non-clinical and for clinical staff.

See Appendices

See Appendices

See summary narrative for each
appendix.

Review of recruitment and selection
policy and process is in progress to
include more representative selection
panels

Relative likelihood of staff being
appointed from shortlisting across all
posts.

28.87% (BME)
compared to
30.56% (White)

Relative likelihood of staff entering the
formal disciplinary process, as measured
by entry into a formal disciplinary
investigation. This indicator will be based
on data from a two year rolling average of
the current year and the previous year.

Revised and improved recruitment and
selection training introduced in 2018

8 cases - 0.58%
BME compared
to 35 cases
0.72% White

15.20% (BME)
compared to
22.47% (White)

7 cases 0.56%
BME compared
to 35 cases
0.69% White
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The percentage for this indicator shows
a significant narrowing in the likelihood
of BME and White staff groups being
appointed but white staff maintain an
advantage.

TRAC introduced from November 2018

Whilst there is one more case within the
BME group in 2018/19, BME groups
are still less likely to enter a formal
disciplinary process.

Disciplinary processes are under review
to include improved representation from
protected groups and to focus on
prevention rather than sanction

The most likely group to enter formal
disciplinary proceedings in 2018/19 is
Unknown with 2 cases (0.95%)

Improved MI
Information used to inform actions on
recruitment and selection
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4

Relative likelihood of staff accessing nonmandatory training and CPD.

5

KF 25. Percentage of staff experiencing
harassment, bullying or abuse from
patients, relatives or the public in last 12
months.

64.29% (BME)
compared to
53.19% (White)

39.41% (BME)
compared to
27.75% (White)

White

White

BME

6

KF 26. Percentage of staff experiencing
harassment, bullying or abuse from staff
in last 12 months.

White

BME

7

KF 21. Percentage believing that trust
provides equal opportunities for career
progression or promotion.

White

BME

29.37%

28.99%

20.54%

23.62%

86.91%

69.55%

BME

White

BME

White

BME

28.35%

29.23%

27.25%

18.18%

88.06%

82.05%

While the gap has narrowed in 2018/19,
BME groups are significantly more
likely to undertake non-mandatory
training

Improved method of recording nonmandatory training is being piloted for
review in 2020

The Trust has seen a reduction in the
proportion of BME staff reporting
harassment from patients of the public,
meaning white staff are now more likely
to experience this, however this
remains marginal as was the previous
year.

Work continues to attempt to reduce the
overall rate of bullying and harassment
by patients, relative or the public.

The data shows a significant increase
in the likelihood of BME staff
experiencing bullying or abuse from
other staff and a significant decrease it
the situation for white staff, the situation
now means BME staff are 3.08% more
likely to experience this than white staff
whereas in 2017/18 they were 9.07%
less likely.

Significant increase in the delivery of
Equality and Diversity training to staff has
been implemented in 2018/19. This
includes a component on dealing with
harassment and bullying.

There has been a significant downturn
(-12.5%) in the percentage of BME staff
within the Trust believing the trust offers
equal opportunities.

Development of BME Staff Network with
senior leadership.

Renewed focus on Dignity at Work
throughout 2019/20
Refresh of G20 Programme on
leadership and culture

Renewed focus on Dignity at Work
throughout 2019/20
Refresh of G20 Programme on
leadership and culture

Refresh of EDI Steering Group from July
2018 and to be reviewed in 2019
Divisional EDI Leads have been
identified.
Reverse Mentoring pilot program planned
for July to December 2019 for execs and
junior staff.
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8

Q17. In the last 12 months have you
personally experienced discrimination at
work from any of the following? b)
Manager/team leader or other colleagues

White

BME

9

Percentage difference between the
organisations’ Board voting membership
and its overall workforce.

5.49%

17.21%

White

BME

7.69%

Whilst the has been a reduction of 2.2%
for white staff reporting discrimination
form their managers, there has been a
significant increase in the number of
BME staff reporting this + 4.51%.

The first trial of reverse mentoring has
been designed with the executives being
mentored by junior BME staff.

There has been a reduction in the
representation of BME board members
in 2018/19

Director of Workforce and Organisational
Development has leadership role as
executive champion

12.20%

16.9% White

15.1% White

-13.7% BME

-12% BME

-3.2% Unknown

-3.2% Unknown

Bias training has been introduced for new
managers from 2017 and refreshed in
2018 as part of the effective managers
programme. This will be rolled out to a
broader group of existing management
during 2019/20.

CEO and Non-Executive Director have
been recruited as Equality, Diversity and
Inclusion Sponsors to be in post from
July 2019.
Diversity Action Plan includes:






Embed EDI and V&Bs in
Recruitment and selection training
for Trust Board
Attract greater diversity within the
NEDs so that it is more
representative of staff and service
users
Develop understanding of EDI with
Governors and members
Increase EDI awareness of Trust
Board Members
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2.6 Other Information
2.6.1 Are there any other factors or data which should be taken into consideration in
assessing progress?
From 1st December 2018 the trust has







refreshed and accelerated the EDI Workforce Program
set up a new EDI Steering Group
Sought and identified senior divisional EDI Leads
Appointed the CEO and a Non-Executive Director as EDI Sponsors
Appointed Director of Workforce and Organisational Development to lead EDI
programme and act as an executive champion
Transferred the Trust’s EDI Lead to the Workforce and Organisational Development
Workforce Division from 3rd December 2018

The data contained within this report includes information from the staff survey in October
2018 prior to this change.
2.6.2 Organisations should produce a detailed WRES Action Plan, agreed by its Board.
Such a plan would normally elaborate on the actions summarised in section 5, setting
out the next steps with milestones for expected progress against the WRES indicators.
It may also identify the links with other work streams agreed at Board level, such as
EDS2. You are asked to attach the WRES Action Plan or provide a link to it.
https://www.nwangliaft.nhs.uk/advice-support/equality-diversity/ - Equality and Diversity
Further Reading Drop Down Tab
3. Conclusion
The North West Anglia NHS Foundation Trust is the product of a merger between two
previous Trusts, the Peterborough and Stamford NHS Foundation Trust and the
Hinchingbrooke Hospital NHS Trust. It appears the 2018/19 data shows a rebalancing of the
combined statistics to more of an average of the two trust prior to merger and perhaps the
relatively strong results from 2017/18 represent a statistical anomaly.
The data from 2018/19 shows there is more to do to improve the position of the Trust. It is
disappointing the Trust has reported a downturn in much of the experience of BME staff.
The Trust remains committed to improving staff experience and reducing inequality.
Significant resource has been allocated to addressing the imbalance including:





Dedicated EDI personnel within the Workforce and Organisational Development
Directorate
The refresh of the EDI Steering Group including senior divisional representation
The piloting of Reverse Mentoring
Appointment of CEO and Non-Executive Director as EDI Sponsors

The Trust is committed to act upon the 2018/19 WRES data and enact a robust set of
strategies to improve the Trust’s position and the experience of BME staff.
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Appendix 1 – Non-Clinical Staff
Non-Clinical WRES Representation
The graphs show significant under representation of BME groups at almost all levels of non-clinical staff with the exception of band
1 which has seen a large shift into over representing BME staff. Whilst there has been a large improvement in representation at
band 8b, band 8a has reduced slightly as have bands 8c and above have no representation except for one staff member at the
level VSM.

Representation of BME staff vs Organisational Average
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Non-Clinical WRES Data
BME 2017/18
Total

Percent

White 2017/18
Total

Percent

Unknown 2017/18
Total

Percent

BME 2018/19
Total

Percent

White 2018/19
Total

Percent

Unknown 2018/19
Total

Percent

<Band 1

0

0.00

0

0.00

0

0.00

0

0.00

7

100.00

0

0.00

Band 1

3

15.79

16

84.21

0

0.00

25

30.86

50

61.73

6

7.41

Band 2

52

8.77

528

89.04

13

2.19

53

9.19

513

88.91

11

1.91

Band 3

30

8.24

330

90.66

4

1.10

30

8.43

321

90.17

5

1.40

Band 4

16

5.67

262

92.91

4

1.42

10

3.80

251

95.44

2

0.76

Band 5

5

4.39

106

92.98

3

2.63

8

6.72

109

91.60

2

1.68

Band 6

9

9.78

83

90.22

0

0.00

6

6.19

89

91.75

2

2.06

Band 7

1

1.85

52

96.30

1

1.85

1

2.04

47

95.92

1

2.04

Band 8A

5

11.63

36

83.72

2

4.65

4

11.76

30

88.24

0

0.00

Band 8B

0

0.00

19

95.00

1

5.00

3

12.50

21

87.50

0

0.00

Band 8C

0

0.00

10

100.00

0

0.00

0

0.00

10

83.33

2

16.67

Band 8D

0

0.00

6

100.00

0

0.00

0

0.00

3

100.00

0

0.00

Band 9

0

0.00

6

100.00

0

0.00

0

0.00

6

100.00

0

0.00

VSM

1

7.14

13

92.86

0

0.00

1

7.69

12

92.31

0

0.00
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Appendix 2 - Clinical Staff – Not Including Medical and Dental
Clinical (Not Including Medical and Dental) WRES Representation
The graphs below show representation of BME staff compared with White staff at all pay banding points for clinical (not including
medical and dental) staff.
The graphs show a widening of the under-representation of BME staff in management positions from band 7 upwards (there are no
clinical staff at band 9), which can be attributed in most to the increased representation of BME staff across the organisation, and
an increase in the over-representation of BME staff at band 5. Band 2 provides the closest to average representation but still
shows a slight disadvantage to BME staff.

Representation of BME staff vs Organisational Average
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Clinical (Not Including Medical and Dental) WRES Data
BME 2017/18
Total

Percent

White 2017/18
Total

Percent

Unknown 2017/18
Total

Percent

BME 2018/19
Total

Percent

White 2018/19
Total

Percent

Unknown 2018/19
Total

Percent

<Band 1

0

0.00

8

100.00

0

0.00

1

4.55

21

95.45

0

0.00

Band 1

0

0.00

3

100.00

0

0.00

0

0.00

3

100.00

0

0.00

Band 2

168

17.48

773

80.44

20

2.08

187

19.85

737

78.24

18

1.91

Band 3

32

16.49

151

77.84

11

5.67

21

13.64

131

85.06

2

1.30

Band 4

6

4.62

119

91.54

5

3.85

24

12.37

147

75.77

23

11.86

Band 5

392

30.60

840

65.57

49

3.83

415

35.02

713

60.17

57

4.81

Band 6

119

13.31

760

85.01

15

1.68

136

16.06

700

82.64

11

1.30

Band 7

45

8.02

502

89.48

14

2.50

42

7.69

491

89.93

13

2.38

Band 8A

12

10.91

96

87.27

2

1.82

14

12.39

98

86.73

1

0.88

Band 8B

5

13.89

30

83.33

1

2.78

5

12.82

33

84.62

1

2.56

Band 8C

0

0.00

16

100.00

0

0.00

0

0.00

13

100.00

0

0.00

Band 8D

0

0.00

2

100.00

0

0.00

0

0.00

4

100.00

0

0.00

Band 9

0

0.00

0

0.00

0

0.00

0

0.00

0

0.00

0

0.00

VSM

0

0.00

8

100.00

0

0.00

1

4.55

21

95.45

0

0.00
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Appendix 3 - Medical and Dental
Medical and Dental WRES Representation
The representation of BME staff at non-consultant and consultant grades has increase in 2018/19. This cohort represent a major
characteristic of the Trust’s overall representation and is the only group to continually over-represent BME staff in senior
management positions.

Representation of BME staff vs Organisational Average
60

40
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0

-20

-40

-60
Other

Trainee Grades

2017/18

Non-Consultant Career Grade

Consultant

2018/19
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Medical and Dental WRES Data
BME 2017/18
Total
Other
Trainee Grades
Non-Consultant
Career Grade
Consultant

Percent

White 2017/18
Total

Percent

Unknown 2017/18
Total

Percent

BME 2018/19
Total

White 2018/19

Percent

Total

Percent

Unknown 2018/19
Total

Percent

0

0.00

4

100.00

0

0.00

1

25.00

3

75.00

0

0.00

154

50.00

111

36.04

43

13.96

204

54.40

127

33.87

44

11.73

54

60.00

27

30.00

9

10.00

48

68.57

19

27.14

3

4.29

142

43.16

177

53.80

10

3.04

150

43.99

184

53.96

7

2.05

15
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019 – Final
Workforce Race Equality Standard (WRES) Summary 2018-19

Trust Public Board of Directors, 30th July 2019 – App 10

Equality, Diversity and Inclusion Annual Report 2018-19
Presented for:

Approval

Presented by:

Simon Howard, Equality, Diversity and Inclusion Lead

Scrutinised by:

Trust Partnership Group
Hospital Management Committee

Strategic goal:

All Strategic Objectives

Date:

26th July 2019

Regulatory
relevance:

Equality and Diversity Human Rights Commission

NHS Constitution
delivery

The NHS provides a comprehensive service, available to all

Equality and
Diversity

This report reflects the Trust’s equality and diversity position.

Freedom of
Information
Release

This report can be released under the Freedom of information Act
2000

Private Debate

This report is being considered in the private section of the Board
due to Commercial Confidentiality.

Care Quality Commission

The NHS is accountable to the public, communities and patients
that it serves

1
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019
Equality, Diversity and Inclusion Annual Report 2018-19 –Final

Trust Public Board of Directors, 30th July 2019 – App 10

Summary
The Trust is required under the Public Sector Equality Duty to produce an Annual
Equality Diversity and Inclusion report. The report summarises the Trust’s work in
the previous financial year in progressing the equality agenda.
Integrated Performance Report
Not required
Board Assurance Framework Context
This report supports all of the Trust’s strategic goals.
Key Points for Decision and Discussion



Understanding of the Trust’s position in relation to the equality agenda as at
31 March 2019
Information on the Trust’s Equality and Diversity projects and their outcomes

Action required from the Board of Directors


To read and approve the content of the report for publication on the Trust
website

The following papers make up this report
Equality, Diversity and Inclusion Annual Report 2018-19
Simon Howard
Equality, Diversity and Inclusion Lead
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1. Overview
North West Anglia NHS Foundation Trust (NWAngliaFT) is committed to the
development of an organisational culture that promotes equality, celebrates diversity
and includes all members of society.
As a public sector organisation we have an obligation under the Equality Act 2010 to
promote equality for people who fall under the defined nine protected characteristics:


Age



Disability



Gender reassignment



Marriage and civil partnership



Pregnancy and maternity



Race including nationality and
ethnicity



Religion or belief



Sex



Sexual orientation

NWAngliaFT is committed to exceed its duties under the legislation and to provide
quality services that use person centred approaches to take into consideration the
individual needs of patients and carers.
We are driven to reflect the people we serve, in all respects, to have a workforce that
reflects our diverse community and to enable us to deliver high quality support to
patients, visitors and carers through a broad understanding of their needs.
We aim to achieve equality within our Trust through strategies which make realistic
commitments and use transparent methods.
Or commitment to equality, diversity and inclusion states:
"Any patient, visitor or staff member can expect our facilities to meet their needs
regardless of disability, additional needs or protected characteristic."
2. Legislation and Oversight
2.1 Equality Act 2010
The Equality Act 2010 received Royal Assent on 8 April 2010 and the first phase was
implemented on 1 October 2010. It replaces and combines previous equality
legislation including:


Equal Pay Act 1970





Sex Discrimination Act
1975

Employment Equality (Religion or Belief)
Regulations 2003



Employment Equality (Sexual Orientation)
Regulations 2003



Employment Equality (Age) Regulations
2006



Race Relations Act 1976



Disability Discrimination
Act 1995

The Act strengthens the law, removing inconsistencies thus making it easier for
people and organisations to understand, comply and challenge.
The Equality Act 2010 contains provisions, including the concept of dual
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discrimination, an extended Public Sector Equality Duty and a prohibition of age
discrimination in services and public functions.
The Equality Act 2010 covers the same groups that were covered by existing
equality legislation - age, disability, gender reassignment, race, religion or belief,
marriage & civil partnership, pregnancy & maternity, sex and sexual orientation, but
extends some protections to groups not previously covered while strengthening
aspects of equality law.
2.2 Public Sector Equality Duty
The Public Sector Equality Duty was created by the Equality Act 2010. It includes the
General Duty and the Specific Duty. Public Sector organisations are required to meet
both.
2.2.1 General Duty
Organisations must have regard to the need to:


Eliminate unlawful discrimination, harassment and victimisation



Advance equality of opportunity between different groups



Foster good relations between different groups

2.2.2 Specific Duty
Specific duties are legal requirements designed to help public bodies meet the
general duty. These require the publication of


Equality objectives, at least every four years



Information to demonstrate compliance with the equality duty, at least
annually

2.3 Governance
The Trust uses the NHS Standard Employment Contract, which is of an approved
equality and diversity framework. It contains levers that enable the Equality Delivery
System 2 within the hospital. Service Conditions Clause 13 within the contract
covers Equity of Access, Equality and Non-Discrimination. The Trust must have due
regard to the obligations contemplated by section 149 (General Duty) of the Equality
Act 2010, this obligation also applies to non-public authority organisations e.g. third
sector, care homes, Nursing homes (if NHS funded) but does not apply to Social
funded organisations.
The obligation further applies to other services contracted by the Trust such as
Catering, Facilities, Interpreting Translators, and Volunteer Drivers as they are NHS
funded. If the commissioner asks for Equality data the Trust and any third sector
organisations it uses are obliged to comply, there are no exceptions. It is a legal
requirement within the Standard Contract 13.4 and 13.5, service condition 28
(Information Requirements) and Schedule 6 (Contract Management, Reporting and
Information Requirements). The contract creates wide obligations for both providers
and commissioners in relation to equality and diversity. It ensures that the Trust is
embedding equality and diversity across its workforce and everyday working
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practice.
2.4 Internal Scrutiny
The Trust has maintained its Equality, Diversity and Inclusion Co-Production group
model of working and expanded the role of the groups to validate second stage
Equality Impact Assessments.
The co-production model invokes a user led approach to equality issues within the
Trust ensuring people affected by situations have direct input on the solutions. The
groups are chaired by the Equality, Diversity and Inclusion Lead with all interested
parties welcome to join.
The groups are mostly formed of members of the public with specific interests in
improving the services.
Following feedback from staff and in an effort to affect change at a more strategic
level, work has begun to develop a new Equality, Diversity and Inclusion Steering
Group consisting of Divisional Equality, Diversity and Inclusion Leads and key senior
staff. The group will be chaired by the Director of Workforce and Organisational
Development as executive champion.
The new structure will place organisational decision making within the Steering
Group and practical development within the co-production group and networks. The
Chief Executive and a Non-Executive Director have been appointed as EDI
Sponsors.
Further work will be conducted over the coming period to assess the viability of staff
networks covering staff from the BAME, LGBTQIA+, Disability communities and Staff
as Unpaid Carers.
2.5 Equality Delivery System 2 (EDS2)
The Equality Delivery System (EDS) was designed by the NHS for the NHS, to
deliver better, more personal, fair and diverse outcomes for patients and staff.
The EDS was refreshed on 4th November 2013 and renamed EDS2. The EDS2 has
been streamlined, simplified and uses clearer language. As of April 2015 the EDS2
has become part of the NHS contract.
EDS was developed against a backdrop of some significant inconsistencies in
practice within the NHS, recognising poor equality practice in parts and building on
good equality practice in others. The EDS2 covers patient care, public health,
compliance and workforce issues.
EDS2 outcomes align with the NHS Constitution, NHS Outcomes Framework,
Human Resources Transition Framework, FREDA principles (Fairness, Respect,
Equality, Diversity and Autonomy) and the Care Quality Commission’s Essential
Standards of Quality and Safety.
Every three to 5 years each Trust should compile an annual EDS2 report, the
purpose of which is to report on progress in respect of delivering EDS2 within the
Trust. The report should provide detail on the models of delivery and processes
used. The report also sets the legislative context, describes governance
arrangements and future plans.
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The EDS2 report should be guided by input from the public, stakeholders, staff and
service managers through a RAG (Red, Amber, Green) rating process.
Due to the merger of Peterborough and Stamford NHS Foundation Trust and the
Hinchingbrooke Health Care NHS Trust in April 2017 the new North West Anglia
NHS Foundation Trust decided to postpone the next RAG rating event to allow for
the alignment of reporting systems.
RAG rating events were held by both Peterborough and Stamford NHS Foundation
Trust and the Hinchingbrooke Health Care NHS Trust in 2016 therefore the North
West Anglia NHS Foundation Trust is obliged to hold its next RAG rating event
between August 2019 and August 2021.
In April 2018, the Trust introduced a new model of data collection called Inclusion As
Standard Accredited. This system operates as a competitive model of data collection
to enable departments to gain accreditation for good practice and identify service
improvements. The model has provided some positive results which will be
presented following the next RAG rating event.
In March 2019 NHS England announced the final draft of the next incarnation of
EDS, EDS3. No final model has been announced but the intention is to reduce the
audit burden currently associated with EDS2 and enable more effective reporting.
EDS3 is expected to come into effect from April 2020.
3. Equality within the Trust
3.1 The Equality Support Service
The Trust is committed to supporting staff and managers navigate the often complex
world of Equality and Diversity.
The Trust understands mistakes do occur and where this is the case, the vast
majority of errors are caused by a lack of understanding of the legal structures and
frameworks surrounding Equality and Diversity.
The Equality Support Service aims to improve the position of the organisation
through education and support for both staff and managers, providing consistent
solutions to issues facing staff and patients and guided by the affected people
themselves.
The Equality Support Service will provide information to staff in a variety of means
including utilising the Trust’s new intranet system and offering direct support where
necessary. Work programmes and initiatives will help to underpin and drive
improvements in EDI across the Trust.
3.2 Processes
3.2.1 Equality Impact Assessment
In February 2019 the Trust piloted a new model of Equality Impact Assessment to
improve the existing method.
The new system provided a simplified first stage of assessment but introduced a
requirement for the author to request support if they were unsure of the impact of the
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policy for any protected group
The system also introduced a more robust second stage assessment which graded
the identified issue against a detriment matrix to support the Trust in prioritising the
issues raised.
Where an issue is identified as necessitating a second stage Equality Impact
Assessment it must be sent for co-production assessment via the Inclusion as
Standard Co-Production Groups to design solutions which can be implemented by
the Trust.
From introduction in February 2019 to 31st March 2019, two policies were escalated
to the Equality, Diversity and Inclusion Lead for additional support; no Equality
Impact Assessments required escalation to stage two.
3.2.2 Policies
The Trust has a number of equality related policies including:


Equality and Diversity Policy (2018)



Transgender Policy (2017)



Learning Disabilities/ and or autism in the Acute Hospital Setting Care
Guidelines (2016)
Interpreting and Translation Policy (2017)
Policy for Assistance Dogs (2019)




All policies are regularly reviewed and updated and reflect changes in legislation and
the results of any Equality Impact Analyses. All policies have an associated Equality
Impact Assessment.
3.2.3 Co-Production
Co-production is an approach where people, family members, carers, organisations
and commissioners work together in an equal way, sharing influence, skills and
experience to design, deliver and monitor services and projects.
Co-production acknowledges that people who use health services (and their families)
have knowledge and experience that can be used to help make services better.
As a Trust we acknowledge our knowledge and skills are improved by the influence
of people affected by the work we do, therefore to ensure we provide effective and
comprehensive input from people affected by our work we use a co-production
model of working to develop and oversee our service.
Co-production is used as part of the Inclusion as Standard process but also as a
model to resolve issues identified through the Equality Impact Assessment
framework and through complaints pathways.
3.3 Training
The Trust provides mandatory training for staff at induction and updates on a three
yearly basis or as required. As part of this programme the Trust has developed a
range of bespoke training sessions designed to deliver improved equality
performance among specific groups.
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3.3.1 Mandatory Equality and Diversity Training
Level 1, Equality, Diversity and Human Rights training is mandatory for all members
of staff employed in the Trust. It is required to be completed within three months of
appointment and refreshed every three years.
Training is delivered via face-to-face classroom based training, through an update
booklet with test and via an ESR based e-Learning package called “Equality and
Diversity - General Awareness”. The Trust also recognises external equality training
delivered by doctors.net.uk and other Trusts where the syllabus has been reviewed.
In 2018-19 the Welcome to Our Trust induction program included Equality and
Diversity training and was delivered by the Trust’s Equality, Diversity and Inclusion
Lead.
20 clinical update sessions have been held at various locations around the Trust
combined with a campaign to improve mandatory training rates. The combination of
these factors, aligned to the greater number of ways in which compliance can be
achieved has improved the Trust’s overall compliance rate from 78% at the end of
year 2017/18 to 92% at the end of this reporting period.
Including both induction and update training 3018 members of staff have completed
Equality and Diversity training in 2018/19.
3.3.2 Learning Disability and Autism Training
A key recommendation of the Bristol University Learning Disabilities Mortality Review
(LeDeR) Programme was to add mandatory learning disability and autism training for
clinical staff. Since April 2018 this training has been delivered to all staff by the
Trust’s Disability Nursing Team as part of induction and during clinical update.
The training focuses on good practice in the delivery of care for people with learning
disabilities and autism, and provides the trainee with a set of tools to improve the
quality of care they deliver.
This training has now become a permanent feature of the Trust’s induction
programme.
3.3.3 Managing Diversity
From September 2018 the Trust has delivered managing diversity training sessions
as part of the Effective Managers Programme and independently. This training
raised the level of training for managerial level staff to promote positive and inclusive
management styles.
The first half of the training focuses on stereotyping, the support needs of staff with
disabilities, the concept of discrimination by association and national character traits
based on the Hofstede Insights.
Once constructing a narrative around the profiles of different groups, the training
then looks at the mitigation of the biases identified by managers in the group in the
first half and demonstrates means to identify and mitigate one’s own biases.
The training concludes by introducing human factors based approaches to equality
and diversity, asking managers to seek support before making errors and to be
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honest where errors are identified.
The training has been delivered twice during 2018/19, with positive reviews and an
increased profile for the Equality and Diversity agenda around the Trust.
3.3.4 Recruitment and Selection Training
The Trust delivers recruitment and selection training to all staff conduction
recruitment, selection and interviews.
The training includes sections on Equality law and mitigation of bias to ensure
recruiters are equipped to identify and manage their own biases before appointing
staff.
3.3.5 Additional Training
The Trust procured training from the Kite Trust, a local LGBTQIA+ charity, which
delivered level 3 safeguarding training to doctors focused around the needs of
patients who are part of the LGBTQIA+ community.
The Trust has developed hate crime training alongside the Peterborough hate crime
officer which will be delivered to staff at future update training sessions.
The Trust has begun discussions with the local Gypsy and Traveller advocacy
groups to introduce training on the specific needs of Roma people.
3.4 Workforce Equality
In 2018/19 the Trust moved the responsibility for Equality and Diversity from the
Care Quality directorate to Workforce and Organisational Development directorate.
The Trust’s Equality, Diversity and Inclusion Lead now has an expanded portfolio
with responsibility for both service and workforce equality issues.
This demonstrates the Trust’s commitment to improve the standard of Equality and
Diversity delivery for all aspects of the Trust’s business.
3.4.1 Workforce Equality Governance
3.4.1.1 Workforce Race Equality
The Workforce Race Equality Standard (WRES) is a requirement for NHS
commissioners and NHS healthcare providers including independent organisations,
through the NHS standard contract.
In 2014 NHS Equality and Diversity Council announced it had agreed action to
ensure employees from black and minority ethnic (BME) backgrounds have equal
access to career opportunities and receive fair treatment in the workplace.
This is important because studies shows that a motivated, included and valued
workforce helps deliver high quality patient care, increased patient satisfaction and
better patient safety.
In April 2015, after engaging and consulting with key stakeholders including NHS
organisations across England, the WRES was mandated through the NHS standard
contract, starting in 2015/16.
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The WRES measures key metrics over a period of time to show changes in
representation across an organisation.
The WRES forms part of the CQC’s well led inspection framework,
The Trust’s annual WRES report is available from www.nwangliaft.nhs.uk
Significant progress has been made in the development of WRES focused work
streams and initiatives with several due to start in Summer 2019.
3.4.1.2 Workforce Disability Equality
The Workforce Disability Equality Standard (WDES) is a set of ten specific measures
that will enable NHS organisations to compare the experiences of disabled and nondisabled staff. The Trust will use this information to develop an action plan to
demonstrate progress against the indicators of disability equality.
The WDES has been commissioned by the Equality and Diversity Council (EDC) and
developed through a pilot and extensive engagement with Trusts and key
stakeholders. It is mandated through the NHS Standard Contract.
Preparation work has been done to ensure the Trust is able to comply with the
upcoming WDES, which is due to launch in Summer 2019.
3.4.2 Workforce Demographics
These graphs show proportion of workforce based on protected characteristics as
available. It is not possible to present data on Sexual Orientation or Gender
Reassignment protected characteristics.
A 2011 census summary document has been added as appendix 1 to provide
additional context.
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3.4.2.1 Workforce Demographic Data

Composition of Workforce by Age
30.00%
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25.85% 24.03%

23.24%
24.61%

25.00%

23.00%
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19.51%
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70-79

80+

0.00%
16-20

21-29

30-39

40-49
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50-59

60-69
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Composition of Workforce by Disability
70.0%

64.7%
56.1%

60.0%
50.0%

41.7%

40.0%

32.7%

30.0%
20.0%
2.3% 2.5%
10.0%

0.0%

0.1%

0.0%
Yes

No
2017/18

Declined to Answer

Unknown
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Note: According to the Department for Work and Pensions Disability Prevalence Estimate 2011/12, 5.7million
disabled people are of working age in Great Britain. This represents 9.28% of the population.
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Composition of Workforce by Marriage or Civil
Partnership Status
54.84%
53.97%

60.00%
50.00%
40.00%

26.20%
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20.00%
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Composition of Workforce by Pregnancy or
Maternity Status
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Composition of Workforce by Race
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00%

Indian

Pakistani

Other Asian

African
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2017/18

2017/18 (%)
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Note: The term “Other” where used in this graph represents all staff not defined elsewhere, for example “Other
White” will include Eastern European, American and Australian staff.

15
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019
Equality, Diversity and Inclusion Annual Report 2018-19 –Final

Trust Public Board of Directors, 30th July 2019 – App 10

Composition of Workforce by Religion or Belief
2017/18
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Composition of Workforce by Sex
90.0%

79.9%
79.9%

80.0%
70.0%
60.0%
50.0%
40.0%
30.0%

20.1%

20.1%

20.0%
10.0%
0.0%
Female

Male
2017/18
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3.4.2.2 Workforce Demographic Summary
2018/19 shows a significant improvement in the number of staff opting to declare
their position under the recorded protected characteristics. The Trust has worked
hard to create a safe environment where staff feel able to provide this data and data
is improving as a result. In particular the rate of reporting for the disability protected
characteristic has increased significantly, although this has more clearly highlighted
the under representation in this group. The 2019/20 introduction of the Workforce
Disability Equality Standard will assist the Trust to focus more on supporting staff
with disabilities and to enable staff to self-declare.
3.5 Patient and Public Equality
The patient demographic graphs provide information on our patients as inpatient
admissions and outpatient appointments. The data covers the period 1st April 2018
to 31st March 2019.
Data has also been included to cover the period 2017/18 as the methods of data
collection have evolved alongside the merger of the two former Trusts. Data for the
former Peterborough and Stamford NHS foundation Trust and Hinchingbrooke
Health Care Trust are collected in similar but not identical ways and therefore this
“whole trust” data has been compiled to best reflect the data collected.
These graphs show number of inpatient admissions based on various Protected
Characteristics as available. It is not possible to present data on Disability, Sexual
Orientation or Gender Reassignment Protected Characteristics.
A 2011 census summary document has been added as appendix 1 to provide
additional context.
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3.5.1.1 Inpatient Demographic Data
Total number of inpatients accounted for 2017-18:135,667, 2018-19: 140,377.

Composition of Inpatients by Age
17.9%

20.0%
18.0%
16.0%

17.3%
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14.4%
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12.0%

11.1%

9.3%

10.0%

7.3%

8.0%
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<16
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40-49
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60-69

70-79
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Composition of Inpatients by Marriage or Civil
Partnership Status
45.0%

39.9%
39.3%

40.0%
35.0%
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Composition of Inpatients by Religion or Belief
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1.68%
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Note: Where religious groups represented by less than 0.1% inpatient admissions in 2018-19 are included in
“Other”.
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Composition of Inpatients by Race
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Composition of Inpatients by Gender
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3.5.1.2 Outpatients Demographic Data
Total number of outpatients accounted for 2017-18: 689,549, 2018-19: 708,922

Composition of Outpatients by Age
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Composition of Outpatients by Marriage or
Civil Partnership Status
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Composition of Outpatients by Race
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Composition of Outpatients by Religion or Belief
50.13%
48.62%

No Religion or Belief / Not Said

1.61%
1.61%

Other

Sikhism

0.21%
0.22%

Salvation Army

0.12%
0.11%
5.73%
5.86%

Roman Catholic

Other Free Church

0.11%
0.11%
3.02%
2.95%

Muslim

Methodist

1.01%
1.04%

Jehovah's Witness

0.30%
0.32%

Hinduism

0.37%
0.36%

Church of Scotland

0.32%
0.31%
34.47%
35.77%

Church of England

1.90%
1.93%

Christianity

Christian Other

0.35%
0.42%

Baptist

0.37%
0.38%

0.00%

10.00%

20.00%

2018/19

30.00%

40.00%

50.00%

60.00%

2017/18

Note: Where religious groups represented by less than 0.1% inpatient admissions in 2018-19 are included in
“Other”.

24
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019
Equality, Diversity and Inclusion Annual Report 2018-19 –Final

Trust Public Board of Directors, 30th July 2019 – App 10

3.5.1.3 Patient Demographics Summary
The Trust saw a 3.47% increase in the number of inpatients using the service and a
2.81% increase in outpatients using the service.
While there were minor shifts in the demographics of patients in terms of race,
religion and belief and marital/civil partnership status, these are mostly offset by a
slight increase in the proportion of patients choosing not to supply the information.
The largest change in demographics was a 1% increase in the proportion of people
over the age of 50 using the service inpatients and a 1.1% people as outpatients,
which includes a slight drop in those aged 60-69.
3.5.2 Patient and Public Equality Projects
The Trust has undertaken numerous projects to improve the experience of patients
from protected groups throughout 2018/19 including the adjustment of facilities to
meet the needs of a wider group of patients to changes in process to ensure a more
comprehensive service. Below is a list of key initiatives undertaken by the Trust to
improve patient experience.
3.5.2.1 Accessible Information Standard
The Accessible Information Standard has been a priority for the Equality, Diversity
and Inclusion Lead in year 2018-19. Following consultation with affected groups and
departments within the Trust, the system has been developed to capture information
in a paper format.
The effective purpose of the accessible information standard is to provide
reasonable adjustments around communication for people with additional needs,
therefore, parallel to the development of the AIS, the Trust will introduce a system
enabling the recording of physical reasonable adjustments.
The Accessible Information Standard is currently in the final stages of development
and significant progress has been made in implementing this important piece of
work.
The new system which will automate the distribution of the correct format
documentation for each patient and the correct means of communication support in
accordance with the patient’s requirements.
Introduction of the full AIS system will begin from July 2019 alongside the
introduction of supporting IT systems.
3.5.2.2 SignLive
The Trust has conducted a three month trial of a British Sign Language Interpreter
system called SignLive.
SignLive is a video based interpreter service which connects BSL user with an
interpreter very quickly. The Trust’s trial reduced average waiting times for
interpreters from 4 hours to 40 seconds when SignLive was used.
The trial of SignLive received highly positive feedback. On every occasion the
system was used an ED breach was prevented. Even in situations where the system
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was not practical for the patient to use, it enabled the clinical staff to make a
judgement on the patients’ needs in a faster time and make an intervention at an
earlier point.
SignLive is now in the process of roll out across all departments in the Trust with an
expectation that this will conclude in December 2019.
3.5.2.3 Easy Read Developer
Staff in the Trust have identified a lack of easily available “Easy Read” patient
leaflets. The Accessible Information Standard mandates the availability of patient
information in a format which is accessible to the user.
Too often staff were finding they would be forced to supply easy read information
which required some interpretation, immediately defeating the point of the tool, or not
available at all.
To mitigate this, the Trust has recruited a developer to review all patient leaflets and
convert them into easy read using our own format and images.
This project has been under development throughout 2018/19 and will commence in
July 2019. The project will run for two years.
3.5.2.4 Gender Neutral Toilets
Following a request from our LGBTQIA+ co-production group the Trust has begun
the process of switching single cubical toilets to neutral gender. This has improved
capacity and provided a toilet area for people who do not identify in a binary way.
Initial work has been focused on ED and Women and Children’s at Peterborough
City Hospital but will be expanded as part of a gradual programme.
3.5.2.5 Dwarfism Equipment
In November 2018 the Trust was contacted by Little People UK, the leading national
dwarfism charity, to highlight a patient who’d contacted them about the availability of
equipment in our hospitals for people with Dwarfism. Items such as a low level seat,
steps to the toilet and alcohol gel were not available or were inaccessible to the
person and their families.
The Trust set about obtaining the equipment and quickly realised it did not exist.
Little People UK kindly offered to support the Trust in the development of the
equipment alongside a local mobility equipment supplier and purchase it as a
donation to support all patients with dwarfism.
3.5.2.6 Preferred Pronoun System
Following advice from a patient and direction from the Trust’s LGBTQIA+ coproduction group, the Trust has begun developing a system to enable an individual’s
preferred pronoun to be identified and recorded on the upcoming Patient
Administration System. The PAS system launches on 19th July 2019. The system
provides the basis upon which the system may be developed.
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3.5.2.7 Smart Signage
The Inclusion as Standard Accessibility Signs are designed to give Patients and
Visitors easy access to information on how to be supported in our Trust.
The signs contain a smart link which, when scanned, will direct the person’s mobile
phone to the Trust’s website and the specific page about the department they are in.
The page contains information on visiting times, management and contact details,
but also has a link to the department’s “Accessable” (formerly DisabledGo) page
which contains accessibility information and directions to the department.
The smart links are dynamic which means they can be changed if the department
moves, so once placed, they never need to be removed.
4 Engagement
The Trust has built a very positive and productive relationship with numerous
external partner organisations in the past twelve months.


The Trust has worked closely with Healthwatch Cambridgeshire and
Peterborough in the development and delivery of the Accessible Information
Standard and the continuation of the Equality Co-Production Groups



The Trust has delivered Level 3 Safeguarding Training to Doctors and
Consultants alongside the Kite Trust which focused on LGBTQIA+ issues.



The Trust has held events celebrating Black History Month in which members
of the community visited the hospitals and provided information of local
groups, arts and culture.



The Trust raised the flag for Pride for the first time in June 2018 and is rolling
out NHS Rainbow Badge initiative.



The Trust worked closely with Cambridgeshire Deaf Association to deliver the
new SignLive system in both Hinchingbrooke Hospital and Peterborough City
Hospital Emergency Departments. The system was piloted from August 2018
to November 2018 with Trust-wide roll out planned for 16th June 2019.

In 2017-18 the Trust overhauled the Equality and Diversity section of its website,
further work has been carried out to improve the accessibility of the website and to
include more comprehensive information.
5. Future Plans
Much of the work carried out this year has been focused on improving care quality
and patient experience. With the launch of the Accessible Information Standard
planned for July 2019, and the introduction of the Inclusion as Standard learning
system to enable the Trust to develop new processes guided by affected groups, the
Trust intends to focus much of its equality work over the coming year on improving
the experience of staff. This includes:



The recruitment of Divisional Equality and Diversity Leads from senior and
strategic positions within each division.
The reconfiguration of the Equality, Diversity and Inclusion Steering Group to
include Divisional EDI Leads.
27

Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019
Equality, Diversity and Inclusion Annual Report 2018-19 –Final

Trust Public Board of Directors, 30th July 2019 – App 10










Develop training and support to improve the knowledge of leaders and
managers within the organisation
Introduce a Human Factors based approach to resolving and improving
Equality issues
The introduction of a Reverse Mentoring Programme aimed at improving the
mentee’s understanding of the effects of bias and privilege. The Trust’s
Executive Directors have volunteered to be the first Mentees.
Creating new forums for staff equality through the development of staff
networks including BAME, Disability, LGBTQIA+ and Carers.
Champion significant events more widely such as Pride and Black History
Month.
Develop a comprehensive set of tools to improve the way the Trust supports
staff with disabilities.
Chief Executive and Non-Executive Director will become EDI Sponsors with
practical roles to support the EDI Work Programme.
Develop a more diverse Broad of Directors by attracting a representative
group of Non-Executive Directors and supporting prospective Non-Executive
Directors through an Associate Programme.

6. Conclusion
The Trust has made major efforts to promote the work being done both internally and
externally, with several strategies being utilised by other Trusts around the country.
The Trust has introduced consistent and user friendly systems which provide
comprehensive tools to manage and resolve Equality and Diversity issues
The Trust has made significant steps in the structural development of an Equality
and Diversity Support Service throughout the year. The continued development of
this service will, in time, develop a more integrated understanding of Equality and
Diversity and improve the Trust’s position in terms of staff and patient welfare.
While there is more work to be done, the Trust is on track to become the first acute
trust to deliver a fully compliant Accessible Information System, provide
comprehensive support to people with disabilities and improve treatment pathways
for people from all protected groups.
2018-19 has been a year of enormous progress in the development of major projects
and strategies which will pay dividends in the years to come; however, the Trust
recognises there is more to do and will seek to learn and identify best practice from
other sectors and NHS Organisations.
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Appendix 1 - Population Equality and Diversity Data 2011 Census
This study takes, where possible, census and local demographic data to create a
statistical picture of the North West Anglia NHS Foundation Trust’s catchment area.
Statistics within this document can only be as accurate as the most recent study,
primarily the 2011 census, and so should be considered in the context of a rapidly
changing environment. It should also be noted that census data collection does not
perfectly mirror the catchment area of the North West Anglia NHS Foundation Trust.
Since 2011, the political and regional economic landscape has changed significantly.
The statistics within this document are for reference only and should not be quoted
as fact.
Gender Data

Male %

Female %

Total Number

England and Wales

49.2

50.8

52,041,916

Peterborough

49.5

50.5

183,631

Huntingdonshire

49.9

50.1

169,508

South Kesteven

48.3

51.7

133,788

NWAngliaFT

49.3

50.7

486,927

Age Data

0-15 years %

16-74 years %

75+ years %

England and Wales

18.9

73.3

7.8

Peterborough

21.4

72

6.6

Huntingdonshire

19.1

73.9

7.0

South Kesteven

18.5

72.7

8.8

NWAngliaFT

19.8

72.9

7.3

Ethnicity Data

Asian
%

Black
%

Chinese
%

Mixed
%

Other %

White %

England and Wales

6.8

3.3

0.7

2.2

1.0

86

Peterborough

11.2

2.3

0.5

2.8

0.8

81.5

Huntingdonshire

2.1

1.0

0.3

1.5

0.3

94.8
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South Kesteven

0.9

0.4

0.3

0.9

0.1

97.5

NWAngliaFT

5.2

1.3

0.4

1.8

0.4

90.5

Disability Data

Identifies as having disability or long term condition %

England and Wales

17.6

Peterborough

16.7

Huntingdonshire

14.9

South Kesteven

17.3

NWAngliaFT

16.2

No
Other
Muslim
religion religion
%
%
%

Not
Stated
%

Sikh
%

0.4

7.2

0.8

24.6

0.3

6.7

0.6

1.1

29.5

0.4

7.2

0.2

0.1

0.3

22.2

0.3

6.9

0.1

0.1

4.0

25.6

0.3

6.9

0.3

Religion Data

Buddhist
%

Christian
%

Hindu
%

Jewish
%

England and Wales

0.4

59.3

1.5

0.5

4.8

25.1

Peterborough

0.3

56.7

1.3

0.1

9.4

Huntingdonshire

0.3

60.8

0.4

0.1

South Kesteven

0.2

69.7

0.3

NWAngliaFT

0.3

61.7

0.7

Marriage/Civil
Partnership

Single
%

Married
%

Civil
Partnership
%

Separated
%

Divorced
%

Widowed
%

England and Wales

34.6

46.6

0.2

2.6

9.0

7.0

Peterborough

33.6

46.3

0.2

3.4

10.2

6.3

Huntingdonshire

28.4

53.2

0.2

2.6

9.4

6.3

South Kesteven

26.1

53.6

0.1

2.8

9.9

7.5

NWAngliaFT

23.8

40.7

0.1

2.4

7.9

5.3

30
Simon Howard – Equality, Diversity and Inclusion Lead - 27th July 2019
Equality, Diversity and Inclusion Annual Report 2018-19 –Final

Trust Public Board of Directors, 30th July 2019, - App 11

Health & Safety Annual Report 2018/19

Presented for:

Approval

Presented by:
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Strategic goal:

Delivering outstanding care and experience
Recruiting, developing and retaining our workforce
Improving and developing our services and infrastructure

Date:

12th July 2019

Regulatory
relevance:

Health & Safety Executive
Care Quality Commission

NHS Constitution
delivery:

The NHS commits to provide support and opportunities for staff to
maintain their health, wellbeing and safety.
The NHS commits to encourage and support all staff in raising
concerns at the earliest reasonable opportunity about safety,
malpractice or wrongdoing at work, responding to and, where
necessary, investigating the concerns raised and acting
consistently with the Employment Rights Act 1996.

Equality and
Diversity:

This report covers services and individuals equally and there are
no specific equality and diversity issues for consideration

Freedom of
Information
Release:

This report can be released under the Freedom of information Act
2000

Trust Public Board of Directors, 30th July 2019, - App 11

1.0

Summary

Health and safety law places specific duties on organisations. Employers and
Directors can be held personally liable when these duties are breached and members of
the board have both collective and individual responsibility for health and safety. The
Board are reminded that their obligations under Health & Safety require it to be considered within the
decision making framework of the Board.
The attached Health & Safety Annual report details the organisation’s activity relating to, and
governance arrangements for, all aspects of Health & Safety from 1st April 2018 to 31st March 2019.

Integrated Performance Report – Not required.
Board Assurance Framework Context
See summary above.

Key Points for Decision and Discussion
The Trust fulfils its legal responsibility for health and safety by:






Maintaining a team of professionals to provide advice and support to managers and staff;
Offering and facilitating a range of classroom based training courses in addition to e-learning and
workplace based training.
Measuring compliance with health and safety policies through Health and Safety Support Visits;
Corporate and Divisional Health and Safety Performance Reports;
Consulting, in various ways, with the workforce in relation to health, safety, security and welfare.
This includes close partnership working with Staff Side organisations
Working collaboratively with the Occupational Health service to provide in house screening and
return to work support.

Action required from the Board of Directors
The Trust Board and Senior Managers are asked to receive and endorse the Annual Health & Safety
Report for 2018/19.

The following papers make up this report
Health & Safety Annual Report 2018/19.
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Regulatory Relevance Categories
Health & Safety at Work Act 1974 and any case law and associated regulations.
CQC – Around meeting fundamental standards
Regulation 8: General
Regulation 12: Safe care and treatment
Regulation 13: Safeguarding service users from abuse and improper treatment
Regulation 15: Premises and equipment
Regulation 17: Good governance
Regulation 18: Staffing
Regulation 19: Fit and proper persons employed

Monitor – Around licence conditions
Not Applicable
Other Regulators
Health and Safety Executive
NHS Constitution
Staff: All requirements
Patients and Public: Access to Health Services
Quality of Care and Environment
Complaint and Redress
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1. INTRODUCTION
This report provides analysis of the standard of health safety and security throughout the Trust for the
financial year 2018-2019 as required by UK legislation and good practice.
The Health and Safety at Work etc. Act 1974 provides a legislative framework to promote, stimulate and
encourage high standards of health and safety at work.
In particular it requires organisations to provide and maintain:
a) A Health and Safety Policy;
b) A system to manage and control risks in connection with the use, handling, storage and transport of
articles and substances;
c) A safe and secure working environment, including provision and maintenance of access to and
egress from premises;
d) Safe and suitable plant, work equipment and systems of work that are without risks;
e) Information, instruction, training and supervision as is necessary;
f) Adequate welfare facilities.
The legislation is enforced by the Health and Safety Executive (HSE) who have far reaching powers
which include:
a) Access to work premises at any reasonable hour;
b) Freedom to interview staff and visitors, contractors or patients;
c) Confiscation of equipment and applicable documents;
d) Taking statements, photographs, measurements and samples;
e) Issuing notices (Improvement and Prohibition) requiring, respectively, improvements within a certain
timeframe or stopping work until improvements are made also within a timeframe;
f) Initiating criminal court proceedings for alleged breaches of health and safety legislation.
The Health, Safety and Security Team, which reports to the Executive Director of Workforce and
Organisational Development via the Assistant Director of Employment Services consists of:
Band 7 - 1 x WTE Non Clinical Risk Manager/LSMS/Prevent Lead
Band 6 – 0.5 x WTE Deputy Health and Safety Advisor
Band 6 – 1 x WTE Senior Moving & Handling Advisor
Band 5 – 2 x WTE Assistant Safety Advisor/LSMS
Band 5 – 0.5 WTE Moving & Handling Advisor
Band 4 - 1 x WTE Moving & Handling Core Skills Trainer
Band 2 – 0.75 x WTE Safety Team Admin Assistant
The team is supported by Health & Safety and Moving and Handling Links based in service departments
and is responsible for:
a) Advising managers, safety representatives and staff on matters of Health & Safety, Moving &
Handling, Security and Prevent at work;
b) Developing and implementing Health & Safety, Moving & Handling, Security and Prevent policies and
procedures to improve the management of Safety, Security and Staff Wellbeing across the Trust;
d) Developing and delivering bespoke training courses as appropriate;
e) Providing information and corporate data analysis in respect of Trust-wide Health & Safety
compliance.
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f) Ensuring the Trust is advised as appropriate on meeting it’s legal obligations with regard to Safety,
Security and Prevent

2. SERVICE STRATEGY
The Health and Safety at Work etc. Act 1974, and associated regulations address the way in which
health and safety should be tackled within all organisations. The purpose is to ensure the health, safety
and welfare of employees and anyone who may be affected by the Trust’s work activities.
The Trust fulfils its legal responsibility for health and safety by:






Maintaining a team of professionals to provide advice and support to managers and staff;
Offering and facilitating a range of classroom based training courses in addition to e-learning and
workplace based training.
Measuring compliance with health and safety policies through Health and Safety Support Visits;
Corporate and Divisional Health and Safety Performance Reports;
Consulting, in various ways, with the workforce in relation to health, safety, security and welfare.
This includes close partnership working with Staff Side organisations
Working collaboratively with the Occupational Health service to provide in house screening and
return to work support.

Policies and Codes of Practice (COP) developed, updated or reviewed by the Health and Safety Team
and approved by relevant Committees during this year were:


















Work Equipment COP
Treatment of Injuries Illness in Visitors COP
Supporting Staff with Disabilities COP
Site Smoking Policy
Secure Bicycle Compounds COP
Prevention of Dermatoses COP
Mobile Phones & other Communication Devices COP
Health & Safety Policy
CCTV Policy
Display Screen Equipment COP
Latex Management for Health Workers COP
Lone Working COP
Management of Violence and Aggression Policy
Management of VIPs COP
Permits to Work COP
Access Control Policy
Prevent Policy

Please note there are other Workforce and Occupational Health related policies that link to or support
Health Safety and Wellbeing for the workforce.

3. HEALTH SAFETY AND SECURITY MANAGEMENT
3.1 Audits
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H&S (Health & Safety) and MH (Moving & Handling) Audits are carried out by the Health & Safety team
on a three yearly rota. The overall objective of the audits is to ensure that all areas are meeting their
regulatory responsibilities to ensure the Health Safety and Wellbeing of all staff, patients and visitors on
our sites.
The Safety Team is implementing training at Hinchingbrooke, Wisbech, Ely and Doddington, so the audit
system is not yet embedded at these sites.
Once training is complete a more formalised process of audit as already used at PCH will be introduced
across all sites.
Health Safety & Security
9 Health Safety and Security audits were carried out in 2018/19 at PCH. The areas that were audited
ranged between 52% - 92% compliance. All findings from the audits are sent to Department Managers,
Safety Leads for the Division and Matrons to ensure all recommendations are actioned.
The majority of non-compliance was due to out of date documentation e.g. risk assessments.
Moving & Handling
23 Moving and Handling audits completed in 2018/19. 14 at Peterborough, 7 at Hinchingbrooke and 2 at
Stamford.
Areas covered include training figures, staffing levels, link trainer availability and presence of risk
assessments.
Average compliance at Peterborough was 91.5% no major issues found apart from a few vacancies for
link trainers.
Average compliance at Hinchingbrooke was 72.35% with issues identified such as shortage of staffing to
carry out safe handling, poor compliance due to lack of training and a lack of link trainers. 3 Training
sessions planned to target areas that currently have no MH Link.
Actions to Address: Currently no formal assurance that actions are taken on recommendations made
until the follow-up audit for both H&S and MH. The process how best to provide assurance is currently
under discussion.
Other
Other Health Safety and Security related activity is managed or delivered by Estates and Facilities
Management e.g. Fire, PCH Security Team.
3.2 Prevent
There have been no formal Prevent reports to the police in this financial year. The Trust had two internal
reports from staff who required assistance and support. On both occasions we worked with both the
individual and the police to help resolve a domestic issue.
3.3 Risk Assessment
The completion of risk assessments is a statutory requirement under the Management of Health and
Safety at Work Regulations 1999.
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To support the Trust in its compliance, the Health and Safety Team continue to train Safety and Moving
& Handling Links within each department to undertake these assessments locally. All links are provided
with a 6 monthly update and are fully supported by the Team at all times.
Regular audits are completed to ensure that Departments are keeping up with their regulatory
requirements.
Other risk assessments e.g. Stress, Pregnancy, Young Persons are undertaken by Managers supported
by Occupational Health, HR or Health & Safety.
3.4. Risk Register
Risks are generally managed by each Department/Division. All risks rated 12 (Significant) or above are
required to be held on the Trust Datix Risk Register. Risks currently held on the Register by the HS&S
Team are as follows:
CCTV at Hinchingbrooke Hospital
Storage of Medical Gas Cylinders
Suicide Risk from the Top of the Multi-storey Car Park
Use of Sharps/Needles within the Trust
Use and Storage of Neutral Buffered Formalin 10%
Door Stops – Trips and falls over door stops throughout the Trust
Trips over the Main Atrium entrance edging
Sharps – use of non-safety devices within the Haemodialysis/Renal Unit
Caring for patients over 160kg (25st)
There are a number of Health and Safety risks that sit on the risk register that are owned and managed
by the Estates and Facilities Team.
The new Risk Register (approved in 2019) requires that all risks should be recorded on the Datix Risk
Register system.

4. HEALTH AND SAFETY LEGISLATION AND HEALTH AND SAFETY EXECUTIVE UPDATE

4.1. New Legislation
Assaults on Emergency Workers (Offences) Act 2018:
To make provision about offences when perpetrated against emergency workers, and persons assisting
such workers; to make certain offences aggravated when perpetrated against such workers in the
exercise of their duty; to require persons suspected of certain assaults against such workers which may
pose a health risk to provide intimate samples and to make it an offence, without reasonable excuse, to
refuse to provide such samples; and for connected purposes.
The Trust is encouraging staff to report such offences and will support staff in the prosecution of the
perpetrator.
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5. COMMUNICATION AND CONSULTATION
5.1. Health Safety Security and Environment Committee (HSSEC)
The primary method of communication in respect of Trust-wide health, safety and welfare issues is the
Health Safety Security and Environment Committee.
The Committee has reviewed and updated it’s Terms of Reference and these were signed off in June
2019. We are working to make the committee more inclusive across sites.
Groups that report by exception to HSSEC:




Peterborough Security Forum (Bi-monthly)
Sharps Safety Group (Quarterly)
Latex Management Group (Quarterly)

The Trust will introduce a separate Hinchingbrooke Security Forum in late 2019, once H&S Links are in
post.
5.2. Health and Safety Intranet Page
Work continued to develop the Health and Safety Intranet Page to ensure it is informative and user
friendly; this is a work in progress and remains an objective for 2019/20.

6. HEALTH SAFETY AND SECURITY TRAINING AND AWARENESS
6.1. Classroom Based Courses
Mandatory
Welcome to Our Trust
A half hour introduction to Safety and Security in the Trust attended by all new starters. This is then
followed by a requirement to complete the e-learning package or attend an equivalent face to face
session.
Conflict Resolution – External Provider
6 Four hour courses run per month.
Currently all staff at Hinchingbrooke are booked on to this training, but this does not happen at PCH
Attendance requirements are currently under review see below
Prevent
Legal requirement for all front line staff as directed by the Home Office and NHS England. Decision
taken by the Trust to ensure all staff attended what is seen as an extremely important subject – the
session lasts one hour and is part of the Trust Induction.
Health & Safety Awareness
A one hour session that can be completed as face to face or via e-learning. Must be completed every
three years.

Inanimate Object Handling
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1 hour Induction with an update every year
Patient Handling
4 hours on induction then yearly update of 2.5 hours done by MH Team or MH Link if available.
Fire Safety Training.
All staff undertake annual fire safety training. The fire training is either face-to-face (45 mins duration) or
via an eLearning online system.
All staff at Hinchingbrooke must currently attend face to face training annually.
As Required
Risk Assessment Training
Face to face for 3 Hours. Open to all staff and used as part of the Safety Link training.
COSHH
Face to face for 2 Hours. Open to all staff and used as part of the Safety Link training.
First Aid at Work – External Provider
All Departments are required to have access to a First Aider. Courses are currently run at PCH,
Hinchingbrooke and Stamford.
PCH courses are well booked, but we struggle to fill places at Hinchingbrooke and Stamford despite
early advertising. Providing courses on these sites is currently being reassessed
6.2. E-Learning
Display Screen Equipment
Required by all staff that use a Computer whilst at work. Must be completed every three years.
Moving and Handling
An identified group of staff (as per Trust’s training needs analysis) do not need practical handling training
and will complete the theory via e-learning only. Required annually.
Lone Worker Device Training
Face to face or e-learning on receipt of their lone worker device.
Fire
All staff undertake annual fire safety training. All staff (unless currently based at Hinchingbrooke) are
able to undertake the training via e-learning in alternate years.
6.3. Training - Future Plans


Conflict Resolution e-learning package being launched in July 2019



Managing Challenging Behaviour training being assessed for launch in January 2020



Sharps Internal Training video currently being produced for release by 31st August 2019



Introduction of the Hoverjack to staff at PCH as part of the MH suite of equipment and roll out of
training launch 1st April 2019
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6.4. Comparison of Mandatory Health & Safety and Prevent Training
The majority of training has increased over the 2018/19, the decrease in 2017/18 can be identified from
the merger.
Prevent figures below do not include Hinchingbrooke until 2018/19

The Health and Safety Team continue to use Newsround to publicise dates and encourage staff to
ensure they are compliant.
Conflict Resolution training is currently not reported as mandatory training, this will change in 2019-20 as
competencies are added to the ESR system.

7. NON CLINICAL INCIDENT REPORTING
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Each quarter the Health and Safety Team report to the Health, Safety, Security and Environment
Committee (HSSEC) the number of reported non clinical incidents across the Trust. This financial year
saw an overall of 2728 non clinical incidents reported. This is an increase of 32% compared to 2017/18
with 1866 reported incidents and an increase of 39% compared to 2016/17 with 1655 incidents.
It is clear from the below graph that historically there was a poor reporting culture at HH however the
hard work in promoting Adverse event reporting has greatly improved and this can be seen by the
figures of 2018/19.
Consideration must also be given to the fact that there are 635 beds and a higher footfall at
Peterborough compared to Hinchingbrooke which only has 304 beds and Stamford and Rutland which
has only 22 beds All other sites have outpatients facilities only.
All data has been taken from the Datix Risk management System where all Trust wide incidents (both
clinical and non-clinical) are reported.
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The graph below plots the trends of the twenty top reported non clinical incidents over a 3 year period
broken down by financial year commencing 1st April 2016 – 31st March 2019, these include:









Needlesticks and Sharps
Violence and Aggression
Slip, Trip, Falls
Security
Moving and Handling
Security
Harmful agents
Staff Ill health (relates to incidents caused by staff being unwell at work e.g. a fall caused by
fainting due to heat)

7.1. Exposure to Harmful Agents
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There has been a 40% increase of exposure to harmful agent incidents being reported. These include
patient samples within Formalin being transported via the Pneumatic Tube (PT) System at PCH which is
against Trust Policy. Posters have been placed on all PT system informing all users of the breach,
although incidents have reduced, practice is still occurring.
A significant increase of blood requests for high risk patients with no warnings annotated on forms which
is presenting a risk to phlebotomists.
Incidents involving Formalin spillages (mainly within Pathology) which have required RIDDOR reporting
as a dangerous occurrence due to a release of a harmful agent. The HSE did require a full investigation
of the incident which was provided, nothing further to date was requested.
A risk assessment for the Use and Storage of Formalin has been completed and is on the Risk Register.

7.2. Needlestick and Sharps
Following the Introduction of the Health and Safety (Sharps Instruments in Healthcare) Regulations
which came into force in May 2013, the Trust has now replaced a large amount of devices with safety
devices which requires individuals to activate a safety guard prior to disposal. Although reporting of
incidents have increased, mainly due to knowledge of reporting and following the merger, it is apparent
that the type of devices that were causing injuries pre 2013 are now very different.
Non-Safety devices causing injuries have been identified as suture needles (currently no suitable safety
device available) followed by blades, scalpels and other specific surgical equipment. All non-safety
devices require risk assessments in place which are endorsed at the Sharp Safety Group and added to
the risk register to ensure clear visibility of what devices are being used Trust wide. Ongoing progress to
combine HH sharps to Risk register.
A Sharps competency video is due to be rolled out within IV training sessions to remind and increase
staff’s compliance with the Sharps policy.
Safety devices are still resulting in injuries however main factors identified as unintentional movement of
patients during venepuncture, unsuccessful cannulation, malfunction of device, incorrect activation of
guard and incorrect technique. Where appropriate additional training and guidance is given.
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Four incidents this year have been reported as Dangerous occurrences (inoculation injuries from a
confirmed high risk patient).

7.3. Slip, Trip and Falls(STF) - (Non Clinical)
STF reporting patterns remain generally consistent across the three years, although RIDDOR reporting
for STF have significantly increased within 18/19 by 50% compared to 17/18.
The factors of injuries remain consistent with slips over wet floors from spillages known, unknown and
environmental causes. Work with our PFI partners is carried out to address these issues.
Other factors of STF’s are investigated locally to ensure they are addressed and measures are put in to
place where ever possible.

Slip, Trip, Falls ( Non Clinical)
H1 - Slip/Trip/Fall - on level (no injury)
H1A - Slip/Trip/Fall - on level (minor injury)
H1B - Slip/Trip/Fall - on level (signif injury)

2016/17

H2 - Slip/Trip/Fall from height (no injury)

2017/18

H2A - Slip/Trip/Fall from height (minor injury)

2018/19

H2B - Slip/Trip/Fall from height (signif injury)
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Patient Handling injuries have reduced slightly since 2016/17 which can be reflected by the increase of
mandatory training being attended by patient handling staff.
Static load injuries have increased significantly, it is found that individuals are not adopting basic Moving
& Handling principles of assessing the tasks prior to undertaking Moving & Handling.
Not all injuries sustained are new injuries as a result of a work related injury but exacerbation of previous
injuries either sustained at work or within their home life (Home life injury has increased over the last two
year). Training was changed to reflect this in both inanimate & patient handling
On training evaluation forms, it has been documented that staff are feeling more confident with raising an
issue as action has shown it will be investigated where previously they felt there would be repercussions
when reporting.
Whenever we receive information we will see the individual and will offer support, advice & extra training
to the individual. About 25% staff will take the extra training (This is completed on a 1-1 bases)

7.5. RIDDOR (Incidents resulting in over 7 days off work/Major Injury/Death or Dangerous
Occurrence reported to the Health & Safety Executive)
RIDDOR reporting has increased by 44% compared to 2016/17 as shown in the below table. Whilst the
majority of injuries have been minor, because of the nature of the role that staff do (Patient Handling
Specific) this is why staff have required to be off work for over 7 days.
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STF on level (minor injury) which has resulted in individuals being away from work for over 7 days is the
highest type of reported incident this financial year followed by Patient Handling Injuries, Dangerous
Occurrences (inoculation injuries from a confirmed high risk patient) and non-malicious assaults.
Three incidents this financial year were reported as patient related incidents including fractures following
a fall and an attempted suicide and a suicide. Any patient related RIDDOR incident is reported to the
CQC as well as the HSE.
The highest reporters of RIDDOR incidents where within the Division of Emergency and Medicine.
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7.6. Violence and Harassment
The most frequent types of incidents recorded under the Violence and Harassment category are;





inappropriate Behaviour,
non-malicious assaults on staff,
malicious verbal abuse,
malicious assaults to staff.

Non-malicious assaults are predominately from those who tend to be unaware of their actions i.e.
dementia or Alzheimer’s patients.
Visitors and patients are the most regular perpetrators, with a small number of incidents recorded as
staff against staff.
The Trust reviews all reported incidents and follows up with injured persons where appropriate. If it is
deemed appropriate behaviour letters are sent to perpetrators, and if the nature of the offence justifies
the Trust will seek injunction(s) against individuals. The Trust also works closely with the police in
addressing repeat perpetrators or those incidents of a serious nature. Conflict resolution training
sessions are run for staff to learn the skills and techniques which will enable them to defuse challenging
situations.
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7.7. Security Incidents
Whilst the statistics indicate the Trust has a significant number of lost or misplaced items, these are
mostly personal possessions such as dentures and items of clothing. Theft from staff includes money,
mobile phones and clothing. Missing patients tends to be patients who omitted to inform staff that they
are visiting the shops and restaurant etc.
The Trust advises all individuals who have had items stolen to report all thefts to the police. Staff are
regularly reminded about the possibility of an opportunist thief and to secure both personal and patient
valuables where possible.
CCTV is one of the tools used to identify perpetrators of security incidents and where appropriate this is
shared with the police.
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7.8. Fire Incidents
Fire calls have increased but the trend is due to staff having greater awareness following on from a more
robust fire training package. The majority of fire calls during 2018/19 have been cooking related
(microwave fires), patient accidentally operating the fire alarm to give them access to controlled ward
entrances. One arson and patient related fire occurred in May 2019 and learning outcomes have been
raised with those involved. Figures are collated by the Trust Fire Safety Manager (TFSM) for all
incidents. These figures are then provided for the annual Estates Returns Information Collection returns
to the NHS.
When Datix reports are raised to highlight fire related issues, these are investigated or advice given by
the TFSM. A number of risks have been documented and recorded on the Trust Risk Register.

8. STATUS OF INCIDENT INVESTIGATIONS, CORRECTIVE AND PREVENTATIVE ACTIONS
8.1. Incident Investigation Analysis
Detailed accident statistics are reported to Health Safety Security and Environment Committee (HSSEC)
on a Bi-monthly basis and are presented to the People and Performance Committee quarterly
All clinical and non-clinical incidents that are Grade 3 or above are discussed at Clinical Nurse Rapid
Review every week. The Non-clinical Risk Manager is present for these meetings.
For the purpose of this report a number of grade 2 non-clinical incidents across all Divisions were
selected at random to establish the extent and quality of incident investigation.
In summary all incidents selected had been triaged by the Health & Safety Team, but only 50% of the
incidents selected had been investigated by the Division/Department. It was clear that further
investigation is required for lower grade incidents within the Divisions and they are being supported to
improve governance and investigation arrangements.
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8.2. HSE Intervention
The Health and Safety Executive (HSE) have contacted the Trust following two RIDDOR reported
incidents in this financial year.
Incidents were the patient suicide at PCH and a Formalin spill within the Pathology Department. On both
occasions we supplied additional information following our investigations and no further action was
taken.
9. MEASURING PERFORMANCE
No formal Internal or External Audits carried out in 2018/19
Departmental Audits carried out as per section 3.
10. HEALTH AND SAFETY OBJECTIVES
The Health and Safety Team have identified the following objectives for the period of 2018-19:






Support the IMT Department as they upgrade the online access control application – updating of
current bundles and roll out of the final PCH bundles with a view to rolling out at Hinchingbrooke
in 2020/21
Upgrade of CCTV across Hinchingbrooke, Peterborough and Stamford Hospitals.
Renewal of COSHH database to ensure continued compliance with legislation
Work to continue on the development of the Health and Safety Intranet page to ensure it is
informative and user-friendly
Continued roll-out of the Safety / Moving & Handling links network across the Hinchingbrooke
Site

11. CONCLUSION
The report highlights the significant amount of work that has been undertaken during 2018/19 to improve
the management of health safety and security in the Trust. The Health Safety and Security Team
function continues to make progress with the continued training of links within local areas and the
creation of a robust safety framework within each Division.
The Trust’s Safety and Security Team continues to provide advice and guidance to managers and staff
to ensure they are able to meet the needs of the Trust in its compliance with health safety and security
legislation.
The team continue to engage with other specialist services within the Trust to assist in the development
of future strategies.

12 ACTIONS REQUIRED
The Trust Board and Senior Managers are asked to receive and endorse the Annual Health & Safety
Report for 2018/19.

